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The World Health Organization is a specialized agency of the United Nations
with primary responsibility for international health matters and public
health. Through this Organization, which was created in 1948, the health
professions of over 180 countries exchange their knowledge and experience
with the aim of making possible the attainment by all citizens of the world of
a level of health that will permit them to lead a socially and economically
productive life.

The WHO Regional Office for Europe is one of six regional offices
throughout the world, each with its own programme geared to the particular
health problems of the countries it serves. The European Region embraces
some 850 million people living in an area stretching from Greenland in the
north and the Mediterranean in the south to the Pacific shores of Russia. The
European programme of WHO therefore concentrates both on the problems
associated with industrial and post-industrial society and on those faced by
the emerging democracies of central and eastern Europe and the former
Soviet Union. In its strategy for attaining the goal of health for all the
Regional Office is arranging its activities in three main areas: lifestyles
conducive to health, a healthy environment, and appropriate services for
prevention, treatment and care.

The European Region is characterized by the large number of languages
spoken by its peoples, and the resulting difficulties in disseminating infor-
mation to all who may need it. Applications for rights of translation of
Regional Office books are therefore most welcome.
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Foreword

What is the most important resource for health that a European country
has today? Countries would give different answers to this question, but
all of them would put the work of nurses very high on the list — and
rightfully so! The sheer number of the profession is close to 5 million in
the 50 countries of the WHO European Region. They serve the Region’s
850 million people, who live in an area bordered by Greenland in the
west, the Mediterranean Sea in the south, and the Pacific shores of the
Russian Federation in the east. Nurses are not a homogeneous group:
large differences are found in the roles they play, the tasks they perform,
the training they receive, the status they have in society and the remu-
neration they get for their work. Taken together, however, they comprise
a formidable workforce that provides some of the most essential services
to keep people healthy, to take care of the ill and the injured, and to
nurse the frail and elderly throughout the Region.

In many, if not most, European countries, these health professionals un-
Jortunately do not get the recognition they deserve, or the working facilities
they need to carry out their unique function in our health care systems.

The WHO Regional Office for Europe has had a very strong pro-
gramme in nursing for many years, because it believes that only a well
trained community nurse can really be the first line of defence of the pri-
mary health care system. The model that WHO foresees is the one that
emerged in 1988 from WHO's First European Conference on Nursing in
Vienna, by which a nurse is responsible for providing a broad commu-
nity-based service (including lifestyle counselling, diagnosis of health
problems and home care for the sick, frail and elderly) in addition to the
important nursing function in the hospital sector. In spite of intensive
work since the Conference, however, nurses are still far from that situa-
tion in many Member States. There is an urgent need for countries thor-
oughly to revise their policies, infrastructures and training programmes
Jor nursing to make them compatible with the WHO models.
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The nursing and midwifery programme in the Regional Olffice is
working hard to attain these objectives. In view of the serious problems
related to nursing in most of the countries of the Region, WHO has con-
centrated on helping those countries in the most difficult situations. To
help these countries and the other Member States of the Region, as well
as to improve countries’ nursing policies and services, the first require-
ment is an understanding of the current situation. This will provide a
sound foundation for new initiatives and indicate the urgent needs for
reform. WHQO's European Nursing and Midwifery unit prepared this
book to meet these needs. The first of its kind, it gives a thorough
overview of the current state of nursing and midwifery in Europe, and
contains a wealth of extremely useful information for nurses, their pro-
fessional organizations, ministries of health, ministries of education and
other bodies that are interested in promoting better health and improv-
ing health services in the European Region. A previous book produced
by our Nursing and Midwifery unit — Nursing in action — became a best-
seller, and no doubt this book will follow in its footsteps.

J.E. Asvall
WHO Regional Director for Europe
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Introduction
Jane Salvage

The 50 Member States of the WHO European Region cover a huge area
stretching from the west coast of Greenland to the Pacific coast of the
Russian Federation and from the Arctic to the Mediterranean Sea. For
WHO, Europe is a loose geographical definition, since it incorporates
all the newly independent states (NIS) of the former USSR, including
those in central Asia. After the Second World War, the map of Europe
was clearly redrawn and its borders and systems remained fairly stable
until the unprecedented changes in the countries of central and eastern
Europe (CCEE) and the USSR in the late 1980s. These changes were
accompanied by severe social and economic problems, and armed con-
flict in many of the countries. The social cost of change continues to be
high and it is impossible to predict where all the changes will lead.
Moreover, they have had a major and as yet immeasurable impact on the
rest of Europe. Meanwhile, the European Union has expanded and con-
tinues to grapple with the issue of extending membership to eastern Eu-
rope.

That is the backdrop to the issues raised in this book. The last pub-
lication from the Nursing and Midwifery unit of the WHO Regional Of-
fice for Europe, Nursing in action (1), described visions, goals and pol-
icy guidelines that had mostly been developed during the 1980s. The
changes in Europe had barely begun when the first WHO European
Conference on Nursing, which laid down the framework for nursing de-
velopment in the Region, took place in Vienna in 1988 (2). This pro-
voked some hard questions as the new Europe of the 1990s took shape.
Was the Vienna Declaration and subsequent WHO and other interna-
tional guidance relevant only to western Europe? Could WHO be sure
that those visions, goals and guidelines were still useful? This book
shows how the Nursing and Midwifery unit at the Regional Office ex-
amined these questions in partnership with Member States, what con-



clusions were reached, and what policies and programmes were initiat-
ed in response to the priority needs expressed by the countries.

THE NEED FOR GOOD INFORMATION

There was one immediate obstacle to progress. In 1988, the European
Region had 32 Member States; in the 1990s, it has 50. Not only were
contacts and relationships lacking with many of the new countries, but
also little was known about them. Without better information, WHO
could neither assess the situation accurately nor respond to countries’
requests for help with nursing development. Furthermore, the countries
themselves usually lacked much of this information, for a variety of rea-
sons. The Nursing and Midwifery unit therefore spent four years col-
lecting data from every country and feeding it into country nursing and
midwifery profiles, of which there are now 46. We can now look com-
prehensively at the real picture of nursing and midwifery across the
whole Region, make comparisons and map trends — the first time such
a task has been attempted. This book gives the first full description of
the current situation in nursing and midwifery in Europe, and the be-
ginnings of an analysis. Now that WHO has established this baseline,
further analysis and trend-spotting can be undertaken, and become eas-
ier and more accurate.

The data presented in Part I should be interpreted in the light of the
overall social, political and health context of the Region. The population
of Europe is around 850 million and expected to rise slowly. Fertility
rates have fallen, marriage is becoming less frequent and divorce is in-
creasing. The population continues to age, with a notable increase in
people aged 60-79; the economically active population is also aging.
Cultural, social, political and economic factors are all very diverse,
making generalizations about the Region and about nursing fraught
with difficulty. Such generalization becomes a little more meaningful,
however, if the Region is divided into subregions for analytical purpos-
es, as we have done here.

Our data show huge variations in nursing and midwifery across the
Region. In particular they show a wide gap in the quality of care be-
tween west and east, caused partly by the crisis now engulfing the health
care systems of eastern countries but also by their historical neglect of
nursing and midwifery. Indeed, as the recent WHO Expert Committee
on Nursing Practice observed, there is no direct correlation between the
socioeconomic condition of a country and the scope of nursing practice
(3). Regardless of the state of development of nursing services, a vari-



ety of factors impedes their effective delivery in many countries. These
factors include the exclusion of nurses from policy-making and deci-
sion-making at all levels of the health care system, shortages of well
trained nurses relative to needs, insufficient financial support and the
undervaluing of nursing, with its concomitant subordination to
medicine. The position is further complicated by continuing gender dis-
crimination. Nursing everywhere is women’s work and shares the char-
acteristics of other female-dominated occupations: low pay, low status,
poor working conditions, few prospects for promotion and poor educa-
tion.

Nevertheless, awareness is growing of the need to examine the role
of nursing. Starting points and initial conditions differ widely between
countries, and so do the responses. It is possible, however, to distinguish
some emerging trends. First, nurses, like all other health care providers,
are under increasing pressure to prove they are good value for money.
This has spurred greater efforts to measure the outcomes of nursing in-
terventions (particularly in the United Kingdom and northern Europe).
Second, interest is growing in nursing education, where key issues in-
clude the review and reorientation of the curriculum to primary health
care (PHC); the development of new programmes, especially in higher
education; the training of nurse educators; the provision of high-quality
education materials; the development of continuing education schemes;
and the forging of closer links between education and services. Third,
attitudes towards the position of nursing in society and its role in health
care are slowly changing. The perception of nursing as a low-status oc-
cupation requiring minimal training, and the associated undervaluation
of humanistic, psychosocial care are beginning to alter, although the
process is very slow and uneven.

NURSING, HEALTH FOR ALL AND
HEALTH CARE REFORM

In 1984, the WHO Regional Committee for Europe adopted a frame-
work for public health policy, setting out the improvements needed to
secure health for all and describing strategies for achieving them
through healthier lifestyles, improvements in the environment and the
provision of high-quality health services. These strategies, it was pro-
posed, could be implemented using a target approach: 38 health for all
targets and related indicators (4). The targets were intended to support
the formulation and implementation of health policies in Member
States, and the indicators would enable comparisons between countries
and the monitoring of trends. The endorsement of this framework by all



Member States was very encouraging, and health policy development
took a big step forward. As yet, however, there has been no real progress
towards the primary target for health for all: equity. The health gap be-
tween the northern and western and the central and eastern parts of the
Region is actually widening as health improves in the former and dete-
riorates in the latter. There is also a widening health gap within coun-
tries, related to income. Closing these gaps by improving the health of
particular population groups, at least to the level of the differences that
existed at the beginning of the 1970s, is today’s major challenge.

In the Declaration of Alma-Ata, emanating from the 1978 Interna-
tional Conference on Primary Health Care (5), WHO Member States
had already advocated the development of PHC as the key strategy for
the attainment of health for all. Today, virtually all the countries of west-
ern Europe have adopted policy goals that shift health care delivery to-
wards PHC and closer to the community, workplace and home, with less
dependence on institutional care. In reality, however, progress has been
uneven and slow. In addition, the Conference urged governments to:

give high priority to the full utilization of human resources by defining the
technical role, supportive skills, and attitudes required for each category of
health worker according to the functions that need to be carried out to en-
sure effective primary health care...

This implies that nursing should be a key component of PHC, and an es-
sential vehicle for health for all.

The main resource of every health care system is the personnel who
work in it. Staff pay is a major budget item and staff control most of the
other expenditure, but money is not the whole story. The quality of the
contribution of each person, from the top manager to the floor cleaner,
is central to success or failure. In the long run, the achievements of any
health care system are primarily influenced not by the choice of struc-
ture or funding mechanism, important as these are, but by how well the
system develops, motivates and deploys its staff. Major reform of nurs-
ing and midwifery should therefore be an important aspect of health care
transition. Although it does not grab the headlines like other measures,
such as the commercialization of medicine or the emergency supply of
drugs, such reform could arguably have a greater long-term impact on
health services.

Health care reform is a major issue in nearly all the countries of the
Region. In the CCEE and NIS there is much debate about how far the
Soviet model of health care, which dominated these countries to a



greater or lesser extent, can or should be adapted to new needs.
Formidable problems are emerging from the efforts to achieve change
quickly —often too quickly and with incomplete understanding of the
policy options, not to mention poor resources. These countries’ con-
cerns about how to find the right balance between public and private
health care provision echo throughout the Region, where many if not
most countries — faced with apparently endless needs and diminishing
resources — are experimenting with different approaches to the financ-
ing of health care systems. This can create interesting innovations, but
an overriding concern with financing and structure — which tends to fo-
cus on acute hospitals and the role of doctors — is detrimental to the de-
velopment of PHC. Unfortunately, nursing and midwifery are not seen
as very important in these debates; although many countries are aware
of the need to tackle such issues as staff recruitment, retention and ed-
ucation, and the quality of care, these topics are not in general high on
the political agenda.

Nurses and midwives, however, are fundamental to health care in
Europe. They comprise the largest single group of health professionals
in the Region and therefore exert great influence — even if indirectly. (If
the reform agenda fails to inspire the nursing and midwifery profes-
sions, its long-term success must be doubtful or even impossible.)
Around 5 million people work in the nursing services of the 50 Mem-
ber States, half of them in the CCEE and NIS. They promote health,
prevent disease and provide care. The World Bank has identified nurs-
ing and midwifery personnel as the most cost-effective resource for de-
livering high-quality public health and clinical packages. These factors
link nursing’s fortunes much more closely to the reform of health care
systems, with all that that implies for interactive impact, than 1s usually
recognized.

This presents a major challenge to every country’s health services
and especially to those of the CCEE and NIS, where there is mounting
evidence of failure to train staff adequately for their roles or to deploy
them effectively, of oversupply of some staff and shortages of others, of
very poor wages and working conditions, and of low morale. The effects
of these problems will become increasingly acute as people gain more
freedom to move within and between countries, and to sell their scarce
skills in a more competitive labour market. Plans for health care reform
are unlikely to succeed in the absence of concurrent plans for the best
use of human resources for health. To put the case at its most extreme,
no system can work properly if its best staff have left. A comprehensive
national health care plan must include these issues as part of its strate-
gy, and tackle them at the same time.



Effectiveness: health outcomes and health care

A surprisingly large proportion of the work of health care professionals
— doctors, nurses, physiotherapists and others — is ineffective and even
harmful. This statement is supported by evidence from many countries,
including the United Kingdom and the United States, and is probably
true of many if not most other countries. Even where clear scientific ev-
idence exists, staff continue to use dangerous or outdated techniques
that injure patients and waste money. The content of professional health
work must be strictly scrutinized to ensure that it is appropriate and ef-
fective. Relevant tools include quality assurance systems, clinical audit,
clinical research, strategies for research implementation and continuing
education for professionals. The principles underlying these techniques
are relevant to any health care system, and the tools can be adapted ac-
cording to its stage of development.

Peer review of the effectiveness of health care interventions can be
facilitated by the development of strong, independent professional in-
stitutions that derive their authority from their commitment to serving
the public. This is not synonymous with traditional, élitist professional-
ism, but points to a new model of professionalism that emphasizes
working in partnership with patients and populations.

Efficiency: making the best use of personnel

Workforce planning is an essential component of an effective health
care strategy. It is needed to ensure that the profile of the health care
labour force is designed to meet people’s needs for health care, and that
appropriate steps are then taken to match the supply of staff to the
demand. This is a complex exercise involving at least the following
elements:

e identifying health care needs and how the service aims to meet
them;

e clarifying the role and functions of each group of staff, including
doctors, nurses, other therapists, auxiliary staff and other support
workers;

e reviewing education programmes to ensure that staff are properly
prepared for their roles;

e planning the best mix of grades and skills in the health care team,
based on the agreed role and function, as well as experience, of each
member;

e determining the number of staff needed in each grade and regulat-
ing labour supply (recruitment and training) accordingly; and



e offering incentives (such as more pay, better working conditions,
and opportunities for development) to attract and retain high-quali-
ty staff.

Management: planning for the future

Good management is crucial to success. People with management ca-
pabilities must be identified and trained to create a core of managers
with modern management skills — a combination of leadership and ad-
ministrative expertise. They may be doctors, nurses or other health pro-
fessionals (few of whom can automatically be good managers without
extra training and in-service development), experienced managers from
other sectors or specially recruited general management trainees. In ad-
dition, the management style of the organization is critical: evidence
suggests that the most successful organizations are those that motivate
their staff, reward them for good work and involve them in decision-
making. Good management therefore includes paying attention to orga-
nizational development and to creating incentives for all staff.

One aspect of organizational development that is of special current
relevance to the CCEE and NIS is the management of change. Profes-
sional and management training needs to accept change as the norm,
and to give people the capacities to respond effectively in terms of the
structures in which they work, the patterns of their work, the tools they
use and their responses to new evidence. Organizations and individuals
that are unable to be flexible and sensitive to change, and to handle its
impact on people and institutions, will fail to thrive in the Europe of the
future.

Power sharing: the devolution of responsibility and authority

Decentralization is a strong theme of today’s health care reforms. If it is
to have any beneficial effect, it means devolving authority and respon-
sibility to the lowest possible levels in the health service. Whether they
are clinical, administrative or support staff, people must have the author-
ity to make decisions on the issues that lie within their competence.
In return for giving them this authority and expecting them to be re-
sponsible and accountable for what they do, the organization must offer
them proper training and support, and respect the integrity of their de-
cisions.

Power must be shared not simply among health service staff but also
between them and the users of services. Participatory care is essential
for effectiveness and efficiency, not just a luxury for consumer-oriented



societies. It means involving citizens directly in every stage of health
care, from service planning to evaluation. It means offering them gen-
uine choices based on full information, and evolving new styles of pro-
fessional behaviour based on doing things with patients rather than to
them. After all, people should really be considered not as consumers of
health services but as producers of their own health. Ultimately, the ma-
Jor human resource of any health care system is its citizens.

VISIONS, POLICIES AND ACTIONS

Part I of this book paints a picture of the current situation. Part Il moves
on to explore some visions of nursing’s future role, and some policies
and actions designed to turn those visions into reality. It focuses partic-
ularly on ideas and tools developed via WHO in the 1990s. In fact, the
nursing professions were the first to scrutinize their practice and re-
spond to health for all in the context of public health. As the WHO Re-
gional Director for Europe has commented, delivering an integrated,
health-promoting, preventive and curative service to the people of the
Region will require a strong nursing team working in close collabora-
tion with general medical practitioners and other health and social per-
sonnel at community level. In fact, the implementation of health for all
policy will not be possible without such a new role for and input from
nursing.

This vision cannot become reality without strong nursing leader-
ship, which is explored in Part II in relation to the linked issues of na-
tional policies and strategies for nursing and midwifery, and the role of
nurses and midwives in government. These topics have been a particu-
lar focus of the Nursing and Midwifery unit of the WHO Regional Of-
fice for Europe in the 1990s, and have been tackled in innovative ways.
Leadership without knowledge is meaningless, however, and the pro-
gramme has therefore also focused on making good nursing information
of all kinds readily available. The WHO LEMON (LEarning Materials
On Nursing) project was designed to start filling this knowledge gap in
the CCEE and NIS, but also aims to build capacity in countries and in-
dividuals, as described in Part II. As this part of the book draws heavily
on WHO work, it may be helpful to set out here some of the assumptions
on which the regional programme is based.

e Health care is an important determinant of health, although by no
means the most important.

e The PHC approach is the key to maximizing the impact of health
services, and to improving the quality of nursing.



e Nursing staff comprise the largest group of people working in any
health service, so that their influence on the quality of the service is
extremely important, though largely unrecognized.

e Nurses (as professionals and also as women) are marginalized by
men, doctors and governments, so that nursing development has to be
partly remedial work to ensure that the effects of this marginalization
(such as poor education and the lack of top posts) are counteracted —
in other words, to bring nurses on to a level playing field with the rest.

e The best way for WHO to influence these factors and advocate
needed change is to empower nurses themselves to tackle the issues
more effectively.

Certain assumptions about change also underlie the programme; the
factors that drive an effective change process are:

a vision of what should be achieved

a strong value base

a strategy to give a clear direction and priorities for action

an action plan

accountability, with designated roles and responsibilities
leadership

talk, talk and more talk, to review and modify as circumstances de-
mand openness.

The change process will only succeed in the long term if it is based
on valuing every human being equally, and therefore uses democratic
and participatory processes at every stage. Indeed, the journey to change
is as important as the destination. A good change process is essential but
it still may not succeed, owing to both predictable and unpredictable fac-
tors; human life and behaviour are by definition chaotic. The entry point
for change varies according to circumstances but always depends on the
success of agents of change in creating a critical mass of support. The
programme therefore aims to create or use a variety of entry points,
ranging from national leadership (national action plans for nursing) to
groups of activists combining personal and positional power (the
LEMON country groups) to grassroots clinical projects. This flexibility
is essential. The programme staff believe that technical knowledge is
important but cannot be forced on people; they learn when they are
ready. Much of what the staff do is designed to stimulate people to seek
knowledge, as well as to help them to find the information they need.
The approach therefore balances the human and technical input. Final-
ly, as part of a development agency, the staff know they can exert great
influence by modelling the processes they encourage others to use. They
practise what they preach.



SHAPING THE FUTURE

Part III of the book, on work in progress, is rather different. Its chapters
on PHC nursing and measuring nursing highlight areas where further
thinking is required, and offer some ideas for debate. Unlike the policies
and projects featured in Part II, they have not been widely discussed
among the European nursing community, although they have been de-
veloped with care, a sound knowledge base and peer review during the
drafting. PHC nursing in Europe needs new thinking because, although
it is not new, the context in which it should be practised is and, like the
health care systems of which it is part, is changing daily. In addition, the
vision of the Declaration of Alma-Ata and the way it is pursued need to
be revisited and refreshed to inspire and support new generations of
health workers and citizens. Measuring nursing, as mentioned earlier, is
a growing trend that relates more pragmatically to the same question of
how to reach defined goals. The search is on for ways to assess nursing
efficiency and effectiveness. Informatics is one area of this in which
nurses are gaining expertise; they are also exploring its relevance to
nursing development.

A NOTE ON TERMINOLOGY

For convenience, nursing and nurse are used in this book as general
terms. Terminology and definitions vary from country to country, and
indeed direct translation of the terms is sometimes impossible. “Nurs-
es” should be understood to mean all health workers doing nursing-re-
lated work, including nurses, midwives and feldshers. In some CCEE
and NIS, this also means those doing physiotherapy and other tasks;
these occupations are not regarded as distinct professions owing to the
poorly differentiated division of labour. Some countries regard nursing
and midwifery as one profession, while others have separate regulatory,
education and professional bodies for the two occupations. In using the
term nursing, no assumptions are made or implied about nursing’s rela-
tionship to midwifery. The need for leaders to promote a strategic,
knowledge-based approach to development is just as crucial in mid-
wifery as in nursing, but whether this development takes place jointly or
separately is a matter for each country to decide. Either way, it is in the
interest of both groups to define their goals and to work together on the
many areas of mutual concern. The same point applies to other groups,
such as feldshers. '
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CONCLUSION

This book offers a range of new information, visions, policies and ideas
for action. It is based on the inspiration and experiences of nursing and
midwifery leaders throughout the European Region. We hope it will in-
spire you to join in the quest for health for all.
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Part 1
Nursing in Europe:
the Current Situation



Introduction
Jane Salvage & Serge Heijnen

This study is part of a WHO initiative to collect, analyse and dissemi-
nate essential data on nursing and midwifery. The massive changes to
the map of Europe and their subsequent impact on health and health
care indicated the need for an organized database on nursing, as did re-
quests for information from nurses and others, particularly those in new
Member States. The Nursing and Midwifery unit at the WHO Regional
Office for Europe had already collected much raw data on nursing, but
some were not readily accessible and some were missing. The health for
all database and other programmes in the Regional Office had little in-
formation relevant to nursing or midwifery, making it statistically invis-
ible.

Inquiries confirmed that many nurses working in ministries of
health and other nursing leaders, especially in the CCEE and the NIS,
did not have access to useful data. Data often did not exist, and nursing
leaders sometimes mistrusted official statistics. Key information on
workforce planning, education reform, project development and many
other activities was hard to find. The Soviet system in particular had
emphasized the collection of statistics, but these were frequently inac-
curate and rarely fed back to service providers in any meaningful way.
This lack of information meant that nursing leaders were denied the
means to participate in the powerful processes of communication, and
that their contribution to policy formulation was marginalized. Not only
the countries themselves but also the agencies charged with assisting
them, including WHO, were working in the dark. This made the compi-
lation of the present type of report almost impossible. The international
exchange of knowledge, the sharing of experiences to stimulate aware-
ness of potential solutions, and sound knowledge of the state of health
care in countries are essential for an understanding of nursing, and en-
able nursing leaders to make a positive contribution to health care policy.
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The Regional Office Nursing and Midwifery unit therefore started a
project in 1992 to collect, review and disseminate essential data.

This study of nursing in Europe is carried out in parallel with, and
contributes to, an initiative by WHO headquarters to monitor progress
on implementing World Health Assembly resolution WHA45.5 on
strengthening nursing and midwifery in support of strategies for health
for all (1). The starting point of this global study was a questionnaire to
all Member States to obtain essential information, processed and analy-
sed to assist them and WHO to assess the current situation, to provide
input to policy changes and to promote nursing and midwifery as es-
sential health services. Studies to find ways of measuring the impact on
health of direct nursing interventions are planned in selected countries.
The participation of the European programme in this project and its own
evaluation process both contributes to and is strengthened by the global
experience. In addition, the proposed global research will attempt to de-
termine whether the implementation of resolutions has any relationship
to health and economic indicators, and what needs to be done to help
Member States develop policies to implement these resolutions.

The European study began with the decision to produce a profile of
nursing and midwifery in each of the CCEE and NIS. As time went by,
other countries requested their own profiles and the project was extend-
ed to the whole Region. The first step was to draw up a draft minimum
data list for structuring the collection of information. This and a sample
profile were assessed in 1992 by a group of nursing leaders from nine
countries, east and west. They liked the form used (and suggested some
changes) and thought the profiles would provide them with a compre-
hensive planning base: a powerful source of information to help them
analyse nursing in their countries and prepare national action plans, pro-
ject proposals and plans for resource mobilization. Since then, data have
been collected and processed for all Member States using the minimum
data list. The profiles archive the information held by the Regional Of-
fice and countries, providing a system that makes information readily
available and easily updated (resources permitting). The compilation of
the profiles is an interactive process; it makes progress slow and labour
intensive, but the involvement of nursing leaders is crucial.

The information collected in the draft profiles was collated and
analysed, resulting in a first raw mapping. Experts from several Euro-
pean countries and different nursing specialties contributed to the analy-
sis, especially in areas where the information was still insufficient, or
where a trend or positive development in nursing’s contribution to health
for all could be made more visible. Part I of this book is the result. It de-
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scribes the current state of nursing, the issues nurses grapple with, of-
ten in very difficult circumstances, and various ways in which they are
preparing themselves to assume a role as autonomous practitioners able
to work in the hospital and community (and thereby actively work to-
wards health for all targets 28 and 29 (2))'. By no means all the wealth
of information in the profiles is reproduced in this book; individual
country profiles can be obtained from the Regional Office on request.
A summary of all the profiles as they stood at January 1995 has been
produced as a separate document, to be read in conjunction with this
chapter by those who require more detail (5).

OBJECTIVES OF THE STUDY

The aim of this study of nursing in Europe is to support European nurs-
es’ efforts to improve the health and wellbeing of patients and commu-
nities. [ts more specific objectives are:

e to make existing information on nursing and midwifery readily
available to Member States and WHO;

e to analyse the state of the art of nursing in the European Region and
evaluate progress, including making comparisons between countries
and identifying trends;

e to contribute to research-based health development in Europe and to
stimulate the creation of strategies for nursing;

e to contribute data and ideas to a variety of WHO programmes and
initiatives in the European Region;

e to contribute to implementation of World Health Assembly resolu-
tions and other global initiatives on nursing; and

e to make nursing in Europe more visible.

It may act as a catalyst for change and convince others of the need
for nursing development, supporting the arguments of national nursing
leaders with facts, ideas and recommendations. This study is the first of
its kind to be carried out in the European Region. Its range, focus and
intent will interest many people, including health policy-makers at all
levels, researchers, health care and nursing organizations, and anyone
concerned with the state of nursing in Europe. It puts nursing and mid-
wifery in Europe on the map.

' The health for all nurse is one who contributes to achieving the goals of health for
all. The mission, role and functions are comprehensively described in the Vienna Dec-
laration (3) and subsequent WHO publications, notably Nursing in action (4).
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This mainly descriptive study is important, but “harder” measures of
progress are also needed. It is notoriously difficult to produce valid,
reliable, sensitive and specific indicators of the impact of different types
of health policy and health care delivery. Nevertheless, it might be pos-
sible to develop some criteria to help assess progress in nursing devel-
opment at the national and international levels; at present such indica-
tors are poorly developed or nonexistent. There is plenty of conventional
wisdom about what combination of factors promotes good nursing
and midwifery practice - ranging from high-quality education to the ex-
istence of a professional regulatory framework — but there is relatively
little hard evidence. Proxy measures would help WHO and countries to
run more effective programmes and target more precisely where efforts
should be directed. Regional and subregional trends could be mapped
and analysed. Indicators measured at intervals of several years would
tell countries how they were progressing, and provide material for fruit-
ful comparisons.

Some ambitious initiatives are exploring outcome indicators for
nursing practice. The WHO Global Advisory Group on Nursing and
Midwifery is leading this at the international level with a project to de-
fine indicators for monitoring nursing’s contribution to health for all.
Similar projects are under way at the national level, mostly aiming to
define nursing elements in national health databases. For example, a
valuable initiative to explore the complex relationship between nursing
input and health outcomes comes from the Canadian Nurses Associa-
tion and the Alberta Association of Registered Nurses (6). They are sup-
porting the development of a minimum data set to ensure the entry,
accessibility and retrievability of nursing data. The aim is to identify
measurable indicators related to client status, reflecting the phenomena
for which nurses provide care in relation to the cultural status of clients;
nursing interventions, referring to purposeful and deliberate (direct and
indirect) interventions that affect health; client outcome, or the client’s
status at a defined point following intervention; and nursing intensity,
which refers to the amount and type of nursing resources used to pro-
vide care. Once identified, “health information: nursing components”
will be a minimum set of items of information, with uniform definitions
and categories concerning the specific dimensions of professional nurs-
ing, that meets the information needs of multiple data users in the health
care system.

In the European Region, important examples of work to make nurs-
ing statistically visible are the TELENURSING and TELENURSE pro-
Jects funded by the European Union (EU). A detailed description of the
objectives, activities and expected outcomes is provided in Chapter 8.

18



A WORD OF WARNING

The original purpose of the profiles was to provide readily accessible in-
formation. The work was not funded as a research project, although the
Nursing and Midwifery unit took scientific research criteria into ac-
count when possible. Data were collected from official sources and sup-
plemented by informal findings. While they are as reliable as they could
be made, it is impossible to guarantee accuracy for several reasons.
These include inadequate resources and infrastructures for the collec-
tion of information. Terminology differs widely, making direct compar-
isons difficult. Societies and health systems are in transition in many
countries, and data in some profiles may already be out of date. Further,
any attempt to describe the work, roles, education, management and so
on of nearly 5 million nursing personnel, in an area as historically, cul-
turally, geographically, economically and sociopolitically diverse as the
European Region, must have many shortcomings. This study should be
read with these warnings in mind. Nevertheless, the data should be ac-
cepted as reasonable for the purposes for which they were collected: and
their quantity and quality are in general sufficiently robust and sensi-
tive, despite some gaps, for analytical purposes.

Finally, readers may note one particularly large gap in this study: a
description of the actual daily work of nurses and midwives. Rules, reg-
ulations, laws and ideals concerning practice can be described fairly
readily, but capturing the reality of the nurse’s work is much more diffi-
cult. Attempts to elicit this type of data from countries have not been
successful, perhaps because the official version and the daily reality are
rather far apart in many countries, and countries understandably wish to
present themselves in the best light. (Interestingly, the countries that
have historically been the most secretive in the Region now tend to be
much more open than the others about their nursing problems.) Without
a detailed understanding of the actual work, however, changes are diffi-
cult to make. Much can be inferred by reading between the lines of this
study, but further research on this, based on direct observation of and re-
porting by practitioners, is badly needed (7).
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Nursing and midwifery
in Europe
Jane Salvage & Serge Heijnen

Developments in nursing and midwifery in Europe are taking place in the
context of growing demands for accessible, affordable, high-quality
health care and a recognition that health and disease are everyone’s re-
sponsibility. Successes have been achieved in improving health, but the
aging of the population, the AIDS pandemic and the recurrence of some
communicable diseases are placing new demands on health care services.
Recent social phenomena, such as urbanization and large-scale migration,
have the same effect. At the same time, responses to these growing de-
mands for health care are influenced by scarcity of resources and by ide-
ological decisions about the role of the welfare state. Services delivered
by nurses are increasingly perceived as having huge but unfulfilled po-
tential for attaining improvements in health and containing costs.

This chapter provides an overview of the current state of nursing in
Europe by summarizing and analysing the nursing and midwifery pro-
files for 45 WHO European Member States, supplemented by key re-
search papers and policy documents on nursing development. Sufficient
information could not be collected on some countries: Bosnia and
Herzegovina, Luxembourg, Monaco, San Marino and the Federal Re-
public of Yugoslavia (Serbia and Montenegro). Furthermore, through-
out this chapter and in its conclusions, the current situation is compared
to the goals formulated at the first WHO European Conference on Nurs-
ing (1) and other key global and European guidelines and statements.
The study is intended not to be complete and final, but to give greater
impetus to an existing movement.

The subsections in this chapter echo the headings of the profiles’
minimum data set and are milestones for nursing development: policy,
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leadership, regulatory frameworks, role of the nurse, terms and condi-
tions, human resources, education, research and quality of care, profes-
sional organizations and communications. They create the framework
for practice and define the areas in which strategies need to be devel-
oped and implemented. The importance of each milestone is shown by
a survey undertaken by the International Council of Nurses (ICN) in
1993-1994 (2). European national nursing associations (NNAs) report-
ed that the top five priority areas in nursing were, in descending order,
education, legislation, health policy, working conditions and standards
of care. In addition, nursing research and nursing leadership were
ranked in the top ten. As described earlier, difficulties remain in identi-
fying causal relationships between one or more of the milestones and
the effective delivery of nursing services, and particularly population
health or patient wellbeing. The presentation of these milestones does
not imply any judgement on their importance. Developments and ser-
vices are at various stages within and between countries, and appropri-
ate strategic action has to be identified in accordance with the situation
in each country and at each administrative level. This undoubtedly leads
to different priorities.

Data are presented in the same sequence under each heading. First,
the topic and its relevance to nursing development are discussed. Key
statements and recommendations are mentioned. Then follows a de-
scription of the current situation in the CCEE, NIS and western Europe,
or a combination of these subregions, with some country examples and
cross-references to the statements mentioned. These subregions are
used as an analytical framework to help organize the mass of data on
nearly 50 countries. Very broadly speaking, the countries in each subre-
gion share many common characteristics with regard to history, politi-
cal systems and current social and economic changes.

For the purposes of this study, the CCEE comprise Albania, Bosnia
and Herzegovina, Bulgaria, Croatia, the Czech Republic, Hungary,
Poland, Romania, Slovakia, Slovenia, The Former Yugoslav Republic of
Macedonia and the Federal Republic of Yugoslavia (Serbia and Mon-
tenegro). The NIS comprise Armenia, Azerbaijan, Belarus, Estonia,
Georgia, Kazakstan, Kyrgyzstan, Latvia, Lithuania, the Republic of
Moldova, the Russian' Federation, Tajikistan, Turkmenistan, Ukraine
and Uzbekistan.

For convenience, the remaining subregion is called western Europe.
The term is not geographically accurate but an alternative is difficult to
find; not all the countries in this group belong to the Organisation for
Economic Co-operation and Development (OECD) or the EU. This
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group comprises the rest of the European Region: Austria, Belgium,
Denmark, Finland, France, Germany, Greece, Iceland, Ireland, Israel,
Italy, Luxembourg, Malta, Monaco, the Netherlands, Norway, Portugal,
San Marino, Spain, Sweden, Switzerland, Turkey and the United King-
dom.

PoLicy

Prevailing political, cultural and socioeconomic conditions have always
had a significant impact on the delivery of nursing services. Nursing
practice, however, has shown a consistent commitment to change
through flexible and responsive development (3). As a result, nursing is
now a key activity in every practice setting imaginable. In some coun-
tries it ranges from carrying out high-technology investigations in aca-
demic hospitals to providing the whole range of PHC services in remote
regions. In most countries, however, these diverse nursing roles have not
developed in a planned or systematic way. The ad hoc development of
nursing practice, both to meet the population’s needs and to help contain
costs, has made it difficult for policy-makers, planners and nurses them-
selves to describe the nature and scope of nursing and, at times, to dif-
ferentiate it from the practice of other health workers.

The challenge for nursing is to provide appropriate and cost-effec-
tive forms of care based on health needs and within the context of a
country’s political, economic, social and cultural resources. A national
strategic planning process for nursing, with input from nurses and oth-
ers, can identify the vision for the future and set out priorities for action
in a national action plan for nursing. Ideally, this strategy is integrated
into all decision-making processes relating to health policy and plan-
ning, to ensure that the entire nursing workforce is working towards na-
tional health goals (7).

The desire of nurses for greater influence on national health policy
is supported by the 1977 International Labour Organisation (ILO) Con-
vention 149 on nursing (4); Article 2 explicitly states that:

1. Each Member which ratifies this Convention shall adopt and apply, in
a manner appropriate to national conditions, a policy concerning nursing
services and nursing personnel designed, within the framework of a gener-
al health programme, where such a programme exists, and within the re-
sources available for health care as a whole, to provide the quantity and
quality of nursing care necessary for attaining the highest possible level of
health for the population.
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2. In particular, it shall take the necessary measures to provide nursing
personnei with —

(a) education and training appropriate to the exercise of their function; and
(b) employment and working conditions, including career prospects and
remuneration, which are likely to attract persons to the profession and re-
tain them in it.

3. The policy mentioned in paragraph 1 of this Article shall be formulat-
ed in consultation with the employers’ and workers’ organisations con-
cerned, where such organisations exist.

4. This policy shall be co-ordinated with policies relating to other aspects
of health care and to other workers in the field of health, in consultation
with the employers’ and workers’ organisations concerned.

Several WHO global and European meetings in the early 1990s re-
inforced the importance of a strategic approach to nursing development
in support of health for all. Countries are at various stages in the devel-
opment of national action plans, and the scope and purpose of these
plans also vary. A few countries, like the United Kingdom, have devel-
oped comprehensive strategies, including targets for practice, education,
management and research. Others take a more narrowly focused start-
ing point; for example, Greece proposes starting with the establishment
of a national council for nursing development. In addition, strategies are
being developed at the subnational or regional level. All four parts of the
United Kingdom have developed their own strategies, and some cantons
in Switzerland, autonomous regions of Spain, and oblasts in the Russian
Federation (such as Tyumen) are developing their own nursing plans.
According to replies to a recent WHO global survey (35), the following
European countries have developed and adopted plans: the Czech Re-
public, France, Greece, Hungary, Kazakstan, Latvia, Lithuania, Poland,
Sweden, Slovenia, Turkey and the United Kingdom. Furthermore, the
Regional Office has noted development activity in this area in Belarus,
Belgium, Croatia, Estonia, Finland, Kyrgyzstan, the Netherlands, Ro-
mania, Slovakia and Tajikistan, and work beginning in Armenia, Bul-
garia, Georgia, the Republic of Moldova, Turkmenistan, Ukraine and
Uzbekistan. Some national action plans are the outcome of much debate
and are a real tool for future planning, while others are imposed from
above, do not attract widespread comment or support, and do not stand
much chance of implementation.

Chapter 4 covers in more detail the development and content of a
strategic nursing policy. Country-specific situations related to separate
milestones, including priority areas for policy and action, are discussed
here under the appropriate headings.
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LEADERSHIP

Effective leadership is crucial in motivating people, bringing about
change, maintaining morale, and establishing the desired role of nurses
and nursing services in any health care system. If the profession and in-
dividual nurses are to make their full contribution to health care, all pol-
icy planning, human resource development and research must involve
nurses competent in those areas (6). Nurse leaders must be able to in-
fluence decision-making on priority-setting and resource allocation.
They need to be respected and accepted as valued contributors, and au-
tomatically included in high-level meetings. At the workplace, the nurs-
ing voice should be heard in discussions of decisions on direct patient
care and on the development and deployment of resources.

Nurses’ participation in all aspects of planning at all levels of the
health care system is relatively strong in a few countries, such as Iceland,
Israel and the United Kingdom. In many others, nurses are not yet seen
as a vital part of the policy development group. There is still a long way
to go to reach the Vienna vision of nurses “acting as partners in decision-
making on the planning and management of local, regional and national
health services” (/). Strategies and mechanisms to prepare nurses for
their leadership role, and ways to bring about change are discussed ex-
tensively in various ICN publications and in Nursing in action (7).

Nursing leadership in Europe is evaluated here by taking a closer
look at a few indicators: nurses in government, national nursing associ-
ations, international networks, the nurse’s role in national policy-mak-
ing and nurses in management.

Nurses and midwives in government

In 1989, World Health Assembly resolution WHA42.27 urged Member
States to “encourage and support the appointment of nursing/midwifery
personnel in senior leadership and management positions and to facili-
tate their participation in planning and implementing the country’s
health activities” (8). In 1992, resolution WHA45.5 urged Member
States to “strengthen managerial and leadership capabilities and rein-
force the position of nursing and midwifery personnel in all health care
settings” and to “ensure that the contribution of nursing and midwifery
is reflected in health policies” (8). The implications of these statements,
and some possible ways forward, are explored more fully in Chapter 5.

Having a nursing directorate or unit in the central government, or at
least a chief nurse post, is crucial, particularly to develop and implement
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the national action plan for nursing. Only about a third of European
countries have established a specialized nursing (and sometimes mid-
wifery) unit at ministry level. A few countries have a permanent posi-
tion of chief nurse at the health ministry or its equivalent (see Tables 1
and 2), although doctors hold these posts in some CCEE and NIS. A
third of European health ministries have no single permanent position
for a nurse, although very few countries have no nurse or midwife em-
ployed at the ministry. A few countries, usually those in which nursing
education is the sole or main responsibility of the educational sector,
have a permanent senior position for a nurse at the education ministry
or its equivalent. Despite these still low numbers, there is an encourag-
ing trend. The recent global WHO survey (5) revealed that a significant
number of countries have increased the number of senior nursing posts
at health ministries, or plan to do so. At lower administrative levels, this
trend is even clearer. This could mean that nurses’ contribution to na-
tional policy-making is being recognized in an increasing number of
countries; on aggregate more nursing positions exist than in the early
1990s, despite great financial difficulties in health ministries. On the
other hand, governments in some countries appear cynically to promise
the establishment of leadership posts to nurses and then to do nothing
about it. Overall, the visibility of nursing in national governments seems
to be rising in all parts of the European Region, albeit slowly.

When a nursing unit or post has been created in government, condi-
tions must be in place for its effective functioning and influence. Re-
ports from all parts of Europe say that, even where health ministries
have relatively large nursing departments, nurses must continually fight
to make their voices heard. Health ministries alone do not change the
world, but the strength of nursing at that level is important in both sym-
bolic and political terms. It is also a fair indicator of the formal power
nurses have in a country. The lack of formal power at the top is reflect-
ed elsewhere: for example, in the lack of democratic decision-making
among members of health care teams in hospitals and communities (7).

As shown in Table 1, most CCEE have now established permanent
chief nurse posts at their health ministries or equivalents and most have
nurses and/or midwives working at the ministry level. Although the
functions and influence vary widely, nearly all chief nurses in the CCEE
feel that it is extremely difficult to ensure that nursing issues are taken
seriously. In Hungary, the newly enlarged ministerial nursing depart-
ment has a chief nurse and ten staff, making it the second largest nurs-
ing unit at ministry level in Europe. It is responsible for all nursing
affairs except university nursing education. Poland has a ministry nursing
unit with a chief nurse, a nurse teacher who supervises training schools,
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Table 1. Nurses and midwives in central government in the CCEE and NIS

Country Nursing Midwifery Nursing and Chief Chief
unit unit midwifery unit nurse midwife

Albania

Armenia Yes Yes

Azerbaijan

Belarus

Bulgaria Yes

Croatia Yes Yes

Czech Republic Yes Yes Yesa Yesa

Estonia Yes

Georgia Yes

Hungary Yes Yes

Kazakstan Vacant

Kyrgyzstan Planned Yes

Latvia Yes Yes

Lithuania Yes Yes

Poland Yes Yes

Republic of Moldova Planned or
discussed

Romania Yes

Russian Federation Planned or
discussed

Slovakia Yes Yes

Slovenia Yes Yes

The Former Yugoslav Planned or

Republic of Macedonia discussed

Tajikistan Yes

Turkmenistan Yes

Ukraine Planned or
discussed

Uzbekistan Yes

2 One person holds both posts.

and a secretary. Here the role of the nursing unit is to advise the deputy
minister responsible for nursing, to oversee nursing services, to super-
vise the education of middle-level staff, and to liaise with the Centre for
Postgraduate Medical Education. In Romania, the ministry’s deputy di-
rector of human resources, a doctor, is responsible for nursing education
and leads, with another doctor, a nursing unit of two people.
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In the 1980s, all republics in the USSR were instructed to establish
chief nurse posts at their health ministries. Many ministries in the NIS
therefore still have a chief specialist for nursing or similar post, as in Kyr-
gyzstan, Latvia and Lithuania, but few other nursing posts. Where they
exist, the posts tend to have low status and a doctor usually directs nurs-
ing affairs. There are occasional exceptions. The chief nurse in Kyrgyzs-
tan, for example, is well respected and her duties include strategic plan-
ning for education, quality assurance and the employment conditions of
all middle-level personnel. Georgia, Tajikistan, Turkmenistan and Uzbek-
istan have recently established chief nurse positions. In Kazakstan the
post is frozen, owing to staff cuts in the ministry. In the Republic of
Moldova, the Russian Federation and Ukraine, plans are under way to cre-
ate chief nurse positions, but progress is very slow. These countries have
ministry units that deal with nursing education and are staffed by doctors.

Table 2. Nurses in central government in western European countries

Country Nursing Midwifery  Nursing and Chief Chief
unit unit midwifery unit nurse midwife

Austria )

Belgium Yes Yes

Denmark Yes Yes

Finland Yes

France Staff in ministry2  Staff in ministrya
'Germany in Lénder

Greece

lceland Yes Yes Focal point for nursing/

midwifery at ministry

Ireland Staff in ministrya

Israel Yes Yes

ltaly Staff in ministrya
Luxembourg

Malta Yes

Netherlands Yes Yes

Norway Staff in ministry2

Portugal

Spain Yes Yes

Sweden Yes

Switzerland Units or chief nurses/midwives exist at cantonal level

Turkey Yes Yes

United Kingdom Yes Yes Yes

@ Nurses and/or midwives work in the health ministry but there is no focal point for nursing.
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The position of nurses at the ministry level differs widely in western
Europe. Some countries have established posts at the health ministries
for chief nurses, who may or may not be supported by nursing (and mid-
wifery) units. The terms of reference of the chief nurses and departments
vary, ranging from dealing only with the state hospital nursing services,
as in Turkey, to a wide variety of tasks and responsibilities covering ar-
eas of nursing legislation, education and practice, as in Israel and the
United Kingdom. Other countries comprise a group with separate units
at the health ministries, but no chief nurses. Some countries, such as
France, Ireland and Norway, have neither chief nurse posts nor nursing
departments, but have positions for senior nurses in other departments of
the ministry or its equivalent, and have a permanent advisory role to the
minister. In Austria, Germany, Italy, Switzerland and elsewhere, the nurs-
ing function at the ministry level is weak or absent for various reasons.
Nurses are dispersed in different directorates, or nursing is simply not
seen as important enough to be represented at the central level.

Role in national policy-making

Active involvement in national decision-making is an essential part of the
new role of nurses in the era of health for all. Strong leadership is required
at the national level, not only to encourage the development of leaders at
other levels but also to emphasize and support the role of nurses in bring-
ing about change (7). The profession has devoted considerable effort to
preparing for leadership roles by, for example, identifying and support-
ing leaders and establishing management development programmes for
senior nurses. These take place in all parts of Europe, but in general are
more advanced in most countries of western Europe than in the CCEE,
and more advanced in the CCEE than in the NIS. In some of these coun-
tries, nurses have recently recognized their leadership potential. In
others, there is no widespread expression of an urge to participate in na-
tional decision- and policy-making, although signs of change are in-
creasing. Inhibiting factors are nurses’” and women’s lack of formal and
informal power in male-dominated, medicalized health care systems.
Poor standards of education reinforce this status, which has resulted in
low individual and professional self-esteem.

Nurses generally have very restricted opportunities to participate in
national decision-making. In some countries, nurses are sometimes
elected as members of parliament, as in Finland, Slovenia and the Unit-
ed Kingdom, or appointed or elected to senior political or civil service
posts in the health field; for example, the present health minister of Ice-
land is a nurse. Only a handful of nursing representatives have a per-
manent position in a national body for health care decision-making, as
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in Bulgaria, Iceland, Israel and the United Kingdom. Organizations rep-
resenting nurses have a legal advisory function to these bodies in, for
example, Denmark, Italy and the Netherlands. In all the CCEE and NIS,
and in the vast majority of western European countries, nurses are not
legally entitled to participate in any form of health care decision-mak-
ing. At best, nurses’ representatives are sometimes asked to advise on
specific nursing issues. In some countries, nurses are legally responsi-
ble for regulating professional matters, such as licensure and profes-
sional ethics. This is discussed in the section on regulatory frameworks
(pp. 39-50).

In general, the opportunities for nurses to participate in policy-mak-
ing have increased. There is an encouraging trend in all parts of the Re-
gion to involve nurses at least in matters concerning their own profes-
sion. Furthermore, nurses are increasingly given legal authority to take
part in health care policy-making. The level of involvement, however,
varies widely between and within countries. Nurses in the NIS in par-
ticular, but also those in most CCEE and some western European coun-
tries, still report difficulties in having their voice heard.

In the CCEE, the role of nurses in national policy-making differs be-
tween countries. The responsibility of the government chief nurse in
Hungary and Slovenia, for example, is to develop clear strategic plans
to guide nursing. The role of the chief nurse in Croatia, the Czech Re-
public, Poland and Slovakia is mainly advisory. NNAs play an active, al-
though usually advisory, role in policy-making related to nursing mat-
ters in most countries, such as Bulgaria, Croatia, the Czech Republic,
Hungary, Poland, Slovakia and Slovenia. Some of these countries also
have national midwifery associations (NMAs). In Poland, the Nurses’
and Midwives’ Chief Council plays an active role in general health care
policy-making, and is involved in planning a new national nursing and
midwifery act. In Albania and Romania, policy-making is still not seen
as an appropriate role of the nursing profession; neither country has a
government chief nurse and the associations are weak, creating a vi-
cious circle that is hard to break.

In all the NIS, nurses make up a large proportion of the health care
workforce, but have almost no influence in policy-making or manage-
ment; a legitimate role here is not acknowledged. There are only a few
recognized nurse leaders, and the environment does not favour the de-
velopment of leadership qualities. Where the role is established, the gov-
ernment chief nurse’s part in national policy-making concerning nursing
is usually weak. Senior nurses lack professional knowledge and skills in
management and leadership, which acts as a barrier to managing changes
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in the health care system and nursing. The need to improve networking
and to develop nursing information systems has been identified as vital-
ly important. Awareness is growing in some countries, such as Estonia,
Kyrgyzstan, Latvia, Lithuania and the Republic of Moldova, of the need
to develop the legitimate role of nurses in policy-making. The NNAs in
the three Baltic states actively try to influence government policy. The
President of the Latvian Nursing Association is a member of the body
planning the reform of the health care system. The Lithuanian Nursing
Association is consulted by the Government, mainly on pay and condi-
tions. In the Republic of Moldova, a Republic Council of Nurses, com-
prising chief nurses from all over the country, teachers and others, was
established in 1993 to develop nursing policy and advise the health min-
istry. Kazakstan, Kyrgyzstan and Lithuania have also established adviso-
ry boards of nurses at the ministry level. The boards’ responsibilities in-
clude reviewing nursing activities and defining future priorities. In addi-
tion, some other countries, such as Estonia, Kazakstan, Kyrgyzstan,
Tajikistan, Turkmenistan and Uzbekistan, have also started to use the de-
velopment of national action plans as a mechanism to bring together a
national leadership group, often with the support of WHO.

The role of nurses in national policy-making shows extreme variations
in western European countries. In some, such as [celand, Israel, Spain and
the United Kingdom, nurses are actively involved and take a leading role.
The CNO, regulatory bodies, professional organizations and trade unions
in these countries have a clear role in policy-making at all levels.

The chief nurses of each of the four parts of the United Kingdom
{England, Northern Ireland, Scotland and Wales) contribute to health
policy. The chief nurse in England is a member of the Policy Board in
the Department of Health, and Director of Nursing for the National
Health Service (NHS) Executive. The Government appoints the Stand-
ing Committee of Nurses and Midwives to advise the Secretary of State
for Health, who determines policy on nursing issues. The regulatory
bodies established by law, primarily the United Kingdom Central Coun-
cil for Nursing, Midwifery and Health Visiting, are legally enjoined to
protect the public through establishing standards for nursing practice
and ensuring the adequate education of practitioners, which inevitably
involves these bodies in policy issues. Various professional organiza-
tions and trade unions frequently meet the Secretary of State and other
officials and thus influence policy-making.

The chief nurse of Israel leads a staff of national supervisors at min-

istry level whose powers cover the nursing services. They are responsi-
ble for hospital, community, mental health, chronic illness and emer-
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gency services in their respective divisions. As a group, they formulate
nursing policy for Israel and are involved in decision-making at all lev-
els. The nursing unit is currently working on policy determination, a
new law on nursing, standards and professional development towards
increased clinical specialization.

The situation in most other countries is less favourable: nurses have
only an advisory function, carried out by the chief nurse or other senior
nurses employed by government, professional associations and/or trade
unions. Nurses in many countries (Austria, Belgium, Denmark, Finland,
France, Germany, Greece, Ireland, Italy, the Netherlands, Norway, Swe-
den and Switzerland) report significant difficulties in influencing poli-
cy. Sweden, however, established a chief nurse post in 1995. Until re-
cently, nurses in Malta took little part in national policy-making; but a
chief nurse post was recently established.

In Finland and France, technical nursing advisers at the health min-
istry are responsible for advice, representation and assistance. They are
linked to regional directorates of health and social affairs by regional
nursing advisers and, if necessary, educational advisers. In the Nether-
lands, the National Centre for Nursing Care is discussing with the De-
partment of Health matters including the effect on nursing of changes in
health insurance coverage, demographic changes and the shift from hos-
pital to community care. In addition, the Centre is consulted by the Par-
liamentary Committee of Public Health, Welfare and Sports. In Italy, the
presidents of the national federations of nurses and midwives are mem-
bers of the two central consultative bodies, the Council for Health Per-
sonnel and the National Health Council. In Greece, the Government of-
ten consults the Hellenic National Graduate Nurses Association on
nursing issues, as well as through informal channels. The National
Board for Nursing in Belgium advises the health ministry; it prepares
projects and reports on nursing practice and education for discussion
and possible formulation as legislation.

Professional associations and trade unions

In many countries the heterogeneity of the roles and tasks associated
with nursing, the continuous shifts in the need for nursing and the
growth of specialization have resulted in vague definitions of roles and
tasks and/or the division of the profession into several — even multiple
— groups. This fragmentation is historically and philosophically under-
standable, and pluralism is always desirable. Nevertheless, countries
that have not been able to create some professional unity, perhaps under
the aegis of powerful professional associations, seem to have made
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slower progress in nursing development. Even in the Netherlands, where
nursing reaches a high standard, nurses report that the lack of profes-
sional unity saps the energy needed for work with other groups. Often
in competition or even conflict, various bodies claim to be the voice of
nursing in the country. A strong organization with a good working rela-
tionship with the chief nurse and other nurses in key positions can assist
greatly in monitoring developments and anticipating needs.

With the social changes in the CCEE and NIS, the importance of
professional contact and informal peer group support has been more
widely recognized. In nearly all the CCEE, nurses have founded or re-
established national professional associations, having in most cases re-
cruited 5-10% of the workforce as members to date. Poland’s associa-
tion was originally founded in 1925, and Slovenia’s in 1927. The new
associations are reaching out internationally to join, or rejoin in some
cases, organizations such as ICN and the International Confederation of
Midwives (ICM) (see Table 3). At the national level, networks and or-
ganizations of nurses, and sometimes other health care professionals,
have been established or are well developed. Communication by publi-
cations, mail, telephone and fax remains difficult, however, and this re-
stricts opportunities for cooperation in most CCEE.

Trade unions in the CCEE are undergoing a renaissance and many
nurses choose to join them as well as or instead of a professional asso-
ciation. Historically, all workers were obliged to join a labour union,
while professional associations were mostly frowned on or forbidden.
The lack of independence of the old unions has cast a shadow over the
new organizations, but they are gradually shaking it off and developing
new roles, reinforced by people’s growing realization that collective rep-
resentation and bargaining are even more critical as market forces take
hold. Usually the unions focus on pay and conditions, but they are also
concerned about equity in health care, education and professional stan-
dards. Many trade unions have built international links through affilia-
tion to Public Services International.

In the NIS, the professionalization of nursing is in its infancy. Nurs-
es have founded or re-established independent NNAs or NMAs in only
a few countries (see Table 3), and usually the number of members is low.
Awareness of the need is growing, however, and nurses have a great de-
sire to act, hampered by lack of resources and expertise, and communi-
cation difficulties within and between countries. Estonia, Latvia and
Lithuania have relaunched their associations; Estonia’s, for example,
was first founded in 1923. These associations also come under the um-
brella of the Baltic Nurses Association. In Kazakstan and Kyrgyzstan,



Table 4. Professional associations in western Europe

Country Establishment of: Member of:

NNA NMA ICN ICM Other bodya
Austria Yes Yes Yes Yes 1, 4,5
Belgium Yes Yes Yes Yes 1,2,5
Denmark Yes Yes Yes Yes 2-5
Finland ) Yes Yes Yes Yes 2-5
France Yes Yes Yes ) 1,2,4,5
Germany Yes Yes Yes Yes 2,4,5
Greece Yes Yes Yes Yes 1,2,4,5
lceland Yes Yes Yes Yes 2,3, 8
Ireland Yes Yes Yes 2,4
Israel Yes Yes Yes Yes 5
ltaly Yes Yes Yes Yes 1,2,4,5
Luxembourg Yes Yes Yes Yes 1,2,4,5
Malta Yes Yes Yes Yes
Netherlands Yes Yes Yes Yes 2,4, 5
Norway Yes Yes Yes Yes 2,38, 5
Portugal Yes Yes Yes 1,4
Spain Yes Yes Yes Yes 1,2,4,5
Sweden Yes Yes Yes Yes 2-5
Switzerland Yes Yes Yes Yes 1,2,5
Turkey Yes Yes
United Kingdom Yes Yes Yes Yes 2,45

21 = European Nursing Group; 2 = European Nursing Quality Network; 3 = Northern Nurses Federa-
tion; 4 = Standing Committee of Nurses of the European Community; and 5 = The Workgroup of Eu-
ropean Nurse Researchers.

Medical Studies (CIAMS) in Moscow. Some attempts are being made
to establish local and regional professional associations. For example, a
Moscow Nurses Association has been formed and is receiving help
from European associations, and there are others in regional centres
such as Mari and Samara. Local associations have also been formed in
Almaty, Kazakstan and Kiev, Ukraine. This regional or local develop-
ment is probably more likely to succeed, and to spread through a ripple
effect, than attempts to found organizations at the national level in the
absence of resources and infrastructures. It is also more realistic in very
large countries such as Kazakstan and the Russian Federation.

All countries in western Europe have nursing associations (see
Table 4), ranging from single organizations in Iceland, Malta and Nor-



way to over 50 separate organizations in France and the Netherlands.
Except in Spain, membership is voluntary. In all countries except Bel-
gium and the Netherlands, the total membership exceeds 80% of nurs-
es. Accurate figures are not always easy to obtain or verify, however,
and many people have duplicate membership. Nurses and midwives are
often members of trade unions for health care professionals or civil ser-
vants or those specifically for nurses and/or midwives.

Almost all countries, except Turkey, have one or more separate mid-
wifery associations. An exception is Ireland, where midwives are mem-
bers of the Irish Nurses Organization and the midwives’ section of the
National Council of Nurses. The proportion of midwives belonging to a
midwifery organization usually exceeds 90%.

Networks

European nurses should share knowledge and learn from each other’s
problems and successes by “setting up information systems and in-
creasing communication and the dissemination of information and re-
search results through national, regional and international networks”
(1). Cooperation is needed within national networks of nurses and mid-
wives to steer professional development at all levels, as is cooperation
at the international level with ICN, ICM, Public Services International
(PSI), the Standing Committee of Nurses of the European Union (PCN),
and the Workgroup of European Nurse Researchers (WENR), and be-
tween midwives in ICM and the EU Midwives’ Liaison Group. Impor-
tant newer networks include the Leaders in Nursing Network (LINK)
convened by WHO, which comprises anglophone and russophone
groups in which chief nurses or the nearest equivalent from nearly all
European countries (including all the CCEE and NIS) are represented.
The Regional Office also established a European network of WHO col-
laborating centres for nursing and midwifery to reinforce the work of a
similar global network. Many different networks and associations bring
together nurses and midwives interested in a particular clinical special-
ty or other field. Until recently, they catered almost exclusively to west-
ern Europe, but membership is gradually spreading further afield
through such organizations as the European Nursing Quality Network
(EUROQUAN).

While the range and variety of networks are welcome, they are in
danger of echoing the fragmentation often seen at the national level.
Further action is being debated on how to bring the networks closer to-
gether through, for example, an ad hoc European nursing forum or some
other, more formal group.
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Role in management

Nurses have been managing the delivery of patient care for many years.
Organizations such as ICN, ILO and WHO have stressed the need for
nurses to be partners in the planning and management of health services
and to manage nursing autonomously. Many nurses are effective man-
agers, but the management function in nursing often goes unrecognized
and unrewarded. Despite having heavy management responsibilities, se-
nior nurses may remain without influence on planning and budget allo-
cation. Apparent seniority in the health service hierarchy may not be re-
flected in input to decision-making. This is true in many countries but
especially in the CCEE and NIS; the autonomy and influence that nurs-
es enjoy when managing nursing are closely linked to nursing’s rela-
tionship with other disciplines and its status. In many countries, nurses
are expected to carry out a housekeeping role that may be reflected in
the tasks of the nurse manager.

Female nurses experience particular difficulty in asserting a right to
take part in decision-making, partly because this is nearly always dom-
inated by male doctors and/or career administrators who naturally as-
sume leadership. Furthermore, socialization as a woman and a nurse
may teach subordination and passivity. (Men in nursing have been con-
spicuously more successful than women in reaching senior positions,
often by dint of presenting themselves as managers rather than as nurs-
es.) Nurses are therefore easily marginalized in the management culture,
particularly if their role is unacknowledged. This in turn renders them
less effective. Nevertheless, skilled nurses are needed to manage not
only nurses but also the standards, organization and delivery of nursing.
This presupposes strong educational programmes in which they can
learn to blend nursing and management skills.

The nurse’s role in management varies significantly in the CCEE. In
Croatia, the Czech Republic, Hungary, Poland, Slovakia and Slovenia,
nurses are recognized as important members of the multidisciplinary
PHC team, and are involved in planning care at the local and district lev-
els. In the clinical setting, nurses manage nurses, and the responsibility
for the quality of nursing rests with senior nurses. In Romania, there are
plans to have a chief nurse in every hospital with more than 300 beds,
although the position will not be one of high status, without real in-
volvement in decision-making or independent control of the nursing
workforce or budget. Most CCEE have a director of nursing services in
each hospital, accountable to the hospital administrator, and a head
nurse in each department and ward. Elsewhere, nurses are more or less
subordinate to medical authority. The typical chief nurse of a hospital is
mainly expected to advise the hospital administrator or medical director

37



on nursing matters, rather than to take the lead in nursing matters. In all
countries, head nurses manage nursing at the ward and department lev-
els. Nurse managers now have increasing opportunities for training in
many of the CCEE.

According to the old Soviet legislation, each health care facility in
the NIS should have a chief nurse to assist the chief doctor or hospital
director. (Although the NIS are gradually reviewing and replacing the
old legislation, the model is still influential.) A feldsher may occupy the
post, but all candidates must have five years’ experience and have com-
pleted a management course. In theory, the chief nurse is elected by a
council of nurses in each hospital; each establishment with more than
15 nurses must have a council that discusses nursing topics and elects
nurse leaders. The senior nurse in each department or ward reports to
the doctor in charge and organizes all nursing activities.

Nearly all the NIS show growing awareness of the need for change,
and more demands for autonomy and recognition for nursing. Many
have chief nurses at the oblast or district level, who may be responsible
for organizing continuing education as well as supervising nursing
services. In Uzbekistan, for example, chief nurse posts have been intro-
duced in municipal and district health departments whose responsibilities
include registering middle-level personnel, supervising the upgrading of
qualifications, and organizing continuing education. In Kazakstan, the
post of chief nurse on the Almaty City Health Board was established in
1989 to lead the city’s 10 700 nursing staff. She works with a team of
nurses but lacks management training, and says her major problem
is acceptance by other professionals. This is an essential point; in the
NIS, the nurse has little or no role as a partner in planning and man-
agement of health services at the lower or intermediate administrative
levels.

In most western European countries, nursing and nurses are man-
aged by nurses who have completed postbasic courses in management
and/or clinical specialties. (The exceptions are Malta, Sweden and
Turkey, where nurses in clinical settings are still subordinate to doctors,
to whom they must report on patient care.) The director of nursing is re-
sponsible for managing, coordinating and assessing nursing services,
usually working as part of a hospital or PHC management team con-
sisting of a doctor, a nurse and an administrator, but sometimes directly
responsible to the chief executive or administrator. The nursing director
often has much independence in leadership and the deployment of hu-
man resources: assessing workloads, monitoring quality and organizing
continuing education. Nurse managers usually take part in planning as
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members of a multidisciplinary team. In some countries, however, the
autonomy and status of nurse managers have suffered from the introduc-
tion of general management principles and practices, with a concomitant
downgrading of professional influence. (Doctors also complain of this.)
The wholesale introduction of general management in the British NHS
in the 1980s, for example, resulted in many nurse management posts
being cut and other staff taking responsibility for nursing management
functions traditionally carried out by nurses. Senior nurses who aspire to
management positions have been obliged to play down their nursing
background and skills.

REGULATORY FRAMEWORKS

WHO and its Member States advocate the use of PHC to achieve health
for all. This commitment is set out in the Declaration of Alma-Ata (9).
At the 1988 European Conference on Nursing in Vienna (1), the nurses
of Europe expressed their own commitment and the support it required:

1. All nurses, their professional associations, nongovernmental organiza-
tions and volunteer groups should be strong advocates for policies and pro-
grammes for health for all at national, regional and local levels.

2. Innovative nursing services should be developed that focus on health
rather than disease; patterns of work should be appropriate, efficient and
conducive to primary health care. Governments, health authorities and
nurses’ professional organizations should take urgent steps to remove fac-
tors that inhibit this process and should draw up or modify legislation and
regulation to ensure that nurses are able to meet their responsibilities as
front-line workers in primary health care.

Regulation and legislation may sound somewhat academic and removed
from practice, but they play a major part, for good or ill, in determining
the scope and quality of nursing throughout the European Region.

Legislation and regulations

All European countries have legislation to determine the practice of the
health professions. In addition, other control mechanisms may have a
bearing on nursing practice, such as laws regulating the professions of
medicine and pharmacy, rules and regulations of a statutory nursing
board or council, regulations of the health ministry, professional codes
related to standards and ethics, and even the rules or by-laws of an in-
dividual institution (/0). Legislative and regulatory practices and mech-
anisms vary between countries and within them, where regulation is the
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responsibility of a state or province, as in Belgium, Germany and
Switzerland.

Nursing legislation in countries such as Norway sets out detailed re-
quirements for mandatory licensure for practice. The laws of other
countries, such as the Netherlands, allow nursing to be practised by un-
licensed persons, but prohibit the use of the designation “nurse” except
by duly qualified people. These laws typically define practice in broad
and often vague terms. A 1986 ICN report on the regulation of nurses
(11) concluded that:

e nursing enjoyed no universal definition of function and no universal
standards of education and practice;

e the scope of nursing practice as defined by law was often more re-
strictive than nurses’ abilities and the public need for their services;
and

e education standards in statutory regulation were generally inade-
quate to fulfil the nursing role in PHC.

The report noted variations in the role of NNAs in setting standards
for the profession and its members; this role was weak in some coun-
tries, and clear and powerful in others. Despite improvements all over
Europe, these statements remain largely valid.

The underlying principles of and rationale for the regulation of pro-
fessional practice are of universal application. ICN and WHO (70)
agree that a nursing regulatory system should:

e establish, monitor and enforce essential standards; improve and sus-
tain education, training and practice; and provide a framework for
nursing practice relevant to meeting the health needs of the popula-
tion and protecting the public;

e provide public authority, credibility, protection and support to per-
mit nurses to reach the maximum extent of their capabilities;

e promote regulation of the nursing profession by nurses to ensure ap-
propriate standards of education and practice;

e encourage nurses to participate in and influence public debate on
health policy; and

e ensure that each practitioner is accountable to the public for nursing
practice,

Legal and regulatory frameworks to govern the profession should be

complemented by provisions in labour regulations to guarantee and
safeguard practitioners” working conditions and remuneration. These
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aspects of professional life are of central importance to the role of nurs-
es, and need to be considered in relation to improving health services.
The member states of ILO have repeatedly recommended such provi-
sions for nurses; their content and importance are extensively discussed
below (pp. 81-91).

WHO has formulated a flexible model for nursing regulatory mech-
anisms, stemming from legislation (70). It includes three kinds of mech-
anism, each of which affects the others: primary legislation, rules and
regulations, and codes and guidelines.

Primary legislation is an act of the legislature establishing a regula-
tory body and defining its formation, composition and principal func-
tions. It addresses powers to make rules and to give advice or set guide-
lines on admission to, and the content of, educational programmes; to
approve educational programmes, examinations and assessments; to
grant licensure and maintain a register of qualified nurses; to regulate
entry to the register and removal from the register for professional mis-
conduct or other reasons; and entitiement to the use of the title nurse.

Rules or regulations have the power of law and provide:

¢ mechanisms for licensure or the establishment of a register, addressing:
— entry to and removal from the register;
- criteria for registration of overseas applicants;
- registration renewal from time to time;
o rules on training, addressing:
— its type and standard;
— length;
— education and other admission requirements;
-~ competences or outcomes;
— examinations;
— approval of training schools or colleges; and
e rules on practice, if they are seen as appropriate.

Codes may be established on ethics, practice or conduct, and guide-
lines may arise from and detail the clauses of codes. Examples include
guidelines on advertising nursing services, confidentiality and the ad-
ministration of drugs. In addition, circulars, possibly issued at regular
intervals, may give advice on all aspects of concern to the regulatory
body and the response of the profession in relation to them (70).

Regulatory frameworks that govern nursing practice may be estab-
lished by law in different ways: through statutory regulations, custom,
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convention or consensus. In essence, nursing regulation means bringing
the practice of nurses and the preparation of practitioners under statuto-
ry control, and giving the designated authority the right and power to
check, verify and determine limits and to take steps to keep practice
within these limits.

Regulations with implications for nursing have been issued by both
the European Community (EC) and the Council of Europe (CE) as di-
rectives or recommendations, respectively, for their member states.
Since 1994, the EC guidelines have also been in force in the countries
belonging to the European Free Trade Association (EFTA), except
Switzerland. Some of the crucial regulations deal with issues of mutual
recognition of diplomas and the quality of education and include:

e the 1967 CE recommendations on nursing education;

e the 1977 EC directive on mutual recognition of general nurse diplo-
mas and the establishment of general nurses in other member states
(77/452/EEC);

e the 1977 EC directive on the skills required of general nurses, to be
obtained through a general (primary and secondary) education of at
least 10 years’ duration and a full-time training of three years, cov-
ering at least 4600 hours of theoretical and practical instruction,
plus an important annex on the theoretical and clinical-practical el-
ements to be incorporated into the education of general nurses
(77/453/EEC);

e the 1989 directive (89/595/EEC) amending directives 77/452/EEC
and 77/453/EEC.

The 1977 EC directives have been very influential not only within
the EU but also in countries outside it, including the CCEE and NIS
(12). The directives have informally acquired the status of international
standards, although they deal explicitly with the mobility of the work-
force and the harmonization of qualifications between countries, and
were not explicitly formulated to set or raise standards. Nearly 20 years
on, some countries have not implemented them, although all EU and
EFTA members except the United Kingdom have now legally recog-
nized overseas nursing diplomas as defined by them.

Important CE recommendations include that made in 1983 on post-
basic education (further training), particularly in clinical nursing spe-
cialization, nursing education, and nursing management and adminis-
tration, and those made in 1995 on nursing research. In addition, the CE
health committee has accepted a recent report of a CE working party on
the role and education of nurses, and the European Commission is due
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to consider the report in the light of its existing directives related to
nursing education.

In the 1980s and early 1990s, there was much debate on the imple-
mentation of a directive on the mutual recognition of qualifications oth-
er than those of the nurse responsible for general care, especially in the
fields of paediatric and psychiatric nursing. In 1992 a directive on spe-
cialists was prepared by the Advisory Committee on Training of Nurs-
es (ACTN), but difficulties in implementation have arisen as a result of:

e problems in countries’ recognition of specialist diplomas for which
they do not have equivalents;

e the danger of setting only minimum requirements, which may dilute
the high standards fought for and achieved in some countries; and

e the whole question of specialist training, as there is an increasing
tendency throughout the world for nurses to be trained as generalists.

A 1992 WHO survey of health ministries revealed that nursing and
midwifery legislation still restricted practice at the national level, and
led to the underuse of the abilities of nurses and midwives in many
countries, especially the CCEE and NIS. At the same time, nurses and
midwives in some countries were performing duties not covered by law,
thereby jeopardizing their personal and professional standing. The 1992
World Health Assembly resolution urged Member States to enact legis-
lation or take appropriate measures to ensure good nursing and mid-
wifery services (8). In the 1990s, many countries in the European Re-
gion have enacted or begun to review legislation aimed at protecting the
public through high-quality nursing and/or midwifery education and
services. The CCEE and NIS that are in the process of changing their
nursing education systems, such as the Czech Republic, Estonia, Hun-
gary, Latvia, Lithuania, Romania and Slovenia, take account of the EC
directives.

Almost all European countries have made, are making or are plan-
ning changes in legislation on:

e training and education requirements;

o the introduction of equal opportunity policies;

e new standards of practice for maternity care and other nursing spe-
cialties (as in Norway, Sweden and the United Kingdom);

s new policies on the utilization of nursing personnel (as in Germany,
Italy and Slovenia);

e the codification of ethical principles for nurses and the role of the
nurse (as in France and Lithuania); and
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e the review and updating of regulations governing nursing and
midwifery practice, including licensing (as in Estonia, Germany,
Hungary, Poland and Norway).

Some countries pointed to a need for a new regulatory system for
the profession and/or institutions employing nurses (as in France, the
Netherlands and Slovakia). There is a welcome tendency to make nurs-
ing legislation more flexible by describing the roles, functions and com-
petences of the nurse, as opposed to listing the clinical tasks to be per-
formed.

As a consequence of recent social and political reforms, most of the
CCEE have improved the legislative position of all health care workers,
including nurses. Many have implemented a new law on health care
and/or health insurance that recognizes nurses as professional health
workers. In Croatia, the Czech Republic, Hungary and Slovakia, the pro-
fession has received more authority over nursing practice in different set-
tings and education, but legislation on nursing practice remains very
restrictive in Albania, Bulgaria, Poland and Romania. Most CCEE are
particularly active in establishing a new legal basis for nurse education
and a system of professional registration. A new phenomenon in some,
such as the Czech Republic, Hungary, Slovakia and Slovenia, is the legal
possibility for nurses to be independent private practitioners. Good exam-
ples of countries’ activities to review their legislation and bring it more
into line with their new circumstances come from the former Czechoslo-
vakia, which passed several laws concerning nursing in 1991/1992:

e an education law, bringing education into line with European stan-
dards for nursing education;

e alaw on care provision, allowing private practice;

e alaw on general health insurance, allowing direct payment to work-
ers for services;

e a decree detailing the extended role of nurses in PHC and home
nursing;

s alaw on wages, ensuring adequate wages for nursing staff;

e alaw on people’s health, enabling midwives to work independently;

e a law on health workers, creating a new type of educational pro-
gramme for midwives; and

e 2 law on health care provision in non-state health facilities, estab-
lishing role boundaries and regulating the independent work of the
midwife.

Almost all the NIS are updating their legislation. They inherited the
old public health law of the USSR, which dealt with all categories of
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health worker — doctors, pharmacists, nurses, feldshers, midwives and
laboratory technicians. It defined them as people who had obtained the
necessary qualifications to practise their profession, after having com-
pleted appropriate studies and passed a prescribed examination. This
law severely restricted nursing practice by setting out a limited list of
mostly clinical tasks:

e caring for patients, including care of the body, diet, bedding and as-
sistance in emergencies;

e observation of weight, pulse, temperature, respiration, skin colour,
excretion and psychological condition;

e carrying out medical instructions regarding drugs, intramuscular or
subcutaneous injections, lavage, probing, pre-operative preparation,
monitoring of anaesthesia, dressings, and assistance in therapeutic
and diagnostic activities;

e collaboration in pre- and post-therapeutic intervention;

e health education; and

e maintenance of medical and technical equipment.

In Estonia, Kyrgyzstan, Lithuania and the Russian Federation, gov-
ernments have started reforming legislation on health care and health
care professionals. The Russian Federation adopted a new public health
law at the end of 1993. It deals with all categories of health workers, but
still restricts nursing practice, and new legislation is being discussed.
Lithuania adopted a new national health care law in 1994 that gives
nurses a new status as independent professionals, and further legislation
on nursing practice is being prepared; the Committee of Standards sets
norms for nursing assistants and ethical principles for nurses. In Kyr-
gyzstan, attempts at reform have begun and new legislation was issued
in 1991. Estonia established a licensing system for nurses, although the
health organization law of 1994 did not include a new status for nurs-
ing.

All countries of western Europe have legislation on nursing practice
and education, but its scope and content vary widely. In some, legisla-
tion on nursing practice is part of the overall law on health care person-
nel (as in the Netherlands) and/or hospital practice (as in Belgium).
Most countries (such as France, Italy, the United Kingdom and the
Nordic countries) have incorporated specific regulations for nurses’ re-
sponsibilities, competences and duties in laws on nursing acts or their
equivalents. In almost all countries except Switzerland, the title nurse is
legally protected. Countries such as Austria are strengthening central
legislation and/or regulation of nursing practice while others, such as
the Netherlands, are reducing the role of the central government. Sever-
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al countries (such as Israel, Malta and Turkey) are planning new legis-
lation on nursing practice.

Some examples show the large differences among western Euro-
pean countries in the content of legislation and the role of government
in regulating nursing practice. All parts of the United Kingdom have im-
plemented an act on nurses, midwives and health visitors. The profes-
sions have considerable authority in formulating, setting standards for
and evaluating practice and education; it is vested primarily in a statu-
tory regulatory body, the United Kingdom Central Council for Nursing,
Midwifery and Health Visiting, whose mandate is not to advance the
professions but to safeguard the public. In France, a 1991 law aims at
reforming hospital services, including the establishment of nursing
services in hospitals directed by a head nurse, and stipulates their com-
position, designation and functioning; 80% of establishments have in-
troduced these reforms. A 1993 government decree defines the role and
professional acts of nurses; it accentuates the nurse’s participation in
continuing education, disease prevention and health education, and role
in primary and community care. In Spain, nursing staff in the public
sector are covered by the statute on non-doctor health staff in social se-
curity institutions, which deals with circumstances relating to service
provision, such as the functions of nursing staff, their rights and obliga-
tions, a disciplinary code and a system of access to posts. Nursing staff
working in other institutions, such as those of provincial authorities, the
Red Cross and private enterprises, are regulated by the labour regula-
tions for health workers through collective bargaining agreements.

Registration and licence to practise

Registration is the process through which people are assessed and giv-
en status on a register attesting to their ability or qualifications. Regis-
tration usually entitles a person to bear a specific title. Although regis-
tration in nursing limits the use of a particular title to registered nurses,
it does not usually limit practice to them, and is therefore usually called
voluntary or permissive regulation. Licensure, on the other hand, is a
more powerful mechanism — a mandatory or compulsory process that
restricts practice to licensed individuals, and permits people with pre-
determined minimal competences to practise nursing (7). ILO recog-
nized the importance of having a system regulating requirements for en-
trance into nursing practice in Article 4 of its 1977 Convention on nurs-
ing (4): “National laws or regulations shall specify the requirements for
the practice of nursing and limit that practice to persons who meet these
requirements”.
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Registration and licensure systems in the CCEE adopt different ap-
proaches and are at different stages of development. Croatia, the Czech
Republic, Hungary, Poland, Slovakia and Slovenia have established sys-
tems mainly involving the registration of certificates. For example, in
Hungary the Central Training Institute for Qualified Nurses maintains
records of all nursing certificates, including those of auxiliaries, while
the Institute of Public Health performs this task in Slovenia. A register
of practising nurses is usually maintained at a lower administrative lev-
el. In Slovenia, professional registration is part of the responsibilities of
the district nursing chambers, while in Poland registration is decentral-
ized to the 49 voivodships or regions. The nurse or midwife is obliged
to register with the registration department of the nurses” and midwives’
district council of the voivodship before practising, and to inform the
registration unit whenever changing place of work. The licence to prac-
tise can be given for a limited or unlimited period. Health professionals
are fully accountable for their work and those who violate the principles
of ethics, dignity and professional scrupulousness are subject to penal-
ties that include reprimand, censure, payment of a fine and removal of
the right to practise for a limited or unlimited period. These matters are
determined by the Regional Professional Supervision Commission at
voivodship level, and the Professional Supervision Appeal Commission
at the health ministry.

Albania, Bulgaria and Romania have no national registration sys-
tems. The development of such a system is a priority in Bulgaria, and
has been identified as important by the Romanian Nurses Association.
Central authorities that do not recognize the role of nurses and midwives
as autonomous professionals do not, however, devote their attention to
establishing such systems.

Professional licensure is almost nonexistent in the CCEE. The ex-
ceptions are the countries that have recently introduced private practice:
Croatia, the Czech Republic, Hungary, Slovakia and Slovenia. A licence
to practise privately usually needs to be obtained from the health
ministry or its equivalent. In all other cases, a licence to practise is au-
tomatically granted after the successful completion of training. Never-
theless, completion of training is not a requirement to perform nursing
duties, as shown by the high numbers of unqualified nursing assistants
in almost all CCEE. Few of the CCEE yet comply with Article 4 of the
ILO Convention.

In most NIS except Estonia and the Russian Federation, there is no

system of professional registration or licensure, and no country com-
plies with the ILO Convention. The Russian Federation has a state sys-
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tem of qualification verification that consists of an oral examination.
People who pass the examination receive a higher grade and a salary in-
crease. A licence is obligatory for private practice. Estonia has a system
of diploma registration, in which all graduate nurses are registered with
the education ministry. The central registration of practising nurses is
planned. Kyrgyzstan is attempting to establish a system based on the
registration of certificates. A ministerial decree of August 1991 outlines
the licensing of middle-level health personnel: a positive move towards
establishing a full professional registration system.

Most western European countries have a national registration or li-
censure system, mainly based on certificates of qualification. The reg-
ister is usually held centrally by the health ministry, the education min-
istry or a legally designated national body, although the validation of the
title is sometimes decentralized to lower administrative levels. Excep-
tions include Norway, where nurse practitioners must have one year of
postbasic experience before registration. In Austria, Belgium and Ger-
many, registration has been totally decentralized to the regional level,
while Turkey has no registration system. Diplomas awarded in Switzer-
land are registered with the Swiss Red Cross, and some specialties are
registered by the Swiss Nursing Association. The Association has peti-
tioned the Government for the recognition of certificates of compe-
tence, diplomas and postbasic qualifications by a national authority, and
for the protection of the corresponding nursing titles at the national lev-
el. In most other countries, except Turkey, the title nurse and the prac-
tice of nursing are restricted to people who hold an official diploma in
nursing, thus complying with the ILO Convention. In the Netherlands,
as a consequence of the law on professions in health care, all nurses
must re-register before 1 December 1997 to keep their title. By means
of this law, the Dutch Government has introduced the more powerful
mechanism of licensure, with the introduction of a set of acts specifi-
cally reserved to nurses. Belgium, through a 1974 law, also has some re-
served acts, and an unqualified person in Denmark can risk legal mea-
sures if she or he claims to another lay person to be a nurse (/2).

The registration of postbasic specialties is normally a task of the
profession itself, usually of the professional associations. In some coun-
tries this is carried out centrally by the health ministry or a designated
national body, as is the case in Israel. In addition, most countries main-
tain registers of practising nurses, usually at lower administrative levels.
The profession itself is responsible for registration, however, in Ireland,
Italy, Spain and the United Kingdom. Payment of a registration fee is
not unusual. For example, nurses in the United Kingdom pay an initial
fee and further fees every three years; those in Ireland pay an annual fee.
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Besides registration, nursing councils are usually responsible for the
monitoring of professional discipline. In all countries, official registra-
tion and/or licence to practise can be withdrawn if the person is proved
unworthy. Such a decision is usually made by the authorities responsi-
ble for registration or licensure. A private nurse practitioner normally
needs an additional licence to practise, obtained from the district or re-
gional health authorities.

Self-regulation

In addition to statutory regulation, authorities within the profession may
regulate nurses and nursing, as shown above. This professional self-reg-
ulation occurs at several levels: the individual practitioner, the work-
place team, the health care or academic institution, the professional as-
sociation or trade union, and the ICN and ICM (73). While the goal of
external regulation is to protect the public, self-regulation goes beyond
that. It mainly aims at improving the quality of services while protect-
ing the public and stimulating the advancement of the profession. Self-
regulation includes setting standards and codes and keeping nurses’
knowledge and skills up to date.

In countries where professional organizations work hand in hand
with the government (for example, when NNAs and NMAs are created
by statute or have statutory authority for registration and/or licensing), it
is usually clear who speaks for nursing and midwifery in the regulatory
process. Sometimes, however, there is ambiguity or conflict, particularly
about the authority of the government, professions and associations and
trade unions. Confusion and competition are growing with the prolifera-
tion of nursing specialties and special interest groups, some of whom
are independent of the associations. Where the profession does not have
the apparatus for developing a unanimous position, or where opinion
varies widely, each interest group seeks representation and coalition
with compatible interests in the process of governing, and the profession
as a whole is not represented in the process.

In the spirit of health for all, WHO advocates pluralism and partic-
ipation in the policy process, rather than favouring one form of author-
ity over another (see Chapter 4). ICN also attempts to separate govern-
mental and professional responsibility, stressing a joint effort (14):
“Distinction needs to be made between the right to practise, which is a
provision of law, and the standards for practice, which must be deter-
mined by the profession”. These assumptions imply the responsibility
of the government and the profession to work jointly towards control-
ling licensure. For example, legislation may limit licensure to people
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whose practice conforms to acceptable standards, and may withdraw it
from those whose malpractice or other unsatisfactory behaviour or con-
duct calls for disciplinary action. Nevertheless, the profession is re-
sponsible for preparing its own code of ethics and establishing standards
for practice (14).

Ethical standards and good professional conduct are extremely im-
portant issues, and some regulatory bodies, professional associations
and trade unions have addressed them by drawing up codes of conduct
or position statements. In 1973, ICN developed a code for nurses, used
widely by NNAs, addressing ethical concepts and standards of conduct
for the profession worldwide (15,/6). Because a single code cannot be
applied to all societies, there is a need to adapt it to each country’s cir-
cumstances, as the NNAs of Denmark, Ireland, Norway, Poland, Spain
and the United Kingdom have done.

THE ROLE OF THE NURSE

WHO has defined the mission of nursing in society as helping individ-
uals, families and groups to determine and achieve their physical, men-
tal and social potential, within the environments in which they live and
work. This requires nurses to develop and perform functions that pre-
vent ill health and promote and maintain good health. Nursing also
includes the planning and delivery of care during illness and rehabilita-
tion, and encompasses the physical, mental and social aspects of life as
they affect health, illness, disability and dying. Nurses ensure the active
involvement of the individual and his or her family, friends, social group
and community, as appropriate, in all aspects of health care, thus en-
couraging self-reliance and self-determination. Nurses also work as
partners with members of other professions and occupations involved in
providing health and related services (7).

The functions of the nurse derive directly from the mission of nurs-
ing in society (7). These functions remain constant, regardless of the
place and time in which nursing care is given, the health status of the in-
dividual or group to be served, or the resources available. Furthermore,
the functions should be reflected in the legislation governing nursing in
each country. In the light of nursing’s mission in society, nurses’ role
should focus on:

e promoting and maintaining health and preventing disease;

e involving individuals, their families and communities in care and
enabling them to take responsibility for their health;
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e working to reduce inequities in access to health care services and to
satisfy the needs of the whole population, especially the under-
served;

e taking part in multidisciplinary and multisectoral collaboration;

ensuring the quality of care and appropriate use of technology; and

e restructuring, reorienting and strengthening basic programmes of
nursing education to enable nurses to carry out their functions in
both hospital and community.

[

Developing a shared vision of the ideal role of nursing in society has
been discussed at many meetings of nursing leaders in the European Re-
gion (see Annexes 1-4). The 1988 Vienna Declaration (1) urged nurses
to develop their role by:

acting as partners in decision-making in the planning and management of
local, regional and national health services, playing a greater role in em-
powering individuals, families and communities to become more self-re-
liant and to take charge of their health development, and providing clear
and valid information on the favourable and adverse consequences of var-
ious types of behaviour, and on the merits and costs of different options for
care.

Continuing discussions after 1988, involving nursing leaders
throughout the Region, including new Member States, reaffirmed the
relevance of the Declaration and the accompanying Conference recom-
mendations, concluding that they continued to provide a vision to guide
the Region’s nurses and midwives (/7). New attitudes and values need
to be fostered among all health professionals, citizens and related
groups that are consistent with the European policy for health for all
(18) and the PHC approach (9). Nursing can best fulfil its potential in
PHC and hospital settings when education provides a sound foundation
for practice, especially in the community, and when nurses take account
of the social aspects of health needs and have a broad understanding of
health development. Policies should be adopted and activities identified
to enable nurses to practise with sufficient autonomy to carry out their
new role.

Such statements, and similar ones from around the world, are often
made, but there are widely contrasting perceptions of the demands and
expectations placed on nurses, and of nursing’s social and professional
status. Since the beginning of the 1980s, the increases in people’s ex-
pectations and expressed needs have led to a stronger demand for skilled
nursing. Nurses are increasingly perceived as having not only the tradi-
tional professional (or perhaps womanly) attributes of discretion, readi-
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ness to serve, dedication and altruism, but also intellectual qualities and
expertise evidenced by competence and technical and psychosocial abil-
ity and skills. Thus, the role of the nurse has expanded considerably, but
nurses’ demands show that they still believe their social and profession-
al status is too low. Their demands particularly address the following
factors:

e the increasing diversity and complexity and evolving character of
nursing work, which has many different aspects (technical, intellec-
tual, relational and educational);

o the radical changes taking place in nursing work, resulting from ad-
vances in medical technology (which necessitate new specialist
skills to deal not only with technology but also the human conse-
quences of saving or prolonging life) and from the development of
new, more sophisticated concepts of care;

e the nature of professional practice, which demands competence and
the acceptance of individual responsibility and accountability (79);

¢ the need for higher qualifications, which has resulted from demo-
graphic and epidemiological change and professional and social
pressure.

Entry requirements are stricter, courses are much more demanding, and
today’s nurse is often educated to the level ofa university degree and be-
yond.

Real and lasting changes in health care require that health profes-
sionals and patients or clients take on different roles and functions. This
cannot be accomplished solely by changes in financing and/or delivery
structures. Cultural factors and formal and informal interpersonal rela-
tionships — including the role of the professions in health care and soci-
ety — must be taken into account. The definition of new nursing roles
and functions should have effects extending beyond the profession: the
establishment of a dialogue between all interest groups — based on more
equal relationships, trust and willingness to talk, listen and change — is
a first and important step and outcome of the reform process.

The distance between the visions of nursing leaders and actual prac-
tice is most clearly visible in the CCEE and NIS, where the role of the
nurse is legally restricted to a prescribed number of tasks, in effect lim-
iting it to that of a doctor’s assistant. The word for nurse in the Russian
language, which has colonized the evolution of professional terminolo-
gy in many CCEE and NIS, literally means a medical sister or brother
or middle-level medical worker. In most of these countries, nurses still
work on the instructions of doctors, providing a service to other profes-
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sionals rather than to patients. This makes nursing dependent on and
subordinate to medicine, which creates major problems for the develop-
ment of the profession. Most doctors and, indeed, many nurses believe
this professional hierarchy is necessary and proper. Very few have had
the chance to see the modern western European nurse in action, so they
lack the knowledge to assess the validity of their current situation.

In the CCEE and NIS, nurses work in a variety of settings including
hospitals, polyclinics, rural health centres, maternity homes, children’s
homes, factories and kindergartens. Because of their low status and ed-
ucation and the oversupply of doctors in most countries, doctors often
carry out nursing work and nurses mostly do the work of assistants —
tasks that in western European countries would be carried out by sup-
port workers with minimal or no qualifications. The NIS nurse is usu-
ally found cleaning equipment and floors, preparing meals, performing
secretarial and other paper work, making observations, giving treat-
ments and performing specific tasks on doctors’ orders; she or he gives
little direct patient care, apart from some tending tasks, and no psy-
chosocial care. In some places, independent decision-making on the
planning and implementation of nursing care is nil, medical domination
total and nursing autonomy nonexistent.

The case is rather different with another group of middle-level staff
in the NIS: the feldshers. Although they are sometimes called doctors’
assistants, they have a more independent role, especially in rural areas,
and may admit and examine patients, prescribe care, treatment and
drugs, perform minor surgery and make home visits. This role is dis-
cussed more fully below, and needs further investigation.

Nurses, midwives and feldshers in the CCEE and NIS are mainly
women and they often receive no recognition as professionals from the
community or the medical profession. This is reflected in their low
salaries, often comparable to those of unskilled labourers. Facile com-
parisons with western countries should be avoided, however, as doctors
in the CCEE and NIS also have relatively low status and salaries, and
the division of labour is not a simple matter of professional recognition.
In general, nurses’ status, recognition and professional autonomy are
greater in the CCEE than in the NIS, and are developing faster for many
reasons, including the better economic situation, greater donor assis-
tance, different cultural and social assumptions about women, and prox-
imity to western countries.

The position of nurses in some of the CCEE, such as Albania, Bul-
garia and Romania, is not much better than in the NIS, however. In
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Poland, the role of the nurse is determined by the doctor in charge of the
unit, who may give written permission for nurses to undertake certain
tasks. The new Nurses and Midwives Council is working to enhance
professional autonomy and recognition, including the right to perform
the nursing process independently. In Romania, nursing was a respect-
ed profession until 1978, when professional nursing training was abol-
ished. Then its role declined to that of medical assistant, which is the
term most commonly used to describe the nurse. There is no sense of
autonomy, little teamwork and no understanding of how nursing and
medicine use independent but complementary skills. Much of what is
normally regarded as a part of the nursing role in other countries is un-
dertaken by doctors, who manage nursing care at the ward level, or is
not done at all, especially psychosocial care.

Nevertheless, some fresh thinking is going on about professional
roles and functions, and nurses are beginning to develop a new confi-
dence and awareness of their potential. The need to improve the quality
of nursing is widely recognized, and it is acknowledged that well edu-
cated nurses, midwives and feldshers could help to establish an efficient
and effective health care system in all the CCEE and NIS. In the Baltic
states, Croatia, the Czech Republic, Hungary, Poland, Slovakia, Slove-
nia and The Former Yugoslav Republic of Macedonia, nurses are just
beginning to be recognized as independent professionals. In the Czech
Republic, important legislative changes have resulted in more profes-
sional autonomy and an improvement in status. The nurse’s role is de-
scribed as accepting nursing as an activity in which she or he will:

e look for and meet all the biological and social needs of the patient;

e master the methods of the nursing process and use them routinely in
all situations;

e consider the patient as a partner and respect his or her rights;

e adopt perfect professional behaviour; and

¢ make use of information from the social and behavioural sciences to
improve communication with patients, families and colleagues.

Of course, all this is far from being universally achieved, but it is a very
important sign of the way the wind is blowing.

In theory, if not always in practice, nursing in most of western Eu-
rope is in general a professional, independent discipline complementary
to those of the other professionals in multidisciplinary teams. Nursing’s
purpose is usually stated as helping people adopt a healthy lifestyle, en-
abling them to cope with their health problems, and caring for people of
all ages during illness in ways that promote health and healing and min-
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imize disability by responding to the direct needs of the individual, fam-
ily or community. In all countries, general nurses work in institutions
and the community. In most countries a team of nurses has responsibil-
ity for total nursing care of the patient or client in hospitals and PHC
settings. In a few countries, however, the primary nursing method — in
which one nurse is named responsible for the entire care process of one
person — is used. (This method is used in both hospitals and the com-
munity, and the term primary nursing should not be confused with PHC
nursing.)

Some examples show the wide range of philosophies and approach-
es. In Finland, primary nursing is very widespread. Throughout the
Nordic countries, nursing is more or less a comprehensive caring and
health promoting activity, with especially well qualified nurses in com-
munity care and public health. From being the doctor’s assistant with a
purely curative function, the nurse in Spain has taken on new tasks for
the promotion of health and the prevention of disease and accidents,
as well as recuperation and rehabilitation; nursing is moving from the
medical model to a way of working based on patient-centred care and
problem solving. In Turkey, nurses in theory give preventive, curative
and rehabilitative care, but in practice most do not have a proper job
description, are subordinate to doctors and have roles in urgent need of
clarification. Nurses’ formal subordination to medicine remains strong
not only in countries such as Greece and Malta, but also in hospitals in
countries such as Sweden.

SPECIALIZED ROLES: MIDWIFERY, COMMUNITY
NURSING AND MENTAL HEALTH NURSING

Increased demands and expectations from patients and the health care
system have led to expanded and specialized roles for nurses and mid-
wives in health promotion, disease prevention and care delivery. The
broad range of functions within the scope of nursing and midwifery
practice today enables the professions to respond flexibly to changing
health needs, and creates a rich diversity of roles. In the provision of
health care services, good quality and adequate coverage are more im-
portant than the professional background of the providers. To deploy
services effectively and efficiently by establishing the best mix of
grades and skills, however, a clear description is needed of the educa-
tional preparation and practice competences of all nursing personnel
(20). Although flexibility and diversity are strengths, they may also be
a source of conflict between nursing personnel and other health care
workers, and sometimes within nursing: the lack of a clear role defini-
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tion may lead to blurred boundaries and overlap with others’ roles. Yet
rigid boundaries between and within professions cause conflict and may
result in restricted practice. The roles of all health professionals, in-
cluding doctors, will have to become more flexible, and today’s division
of labour may change radically in future.

Nowhere is this issue more sharply focused than in the area of nurs-
ing specialization. Clinical nurse specialists are experts in a particular
aspect of nursing; they demonstrate special clinical expertise, as a result
of significant experience, advanced knowledge of a branch or field (27).
The outsider, however, may have difficulty in distinguishing an ad-
vanced or specialized nursing role from that of a substitute doctor. (The
latter role is often characterized as undesirable by professional nursing
associations, although the issue should be considered from the view-
point, not of professional territorialism, but of what will best serve the
patient.) Nursing’s shift of emphasis to both the community and highly
specialized care has led to different views on what services nurses are
and are not to deliver.

The examples of the Netherlands and the United Kingdom illustrate
some of the differences of opinion. In the United Kingdom, communi-
ty nurses are increasingly employed by group practices of general med-
ical practitioners (GPs), which are given funds to buy health and social
care for their patients. GPs and the NHS recognize the cost—effective-
ness of employing nurses to perform certain tasks such as minor
surgery, immunization, family planning and some patient consultations.
Indeed, doctors are often reimbursed for tasks that nurses actually per-
form. The role of this “practice” nurse has shown a huge upsurge, al-
though not without critical comment from people who see it as a return
to the medical assistant function and deplore the doctor’s directly em-
ploying the nurse. In the Netherlands, the nursing profession in general
opposes this type of role because of the perceived crossing of the
boundaries between medicine and nursing and the overlap with an ex-
1sting occupational group of so-called doctors’ assistants. The profes-
sion believes that an expanded medical role could damage the caring
function of nursing and harm relationships with patients. As a result, the
role of specialist nurse practitioner or equivalent was not included in the
new law on professions in health care.

Nursing work in Europe is so diverse and broad that the list of spe-
cialist roles is almost endless; it changes constantly, reflecting the di-
versity of needs, health systems, roles, settings and traditions. Some
countries have as many as 15 categories of nursing personnel with a
wide range of educational preparation. Each country’s needs and educa-
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tional resources determine its range of nursing specialties and the num-
ber and preparation of specialists (20). Common examples of specialty
areas are maternal and paediatric nursing, mental health and psychiatric
nursing, care of the elderly, public health nursing, anaesthesia nursing,
emergency and critical care nursing, and rehabilitation.

In addition, some specialists are advanced in various fields of nurs-
ing. Examples of advanced practice roles include those of the nurse
practitioner, the clinical nursing specialist and the health visitor; they
are discussed in Chapter 8. Terms such as specialist and advanced are
still controversial and definitions are not universally accepted; most ob-
viously, many midwives define themselves as members, not of a spe-
cialist branch of nursing, but of a distinct profession. Advanced practice
is generally characterized as:

specialized in scope

enhanced in knowledge and skills
supported by higher education and research
more independent in practice

more autonomous in decision-making (20).

Such nurses usually remain in direct patient care and make substantial
contributions to the quality of care in primary, secondary and tertiary
settings. Moreover, they are able to function as independent and cost-ef-
fective practitioners, thus improving coverage to underserved popula-
tions. Their deep knowledge and experience mean they have much to of-
fer in health assessment and policy development.

This section discusses three major fields: midwifery, community
nursing and mental health or psychiatric nursing. Almost all countries
of the European Region have already seen the development of special-
ized roles in these areas in response to changing needs, such as the
growth and the aging of populations, and increases in mental illness.
This book cannot cover all specializations; the three examples illustrate
some of the key issues relevant to any specialty.

Midwifery

The midwife has a crucial role in reducing maternal and infant deaths
and improving the quality of the birth experience. The services of a mid-
wife, however, are not available to all women and progress is still need-
ed in many countries to develop the midwife’s role as an independent
practitioner skilled in practice, management, critical thinking and lead-
ership.
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There is no European consensus on the relationship between nurses
and midwives as professions or on the linked issue of midwifery as a
separate profession. The positions taken in the debate on these issues
have considerable impact on the education and organization of both
nurses and midwives. Historical, cultural and sociopolitical circum-
stances have determined the evolution and status of midwives and their
relationship to nurses. In most CCEE and NIS, nearly all deliveries take
place in hospital and are usually supervised by doctors. The legal status
and functions of midwifery are usually weak and restricted to a role as
an obstetric assistant, although there are some notable exceptions. In
western and southern European countries, more births take place at
home (although the numbers remain small) and midwives have higher
status. In general, they are more independent and have a broader role in
providing perinatal care. Midwifery usually has a similar status to that
of nursing specialties; in countries such as the Netherlands, however, its
status and position are higher than those of nursing. The reasons for this
include better organization of the profession and midwives’ total inde-
pendence as private practitioners.

In most CCEE, midwives are restricted to providing obstetric and
gynaecological care under medical control, and they are not responsible
for normal deliveries. As mentioned, nearly all births take place in hos-
pital, and the process is heavily medicalized and often unhealthy and un-
pleasant for both mother and baby. Countries such as Albania and Bul-
garia, however, have a strong midwifery tradition and the midwife is
more highly regarded than the nurse; other countries have expanded the
role of the midwife. In Albania, midwives are more independent than
nurses: they care for women before and after they give birth, visit them
at home and conduct all normal deliveries. In Poland, community mid-
wives are responsible for antenatal preventive care on the woman’s first
clinic visit, home visits during pregnancy (beginning three months lat-
er), some deliveries, and care of mother and child until the sixth week
after birth. In the former Czechoslovakia, the CNO initiated a review of
the role of the midwife. Proposals were drawn up for the reform of leg-
islation to allow midwives more freedom to practise, a new training pro-
gramme, new delivery techniques and independent practice. In Slovenia,
midwifery has recently been recognized as an independent specialty.

In the CCEE, entry requirements for general midwifery training
show important variations. In Albania, Croatia, Romania and Slovenia,
midwifery training may be undertaken following graduation as a regis-
tered nurse. In Albania, a six-month course is replacing the former sys-
tem of direct entry training. In Bulgaria, the Czech Republic, Poland
and Slovakia, midwifery training is completely separate from nursing
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training, but uses the same entry requirements and education methods
(see the section on education, pp. 91-110). In Romania, a three-year
midwifery programme was formerly run in conjunction with nursing
schools, and all students attended 100 births. In 1978, however, this was
replaced by an in-service training programme. Despite Romania’s poor
standards of maternal and child health, there are no plans to reintroduce
midwifery training, owing to the high number of obstetricians. Never-
theless, interest in midwifery is reviving, as shown by the establishment
of an NMA.

The situation in the NIS is broadly similar; the midwife provides ob-
stetric and gynaecological care under medical control in hospitals,
where most births take place. Home births are more common in rural
areas, and at feldsher/midwife posts or stations the midwife has much
autonomy and is responsible for antenatal and postnatal care, normal de-
liveries and health education for mothers and children. All abnormal
pregnancies are referred to the district hospital, where doctors assisted
by midwives deal with deliveries. The legal status and position of mid-
wives in some NIS have recently improved, partly as a result of the
alarming deterioration in maternal and infant health. For example, the
health ministry in Uzbekistan described the midwife’s role in 1993 as
follows. Midwives must be able to take charge of normal births, and
provide primary and secondary care to the newborn, emergency care
during complications in the course of pregnancy and to the newborn,
and initial emergency care in cases of acute disease and accidents. They
must carry out simple resuscitation and use modern apparatus for anaes-
thesia and resuscitation. They must examine pregnant women, including
simple investigations of urine and blood, identify risk groups, and treat
and care for women giving birth or who are gynaecological patients.
Midwives carry out preventive and health education work, prescribe
drugs, and monitor infant health and development in the first year.

In all the NIS except Latvia, midwifery education is separate from
general nursing education, but has the same entry requirements and is
usually taught at the same schools and with the same teaching methods.
Training lasts 2'/>-3'/: years, depending on the length of the student’s
general education.

In most western European countries, midwives are in theory au-
tonomous professionals, conducting normal deliveries and providing
antenatal and postnatal care and health education. Their practice in-
cludes taking preventive measures and identifying abnormal conditions
in mother and child. They may also provide essential treatment to in-
fants, and play an important role in the health education of women, fam-
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ilies and the community. Their work encompasses prenatal education,
preparation for parenthood, family planning, neonatal care and gynae-
cological care. In some countries, such as Sweden, midwives may pre-
scribe drugs from a limited list. Midwives may work in public or private
hospitals, as freelance practitioners, in local health units or in special-
ized centres and homes. In the Netherlands, 72% of midwives have their
own practice. As a rule, German midwives work independently of the
medical profession and are authorized to give instructions to nurses.
They also take part in health education in schools and adult education
establishments. In the United Kingdom, some midwives have estab-
lished themselves as independent private practitioners, saying that this
gives them a freedom to practise in the mother’s and baby’s best inter-
ests that is too often lacking in institutional settings.

Midwifery’s relationship to nursing and its education structures vary
throughout western Europe. In Israel, Norway, Portugal, Spain, Sweden
and Switzerland, all midwives are registered nurses who then complete
a postbasic course. Midwifery training is completely separate from
nursing training in Denmark, France, Germany, Greece, Iceland, Italy,
Malta and the Netherlands, and takes place in colleges of midwifery.
Training normally lasts 3 years, except in Iceland (2 years), France (4
years) and Finland (4'/2 years). In the United Kingdom, midwifery edu-
cation is provided through both a direct entry programme and a postba-
sic course for registered nurses. Direct entry used to be common
decades ago, gradually declined and is now reviving. In Belgium, mid-
wifery is a specialty studied after the first year of general nursing train-
ing. In Finland, midwifery is one of four nursing specialties, one of
which students must choose at the beginning of their studies. In Austria,
Ireland, Israel, Norway, Portugal, Spain, Sweden and Switzerland, ap-
plicants to midwifery training must be registered general nurses.

Community nursing

The emphasis on community nursing has increased in many countries,
starting in the late 1970s and early 1980s. This, together with nurses’
change of role from providers of health care to a resource for clients,
have brought community nursing into the limelight, even though many
countries have a long tradition of nursing service outside hospitals,
whether caring for the sick or tackling public health issues. In this book,
community nurses is a loose generic term that includes many different
roles: feldshers, health visitors, public health nurses, school nurses, oc-
cupational health nurses, district nurses and nurse practitioners. As the
largest group of primary health care workers, community nurses have an
important part to play in the achievement of health for all.
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In the CCEE and NIS, relatively few nurses work in the communi-
ty, owing to the lack of postbasic education, poor status and working
conditions, long working hours, low salary and lack of available posts.
The nurse is more likely to fulfil the role of medical assistant, carrying
out medical procedures or administrative tasks in the health centre or
polyclinic. There are a few innovations, as in Hungary, where some
district nurses provide home nursing, and mother and child nurses
undertake tasks in the community that include family planning and pre-
marital health education. In all countries, role and job content vary
widely according to the setting in which the nurse works; in general,
nurses in rural areas have far more independence. Owing to the shortage
of doctors willing to work in rural areas, medical supervision may be
available only part of the time or not at all. When and where doctors are
available, nurses usually work as medical assistants, but the scope of
their practice can vary enormously within one working day.

In the NIS and some CCEE, the feldsher’s role lies somewhere be-
tween the traditional roles of the nurse and the doctor. The feldsher is
senior to the nurse and has more independence and additional skills.
The feldsher carries out health assessments and diagnostic and thera-
peutic care; performs examinations and tests; recommends treatment
plans; provides first aid; and may be allowed to prescribe medication, to
diagnose, and to refer patients to doctors if their health does not improve
after three days’ treatment. Practitioners often combine feldsher and
midwifery roles in rural areas, based at village health centres called
feldsher/midwife posts or stations. They may also work in emergency
services and in factories, where their role focuses on prevention and
public health. With the advent of health care reform, however, the role
and numbers of feldshers are diminishing in many NIS.

Home nursing is not common in the CCEE and NIS; where com-
munity nurses are available, they are more likely to work in health cen-
tres or polyclinics, or from their own homes. In rural areas, feldshers
and midwives often practise from their homes and have very limited
supplies, equipment or opportunities for the safe disposal of clinical
waste. Often there is no sterilizing equipment, and disposable items are
reused several times. Feldsher/midwife posts and stations are often old,
deteriorating, poorly equipped, minimally furnished buildings, some-
times lacking regular electricity or hot running water. Practical difficul-
ties include the lack of transport (the staff may have to walk to their
patients, and transport to and from specialist or emergency centres may
be restricted), lack of communication (lack of working telephones) and
time wasted in searching and queuing for medicines and fuel for heat-

ng.
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Standards and requirements for the education of nurses working in
the community vary widely in the CCEE and NIS. Most countries have
no postbasic community training, although short courses may exist. In
Poland, for example, a three-month programme is available to nurses
with ten years’ experience in general nursing. In general, nurses are not
seen as needing extra training to work in the community, although there
are some examples of postbasic education in health promotion, disease
prevention and mother and child care. For example, a three-year course
in health visiting is available in Hungary. Some countries offer refresh-
er courses to a limited number of nurses; short specialization courses
may be available, but are usually medical in orientation.

In nearly all countries, feldsher training is separate from general
nursing education, but has the same entry requirements and takes place
in the same schools with the same teaching methods. The age of entry
to training is generally around 15-17 years. Training usually lasts 2'/> or
3'/2 years, but many programmes have been discontinued. In general, the
training emphasizes preventive care and health education.

Education problems are often compounded by a lack of adequate
teaching materials and extremely poor conditions. In many countries,
existing books and journals are often outdated and difficult to obtain,
and rarely address the needs of nurses and midwives. Many schools of
nursing are forced to copy whole textbooks by hand. Some cannot ob-
tain texts in the nurses’ own language, and those available are often
medical textbooks. Classes may be taught in poorly maintained build-
ings with no heating or equipment.

In many western European countries, the development or mainte-
nance of community nursing, including home visiting, is described as a
priority. While functions such as home visiting are well established in
countries such as Denmark, Finland, Iceland, the Netherlands and the
United Kingdom, they are relatively underdeveloped in France, Ireland
and the Mediterranean countries. The move towards home visiting is be-
ing stimulated by demographic changes resulting in a growing elderly
population. In most countries, community nursing is a generic term that
includes different functions, such as district nursing and health visiting
(roles that are combined under the title public health nurse in Ireland),
family planning, school nursing, occupational health, psychiatric nurs-
ing, mental handicap nursing, paediatric nursing and health education.
District nurses and health visitors are usually responsible for the pro-
motion of good health and the prevention of ill health. They work pri-
marily with families needing home care, and those with children under
5 years. Iceland has an extensive home nursing service, and communi-

62



ty nurses can care for the elderly population in a flexible way, combin-
ing care in the patient’s own home with that in a nursing home. School
nurses provide health surveillance and health promotion to the school
population, and occupational health nurses are concerned with the
maintenance of health and a healthy environment in the workplace.

In Finland, one nurse is accountable for care within a specified ge-
ographical area; this includes promoting and maintaining the health of
the population, preventing illness and providing rehabilitative care, and
caring for the dying. In the United Kingdom, nurses have two relatively
new roles in PHC: those of the practice nurse and the nurse practition-
er. While practice nurses are usually employed by GPs to provide nurs-
ing care in the clinic, as mentioned, the nurse practitioner may work in
a hospital or the community, is employed by the GP or the health au-
thority, and is authorized to make decisions about patient care and to di-
agnose, treat and refer patients within the scope of her or his training.

Community nurses most frequently have their base in multidisci-
plinary health centres or GPs’ clinics. Some work from hospital outpa-
tient clinics, minor injuries units, or accident and emergency depart-
ments. In some innovative projects, community nurses work in hostels
for the homeless, or mobile units such as the psychiatric service offered
to the rural population in north-eastern Greece. Community nurses’
work is usually managed and supervised by nursing managers, although
in the United Kingdom, as mentioned, growing numbers of nurses are
employed directly by GPs (but remain accountable to the nursing regu-
latory body). In practice, community nurses throughout Europe often
act on orders from doctors rather than from nurse managers.

The different roles of the community nurse are usually undertaken
by qualified nurses with 1-3 years of additional education. In addition,
many countries have established refresher courses for community nurs-
es. There are three exceptions. The first is Belgium, where insurance
schemes allow private associations to employ social nurses to provide
home visiting services; as there is no recognized community nurse
training, care is provided by nurses who have had only hospital-based
training. The second exception is Austria, where nurses who wish to
work in the community may take postbasic training in social-medical
nursing; they are considered to be ill prepared for PHC nursing, and oth-
er professionals predominate. The third exception is Iceland, where gen-
eral nursing education prepares nurses to work in both hospital and
community settings. This is an ultimate goal of initiatives for nursing
education reform in other countries, such as Project 2000 in the United
Kingdom.
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Mental health nursing’

The term mental health nursing is often used not only to describe psy-
chiatric nursing but also to encompass nurses’ role in the care of men-
tally handicapped people. Many countries are not aware of the specific
nursing role in either field and, where training exists, it is often very
brief.

Mental health nursing is shaped by continuous interaction with its
environment. Dramatic changes in social, political and philosophical
discourse have not left mental health care and the position of the men-
tal health nurse untouched. Like other nursing roles, it has low status
and is still dominated by medicine in some countries. In part, this low
status results from that of the patients. Another problem is the difficul-
ty of collecting relevant knowledge about the formal roles and function
of nurses in the mental health field. Qualitative and quantitative knowl-
edge about what is actually happening in mental health nursing remains
insufficient in many countries.

In the history of mental health, the curative aspect of care dominat-
ed services for the mentally ill and mentally handicapped. Doctors and
nurses kept their distance from the patient. Illness, disease and mental
disabilities were often seen as separate entities, not related to patients as
people or to their culture or environment. In this context, knowledge,
expertise and power lay in the hands of doctors and their representa-
tives: nurses. Patients were expected simply to accept professional di-
agnosis and treatment, and nursing interventions were often based not
on knowledge about mental health but on delivering care according to
doctors’ orders. They were often performed without the doctor’s super-
vision or moral and legislative responsibility to patients. Cure-directed
care was mostly a solitary process in a tightly organized bureaucracy.
Deliberations and consultations within and between multidisciplinary
teams almost never occurred.

The environmental conditions in which nurses had to perform their
daily duties did not encourage innovation. Nurses worked in badly fur-
nished wards, where hot water or electricity were absent or unreliable
and i which many patients were placed. One nurse could be responsi-
ble for hundreds of patients, assisted only by unskilled staff who deliv-
ered meals and kept the wards clean.

"This section was written by Bob Keukens, Hans van Pernis and Sascha Olthof.
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The same kind of care was given to all patients, without consider-
ation of their individual needs or mental health problems (whether
these were neurological illnesses, psychiatric disturbances or mental
handicaps). This increased the workload of already overburdened nurs-
es.

In most of the CCEE and NIS, the delivery of mental health care still
conforms to this pattern. In the CCEE, the general nurse with minimal
postbasic training usually provides mental health nursing; in countries
such as Albania, nurses have no role in mental health care. In countries
such as the Czech Republic and Hungary, however, the nurse has come
to be seen as a professional member of the mental health care delivery
team, with her or his own domain, professional responsibilities and spe-
cific training.

In all the NIS except the Republic of Moldova, psychiatric care is
given by nurses who have undergone general nurse training. Psychi-
atric and mental health care is concentrated in institutions, and very
limited in-service training is available. In the Republic of Moldova,
caring for mentally ill people is not part of the role of the nurse; no ba-
sic or postbasic training is available. Care for mentally handicapped
people is not seen as a nursing task in the NIS. In Kyrgyzstan and else-
where, nursing standards in mental hospitals are described as low and
the staff’s role is custodial. Nearly all staff are recruited from the local
community.

Curricula for mental health nursing education are still in their in-
fancy in the CCEE and NIS. In the CCEE, specialist training in psy-
chiatric nursing is offered in Hungary, Poland, Slovakia and Slovenia.
In Croatia, postgraduate specialization in psychiatric nursing is includ-
ed in the planned reform of nursing education. In the Czech Republic,
the final year of general nurse training has a mental health component;
the introduction of a one-year postbasic course is planned. In Albania
and Romania, no mental health nurse training is available, although the
new curriculum for general nurses in Romania includes both mental
health and psychiatric care. A new one-year postbasic curriculum is
planned.

In some of the NIS — Belarus, Estonia, Kazakstan, Kyrgyzstan and
Latvia — general nursing training gives some coverage of the theory and
practice of mental health nursing. Additional in-service training for psy-
chiatric nurses is sometimes available in most countries. For example, in
Kazakstan a nurse can in theory take a course lasting 1'/-~2 months af-
ter 5 years’ practice.
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Secondary prevention and care for mental disorders is part of the
nurse’s role in all western European countries. Mental health care is of-
ten delivered in psychiatric hospitals and/or psychiatric wards, but
some countries are moving mental health nursing from institutional
care into the community, making the nurse a member of a multidisci-
plinary team. These countries include Italy, the Netherlands and the
United Kingdom.

Where it exists, community mental health nursing ranges from acute.
care, continuing care and rehabilitation to group therapy and workshops
on alcohol and drug use. In many countries, however, health profes-
sionals and the public continue to oppose the community approach. Psy-
chiatric nursing is a rather new specialty and most nurses are either
general nurses or care assistants.

In many countries, the nurse’s role includes the care of people with
learning disabilities. This responsibility sometimes lies with social ser-
vices or education departments; in Austria and Belgium, care for the
mentally handicapped is provided mainly by social workers.

At first sight, it seems paradoxical that a dramatic shortage of psy-
choactive medication is one of the causes for the slow or nonexistent de-
velopment in mental health. It is paradoxical because the traditional
model, oriented towards physical cure, is seen as unwanted. Owing to
the introduction of medications such as chlorpromazine, symptoms
such as extreme fear, deep depression or psychotic behaviour, about
which nothing could previously be done, became more manageable. As
a result, psychiatric nursing in western Europe shifted from cure to-
wards care. Indirectly, this development also shifted nurses’ attention
towards the social environment of the patient, and offered them the
chance to create a domain for themselves and gain a certain status. In
countries where a shortage of adequate medication makes psychiatric
symptoms difficult or impossible to manage, the nursing role is still
partly based on the traditional cure model, and includes safeguarding
patients and correcting their behaviour.

Shortages of money often preclude a drastic change in the infra-
structure of mental health care. Without adequate supplies of medica-
tion and better facilities and working conditions, nurses will not have
the resources to realize their potential as professionals in mental
health care delivery. This has a direct impact on the patients: it helps
to prevent their being treated as human beings with different personal
characteristics and with illnesses or disabilities related to these char-
acteristics and to the culture and environment. Material changes are
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required to lead nurses, directly and indirectly, towards a more caring
role.

Mental health nurses still have a weak position in the field of health
care delivery, mostly owing to the lack of national policies on mental
health. As professionals, nurses often disappear under the term
“paramedical personnel” in official documents.

In western European countries, specialist training in mental health
nursing is offered in Austria, Belgium, Finland, Ireland and the United
Kingdom. In Belgium, this starts in the second year of general nurse train-
ing. Entry requirements are the same as for general training. In other coun-
tries, such as France and Sweden, mental health nursing is part of general
training. The three-year programme in Switzerland is giving way to a new
programme over a ten-year period that started in 1992. In Denmark, Ger-
many, Greece, Israel, Italy, Luxembourg, Malita, Norway, Portugal and
Spain, specialization in mental health takes place after registration as a
general nurse, although general training usually deals with some aspects of
psychiatric nursing. In the Netherlands, mental health nursing is part of
general professional training but is also offered as separate training.

Information on education focusing on nursing care of the mentally
handicapped is scarce. In Ireland, the Netherlands and the United King-
dom, basic courses are offered with the same entry requirements as, but
separate from, general training. In the United Kingdom, a mental handi-
cap branch course of 1'/2 years is offered after 1'/» years of general nurse
training; the course in Ireland lasts 3 years.

HuMAN RESOURCES

WHO promotes the integrated development of health systems and hu-
man resources to ensure a supply of personnel with competences rele-
vant to country needs, and balanced according to occupation, specialty
and institution. Almost all European countries, however, have imbal-
ances in the supply of nurses, doctors and other health personnel (22).
Such imbalances have three dimensions. The numerical dimension in-
volves oversupply or undersupply in relation to a country’s needs and re-
sources. The qualitative dimension represents the mismatch between ed-
ucational preparation and requirements in the workplace. The distribu-
tive dimension is geographical, institutional or by specialty. For nursing,
the most frequent manifestation of imbalance is undersupply - usually
called shortages. ‘
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Recognizing the need for better human resource planning, European
nurses concluded in 1988 (1) that:

In the light of demographic trends and their implications for the develop-
ment of primary health care, health manpower policies should be based on
health for all and should include:

— aplan to recruit nursing personnel, drawn up in collaboration with nurs-
es, administrators and politicians and using current manpower data
bases;

— terms and conditions of service that attract and retain qualified nurses,
ensure the appropriate use of nursing personnel, and recognize continu-
ing education as a part of career development ...

Assessment and planning

The criteria for assessing the balance or imbalance of nursing resources
vary between countries and over time, depending on people’s perception
of health needs, their expectations, the prevalent diseases, the availabil-
ity of affordable health services, the composition of health care teams,
and the cultural and socioeconomic factors that affect people’s use of
health care services (22). Few countries, however, carry out this type of
assessment, which is extremely difficult to make. Tradition and the size
of budgets are still the dominant influences.

Human resources planning is an attempt to balance production
needs with management needs for personnel. When applied to nursing,
its objective is to provide the right number of nurses with the right
knowledge, skills and attitudes to carry out the right role in the right
place at the right time to achieve the right predetermined goals. Plan-
ning cannot be done in isolation, as the work of the nurse is highly in-
terdependent with that of other health professionals and support workers,
as well as the level of involvement of the patient, family and informal
care givers. Delivering a targeted, cost-effective service requires a care-
ful mixing of disciplines and skills. Planning information is necessary
to reorient nursing services from the hospital to the community and to
provide re-education at the right time and place. Inaccurate projections
of needs for nursing personnel often stem from a lack of the informa-
tion essential to balance supply with demand. In many countries, such
information is unavailable or inaccurate. Even with careful planning,
demographic trends, population demands and the state of the labour
market can change remarkably quickly, while planning, education
systems and recruitment policies cannot.

Human resources policies should be closely linked to overall policy
on health services; when this link is weak, problems have greater im-
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pact, especially during periods of rapid change. Cost constraints in par-
ticular may highlight the shortcomings of traditional methods of human
resources planning and deployment, which are based on crude norms
such as numbers of staff per hospital bed or simply the previous year’s
figures. Yet countries focusing on health care reform have been slow to
address the need for good human resource planning.

Assessments of present and future needs and the utilization and de-
ployment of nursing personnel are complicated by the variety of staff
grouped under this broad heading, and the frequent lack of differentia-
tion between grades, qualifications and competences. In many coun-
tries, auxiliary or unqualified staff perform nursing duties and comprise
50-90% of all nursing personnel. They are often included in statistics
on nurses, even though they are not competent to perform the duties of
a qualified nurse. In addition, aggregated country data usually fail to
demonstrate the uneven geographical distribution of health care settings
and nursing personnel.

Indications of the number of nurses per bed and per population unit
and nurse/doctor ratios are usually the best statistics available, although
they fail to compare personnel resources to the need for nursing care.
The number of nurses per bed is still used to compare staffing between
countries, but the increasing importance of community care and day
hospitalization makes such comparisons less significant. The number of
nursing personnel (which can also be subdivided by category) per pop-
ulation unit can at least point to the possible human resources available
to perform nursing work. Ratios of nurses to doctors cannot match
available nursing personnel to the health needs of the population. They
give a broad impression of the division of labour in a particular country,
but they are also misleading, since people’s need for nursing care differs
from their need for medical care. The level of joint activity between
doctors and nurses is only one of a number of factors requiring consid-
eration. Some analysts argue that no one can rationally defend a situation
in which the doctor/nurse ratio is 1 : 3-4 in several northern European
countries and 1 : 1.5 in southern and eastern countries. They may be
right, but neither can there be any meaningful European norm or uni-
versal or lasting indication for each country of the right balance between
medical and nursing personnel, since so much depends on the desired
outcomes, the job content, the knowledge and skills of each grade of
professional staff, traditional and cultural assumptions about health care
and professional roles and tasks, health service funds, resource alloca-
tion priorities, staff salaries, terms and conditions, and other factors. Fi-
nally, the already significant number of part-time workers in some
countries and increasing proportions in others (see the section on terms
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and conditions, pp. 81-91) make it difficult to conduct adequate assess-
ments of present and future needs for education and recruitment.

There is an urgent need to bring statistics on nurses into line with
people’s need for nursing, rather than institutions’ need for nurses. In
1992, as a first step, World Health Assembly resolution WHA45.5
urged Member States to conduct assessments of needs for nursing and
midwifery services (8). Since shortages are often accompanied by inap-
propriate deployment of personnel, the resolution also urged Member
States to examine the current roles and utilization of nursing and mid-
wifery personnel. By 1995, a majority of European Member States had
complied or said they intended to comply with the resolution. Countries
that completed these assessments reported increasing demands for nurs-
ing and midwifery services, and shortages of nursing personnel. At the
same time, they reported the insufficient or inappropriate use and de-
ployment of staff, with an oversupply in urban areas and a shortage in
rural areas. While severe problems continue in the supply and utilization
of nursing personnel, countries are clearly recognizing and making
greater efforts to deal with them (22).

Numbers and gender issues

The health care systems in the CCEE and NIS, starved of new resources
and money to maintain previous standards, are often described as being
in crisis. Since the late 1980s, inadequate funding and labour, capital
and supply problems have severely disrupted the functioning of health
services. The quality of care in state facilities has fallen, and this has not
been offset by the increase in costly, sophisticated treatment in private
facilities available only to a privileged few. Health service reforms are
now under way in most CCEE and NIS, but with little regard for their
impact on health personnel other than doctors, whose demands for more
money, status and opportunities for private practice are one of the en-
gines of reform. The need to cut costs and acknowledgement of the un-
deruse of hospital beds has led to many closures, with corresponding
cuts in staff, especially as many countries still determine staffing levels
according to the number of beds. Despite the widely recognized over-
supply of doctors and undersupply of well qualified nurses, however, the
opportunity was not used to reduce the number of doctors. Usually it
was nurses who lost their jobs in local power struggles, thus exacerbat-
ing the existing imbalance. So-called middle-level health personnel are
poorly deployed and utilized, and a clear division of roles and functions
among these nurses, feldshers, midwives and nursing assistants is im-
possible at present because of inadequate registration systems, poor ed-
ucation, inadequate or nonexistent policies and practices for human
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resources development, and even the lack of adequate terminology in
local languages to describe and differentiate these occupations.

Most CCEE and NIS report severe shortages in qualified nursing
staff, regardless of the number of nurses employed. Fig. 1 and 2? show
large variations between countries. These data suggest that planning of
the nursing workforce is usually lacking and, in any case, unrelated to
people’s need for nursing. As a result, workloads can be very heavy: 1
nurse and 3 support staff having to care for as many as 80 patients is not
unusual. Furthermore, real shortages and nurse unemployment go hand
in hand in a growing number of countries.

The number of qualified midwives also varies significantly in the
CCEE and NIS (Fig. 3 and 4). In general, the number of midwives em-
ployed seems to be more closely linked to people’s need for midwifery
services, as relative numbers follow differences in fertility rates in the
CCEE and NIS. These numbers are usually 2-3 times higher in most
central Asian republics than they are in, for example, the Baltic states,
Croatia and Hungary. Furthermore, countries with large, remote areas,
where hospitals are far away and feldsher/midwife posts have a bigger
role in perinatal care, seem to employ more midwives than smaller
countries with more accessible hospitals.

Fig. 1. Number of nurses per 10 000 population
in the CCEE, early 1990s
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* The figures in Chapter 2 give the most up-to-date data available from the WHO
Regional Office for Europe and other sources. The figures roughly represent conditions
in the early 1990s.
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Fig. 2. Number of nurses per 10 000 population
in the NIS, early 1990s
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Fig. 3. Number of midwives per 10 000 population
in the CCEE, early 1990s
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Fig. 4. Number of midwives per 10 000 population
in the NIS, early 1990s
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In all the CCEE and NIS, nursing is women’s work and shares the
characteristics of other female-dominated occupations: low pay, low sta-
tus, poor working conditions, few prospects for promotion and poor ed-
ucation. Gender ratios underline these statements: women comprise
90-99% of the total nursing population in the CCEE and NIS (see Fig.
5). Within the nursing profession, however, the feldshers — the most in-
dependent, best qualified and most senior nurses — are mostly men.
These figures indicate not only that the nursing profession as a whole
suffers from gender discrimination, but also that women do not have the
same status and career prospects as their male colleagues.

In western Europe’s established market economies, health care de-
livery and financing and, increasingly, health professional training are
mixtures of public and private initiatives, making human resource plan-
ning even more complex. The proportion of registered nurses working
in the private sector varies, being 15% in France and 4% in Finland. Al-
though public organizations and institutes are the main employers of
nursing and other health care personnel in all countries, private practice
is gaining ground. This trend was reinforced by both economic reces-
sions in the 1980s and early 1990s, and ideological shifts in the role of
government in health care. Almost without exception, responsibility for
health care purchasing and delivery in the public sector has been de-



Fig. 5. Male nurses as a percentage of all nurses
in selected European countries, early 1990s
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centralized to regional or municipal health authorities, who are almost
all under strong financial pressure. As a result, more emphasis is given
to sharing this responsibility between the public and private sectors,
with a growing role for insurance companies and patients or clients in
the financing of health care, and more private initiatives in the delivery
of care, especially in hospitals and nursing homes.

The numbers of qualified nurses in western Europe vary enormous-
ly, ranging from 8 per 10 000 population in Turkey to 137 in Norway
(Fig. 6). In general, the ratios follow a north-south divide, with more
nurses per 10 000 population in northern countries (usually 70-90) than
in the south (usually 20-40). The number of nurses appears more close-
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Fig. 6. Number of nurses per 10 000 population
in western Europe, early 1990s
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ly correlated with income-related indicators, such as gross domestic
product (GDP) per head, than with health care needs. For example,
shortages of nurses, especially in rural areas, are reported in Greece,
Italy, Malta, Portugal and Turkey. Difficulties in recruiting qualified
staff are common throughout these countries, mainly owing to poor pay,
poor working conditions and lack of career opportunities.

The number of qualified midwives per unit of population through-
out western Europe (Fig. 7) seems to have no relation to fertility rates,
a country’s health care system or the number of nurses employed, al-
though these factors vary widely. A country such as the Netherlands,
where midwives have heavy responsibility for perinatal care and many
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Fig. 7. Number of midwives per 10 000 population
in western Europe, early 1990s

lceland
Finland
Sweden
Belgium
Turkey
United Kingdom
Switzertand
Greece
France
Denmark
Israel

Spain
Austria
Malta

italy

Netherlands

Midwives

deliveries take place at home, has less than 1 midwife per 10 000 pop-
ulation, while in Belgium, Sweden and the United Kingdom the number
is 4-8 times higher. These huge differences can in no way be fully ex-
plained by variations in countries’ demographic characteristics and ge-
ography, or in midwives’ responsibilities, roles and functions.

With regard to gender issues, female predominance in nursing is ev-
ident in all western European countries, where usually less than 10% of
the workforce is male (Fig. 3). Exceptions are Italy, Malta, Spain and
Switzerland, where men comprise about a quarter or more of the total.
In Spain, the reasons could include the bar on recruitment to medical
education introduced in the 1970s. This forced many men who intend-
ed to study medicine to choose another profession, or to take a nursing
course first and then to apply again for medicine. Another explanation
could be general shifts in the labour market in the 1970s, including mass
unemployment in many traditionally male occupations. In some coun-
tries, too, nursing today presents relatively more career opportunities,
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including management and research, that enhance its appeal to men and
subvert its traditional feminine image. Status, working conditions and
salaries are poor in many countries, especially for female nurses, since
a disproportionately high number of men occupy nursing positions with
better pay and higher status. In some countries, men are still paid more
than their female colleagues in the same jobs.

Recruitment and retention

The number of nurses worldwide is falling, and recruitment and reten-
tion are major concerns in many countries. Unless this is taken into con-
sideration as part of a country’s overall health policy, the number of
nurses may continue to fall, with serious consequences for health care
coverage and quality. The factors that affect recruitment and retention
are complex and interrelated, and the accurate assessment of cause and
effect requires a range of demographic, educational and environmental
information. Two main issues, however, dominate all discussions about
choosing nursing as a career and staying in it: working conditions and
the image of nursing (20).

Good working conditions positively affect the recruitment and re-
tention of nursing personnel, especially in underserved areas, as well as
the quality of practice. Working conditions are defined here as includ-
ing not only the facilities in a workplace, but also health and safety
issues, hours of work, workload, the conditions in which nursing person-
nel and their families have to live their daily lives, and less tangible but
perhaps equally important factors such as the quality of workplace rela-
tionships with colleagues and managers, and the way in which the
organization handles work-related stress.

These conditions appear to be especially poor in rural areas,
where, paradoxically, health care providers are most needed (23). The
professional isolation often experienced in rural postings is also sig-
nificant. The presence of other health personnel with a team-based ap-
proach greatly enhances both the quality of care and the motivation of
team members. Job satisfaction is greater where the local community
is both encouraged and empowered to increase social support for nurs-
ing personnel, and contributes actively to the planning, delivery and
evaluation of local health care services. This can give the community
nurse a status akin to the traditional one of village healer, elder or wise
woman, which also gives satisfaction. Nurses who come from the
community in which they work, understand its ways and speak its lan-
guage are more likely to be satisfied and to work well than those who
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are posted to places where they are strangers and perhaps marginal-
ized or mistrusted.

Pay remains a key factor for nursing globally. Nurses are poorly paid
in most countries (see the next section). Low pay is accomparied by few
incentives or benefits and a lack of career structure. In addition, nursing
personnel are often sought after in other areas of work; if these have bet-
ter pay and conditions, it is little wonder that they leave the profession.
Some countries overcome local recruitment problems or circumvent
collective wage agreements by purchasing services on a contractual ba-
sis, for example, from profit-making nursing agencies. Another prob-
lem is the lack of financial incentives to remain in clinical posts. Some
countries where nurses are in long-term government service are starting
to explore whether their continued employment should be contingent on
the quality of their performance (79), and to introduce professional
structures that reward clinical expertise as highly as education or man-
agement skills.

Pay, conditions of work and the level of autonomy are important fac-
tors that affect the image of nursing. Others no less important are the
cultural and social values relating to so-called women’s work and work
that necessitates close contact with blood, excreta and human bodies.
The image of nursing is poor in many countries, and is typically linked
to the level of true respect and value for women in general. Such a neg-
ative image has long-term effects on the quality of nursing, not least be-
cause able students who have a choice of career may be unlikely to
choose nursing. A radical change of image is not likely to occur with-
out the development of a new social consciousness that values care and
care giving.

A 1995 WHO Expert Committee (20), addressing problems of re-
cruitment and retention, recognized two significant trends: the growing
privatization of many health care services and the migration of nurses.
As mentioned, health care systems in many European countries, and in-
deed throughout the world, are currently engaged in reform initiatives.
Many countries have adopted a strategy of greater private-sector in-
volvement in the delivery of health care. The private sector has tradi-
tionally been involved mainly in the delivery of secondary and tertiary
care, which reinforces the need for governments to continue to reallo-
cate resources to PHC. As the private sector grows, governments should
develop regulatory, quality assurance and monitoring mechanisms that
establish standards of care, guarantee acceptable working conditions,
and ensure equity and access to health services for vulnerable groups
such as the elderly, the urban and rural poor and the mentally ill.
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Migration is the other important trend. Nursing policy has been
influenced by the aim of facilitating freedom of movement of profes-
sionally qualified people within the EU through mutual recognition and
harmonization of qualifications. Although the volume of migration is
still low, nurses in the European Region increasingly move from poorer
to richer countries seeking better employment opportunities. The EC
directives on the mutual recognition of nursing and midwifery qualifi-
cations appear to have had relatively little impact on labour mobility,
although this may change.

The movement of nurses within the CCEE and from the CCEE to
western European countries, mainly Austria and Germany, is a new phe-
nomenon facilitated by political change, armed hostilities in some areas
and the shortages of qualified nurses in many countries. Many hospitals
in the west actively recruit the best-qualified nurses from neighbouring
CCEE. Most of them do not possess the credentials to be registered for
practice in the host countries, so they may work as nursing assistants,
thus providing a cheap service. This in turn may undermine nursing’s
position in negotiating collaborative agreements on terms and condi-
tions of work. While free movement is a basic human right, migration
poses serious challenges to both labour-exporting and labour-importing
countries. Poor countries may gain from the money sent home, but many
CCEE are experiencing a deterioration in health, leading to an increase
in people’s need for nursing. The migration of well educated nurses to
neighbouring countries represents a nursing brain drain that societies
can ill afford. Moreover, countries that import foreign nurses should
prepare them to provide care that is culturally and linguistically appro-
priate, yet few do anything to tackle this challenge.

Problems with matching supply and demand for nursing staff are re-
ported throughout the European Region. Shortages of well educated
nursing staff and difficulties in recruiting suitably qualified nurses are
common in the CCEE and NIS. The main reasons for difficulties in re-
cruiting newly qualified nurses are low status, poor salaries and bad
working conditions. Furthermore, nurses are migrating from rural to ur-
ban areas and from the public to the private sector. All this affects ini-
tial recruitment into the profession. For example, Hungary reports a low
number of applicants for training; many entrants lack the basic require-
ments. In many situations, especially in the NIS, auxiliaries are the only
staff available to fill qualified posts. High turnover rates, sometimes up
to 50% of the whole workforce annually, are reported in Azerbaijan, Be-
larus, Georgia, the Republic of Moldova, the Russian Federation, Tajik-
istan and elsewhere. Some countries, however, report no problems in the
recruitment of new nurses. For example, the World Bank (23) states that
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in Albania the health system is well staffed, there is an oversupply of ap-
plicants and, despite high emigration rates, nurse graduates may have
difficulty finding jobs.

Recruitment and turnover ratios vary significantly in western Eu-
rope and are highly correlated with status and working conditions, as
well as with demographic factors, government policy and conditions in
the national and local labour markets. The picture can also change rela-
tively fast, making generalization or the mapping of trends difficult.
Some countries report shortages of nurses and nursing students and high
turnover rates. Elsewhere, cuts in health service spending, reducing the
number of posts, have mopped up surplus staff, although recruitment for
specialist posts may still be a problem. A recent study (24) suggested
that shortages in the supply of nursing personnel in the EU do not seem
to be as widespread as frequently assumed.

In Ireland and the United Kingdom, where the status of nurses is rel-
atively high, the number of applicants for training was, until recently,
greater than the number required. In Israel, however, which also has a
reportedly high status of nurses, the number of applicants for training
every year is satisfactory, and nurse unemployment is nearly absent. In
addition, turnover rates in these countries are relatively low: 3% in Ireland
and 7% in England, for example. Nevertheless, England is experiencing a
shrinking nursing workforce, owing to cuts in posts and problems with the
professional image of nursing, as well educated young people confront a
wide range of career choices. Some countries, such as Iceland, Norway,
Spain and Switzerland, report no significant problems in the recruit-
ment of nurses. In Germany and Spain, imbalances in the recent past
have been corrected. Other countries, such as France, Greece, the
Netherlands, Portugal and Turkey, report shortages of nurses and stu-
dents, mainly due to relatively poor status, pay and working conditions.
Their turnover rates are also usually much higher: 17% of nurses in the
Oslo region in Norway and 20% in mental health care in the Nether-
lands, for example.

In Italy, the number of students increased considerably as a result of
campaigns to enhance the public image of nursing by providing more
economic assistance and job security. On the other hand, very little has
been done to retain nurses in hospitals, and a nurse spends an average
of about ten years in the hospital service. Reasons include the lack of
career possibilities, burn-out caused by overwork, and low salaries. The
number of training places was recently reduced, yet there are shortages
of nurses, often linked to poor organization of the work and inappropri-
ate use of nursing resources.
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Some governments, such as those of Austria, Germany and Malta,
are taking steps to improve the status and attractiveness of nursing. In
Austria, this includes state subsidies to hospitals to improve the ratio of
qualified to unqualified personnel. In Germany, the salaries of all nurs-
es were increased by 3.5% in 1993. At the same time, the salaries of
nurses in the former German Democratic Republic have been raised to
80% of those of nurses in other regions. The shortage of nursing pro-
fessionals, which existed both in regional terms and in different areas of
the profession, has been markedly reduced since 1990; the attractive-
ness of the profession to young people has improved substantially in re-
cent years, and outflow has decreased, owing to the rises in salary, im-
provements in other working conditions and the recent recession in the
country. Malta faces a problem in recruiting and retaining qualified staff
and is trying to attract foreign nurses. Plans are emerging that include
better salaries and better facilities to attract young recruits and to retain
those already in the profession, especially married women.

In Turkey, the number of qualified staff is considered too low, in part
because of poor working conditions, which vary between institutions
and in some cases prevent nurses from delivering an acceptable level of
care. Some regions report particular problems with absenteeism. Greece
and Portugal also face a significant shortage of health personnel, par-
ticularly nurses.

TERMS AND CONDITIONS OF WORK

Nurses’ terms and conditions of work — such as status, pay, working
hours and working conditions, shift work, and employers’ personnel
policies — exert an important influence on the quality of nursing and
health care in the Region. As shown in the previous section, un-
favourable terms and conditions are frequently given as reasons for
problems with recruitment and retention. Many factors contribute to
nurses’ disadvantageous position. First, nursing in general shares the
characteristics of other traditionally female occupations: low pay, low
status, poor working conditions, few prospects for promotion and poor
education. Second, the real value of the profession is not recognized in
many countries, and lags behind people’s sharply increased needs and
expectations. Third, the heterogeneous character of the profession hin-
ders its taking a strong and powerful position in relation to government,
employers and the medical profession. Furthermore, the current eco-
nomic situation, and the avowed determination of most countries to re-
duce or check the rise in health care spending, make it difficult to se-
cure greater attractions, including better pay and conditions (79).
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International standards

Nursing personnel are covered by ILO conventions and recommenda-
tions, which lay down general standards for all employees, relating in
particular to working conditions and equality of opportunity. In view of
the particular conditions of nursing, however, the need for specific stan-
dards to complement these instruments soon became apparent. In 1944,
the recommendation on medical care stated that the working conditions
of doctors and members of allied professions should be designed to re-
lieve them from financial anxiety by providing adequate income during
work, leave, illness and retirement (4). More recently, in response to a
report on the employment and working conditions of nursing personnel,
ILO Recommendation 157 was adopted in 1977 (4). It proposes mea-
sures to offer nursing personnel reasonable career prospects through a
grading and remuneration structure. This should be based on:

e a classification of the levels of qualification and judgement re-
quired, the authority to make decisions, the complexity of the rela-
tionship with other functions, and the level of responsibility; and

e on a classification of nursing personnel within a limited number of
categories determined by reference to education and training, level
of functions and authorization to practise.

Income

ILO Recommendation 157 contains an entire chapter devoted to remu-
neration (4). Nearly 20 years after its adoption, these provisions are still
the benchmarks to assess individual countries’ performance. It contains
the following provisions.

1. Nurses’ pay should be fixed at levels commensurate with their socio-
economic needs, qualifications, responsibilities, duties and experi-
ence, taking account of the constraints and hazards inherent in the
profession.

2. Levels of remuneration should be such as to attract people to the pro-
fession and retain them, and should also bear comparison with those
of other professions requiring similar or equivalent qualifications and
carrying similar or equivalent responsibilities.

3. Levels of remuneration for nursing personnel having similar or equiv-
alent duties and working in similar conditions should be comparable,
whatever the establishments, areas, or sectors in which they work.

4. Remuneration should be adjusted from time to time to take into ac-
count variations in the cost of living and rises in the national standard
of living.

5. Nursing personnel who work in particularly arduous or unpleasant
conditions should receive financial compensation.
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6. Finally, work clothing, medical kits, transport facilities and other sup-
plies required by the employer or necessary for the performance of the
work should be provided by the employer and maintained free of
charge.

None of the CCEE or NIS complies with the ILO Recommendation.

In all CCEE, nurses’ wages are reported to be inadequate or poor in ab-
solute terms. For example, the wages of nurses in Hungary (equivalent
to US $1500-1600 a year in 1994) and Romania (equivalent to US
$300-400 a year in 1994) are just above the poverty line. Nurses’” wages
usually compare very poorly with national averages. For example, a
Slovene nurse earns the equivalent of US $5500 a year, while GDP per
head was US $8000 in 1995. Rapid inflation in many countries has fur-
ther eroded the real value of salaries, and many nurses cannot make
ends meet on salaries alone. This forces them to do overtime, take an ad-
ditional job or search for informal ways of earning money. Some coun-
tries, however, report improvements. For example, nurses in the Czech
Republic won higher salaries, moving from the 3-5 tariff range to the
68 tariff range in the new wage system (which has 12 tariff points) ini-
tiated by the 1992 law on wages. Different rates of pay take account of
nurses’ postgraduate achievements.

The picture in the NIS is similar and often worse. In all countries,
nurses’ income is low or very low (Table 5). Pay in the health sector is
usually 50-75% of the national average, and nurses earn relatively little
compared to other health care professionals. In some countries, staff
may be paid nothing at all for months on end. Nurses’ low income is af-
fecting morale and productivity; in the Russian Federation it generated
unprecedented strike action. Government moves to allow local hospitals
to establish their own pay scales, sparking fears of a downward wage
spiral, provoked mass protests in Estonia in 1995.

Table 5. Nurses’ income in selected CCEE and NIS, 1991-1994

Country Monthly income (US $)
Tajikistan 3

Republic of Moldova 10-22
Russian Federation 15

Lithuania 15-20

Estonia 42-51
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In most western European countries, nursing personnel employed
by the public sector are paid according to regulations or collective
labour agreements between employers and trade unions. With a few ex-
ceptions, such as Spain, nurses working in the private sector are better
paid than their public-sector colleagues, although that is more likely to
be the case in an acute hospital than in a nursing home for the elderly,
and data not only vary widely but are difficult to collect. Nurses’ wages
are usually somewhat lower than those of other professions requiring
similar education levels. In Denmark, for example, a nurse’s salary is
comparable to that of a skilled craftsman. Nurse managers and teachers
have higher salaries, as do those in specialist fields such as infection
control, psychiatry and health visiting. Nursing auxiliaries and assis-
tants are often among the lowest paid workers in society.

Wages in most countries are about the national average or somewhat
below, except in Austria, Belgium, Greece, Italy and Turkey, where they
are much lower. In Spain, for example, the general nurse’s average 1992
salary of nearly 2.4 million pesetas (equivalent to US $15 000) is simi-
lar to those of other workers of the same level. Salary levels differ
between nurses in specialized care and those in PHC, in favour of the
latter. In the United Kingdom, a ward sister with a starting salary of
US $20 500 (1992) earned 87% of the average national wage, while in
Ireland the starting salary of a qualified nurse compares quite favourably
with those of other health professionals; on the other hand, nurses are
not paid according to their responsibilities and differentials are very
poor. In Italy, nurses receive a basic salary that is regarded as inade-
quate, even though numerous supplements are paid (for particular duty
hours, overtime, rotation, hazardous work, etc.). There is little differ-
ence between the salaries of auxiliaries and registered nurses, and little
career development. The annual salary is the equivalent of US $12 800,
about the same as an average office worker. In the Netherlands, the
starting salary of a general nurse is equivalent to some US $18 000 a
year (2584 guilders per month in 1994) and is significantly lower than
that of comparable professions. A specialist nurse may expect at least
US $6000 more a year.

Nurses’ salaries in some countries, such as Belgium, France, Ger-
many, Greece, Italy and the United Kingdom have, however, risen or
been adjusted during the 1990s to improve recruitment. In a few coun-
tries remuneration increased considerably; for example, some specialist
nurses in Germany received an increase of 30%.

In general, women’s average salaries are lower than those of men in
similar jobs, although the picture varies between countries and accord-
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ing to salary and career structures, differentials between grades and
qualifications, and other factors. For example, the average differential
between men’s and women’s pay in Sweden is 1.6% in favour of men.
The average pay of female nursing assistants and auxiliaries employed
by county councils, however, is slightly higher than that of men. In con-
trast, male nurses in the United Kingdom earn 21% more than female
nurses, and nursing auxiliaries show an even greater differential: wom-
en earn only 55% of men’s salaries. Although there is equal pay legisla-
tion, disproportionately more male nurses hold better paid jobs, and
many more women work part time to combine a job and child care.

A study conducted by ILO in 1994 (19) reported that pay is per-
ceived as unsatisfactory worldwide. This is felt all the more keenly as the
constraints and demands of the work are heavy and made even heavier
by staff shortages. Nurses” demands for better pay relate first to basic
salary, which is manifestly inadequate in relation to those of comparable
professionals such as teachers, and to continuing efforts to upgrade nurs-
ing’s social and professional status. The demands also address special al-
lowances, particularly for working overtime and stressful or unusual
hours, which considerably increases the arduousness of the work, and for
shift work, with its special constraints. Nurses also insistently demand a
guaranteed level of purchasing power or its maintenance, particularly in
countries where inflation is high. In a number of countries, nurses and
trade unions are highlighting problems arising from excessive pay dif-
ferentials within the profession, which not only cause discontent but also
aggravate staff shortages in the worst paid sectors.

Nurses” growing demands have been marked in recent years and have
featured in well publicized pay campaigns in many countries. Sometimes
these have included strikes or other forms of withdrawal of labour, at odds
with the traditional image of nurses and therefore all the more noticeable.
In 1995 alone, lengthy pay disputes in Denmark, Sweden, the United
Kingdom and elsewhere caught the mass media’s attention.

Working hours and leave entitlement
ILO Recommendation 157 (4) proposes that;

e in countries where the normal working week exceeds 40 hours, it
should progressively be reduced to 40 hours for nursing personnel,
without loss of salary;

e overtime and work performed on public holidays should be com-
pensated, and compensation may take the form of an addition to
salary;
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e work performed at inconvenient or stressful hours other than on
public holidays, and also shift work, should be compensated by an
addition to salary; and

e exposure to special risks should give rise to financial compensation.

All CCEE and western European countries have complied with the
ILO recommendations on nurses’ working hours, at least in theory. The
average working week varies widely in the Region (Fig. 8), although it
is 37-39 hours in most countries. The shortest full-time working week
is found in Portugal. Nurses in all NIS officially work 41 hours over 6
days, although some working in poor conditions may have a limited day
of 5.5 hours. The public health law limits the working day to 12 hours.

In general, nurses employed by the private sector have a longer work-
ing week than those in public institutions. For example, the average work-
ing week of private sector nurses is 39.4 hours in Spain and 40 hours in
Greece, exceeding that of public sector nurses by some 2.5 hours.

In some countries, a significant proportion of the nursing popula-
tion works part time: Belgium (25-52%), the Netherlands (58%), Swe-
den (41%) and the United Kingdom (34%). In most countries, however,
opportunities for working part time are restricted, especially in the
CCEE and NIS and some southern European countries. In Greece, for
example, only nurses in the private sector may work part time. Conse-
quently the number of part-time jobs in these countries forms only a
very small proportion of total nursing posts.

On the other hand, working overtime is a common, almost institu-
tionalized, feature of nursing in many countries. Overtime is a subject
of special importance, particularly for hospital staff, because of the need
to ensure a continuous service in the interest of the patients and because
of staff shortages. Overtime is very often used to compensate for struc-
tural shortages of staff, rather than to cope with occasional peak work-
loads or staff sickness. Compensation regulations for overtime differ
widely but are based on granting time off or overtime pay, or combin-
ing the two. Where staff shortages are acute, employers often prefer to
provide compensation in cash, and this involves payment at a higher
hourly rate in many countries. This is in accordance with ILO Recom-
mendation 157, and with the 1962 ILO Recommendation 116 on the re-
duction of hours of work for all professions (4), which urges that:

o all hours worked in excess of normal hours be deemed to be over-

time, unless they are taken into account in fixing remuneration in
accordance with custom;
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e limits be fixed to the total number of hours of overtime that can be
worked during a specified period;

e overtime be remunerated at a rate not less than 25% higher than that
applicable to normal hours of work.

In practice, differences between countries in overtime payment rates
give rise to considerable variation in the real rate of payment for over-
time worked. Switzerland, for instance, remunerates overtime, when not
compensated by time off or a rest period, exactly 25% higher than the
rate for normal hours of work, when worked on a weekday between
7 a.m. and & p.m., and at 150% in other cases. In Spain, all overtime is

Fig. 8. Average number of nurse’s working hours per week
in selected European countries, early 1990s
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compensated at 175%. In the Netherlands, time off is the normal com-
pensation but, when additional payments are made, the rate is 138% for
overtime on weekdays after 6 p.m. In Sweden, the first two hours of
overtime in any month are paid at 180% of the normal rate and all ad-
ditional hours at 140%.

With regard to the second provision, few countries restrict overtime.
In the public sector in France, the maximum permissible number of hours
of overtime is 20 per month. Italy applies a yearly maximum of 50 hours.
In Sweden the restriction is twofold: 50 hours per month and 200 per year.

Countries show similar large differences in compensation for work-
ing night shifts, weekends and public holidays (79). Paid annual leave
entitlement and public holidays also vary widely (Table 6), although
most countries report between 24 and 27 annual leave days and some 10
public holidays.

Table 6. Annual paid leave entitiements and public holidays
in selected European countries

Country Paid leave (days) Public holidays
Austria 25

Belgium 22

Bulgaria 16 5
Denmark 25 10
Germany 26--30

France 30 11-13
Finland 24

Greece 22

freland 32 8
Israel 26

italy 30 6
Luxembourg 25

Malta 25

Netherlands 24 7
NIS 24

Portugal 22 10
Spain 30 14
Sweden 24

Switzerland 20

United Kingdom 25 10-12
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Furthermore, the length of fully paid maternity leave varies consid-
erably, as shown by the following examples:

e in Switzerland, nurses are entitled to a minimum of 8 weeks’ ma-
ternity leave;

e in Israel, maternity leave is 12 weeks; a nurse may be relieved from
working night shifts after 20 weeks of pregnancy; and on return to
work after giving birth, a nurse’s regular shift is shortened by 1 hour
for 1 year;

e in Malta, maternity leave is 13 weeks, which can be extended by a
year’s unpaid child-care leave;

e in France, maternity leave is 16 weeks, with 28 weeks granted as
from the third child;

¢ in Denmark, maternity leave is 8 weeks before and 14 weeks after
birth;

¢ in Italy, maternity leave is granted at full salary for 2 months before
and 3 months after the birth, after which the mother may take a fur-
ther 6 months’ leave at reduced salary during the child’s first year,
as well as unpaid leave until the child reaches the age of 3 years;

e in the Netherlands, nurses are entitled to 6 months’ fully paid ma-
ternity leave, to be taken as they choose:

¢ in Bulgaria and Poland, nurses and midwives are entitled to 3 years’
partly paid maternity leave;

¢ in the NIS, posts are sometimes kept open — and therefore unfilled
— for years awaiting the mother’s return; this causes major problems,
especially in countries where fertility rates are high, such as the cen-
tral Asian republics.

Paternity leave is a growing phenomenon but is usually unpaid
when granted at all. Only in the Nordic countries can one really speak
of parents’ leave. In Denmark, male nurses have the right to 2 weeks’
paid leave in the first 14 weeks after birth. The right to a further 10
weeks’ leave is granted to either the mother or the father, but not both.
In Sweden, parents are entitled to 15 months’ paid leave on the birth of
a child, which can be shared between the father and mother and can be
taken any time before the child reaches the age of 8.

Working conditions

As mentioned above and reported by the ILO in 1994, nurses every-
where complain frequently about the difficulties experienced in their
normal professional work (79), and these difficulties form the basis of
some of the demands of professional associations and trade unions. For
instance, a reduction in normal working hours is being urged with in-
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creasing insistence. The deterioration of working conditions, resulting
from chronic shortages of staff and from shortages of materials and
equipment, is also often highlighted. Continuing staff shortages un-
questionably add to the normal workload, aggravated when those absent
for varying periods (on holiday, or sick or maternity leave) are not re-
placed. The remaining personnel are thus forced not only to work hard-
er, but to resort to practices that may involve risk for both patient and
nurse. In some countries, the shortage of auxiliary staff or an oversup-
ply of doctors forces nurses to perform lower-level tasks that are not
normally their responsibility; in others, shortages mean that nursing
duties are assigned to less qualified personnel. In addition, when nurses
also have administrative duties and an institution places a higher value
on completing paperwork than on caring for patients, they may have to
delegate their primary responsibilities for practice to support workers,
thus jeopardizing the quality of care. Excessive workload also leads to
neglect of supervisory responsibilities for junior staff and students, and
to situations in which daily practice falls far short of what is taught in
training colleges.

Finally, nurses deplore the lack of attention paid to the predominance
of women in the profession. Overwork and stress are difficult for any
employee to tolerate and should not be accepted, but these problems are
particularly acute for nurses who are also caring for children and/or el-
derly relatives: the responsibilities of the so-called double shift — home
and work — which few men share. Rather than acknowledging that nurs-
es are a mainly female workforce, and taking account of this in policies
and practice, many employers appear oblivious to the special situation of
and demands placed on working women. The lack of workplace child-
care facilities, the lack of flexible working hours and practices to take
account of family obligations, the insufficient attention to developing
opportunities for satisfying part-time work, and the inadequacy of protec-
tion during pregnancy are just a few examples of this gender blindness.
These issues are often mentioned as reasons why nurses leave the pro-
fession, and they should be tackled not only to improve women’s and
families’ rights, but also to avoid the further drift of nursing personnel
towards occupations and employers that offer better working conditions.

Trade unions have a special role in encouraging employers to en-
force the ILO recommendations at the national level. In all European
countries, nursing personnel are represented by general trade unions,
trade unions of health care personnel and/or professional organizations
with labour relations functions. As mentioned, nurses often have a
choice between organizations of each type, and choose to join more than
one organization in some countries. Representation usually exists at the
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different levels where working conditions are examined and determined
(federal or national, regional, cantonal, local levels or individual insti-
tutions). Many different trade unions and professional organizations
take part in collective bargaining in many countries. For example, nurs-
ing personnel are represented by four trade union confederations in Italy
and six unions in Spain. In the United Kingdom, nurses are represented
by nine organizations, including the Royal College of Nursing, which
acts as both a professional organization and a trade union, and UNI-
SON, a giant public-sector union. Very few organizations can truly
claim exclusive representation of nursing personnel. In some countries,
the difficulties of multiple representation are partly overcome by estab-
lishing a consortium or “staff side” of organizations that reaches
consensus in order to present a united front to management and thus to
bargain more effectively.

The 1LO recommendations have been signed by all the European
Member States of WHO and should provide both the framework for and
the basis of collective bargaining between governments, employers and
employees, regardless of the formal inequalities in power between the
actors or parties involved in bargaining. The importance of these rec-
ommendations to nurses should not be underestimated; in many coun-
tries in the Region, nurses’ terms and working conditions still fall short
of the minimum level agreed by governments.

EDUCATION

Education is vital in developing excellence in nursing. It faces the
tremendous and perennial challenge of keeping pace with changes in
practice, a challenge that is all the greater in countries where financial
resources for education are restricted, learning materials are few, and
there is chronic underinvestment in educating teachers.

Nurses have long recognized the need for fundamental change in
their education systems, and have struggled long and hard to move the
preparation of practitioners beyond the vocational or apprenticeship
models. The participants at the Vienna Conference (/) recommended:

All basic programmes of nursing education should be restructured, reori-
ented and strengthened, in order to produce generalist nurses able to func-
tion in both hospital and community. All specialist knowledge and skills
subsequently acquired should be built on this foundation. Nursing educa-
tion should include ample experience outside the hospital. Candidates for
nursing education should have completed a full secondary education
(which may vary from country to country) and have qualifications for ad-
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mission that are equivalent to those required by a university or other msti-
tute of higher education. The directors of schools of nursing or depart-
ments of nursing education, and teachers and supervisors of nursing pro-
grammes, must all be nurses.

Legal obligations in respect of nursing education have existed since
1977 in the EU countries. For general nurses, the EC directives require
a full-time training of three years covering at least 4600 hours of theo-
retical and practical instruction, after a general primary and secondary
education of at least ten years’ duration. The directives also give guid-
ance on the theory and practice elements to be incorporated into the cur-
riculum. Almost 20 years after the issuing of these directives, however,
not all EU countries are yet able or willing to comply. In 1994, the CE
health committee, advised by a working party on the role and education
of nurses, produced further guidance on the implementation of educa-
tion systems based on the new and changing role of nurses in European
societies (25).

Reforms of health systems to meet the changing needs of the popu-
lation and the goals of the WHO strategy for health for all imply many
changes for nursing education. World Health Assembly resolution
WHAA47.9 (26) urged Member States “to give priority to assessing and
improving the quality of basic and continuing nursing and midwifery
education”. There is good evidence that nurses themselves soon rose to
this challenge, so the problem was less one of persuading the profession
than of persuading governments and other decision-makers that invest-
ing in nursing education was investing in health. Some improvements in
education have already been achieved and, while the consequences are
not always immediately evident in practice, they are among the most im-
portant recent developments in nursing.

Innovative approaches to curriculum planning and course delivery
in nursing education should be supported at the highest levels, so that
programmes are (20):

¢ based on the most recent assessment of a country’s health needs and
the need for nursing services;

e problem-based, to promote skills of critical thinking and problem

solving;

grounded in the philosophy of PHC;

based on current research in nursing practice;

culturally appropriate; and

multidisciplinary, where appropriate, to encourage shared learning

and greater understanding between professions.

® o o o
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A recent WHO Study Group (3) noted two different models of nurs-
ing education. In one, the education of nurses is not simply a matter of
professional competence but involves wider questions about women’s
right to participate in higher education and to reap its benefits. The ul-
timate goal is to develop nurses’ intellectual capabilities as fully as pos-
sible, and in the process to enhance the social and career mobility of
women whose opportunities might otherwise be restricted. In the sec-
ond model, nursing education is simply about teaching people to per-
form a range of specific tasks. The Study Group pointed out tensions
between attempting to improve the general education and status of
women through nursing education, and finding an affordable means of
ensuring that essential nursing tasks are carried out. Current European
reforms in nursing education lie somewhere between these two poles,
although closer to the first. There is a growing conviction, with some
evidence to back it up, that a well educated practitioner provides better
value for money, although she or he is more expensive to train and to
pay than a nurse trained only to perform tasks.

Many countries are improving basic and continuing nursing educa-
tion, as shown in a recent WHO study (5). Nursing education is moving
from vocational training to university education, with various stages in
between. Nurses and midwives are now educated at university level in
many countries. The Vienna recommendations (7) and the 1995 Expert
Committee (20) encourage this trend, although the Study Group sug-
gested that there is a case for developing programmes at a variety of ed-
ucational levels to reflect the need for differing levels of knowledge and
skills (7). It said placing basic nursing education in the university might
improve the status of nursing and enhance recruitment, but might also
encourage €litism and prompt some countries to increase the proportion
of unqualified personnel.

The Expert Committee advocated improved opportunities for ma-
ture entrants, and the active recruitment of candidates from rural areas
and minority cultures. The Study Group noted, however, that, when stu-
dents leave their rural communities to be educated in a central, special-
ized school of nursing, many do not return, and those who do often find
that their education and exposure to outside influences have resulted in
alienation from their own community. Yet small, widely dispersed
schools of nursing may lack the resources and equipment to provide a
good education.

Finally, the Expert Committee noted that highly educated nurses do
not always remain in clinical and public health practice. Inevitably and
properly, some become leaders, managers, teachers and researchers.



Many leave clinical work or indeed the profession, however, because of
restrictions in the scope of practice and lack of participation in decision-
making. Good structures for clinical and public health careers are vital
to keep the majority of highly educated nurses in practice.

Basic education

In many CCEE, the existing medically oriented nursing education sys-
tems are being thoroughly reformed to meet international guidelines
and directives, notably those of WHO and the EC. This requires a huge
effort to replace low-level vocational training, which was often part of
secondary education, and had a curriculum containing a large propor-
tion of non-nursing subjects. The determination with which nurses are
advocating and tackling this change is one of the major achievements of
the last few years. General nursing education is already 3—4 years long
in most CCEE (Table 7), depending on the number of years of sec-
ondary education and level of nurse training, and is gradually moving to
the recruitment of entrants who have completed secondary school. En-
try requirements to courses in individual CCEE vary widely, however;
the minimum age of entry ranges from 14 to 18 (Table 8), and the min-
imum years of previous secondary education range from 8 to 12 (Table
9). There is a general trend towards raising entry requirements to make
them comparable with those of university courses, but some courses,
such as those in Croatia and Slovenia, combine secondary education and
general nursing training. In some countries, students have to pass an en-
trance examination and prove physical and mental fitness.

Table 7. Length of general nursing training in the European Region

Length (years) Country

2.0 Turkeya
2.5 NISa
3.0 Austria, Belgium, Germany, Estonia, France, lceland, lreland, ltaly,

Lithuania,> Luxembourg, Latvia, Portugal, Romania, Spain, Slovenia,a
Sweden, United Kingdoma

3.5 Finland,c Greece, Netherlands,2 NiSa
3.8 Denmark
4.0 Croatia, Finland,? Greece, Hungary, Slovenia,? Turkey,2 United Kingdoma

@ Depending on the number of years and/or level of secondary education.
b Including mandatory internship of 6 months.
¢ Depending on the nursing specialty chosen at the outset {midwifery education lasts 4.5 years).
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Table 8. Minimum age of entry to general nursing training
in the European Region

Age (years)  Country

14.0-15.5 Croatia, Czech Republic, NiS,2 Slovakia, Slovenia, Turkey

16.0 Austria, ltaly

17.0 Finland, France, Germany, Ireland, Luxembourg, NIS,2 Spain

17.5 Netherlands, United Kingdom

18.0 Belgium, Denmark, Greece, Hungary, iceland, Norway, Poland, Slovenia,a
Switzerland

@ Depending on the level of general nursing training.

Table 9. Number of years of primary and secondary education required
before entering general nursing education in the European Region

Years of Country
education
8 Croatia, Slovenia@
9 Czech Republic, Slovakia, NiSa
10 Austria, Denmark, Finland, ltaly, Netherlands,? Turkey
11 Bulgaria, France, Germany, Luxembourg, Netherlands,a N1Sa
12 Albania, Belgium, Estonia, Finland, Greece, Iceland, Ireland, Israel,

Lithuania, Latvia, Norway, Portugal, Spain, Slovenia,2 United Kingdom

2 Depending on the level of general nursing training.

Some country examples show the many efforts under way in the
CCEE. In Hungary, the 1993 model of nursing education follows EC di-
rectives and WHO guidelines. A few programmes last four years, and a
further two years’ postgraduate study results in a university diploma, de-
signed to produce future leaders in management, research and education.
The other new programme, in which most students will be trained, will
take place at independent schools of nursing, last three years and focus
more on practice. In Poland, a new programme lasting 2.5 years was in-
troduced in 1991 and almost all students follow it. The plan is to offer it
to students who have completed their secondary education. It is being
evaluated and the findings will be used to draw up a new three-year cur-
riculum. After qualifying, the nurse must undergo 3-6 months of super-
vision in her or his first hospital post; she or he may not perform nursing
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duties alone and must work under supervision. The nurse is then assessed
by more senior nurses before being permitted to practise independently.

In Romania, general nursing training moved to high schools in
1978, reducing a professional education to a short apprenticeship; the
entry requirement was eight years’ general education, so trainees were
young teenagers. In December 1989, a national nursing task force was
established by nursing activists, supported by WHO and the United Na-
tions Children’s Fund (UNICEF), and the 41 district schools of nursing
reopened in 1990. The task force was officially recognized by the health
ministry in 1992, and the following action plan was drawn up:

® developing a three-year programme to meet European standards for
the general nurse, with one-year postbasic courses for the priority
areas of community nursing, psychiatric nursing, midwifery and so-
cial work;

® providing continuing education for those trained before 1978;

® providing a bridging programme for those trained between 1978 and
1992; and

® developing postbasic training for education, management and clini-
cal practice.

A new general nursing curriculum was designed and introduced in
some of the reopened district schools of nursing in 1992. Work has be-
gun on the training of trainers and the production of good teaching ma-
terials. In very difficult circumstances, progress on nursing education
has been surprisingly good. A dispute between the health and education
ministries over control of the nursing schools was a major obstacle; they
were put under the authority of the education ministry in 1993.

The governments of both the Czech Republic and Slovakia have
identified the reorientation of health professionals’ education as a pri-
ority. The new programmes are based on the philosophy that nursing is
an independent profession, and will focus on a biological, psychologi-
cal and social model of the person, health education and the skills re-
quired in PHC, and management and information systems. The age of
entry will be raised; a commission will be set up at the health ministry
in each country to accredit courses. A council for postgraduate study,
with representatives from the health ministry, the universities, the insti-
tutes for postgraduate education and professional societies, will oversee
the work of the commission.

Education methods vary among the CCEE. In countries such as Al-
bania and Bulgaria, the lecture format is still used in all schools of nurs-
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ing. Other countries, such as the Czech Republic and Slovakia, report
the use of lectures, group work, modelling, case studies using the nurs-
ing process, and brainstorming, but such approaches are only just be-
ginning in many countries. All countries lack modern textbooks written
in or translated into their languages and applicable to their needs.

Theoretical assessment of students in all the CCEE is by examination.
For example, students in Bulgaria are examined at the end of every term,
and take a state certification examination at the end of their training. Se-
nior nurses are usually responsible for clinical guidance and assessment.
In Croatia, students are required to work in clinical practice for a year on
completion of their nursing studies before taking the state examination.

Similar reforms are proceeding more slowly in the NIS. Despite the
lack of overall strategies for human resources development, progress is
being made in the Baltic states, the Republic of Moldova and the Rus-
sian Federation, while nursing leaders in all NIS are discussing the
issues and trying to secure high-level support for reform. Nursing educa-
tion is still usually conducted under medical control as part of the train-
ing of middle-level health personnel. The directors of training institu-
tions are doctors, and nurses and feldshers make up only a very small
part of the teaching staff. The top fifth of graduates from nursing
schools usually move on to train as doctors, so many doctors have
worked as nurses. Nursing education is thus seen only as a lower form
of medical training, and nursing is not seen as a worthy career in its own
right. In all the NIS, students must pass a state examination at the end
of the course to gain the right to practise. In Kyrgyzstan and Uzbekistan,
students with low marks can start to practise as qualified nurses after
two years of practical experience, following a clinical assessment by
their teachers. The skills developed include feeding patients, caring for
the seriously ill, applying dressings and carrying out procedures.

In most NIS, the old Soviet education system is still intact. Students
enter the middle-level training school after 9 years’ general education
(Table 9) and at only 15 years of age (Table 8), and their first year of
study includes both general and nursing education. Some 20% are re-
Jected after the first examination; after a further two years (Table 7) the
rest can become general nurses, along with students entering after 11
years of general education. Following the third year, the top 20% con-
tinue their studies to qualify as feldshers. In all countries entrants have
a health check, and most schools have an entrance examination.

The Soviet model was basically the second model outlined by the
WHO Study Group (7): teaching people to perform a specific, fairly
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narrow range of tasks under medical supervision. The level of knowl-
edge and practical skills obtained in nursing schools is low. In gener-
al, curricula in the NIS do not prepare nurses to respond adequately to
the health needs of the country. General, non-nursing subjects still take
up much of the curriculum. Nurses are said to be educated to provide
patient care in curative and preventive health institutions, to perform
medical procedures and to prevent and detect disease and promote
health, although the focus remains on performing tasks to help doc-
tors. In general, nurses are not aware of the principles of PHC, and the
lack of learning materials in their own languages remains a major ob-
stacle.

The Baltic states introduced new training programmes after 1990
consisting of three years’ training for general nursing. These pro-
grammes include a six-month period of clinical practice before students
are granted a grade status and permission to practise. Some problems
are reported with nursing assistants who need additional training. The
Republic of Moldova is also starting reform. In 1993, an experimental
three-year programme was launched comprising a mixture of lectures
(45%) and practical training (55%) and a clinical practice module, and
including new subjects such as social and human sciences. The pro-
gramme was designed to conform to international standards, and the
new national curriculum drawn up in Romania was used as a model. At-
tempts are being made to reorient the curriculum towards nursing, in-
cluding the introduction of nursing theory (especially that of the
nurse-scholar Virginia Henderson). Efforts are under way to improve
the coordination of clinical and theoretical learning through better con-
tact between colleges and hospitals.

In the Russian Federation, a new system of qualification for middle-
level health personnel was introduced in 1992. Three grades of qualifi-
cation are dependent on passing the relevant examination: second, first
and highest. Different grades attract different salaries. The first degree-
level programme for student nurses has started at I.M. Sechenov
Moscow Medical Academy. A new four-year curriculum was introduced
in some progressive nursing schools in 1991, and advanced programmes
were introduced in 48 Russian nursing colleges from 1991 to 1993. A
new course on prevention was developed, with eight modules covering
such topics as health and risk factors, family health and lifestyles.
Guidelines were prepared for nurse teachers and seminars held to intro-
duce them to new ideas such as the nursing process.

In the NIS, teaching is didactic, with lecturing as the main method
and very little use of student-centred approaches. Methods are gradual-
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ly being modernized, however; for example, group work using a prob-
lem-solving approach has recently been introduced in the new pro-
gramme in Estonia. In all countries, schools are desperately short of
resources and have little equipment or information technology. All lack
modern nursing learning materials and textbooks of any kind.

Education infrastructures and curricula differ widely in western
Europe. Although strongly influenced by the EC directives on nursing,
not all EU countries observe them. The reform of curricula and teach-
ing methods is widespread throughout western countries, including
Austria, Finland, France, Iceland, Ireland, Italy, the Netherlands,
Switzerland, Turkey and the United Kingdom. In most countries, general
nursing training takes place in separate schools of nursing or institutes
of higher education; except in Greece, where training still takes place in
hospital schools of nursing and technological institutions alongside other
health professions. There is a trend towards moving the responsibility
for curricula from the health to the education sector. Traditional hospi-
tal-based curricula are being reoriented to a research basis and to
address health care needs and broad concepts of nursing, in order to pro-
vide holistic care of patients or clients in their living and working envi-
ronments. All countries meet the requirement of roughly three years’
training (Table 7). Entry requirements for age (Table 8) and years of
general education (Table 9) vary widely. Ireland, Malta and the United
Kingdom have additional entry requirements related to achievements
and examination results from secondary school. In France, additional
entry tests must be taken.

In Iceland, the three-year hospital-based programme was phased out
in 1986 and all nursing education now takes place in two universities.
The departments of nursing cooperate with many health care agencies:
students have the opportunity to gain clinical experience in university
hospitals, community health centres, day-care, schools, homes for the
elderly and the community. Nursing training in the United Kingdom has
been reformed by Project 2000, a new three-year programme with four
nursing branches: adult, child, mental health and mental handicap. All
students follow the same curriculum for the first 18 months before start-
ing their chosen branch. Courses are based in universities and other
institutes of higher education, and no longer in schools of nursing
attached to hospitals. Project 2000 emphasizes health and includes ex-
perience in the community; students are no longer regarded as integral
to the health service labour force, but are supernumerary. In the Nether-
lands, nursing education is being thoroughly reorganized, while a new
training programme in France was established by decree in 1992. Train-
ing is provided by schools of nursing run by public hospitals, private
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hospitals, associations and the national education system. The curricu-
lum aims at producing a practitioner trained in general and psychiatric
nursing for practice within and outside the hospital. Nurses are prepared
to handle all aspects of nursing: preventive care, curative care, rehabili-
tation, human relations and health promotion.

The reverse occurred in Finland after a comprehensive reform of
secondary education and training in 1987. Education as a generalist
nurse ceased to exist at the college level, and basic and specialized ed-
ucation were combined. The students choose their clinical specialty at
the outset of their studies: medical-surgical nursing, operating theatre
or anaesthesiology nursing, psychiatric nursing, paediatric nursing,
midwifery or public health nursing. The term registered nurse is still
used for those who graduated before 1987 or specialized after 1987 in a
field other than public health nursing.

In Turkey, the diploma and Bachelor’s programmes each last four
years, and the associate degree programme lasts two years. Graduates
from all programmes are registered nurses, hold the same clinical re-
sponsibilities and perform the same nursing duties. The Government is
trying to reorganize this system, and the national health policy of
Turkey includes the reform of nursing training. Discussions are under
way to end the diploma programme at the schools of nursing, which is
a combination of general education and basic nursing training.

A wide variety of teaching methods and techniques is reported in
western Europe, including lecturing and group work, demanding active
participation by the students. A modular approach is common. Teaching
materials and textbooks are up to date in most countries. The availabil-
ity of learning materials in both mother tongues and foreign languages
(mainly English) is generally adequate, although some countries in
southern Europe rely heavily on translating foreign texts and journals.
Information technology is being introduced rapidly in all areas of health
care and nursing education. Students in all western European countries
are assessed by examination throughout the curriculum and by final ex-
amination, resulting in the award of a certificate, diploma or degree that
entitles the nurse to practise.

Teachers of nursing

Ideally nursing students should be taught by suitably qualified nurses,
with doctors and other specialists (such as sociologists, physiologists
and psychologists) giving some input in clearly defined areas. This is
far from the case in many countries, where doctors hold the senior edu-
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cation positions and nearly all the teaching posts. Nurses recognize the
need for nurse teachers to have additional training in education and ad-
vanced nursing, and are slowly working towards the goal of an educat-
ed workforce of nurses able to direct and participate in the education of
nursing students at all levels, from basic to doctorate. Special consider-
ation should be given to new ways of integrating teaching and practice,
to ensure that education is relevant to practice and to bring high quality
nursing theory and practice from educational settings into the health
care system.

Most CCEE report training possibilities for nurse teachers, except
Romania; data on Albania and Bulgaria are not available. There is a
trend towards better education for nurse teachers and specialists. The
professional qualifications of nurse teachers vary, as do the settings and
duration of training courses. In Croatia, the Czech Republic, Hungary,
Poland and Slovenia, nurse teachers are trained at university level; they
teach nursing subjects and other health professionals cover the other
areas. In Croatia, for example, doctors teach anatomy, physiology and
clinical medicine, psychologists teach psychology, and nurses teach
nursing. Clinical teachers who run practical sessions part-time have col-
lege-level education. Others with university education — psychology or
pedagogy graduates — are full-time lecturers. In Slovenia, the lack of
nurses with doctorates creates a problem for higher education courses,
because legislation requires that lectures be given by staff holding a
doctorate. At present, foreign lecturers are sometimes employed to fill
the gap.

In Bulgaria, the teachers are mainly general educators, medical staff
and specialist lecturers. One of the aims of nursing education is to give
an understanding of allied disciplines so as to enhance collaborative
work. The directors of the 41 state nursing schools in Romania are
either doctors (31) or teachers of general subjects (10). Many teachers
are doctors, but 220 nurse teachers are based in and paid for by the
schools, and 300 are based in and paid for by hospitals.

In the NIS, about 95% of the people who teach nurses are doctors
with little nursing knowledge. Nurses and feldshers on average make up
only 5% of the teaching staff. The directors of training institutions are
always doctors. The domination of doctors reinforces the medically ori-
ented curricula. Short postbasic courses in nursing education are avail-
able, but there is no diploma. The reform of basic curricula and intro-
duction of new topics, such as PHC or communication skills, highlights
the urgent need to train and retrain nurse teachers. Even when a pro-
gressive new curriculum is developed, very few teachers can teach it.
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In most western European countries, teachers at schools of nurs-
ing and universities must be qualified health professionals with clini-
cal and practical experience. Usually they must hold a teaching quali-
fication. In Ireland and the United Kingdom, all new nurse teachers
must have a Bachelor’s degree; in Israel, all nurse teachers are re-
quired to hold a Master’s degree. In Portugal, nurse teachers in top
posts must hold a doctorate. Universities have educated nurse teachers
in Finland since 1985, leading to Master’s and doctoral degrees. In
Norway, 17% of nurse teachers hold a university degree. Nursing sub-
jects are usually taught by nurses and other subjects by appropriate
specialists. ‘Most directors of schools of nursing are nurses. The
growth of corporate management ideology, however, has opened the
door for professional education administrators to become directors of
health care education institutions in, for example, the Netherlands and
the United Kingdom.

In Spain, teaching posts at faculties of nursing are won through open
competition, with the presentation of a curriculum vitae, a teaching pro-
Ject, a master class on the subject to be taught and a list of published
work. There are three kinds of teaching post. A lecturer gives theoreti-
cal classes only. A lecturer in health sciences gives clinical teaching in
health institutions. The third type is the associate. In Malta, all lecturers
on the Bachelor’s nursing course are nurse teachers from the United
Kingdom; this will gradually change as Maltese lecturers gain degrees
and teaching experience.

Professional literature

This is perhaps an appropriate point to survey the professional nursing
literature on the European scene. As mentioned, most nurses in western
Europe have access to books of reasonable quality, written in their own
languages and covering a wide range of topics. Some countries, however,
still rely heavily on translations of foreign books. In the CCEE and NIS,
the lack of books in mother tongues is a serious issue; those that exist
are medical rather than nursing in orientation, and they are difficult to
obtain and prohibitively expensive for most nurses. Recent changes in
the NIS have exacerbated the difficulties, as traditional distribution net-
works (often from publishers in Moscow) have dried up and inflation
has raised the costs of paper and printing.

Nevertheless, efforts are under way to create a professional nursing
literature in the CCEE and NIS. A few countries, such as Romania, the
Russian Federation and Slovenia, have recently published their own
nursing-oriented textbooks, and many have translated foreign books. To
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bridge the gap until countries are self-sufficient in this area and to build
capacity, WHO is coordinating the LEMON project (see Chapter 6 for
more details).

In addition to textbooks, professional journals are an important way
of spreading information and ideas. They are often relatively cheap and
may provide good professional and political material, attractively pre-
sented. They help to form opinion, influence decision-makers and en-
courage debate. Here, too, the east-west gap is very marked. In 1995,
WHO compiled an index of nursing and midwifery journals and those
that devote space to nursing and midwifery. The range is vast in west-
ern Europe — from scientific research journals in specialized fields and
monthly newsletters for professional groups to weekly mass circulation
magazines of general interest. WHO's index contains nearly 130 titles
and there may well be more; every country has at least one journal and
some have 20 or more. The proliferation of journals for specialists is a
marked feature of recent years, as is the introduction of journals aimed
at an international readership. Most nursing and midwifery associations
publish their own journal or newsletter; in some cases, this is the lead-
ing journal in the country, as in Denmark, Finland and Iceland. Else-
where, notably in the United Kingdom, rival journals compete for sales;
this is the only country in the world with two large-circulation weekly
nursing magazines, read by over 100 000 nurses.

In the CCEE and NIS, the full impact of the beginnings of a free
press is just making itself felt in this area. For many years, nurses could
only read about nursing occasionally, either in a section of an academic
journal aimed at and written by doctors, or in a newspaper for all health
workers published by the trade union or health ministry. This is still the
case in most NIS, although nurses are beginning to use journals more
actively to publicize and debate their ideas. Some nurses have a strong
desire to start or relaunch a nursing journal; this happened in the Rus-
sian Federation in 1995. Progress has been faster in the CCEE and sev-
eral countries, such as the Czech Republic, Hungary and Romania, now
have their own lively, informative journals or newspapers for nurses.
Nurses in Croatia and Slovenia have made special efforts to produce at-
tractive newsletters for their developing networks.

Postbasic nursing education

In the current climate of rapid change, nurses must regularly update
their skills and knowledge, and the opportunities to do so must be read-
ily available. This might mean taking a first or higher degree in nursing
or a related discipline, or a short course to foster awareness of the latest
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theories and developments in a chosen field. Self-directed learning is
increasingly emphasized, with continuing education being offered in a
variety of ways to suit the individual’s needs, wishes and circumstances.
Basic nursing education is seen as only the beginning of a career-long
commitment to professional learning. Mechanisms should be put in
place to facilitate this. For example, regulatory systems that require
practitioners to register their intention to practise can include the re-
quirement to undertake a refresher course. Alternatively, nurses may be
required to keep a portfolio recording their postbasic training. Salaries
may be adjusted to reflect postbasic qualifications.

As the functions of and demands on nurses have expanded in the last
few decades, the demand for good postbasic nursing education has in-
creased, as has the number of specialized courses and qualifications in
many European countries. The current interest in producing nurse spe-
cialists, especially in paediatrics, mental health and psychiatry, public
health, community care and care of the elderly, proves that many coun-
tries are making genuine efforts to meet the health needs of different
population groups in accordance with demographic, geographical and
epidemiological changes. (In some countries, of course, these fields are
regarded not as specialties following general nursing education but as
professional nursing disciplines in their own right to which direct entry
is or should be permitted. This view is declining on the whole, in favour
of a generalist-type model of basic nursing education.)

The availability of postbasic courses differs widely in the CCEE. In
some countries, such as the Czech Republic, advanced nursing educa-
tion is institutionalized and very important for the nurse’s career. In oth-
er countries, such as Croatia, opportunities for postbasic training are
very scarce. Overall, the availability of postbasic courses is increasing,
although they still focus mainly on the hospital. Courses in community
paediatrics, general community nursing and health visiting are some-
times available. Most countries, however, have no postbasic education in
geriatric nursing despite the growing need.

In the Czech Republic and Slovakia, nurses receive further education
after they have started working, according to the needs of their posts.
Postbasic education is mandatory and has two parts: initial clinical expe-
rience and professional seminars. The conclusion of the course takes the
form of an individual discussion and an assessment of educational at-
tainment. In both countries, advanced nursing is provided by the insti-
tutes for further education of nurses. Courses usually last 1'/-~2 years,
and nurses may specialize in a variety of areas. (After finishing these
studies, head nurses can specialize in the organization and management
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of nursing in another two-year course.) In addition, nurses must under-
take a research project to secure the general nurse specialist certificate.
A system of voluntary extramural education offers seminars, workshops
and the like. All nurses have their own so-called visiting cards contain-
ing up-to-date details of their professional qualifications, employment,
postbasic training and activities, such as published articles. Postbasic ed-
ucation is increasingly a requirement for senior nursing posts.

Nurses in Poland can specialize in surgical, paediatric, psychiatric,
theatre, anaesthesiological and intensive care nursing. A nurse must
first work for two years in a health service institution in a chosen field.
After the qualifying board agrees, a voivodship doctor authorizes the
specialist study. The training takes two years and has theoretical and
practical components. It is given by a specialist manager appointed by a
voivodship doctor, who must have been employed in that specialty for
at least five years. Specialist training is available in health promotion
and mental health.

In Hungary, after obtaining a certificate in general nursing, nurses
can take a year’s training in such areas as obstetric, psychiatric, chil-
dren’s and mental handicap nursing to obtain a first-grade specialist
diploma. Nurses with this diploma may attend the Central Training In-
stitute for Qualified Health Workers for a year to qualify as second-
grade specialists in areas such as intensive care and operating theatre
nursing. Registered nurses in Slovenia can specialize in six fields: psy-
chiatric, intensive care, community, ophthalmological, obstetric and gy-
naecological nursing.

Romania has only one postbasic nursing centre, the Postbasic Nurs-
ing School in Bucharest, which offers programmes of 1-4 weeks. It is
expected to play a role in planning postbasic training for the whole
country, focusing initially on education, management, and maternal and
child health, mental health, psychiatric and community nursing. The In-
stitute for Health Services Management, Bucharest, expressed interest
in sharing with the School the management training of chief nurses and
public health training for other nurses, but no firm plans have been
made. Little in-service training takes place, although by law every unit
is responsible for organizing programmes. The Romanian Nurses Asso-
ciation organizes some postbasic training courses and conferences in lo-
cal centres, and foreign donors offer others ad hoc.

In Albania, Bulgaria and Croatia, the state provides no full postba-

sic training. Minimal in-service nursing or specialty training is available
in Albania, but the needs for specially trained nurses are not met in
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many areas. In Croatia, the new plans for the reform of nursing educa-
tion include postbasic courses for nurses in some areas. In Bulgaria,
there are plans to commence courses at the Institute of Nursing Educa-
tion in Sofia. The Ministry of Health has asked the professional nursing
association to plan legislation requiring nurses to have regular postbasic
training.

In the NIS, all middle-level health personnel are required to take re-
fresher courses every five years — in theory. These are usually organized
by a centre for continuing education and in-service training in the capi-
tal city. In practice, nurses cannot always fulfil their legal obligation to
attend; particularly in rural areas, many people take courses only every
15 years, as reported in Kazakstan, for example. While programmes are
usually available on a variety of topics, such as management, anaesthe-
sia, surgery, physical therapy, obstetrics, paediatrics and psychiatry, they
focus mainly on providing medical assistance, not nursing expertise.
These state-funded programmes usually last 1-4 weeks and focus heav-
ily on the hospital, although there are some courses in community nurs-
ing. To enter, nurses must have passed the state examination and have
two or three years’ practical experience. In addition, hospitals arrange
study days, and in recent years donor organizations have organized sem-
inars and conferences in most NIS.

In the Russian Federation, 40 postbasic nursing schools and 50 de-
partments in basic nursing schools provide short continuing education
courses. There are more than 100 different programmes, lasting from 2
weeks to 6 months. The number of programmes offered in the central
Asian republics ranges from fewer than 10 in Kyrgyzstan to nearly 100
in Kazakstan. Lithuania has 255 postbasic training programmes, lasting
from 1 week to 3 months.

In most western European countries, postbasic or continuing educa-
tion programmes are offered to registered nurses in many specialties and
activities, such as paediatrics, mental health and psychiatry, public
health, obstetrics, intensive and emergency care, medical imagery and
radiotherapy, operating theatre nursing, teaching and management.
Geriatric nursing is a relatively new field of specialist training offered
in some countries. Postbasic education takes place in separate institutes
or in colleges or universities. In-service training is provided in hospitals
and health centres. Nurses must usually have two years of clinical ex-
perience before they can enrol.

Some examples may offer some additional insight into how postba-
sic training is legally established and organized within the health care or
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education sector. Spain has two distinct types: regulated training in spe-
cialities and continuing training. The specialities in nursing are defined
by decree: obstetric-gynaecological nursing, paediatric nursing, mental
health nursing, community health nursing, special care nursing, geri-
atric nursing and nursing management and administration. The courses
lead to diplomas as specialist nurses. The teaching is done in units con-
sisting of a university nursing school and the relevant health service in-
stitutions. Courses last two years for midwives and one year for others.
Students are paid a salary (about 80% of their full salary) and have a
contract. In the public sector, continuing training is financed by the
Ministry of Health and Consumer Affairs and the National Health In-
stitute; in addition, funds from the total budgets of health institutions are
reserved for continuing education. Other public and private institutions
also give courses.

In Germany, two-year in-service training programmes are available
in intensive care, psychiatric care, operating theatre nursing, oncology
nursing, community care and hygiene. In general, theoretical instruction
lasts 240 hours, with 85 weeks’ clinical experience. Nurses often attend
evening classes to study intensive care, psychiatric care, dialysis, oper-
ating theatre nursing, community nursing, and paediatric psychiatry,
dialysis and neurology. In addition, nurses and midwives can take cours-
es on ward administration (3 months), management (1-2 years), and ed-
ucation (1-2 years). Open learning courses pioneered by the University
of Oldenburg are now available to nurses from six universities.

Nurses in Italy have a legal obligation to take a postbasic education
course every five years. Specialist training, which is not mandatory, is
provided at schools of nursing and through regional programmes in sev-
eral fields, of which the following are recognized nationally: leadership
(head nurse), paediatrics, anaesthesia and recovery. Postbasic training
for public health nurses is available at specialized schools of medicine,
public health and social service. There is legal provision for secondment
on salary, with or without payment of expenses; for special leave of
varying duration; and for other types of release from duty for given pe-
riods.

In Norway, one-year postbasic programmes in colleges include pub-
lic health nursing, midwifery, psychiatric nursing and geriatric nursing.
Entrants must be qualified general nurses. In addition, there are in-ser-
vice courses in intensive care and anaesthesia that last 16-18 months. In
Finland, according to the act on health care professionals, personnel are
responsible for maintaining and developing their professional skills.
Furthermore, employers must create opportunities for personnel to take
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part in continuing education. Nurses can apply for various courses at
different institutions. Adult education departments at health care insti-
tutes arrange a variety of studies lasting 6—12 months and covering dif-
ferent themes, as well as shorter courses. Employers, universities, poly-
technics, associations and other institutes arrange in-service education.
The costs of continuing education are paid by employers, nurses and
sometimes the students’ local authorities or the state.

Higher education

In many countries, nurses and midwives receive their basic education at
university level. While some countries show a trend towards university
education for all, others tend to educate a small core of professional
nurses and a large number of auxiliary personnel. The move to higher
education is therefore subject to various interpretations; in view of the
wide differences in local circumstances and needs, educational systems,
available resources and other factors, it is difficult to design an educa-
tional mode] that would be appropriate or feasible everywhere. In some
cases, training is wholly vocational, controlled by the health sector and
takes place in schools of nursing attached or affiliated to hospitals. In
others, it may be controlled by and take place in institutions of higher
education.

In some CCEE, the former Czechoslovakia, Hungary and Poland,
university courses for nurses have been established for many years. Oth-
er countries have recently established opportunities for higher educa-
tion, such as Albania and Slovenia, or are in the planning phase, such as
Bulgaria.

University education became available to nurses in Czechoslovakia
in 1960. Entry requirements include graduation from a secondary
school of nursing, preferably with nursing experience. The studies are
interdisciplinary and involve the faculties of philosophy and medicine;
the former is responsible for the education of teachers. The nursing cur-
riculum includes psychology and pedagogy. A full-time nursing pro-
gramme (a five-year Master of Nursing programme and a three-year
Bachelor’s programme) has been available since 1980. Academic qual-
ification is by thesis and state examination. The programmes are de-
signed mainly for nurse managers and teachers, but offer opportunities
for those without previous experience. A few nurses study for doctor-
ates.

In Poland, university nursing education started in 1966 at Lublin.
There are now five programmes in the medical academies, and gradu-
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ates from these courses comprise 1.5% of nurses. The holder of a Mas-
ter’s degree in nursing has equivalent legal status to other professionals
with higher education. It is hoped that this will become an essential
qualification for nurse managers and teachers. Four medical academies
offer degree courses to qualified nurses; the 4-year programmes can be
reduced to 2'/> years if the nurse has already taken the teacher training
course.

In Slovenia, university education opportunities for nurses began in
1993 at the University of Ljubljana, with a Bachelor’s programme in
health education. A new nursing degree course is being established in
Maribor with the support of the WHO collaborating centre for nursing.
In Croatia, education is being reformed and nurses are pushing for an
academic nursing programme to include the degrees of Bachelor of Sci-
ence in nursing or PHC, a Master’s degree and a doctorate in nursing.
Some nurses have degrees in psychology or pedagogy and a few have
obtained a Master’s degree in public health or social psychology.

In the NIS, only Estonia, Kazakstan, Lithuania and the Russian Fed-
eration have recently established university nursing courses offering a
Bachelor’s or Master’s degree. There are no such opportunities else-
where, although countries such as Belarus and Latvia are planning to
introduce university training. In Lithuania, a faculty of nursing was
established at Kaunas Medical Academy in 1990. It admits qualified nurs-
es with two years’ clinical experience who pass the university entrance
examination. The programme lasts 3'/> years; graduates are expected to
become leaders in government, teaching, management and clinical prac-
tice. There are no nurses on the faculty staff and the curriculum does not
meet international standards, but good progress is being made. There is
a shortage of adequate specialist teachers. In Estonia, nurses have been
admitted to Tartu University since 1991. They must have 12 years’ gen-
eral education, 3 years” nursing education and 2 years’ practical experi-
ence. The first cohort of 20 students graduated in 1994,

In the Russian Federation, a National Council for Higher Nursing
Education was established in 1993. In 1995, the first class graduated
from the innovative programme at the .M. Sechenov Medical Academy,
Moscow, which offers a full-time degree programme for qualified nurs-
es. The four-year course includes nursing, biological sciences, education
methods and some practical experience; general subjects are included to
fulfil university requirements. The intention is to prepare nurses for
future leadership positions in practice, management and education. In
addition, the Medical Academy has started evening courses in manage-
ment and education. In Kazakstan, the Almaty Medical-Nursing College
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has begun a new programme of advanced nursing studies. The pro-
gramme had 250 students in September 1992, and is intended to enable
students to take an additional third year to acquire a Bachelor’s degree
and a fourth year for a Master’s. The curriculum has been revised to
abolish non-health subjects, provide more care and practical skills, and
offer tuition in the English language.

Nursing education is available at the university level in most west-
ern European countries. In countries such as Germany, Greece, Malta
and Spain, the opportunity for nurses to obtain a Bachelor’s or Master’s
degree, or Ph.D. in their professional field is a very recent development.
In Austria and Switzerland, however, nursing studies are rarely or never
taught at university level; nurses who wish to study at a higher level
must major in an allied subject and take nursing as a minor subject. En-
try requirements to university courses vary; in countries such as Bel-
gium, only registered nurses can attend university, while education at
university level is open to suitably qualified secondary school leavers
and other health care professions in Iceland, the Netherlands, Portugal,
Spain and thei/United Kingdom.

Nursing faculties in universities are usually financed by the ministry
responsible for education or science, or its equivalent, as part of the na-
tional education infrastructure. Exceptions include Spain, which has a
complex public—private mix in ownership of the 98 nursing faculties; 26
belong to the Ministry of Education and Science, 58 to different public
institutions, 10 to private institutions and 4 to private universities.

RESEARCH?

In all areas of health care, policy and practice are strengthened by the
knowledge and evidence acquired systematically through research. Al-
though awareness of the importance of research in nursing has grown
throughout the latter half of this century, the amount of substantive
research undertaken by the profession throughout Europe remains limit-
ed. Where research findings are available, they are not always effectively
disseminated and used.

The crucial importance of research becomes ever more apparent as
the value and cost-etfectiveness” of nursing come under increased

*This section was written with the assistance of Alison Tierney.
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scrutiny in this era of universal health care reform and cost containment.
Nationally and internationally, policy-makers, managers and practition-
ers are grappling with tighter health care budgets, the rationalization of
management, decentralization of services from hospitals to PHC, in-
creased accountability to patients or clients, and new health problems
and challenges.

The outcomes of health care result from many contributing factors,
including individual, cultural, socioeconomic and environmental factors
that interact in complex ways. The task for nursing research is:

e to tease out the impact of the nursing contribution to health care;

e to demonstrate the value and cost—effectiveness of nursing practices
and policies; and

e to ensure that the care that nurses provide in any setting is firmly
based on the best available knowledge and evidence.

Nursing research has been established and is growing, even if slow-
ly, throughout the European Region. In some countries, mainly those
- with stronger economies and a tradition of scientific endeavour, the
nursing profession has steadily amassed, over the past 30 years, exper-
tise and financial support for the development of nursing research. The
United Kingdom and some of the Scandinavian countries, for example,
now have a sizeable cadre of trained and experienced nurse researchers,
a considerable amount of research activity as reflected in published out-
put, increasing success in securing funds for nursing research, and ex-
plicit nursing research strategies at the national level.

In 1993, the United Kingdom became the first European country to
produce a government-supported national strategy for research in nurs-
ing and midwifery. This strategy is an integral part of an overall strategy
for research and development for the NHS as a whole: the government
devotes considerable funding to the implementation of these strategies.
The aim of this ambitious scheme is to promote evidence-based practice
in all the health care professions, and to encourage collaboration among
academic researchers of all disciplines and between researchers and the
providers and purchasers of health care. The introduction of information
systems is strongly emphasized to ensure that research findings are dis-
seminated effectively to practitioners.

Of course, compared with many other countries in the Region, the
United Kingdom has economic advantages, the benefits of political sta-
bility and a long tradition of scientific endeavour. Even so, research in
nursing grew slowly and with little initial financial support. The most
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crucial positive influence was the gradual change in attitude of British
nurses during the 1970s and 1980s, as nursing education began to em-
phasize the importance of critical thinking, and as nurses in practice
took more innovative, reflective and evaluative approaches. Such atti-
tudes and approaches can be developed throughout the Region, even
when the profession faces a lack of infrastructure, scientific expertise or
funds.

Links with education

A crucial condition is the forging of links between nursing and the high-
er education system. Where nursing research has infiltrated the univer-
sities — and this has been the key to the more rapid development of nurs-
ing research in north-western Europe — it can develop much faster and
in an environment in which research is not only valued but expected. In
such an environment, in a nursing or medical faculty, students are in-
troduced to nursing research from the start of their education and, im-
portantly, they learn how to read and critically appraise research reports.
Later in the curriculum, they can learn about research design, methods
and statistics. Once basic nursing education is established in the univer-
sity and the staff have gained sufficient expertise in research, access to
postgraduate study (Master’s and doctoral degrees) can be negotiated.
This is the route by which researchers are trained, and universities are at
the centre of every discipline’s or profession’s research infrastructure.

This is not to suggest that nurses outside universities have no role in
research or need for education. On the contrary, practising nurses have
a crucial role in research, as they and managers are best placed to engi-
neer the utilization of findings in practice, and to identify the issues
most in need of investigation. All nurses are research consumers. In ad-
dition, practitioners who have acquired sufficient knowledge may want
to initiate their own research, or a practising nurse may want to gain
some first-hand experience by collaborating with a nurse researcher or
a multidisciplinary research team.

Although university education for nurses has been available in west-
ern Europe for many years (since the mid-1950s at the University of Ed-
inburgh), it is a much more recent development in most CCEE and NIS.
The exceptions include the former Czechoslovakia, where university-
based nursing departments were established in the 1960s. The Commis-
sion for Nursing Research in the Czech Republic provides funds for
small projects. In addition, the universities of Zagreb (in Croatia) and
Ljubljana (in Slovenia) have a history of nursing research. Although war
has hampered developments in these countries, nursing research activi-
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ty continues: the WHO collaborating centre for primary health care in
Maribor, partnered by the Slovene Chamber of Nurses, began a three-
year study in 1993 to examine the contribution of nurses and midwives
and the division of labour among all health personnel. The results of this
research will guide the national action plan for nursing and provide rea-
soned arguments for negotiating with health authorities, the Ministry of
Health, the universities and health insurance companies. Research of
this kind, with its potential to influence health care policy at the national
level, is increasingly important in nursing for all the reasons mentioned
earlier. Nurses across Europe — and particularly NNAs — are becoming
ever more aware of the value of research as a basis for political bar-
gaining and professional development.

Political change has brought the CCEE and NIS to a position to be-
gin to develop research in nursing. There is little development in the
NIS as yet. In Estonia and Lithuania, research is planned to be included
in the new university nursing programmes. The WHO collaborating
centre for primary health care and nursing in Almaty, Kazakstan, has
conducted some research on nurses. In the Russian Federation, an im-
portant milestone was passed in 1995 when Galina Perfilyeva of the
[.M. Sechenov Moscow Medical Academy was awarded the first-ever
Russian doctorate in nursing for her dissertation entitled Nursing in
Russia: analysis and forecast. Students on the courses she leads at the
Academy’s Faculty of Nursing (now a WHO collaborating centre for
nursing and midwifery) are taught about research and encouraged to un-
dertake their own small studies. A few demonstration projects are under
way with foreign assistance. For example, Project HOPE is supporting
work at the Burns Hospital in Moscow. Projects of this kind, no matter
how small, provide the vital beginnings for the establishment and
growth of nursing research in any country.

National and international action

Almost all countries in the Region now actively promote the furtherance
of research and research-based education in nursing, although at differ-
ent paces and on different scales. Interest is increasing in international
cooperation in nursing research, nursing education and some specialties,
such as cancer nursing. Nevertheless, few multinational research projects
of any scale have yet been undertaken in Europe. The most notable ex-
ample remains the WHO Regional Office for Europe’s study of people’s
needs for nursing care (27). This ambitious project, initiated in 1974, in-
volved 11 European countries, 7 WHO collaborating centres, 23 partici-
pating units and thousands of nurses on the ground. It was described in
the final report as “a major milestone in the history of nursing in Eu-
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rope”. The findings, published in English, French, German and Russian,
have influenced practice development in many countries. Perhaps the
project’s supreme achievement was the sharing of research expertise be-
tween countries, and the involvement of countries in which there had
been no previous opportunity for research development in nursing.

WHO has continued to foster the development of nursing research

guided by the recommendations of the 1988 WHO European Confer-
ence on Nursing (/). They urged the appointment of nurse researchers
to all national and regional councils dealing with health or related re-
search, including such bodies as the WHO Advisory Committee on
Health Research, and called for further action;

WHO should urge nurses to start community care demonstration projects
that provide measurable improvements in care and promote the efficient
use of resources in selected communities.

To permit the development of community-oriented nursing practice, educa-
tion and leadership, nursing research must be part of all fields of practice.

An equitable share of funds should be made available for nursing projects.

ICN has a similarly long-standing commitment, issuing the first

guidelines for the development of nursing research in 1985 (28). In

198

7, the ICN Council of National Representatives made a statement,

reaffirmed at its 1993 meeting (29):
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Nursing research focuses primarily on developing knowledge about nurs-
ing and its practice, including the care of persons in health and illness. It is
directed toward understanding the fundamental mechanisms that affect the
ability of individuals and families to maintain or enhance optimum func-
tion and minimize the negative effects of illness.

Nursing research should also be directed toward the outcomes of nursing
interventions to assure the quality and cost-effectiveness of nursing care.

Nursing research also emphasizes the generation of knowledge of policies
and systems that effectively and efficiently deliver nursing care; the pro-
fession and its historical development; ethical guidelines for the delivery of
the nursing services; and systems that effectively and efficiently prepare
nurses to fulfil the profession’s current and future social mandate.

Furthermore, nurses may conduct and/or collaborate in research related to
broader issues of health, illness, health services development and manage-
ment, policy formulation and education.



In 1990, in partnership with the National Center for Nursing Research
in the United States, ICN convened a task force on international nursing
research; global progress and problems were reviewed, and recommenda-
tions for action published (30). Two major themes guided the task force’s
considerations, and they sum up the key challenges worldwide:

e the need to develop scientific knowledge to underpin nursing practice;

e the need to bridge the gap between nursing practice and research, so
that research findings are channelled to practice settings and topics
requiring research are identified by nurses in practice settings.

ICN chose nursing research as its theme for International Nurses’
Day in 1996. The material and suggestions for action distributed to
NNAs around the world were particularly aimed at countries in which
nursing research is still in its early stages, specifically to draw attention
to the many ways in which NNAs can promote research.

Europe provides excellent demonstrations of the significant and
substantial role that NNAs can play in promoting nursing research in
countries (3/). Some have taken a particular interest from the outset in
safeguarding ethical standards, producing helpful ethical guidelines for
nurse researchers and so setting sound standards for nursing research.
NNAs have also been instrumental in developing a strong base for in-
ternational cooperation by their active involvement in the Workgroup of
European Nurse Researchers (WENR). This was established in 1978
and its members represent all parts of the Region, including almost
every ICN-affiliated NNA in Europe. WENR arranges a European nurs-
ing research conference every second year, in a different country each
time, and the proceedings are published, containing papers by nurses
from every corner of Europe.

Contributing to the better dissemination of nursing research is one
of WENRs functions. Conferences are important in this regard but, of
course, dissemination relies more on written forms of communication,
especially publication in journals. In 1995, WENR began to compile a
directory of European nursing journals that publish nursing research re-
ports and research-related papers. This directory will inform re-
searchers, nurses, educators and librarians about the sources of nursing
research literature throughout Europe, and should encourage more in-
ternational publishing and reading. While some countries are well sup-
plied with a range of journals in which research material can be found
(such as the United Kingdom, with nearly 40 journals), others have very
few. Some can publish nursing research only in the national language,
which may keep it from entering the international literature.



Better dissemination is just one of many challenges that confront the
Region. To encourage future development to be more systematic and
strategic than in the past, an Expert Committee on Nursing Research
was established in 1993, under the auspices of the CE health committee.
The Expert Committee prepared a strategy paper on nursing research
for nursing organizations and health ministries throughout Europe (32).
It views research as an integral part of nursing, aimed at providing new
scientific knowledge that helps to improve the quality of care.

One of the key recommendations is that every country should for-
mulate a national strategy for the coordinated development of research
in nursing. Some countries, as mentioned earlier, already have a nation-
al strategy for nursing research; planned and coordinated development
at national level can achieve much more, more quickly, than uncoordi-
nated ad hoc initiatives. A model strategy has five key considerations:

the development of structure and organization
the integration of research and practice

the establishment of educational opportunities
the raising of funds and investment of resources
collaboration between countries.

All countries should be aware of this important document (32) and
use its recommendations to direct and support their initiatives, as mod-
est or ambitious as their circumstances allow. Some countries may well
be ready and have the resources to set up centres of nursing research, to
establish research positions in service settings and to ensure that higher
education institutions provide research education. Others may need to
set more modest short-term goals, such as taking the first steps towards
introducing research into at least some nursing curricula and, for prac-
tising nurses, concentrating on fostering and rewarding the skills of re-
flective practice (rather than those required for the doing of research)
and the use of published research findings. After all, there is no point in
building a cadre of research experts and a strong research infrastructure
without first ensuring that the nurses providing care have had the op-
portunity to develop a positive attitude towards research.

Dissemination and discussion

As described above, communication within the nursing profession and
between nurses and other health professionals and the general public is
essential not only to disseminate research findings but also to encour-
age debate on current conditions and innovations in the delivery of nurs-
ing care. Two of the most effective ways of spreading information and
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new ideas on nursing and midwifery are professional journals and mes-
sages broadcast on audiovisual media.

As previously described, many European countries have one or
more professional nursing journals and in some countries, such as the
United Kingdom, the amount of written information is overwhelming.
Sometimes nursing education programmes are broadcast on television
or radio, and all countries have television and radio programmes or
items on health or health care issues. In all the CCEE except Albania, at
least one specific nursing or midwifery journal is published. Although
nursing journals from other countries are sometimes available, there is
no widespread or systematic exchange of written information. Nursing
education programmes and health messages are not widely broadcast on
television and radio, mainly because of the high costs.

The NIS differ widely in the use of television, radio and written pub-
lications to inform nurses of developments. Countries such as Estonia,
Latvia and Uzbekistan have monthly nursing journals, and Kyrgyzstan
launched a new journal for health workers in 1993. In Kazakstan, the
WHO collaborating centre for primary health care and nursing is re-
sponsible for a page on health care in the new journal Ave vitae, first
published in January 1994. Nurses are fully involved in this venture.
The centre distributes as much material as possible, but lacks resources
such as paper. The Republic of Moldova has no nursing journal, but the
Romanian Nurses Association sends copies of its own journal to the Re-
public Council of Nurses. No nursing journals are known in Lithuania,
Tajikistan and Turkmenistan. Many countries are aware of the value of
Journals but lack money for paper or printing, as well as editorial and
publishing skills. Audiovisual media are used to broadcast health mes-
sages and discuss nursing issues in only a few countries. In Belarus, for
example, daily health promotion radio programmes and twice-weekly
broadcasts on television are reported. The Russian Federation and
Ukraine use television broadcasts to communicate with health workers
and the public, while nurses in Moscow have a regular phone-in radio
programme that attracts considerable public interest.

QUALITY ASSURANCE

WHO regional target 31 (18) calls for “structures and processes in all
Member States to ensure continuous improvement in the quality of
health care and appropriate development and use of health technolo-
gies”. Quality can be defined as the extent to which actual practice
matches the desired outcomes. Nursing has a commitment to integrat-
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ing theoretical knowledge and practice. This requires the scrutiny of its
own performance; as indicated in the section on research, such scrutiny
is a growing and welcome trend everywhere in the Region. Nurses are
examining problems that reflect a variety of health needs, and questions
important to nursing and other disciplines are being asked about health
status, the quality of life and the provision of care. New scientific tech-
niques are being used and theoretical understanding is expanding. A
wide array of philosophical perspectives from nursing, medicine and the
natural and social sciences is being examined, to lay the foundations of
nursing science and to guide selection of the most significant questions
and the most creative techniques to improve quality. The range of choic-
es is now overwhelming. The many factors that influence quality in-
clude: developing and maintaining effective information, evaluation and
registration systems; effectively managing human resources; adequate-
ly organizing nursing care; ensuring cooperation and coordination
among nurses and other health and social care professionals and
providers; and providing sufficient education. Previous sections have
looked at these issues separately.

In general, the issue of the quality of nursing has gradually gained
interest and importance among policy- and decision-makers, the funders
and managers of health care, the profession itself and service users. Ris-
ing demands and expectations and the high costs of health services are
some of the main influences on this trend everywhere in Europe. Health
care managers increasingly view the delivery of high-quality nursing
services as an important element in improving the performance of the
entire system.

One favoured approach to this task is the development and legislative
implementation of standards for nursing practice. This is taking place in
many European countries, especially in western Europe and the CCEE.
Standards can range from voluntary or obligatory ones determined at the
national level by ministries or professional associations, to those set by
nurses in a particular hospital department or community team. No mat-
ter the type and level of standards, setting them is an important step for-
ward, since it can encourage the formulation of patient-centred goals
based on a vision of how the ideal service functions. Setting specific
standards then enables an assessment of how far they have been achieved
and the further problems that need to be overcome, which creates a con-
tinuing cycle of achievement, review, and the planning and implementa-
tion of innovations. Of course, as all the preceding information indicates,
the countries of the European Region vary widely in the quality of nurs-
ing, its stages of development, its use of quality assurance methods, and
the mix of methods chosen for use in countries, institutions and teams.
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All current initiatives in the NIS to improve the quality of nursing
concentrate on establishing the prerequisites: up-to-date legislation and
regulatory systems, better education and staff development, better work-
ing conditions and more efficient health services. Except for some
initiatives, mainly in the Baltic states, the NIS have not been able to
tackle the introduction of quality assurance methods to nursing practice,
although there is some interest in it and an awareness of the need to be-
gin as soon as some of the major reforms are under way. This is due
partly to the severe economic crisis in most NIS and partly to the lack
of information, skills and understanding among policy-makers and
health care and nursing leaders. At the local level, few if any leaders of
health care teams are familiar with either quality assurance methods or
the skills needed to help a team to use them. This in turn is the result of
poor basic education and the lack of continuing education, textbooks
and journals.

Similar conditions and situations exist in some CCEE, such as Al-
bania, Bulgaria and Romania. Other countries reveal initiatives and im-
provements in many areas. In general, policy-makers, nursing associa-
tions, and health care and nursing managers in, for example, the Czech
Republic, Hungary, Poland and Slovakia are trying to raise the quality
of nursing by paying some attention to improved human resource plan-
ning, education, teamwork in PHC, and the rationalization and stan-
dardization of nursing skills and practice. Progress is piecemeal and
patchy, however, and depends very much on the initiative of inspired in-
dividuals rather than the commitment of organizations.

Western Europe shows enormous differences in the stages of develop-
ment of quality assurance in nursing and in the use and mix of methods.
Little commitment and few initiatives are reported in some, especially
the Mediterranean countries. On the other hand, the commitment of
governments and the nursing profession is strong and many innovative
projects have been undertaken in a multitude of settings in, for example,
the Nordic countries, Israel, the Netherlands and the United Kingdom.
By reforming education, legislation, working conditions and other factors,
initiatives aim to improve the context and framework in which nurses prac-
tise and the quality of practice itself. Most contemporary European soci-
eties value high-quality nursing. The issue of measurement, which lies at
the heart of quality assurance, is further discussed in Chapter 8 as a key
question facing nursing in the years to come.

One indicator of the depth of interest is the establishment of a Fu-

ropean Nursing Quality Network (EUROQUAN). It was launched in
1992 to promote high standards of nursing care through the dissemina-
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tion of research findings and the application of this knowledge in prac-
tice. Sixteen countries have joined, all from western Europe (see Table
4-p.35). In addition, WHO has coordinated networks with similar goals,
including one for midwifery in the early 1990s and a francophone
intercountry network led by the WHO collaborating centre for nursing
in Lyon, France, whose aims include exchanging information and de-
veloping standards for practice.

CONCLUSION

This report on nursing in Europe is an attempt to describe and analyse
the context and conditions in which the almost 5 million nurses and
midwives in the WHO European Region work. By focusing on some
key areas of nursing policy and activity, and comparing countries and
subregions, it contributes to a better understanding of the many factors
influencing the development and practice of nursing. These factors in-
teract with each other and with the traditions and current conditions in
society. While this interaction creates different conditions for practice in
different countries, the study shows more similarities than differences in
nurses’ advantages, problems and choices for development. It also
shows the magnitude and complexity of the challenge that countries
face: to raise the standard of nursing in terms of health outcomes and
job satisfaction.

Despite the difficulties of reorienting nursing towards patient-cen-
tred PHC, alongside high-quality nursing in hospitals, achievements
have been made throughout the Region. All countries are working hard
to improve the level of nursing education, regulation and practice.
Some, particularly the NIS, are taking the first but essential step: health
care planners and nurses are thinking about and discussing possible op-
tions for the future. Differences in progress arise from differences in the
starting points of countries and in the degree of support from policy-
makers. There is by no means a simple east-west divide.

The reform efforts under way in almost all European health care
systems provide the nursing profession with new opportunities to prove
its cost-effectiveness and its willingness to adopt new responsibilities in
both daily practice and the management of nursing services. Nurses
should keep on trying to improve the way nursing can be measured in
terms of input and outcomes, especially health outcomes. These initia-
tives should be reinforced by the growing bulk of evidence-based re-
search on the outcomes of nursing practice. Research initiatives will
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therefore need a strong focus on evaluating established and innovative
ways of delivering nursing services, especially in PHC. Nurses must
also continue critically to review and evaluate their daily practice, adapt
to changing circumstances and needs, and record the process. Nurses
everywhere should be encouraged to read and write more about their
work, to improve the visibility of nursing and the recognition of its im-
portance. Realizing their potential, however, is not a task that nurses can
complete in isolation. Their success will be directly related to how far
countries value and support nursing and nurses.
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Part 11
Strategies for Action



Nursing up to and beyond
the year 2000
Jane Robinson & Ruth Elkan

WHO and other organizations have produced much vision and guidance in
recent years about the direction that nursing is likely to take in the coming
decades. In this chapter we look at recent reports on the future of nursing.
Many identify similar issues and concerns. One common theme is the need
for nurses to understand the wider socioeconomic context in which they
work. As the end of the twentieth century approaches, one can identify the
following broad trends that will shape nursing in the next century:

e population growth, resulting in increasing pressure on natural re-
sources;

e increasing numbers of dependent people, as the proportions of the
elderly and the very young increase relative to the proportion of
people who are economically active;

e the explosion of knowledge and technology; and

e the fluctuating social, economic and ethical climate in many countries
in the European Region, which has had a profound influence on health.

- Methods of dealing with many health problems are improving, but
many countries cannot afford the fruits of increasing knowledge and
better technology. Expectations have been raised but cannot always be
satisfied, and inequalities in access to health care are likely to increase
further. Many countries are characterized by economic recession and
growing divisions between rich and poor; some have seen a resurgence
of racism and violence.

Some of the consequences of these demographic, economic and po-

litical forces are described in more depth. Most of the data come from
the latest WHO report on health in Europe (1).
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INEQUALITIES IN HEALTH IN EUROPE

We suggested above that improved technology for dealing with health
problems is not equally available to all, and that the socioeconomic and
political climate in many countries militates against the achievement of
health gains. Evidence from a range of sources confirms that inequali-
ties in people’s health between countries of the WHO European Region
not only exist, but are also growing (/).

Mortality rates

The east-west gap in life expectancy opened in the 1960s and has
widened in recent years. Life expectancy has steadily increased in the
southern, northern and western countries; in the CCEE, however, life
expectancy has failed to increase since 1990. Most worryingly, life ex-
pectancy in several NIS has dropped to the lowest levels for decades.
Similar disparities are apparent in infant and maternal mortality rates.
Infant mortality ranges from 5-8 per 1000 live births in most Nordic
and western countries to over 40 per 1000 in some central Asian re-
publics. Maternal mortality ranges from zero in small countries, or
about 3 deaths per 100 000 live births in Greece, to over 60 in Kyr-
gyzstan and even more in Turkey. Although maternal mortality has de-
clined overall, there is evidence of increases in some of the CCEE and
NIS.

Leading causes of death

The health gap appears in statistics on the three leading causes of death
in the European Region. Cardiovascular diseases are the first of these,
causing about half of all deaths in the Region. They are the main com-
ponent of the east-west mortality gap. Cancer is the second leading
cause, and is responsible for about 20% of deaths. Falling rates in EU
and Nordic countries are accompanied by rising rates in the CCEE and
NIS. The diverging trends in cancer mortality are due in part to mortal-
ity from lung cancer: higher rates of smoking undoubtedly provide the
explanation for increasing rates of lung cancer in eastern countries.

The third leading cause of death is external causes, which include
injuries, accidents, poisoning, homicide and suicide. Mortality from
these causes is declining in most western countries, but increasing in al-
most all the CCEE and NIS. The transition to market economies in the
latter has brought in its wake increasing social violence, less stringent
occupational safety measures and growing psychological stress. These
factors, combined with excessive alcohol consumption in some NIS, are
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reflected in the increase in mortality from external causes of death, par-
ticularly homicide.

Armed conflict

in 1992 alone, wars affected at least eight countries in the European Re-
gion. Each conflict has resulted in the death of 1000 people or more per
year. During 1992 and 1993, armed conflict in the former Yugoslavia
killed more than 150 000 people, wounded hundreds of thousands more
and displaced close to 4 million.

Issues of public health

About 110 million people in the European Region (12% of the total
population, mainly in the eastern countries), still lack access to safe
drinking-water. Even more are not served by adequate sewage treatment
facilities. Waterborne infections have become a major problem, partic-
ularly in the CCEE and NIS. There has been an increase in the incidence
of typhoid, cholera and hepatitis A, as well as other gastrointestinal and
parasitic diseases, particularly in the central Asian republics and the
Russian Federation. For example, 165 cholera cases were registered in
Tajikistan in 1993, and a large outbreak (over 1000 cases) occurred in
Dagestan in the Russian Federation in 1994. Such findings indicate the
need for basic sanitation systems as a high priority in many countries.

The persistence and increase of tuberculosis are also associated with
madequate socioeconomic conditions. It is a problem for the entire Re-
gion. There have been 2 million new cases of infection in the Russian
Federation and CCEE in the last five years, and 29 000 deaths (2). Tu-
berculosis notification has also increased in many western European
countries. With the current trends towards increases in mass migration,
numbers of refugees and poverty in many countries, transmission of the
disease is likely to increase.

The number of homeless people in the Region remains substantial —
3 million in the EU alone. Millions more live in shanty towns. The prob-
lem is aggravated by the growing number of violent conflicts and polit-
ical upheavals in many countries, with large-scale migration increasing
the numbers of refugees seeking shelter. Economic recession, which af-
fects countries throughout the Region, is pushing more and more peo-
ple into unemployment, poverty and homelessness. Homeless families
face increased health risks from accidents and violence, and from res-
piratory and infectious diseases (2). Housing is associated with about
60 000 deaths and 50 million cases of injury and disability treated each
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year. In areas of armed conflict, the disruption of water and electricity
supplies has resulted in extreme hardship for millions of people. Fur-
thermore, a third of the Region’s population lives in cities with air pol-
lution levels above the WHO guideline limits.

In addition to physical conditions, psychosocial conditions are dete-
riorating in many places. In many cities, social polarization into affluent
and deprived areas is becoming more entrenched. In neighbourhoods
with high concentrations of unemployed people, people on low incomes
and lone-parent families, local economies are deteriorating. Local ser-
vices are becoming overloaded and eventually breaking down, and
crime and vandalism are increasing. Fear and depression are adding
further to the decline of neighbourhoods (2).

Vulnerable population groups

Certain groups in the population are more vulnerable to ill health and
premature death than others. Vulnerable groups include women, chil-
dren, the elderly, the poor, migrants, refugees and displaced people.

Women are, in the main, responsible for caring for the young and
the old, yet their health is usually worse than that of men. Although
women live longer, they suffer higher rates of chronic illness and dis-
ability. In addition, women’s economic situation is usually poorer than
that of men, which also has important implications for health. Improv-
ing women’s health is an important goal in itself, but it is also important
because women’s health affects family health in general.

The elderly are the most vulnerable population group. Their plight is
particularly acute in the CCEE and NIS, where they have been the first
to suffer from the consequences of economic crisis. Rampant inflation in
recent years in the NIS has virtually wiped out elderly people’s savings.
State pensions are too low to pay the increasing costs of housing, heat-
ing and food, while economic crisis has affected state funding of resi-
dential institutions for the elderly. International aid has been vital in help-
ing to meet the basic needs of those in residential accommodation.

Migrants and refugees constitute especially vulnerable groups. They
are concentrated in urban areas, alongside other socially marginalized
people. This has resulted in poor sanitary and living conditions, partic-
ularly homelessness and substandard housing. Many migrants and
refugees live below the poverty line. Migrants and refugees comprise
from 11% to almost 40% of the population in the various CCEE, while
the average in the EU is about 15%. They experience not only physical
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privations but also social and psychological difficulties associated with
integration. Cultural differences and language difficulties often reduce
the accessibility and acceptability of health services (3).

Summary - the widening gap

The health gap between the CCEE and NIS and the rest of the European
Region continues to widen. Inequalities in health are growing, as are
disparities in access to the prerequisites for health such as shelter and
food. Certain vulnerable groups, particularly the elderly, migrants and
refugees, have unacceptably low standards of living and poor health.
Economic recession has led to poverty, unemployment and homeless-
ness for increasing numbers of people. In some countries, the restriction
of public spending has led to a reduction in the health and support ser-
vices provided, with the strongest impact on people of lower socioeco-
nomic status.

WHAT NURSES AND MipwiIvESs CAN Do

How can nurses and midwives help to tackle these health problems? The
main source of guidance has been WHO, and we therefore concentrate
here mainly on WHO reports and recommendations. We also discuss
guidance from the World Bank. Before looking at these reports and rec-
ommendations, however, one should be aware that much recent work —
in particular that of WHO expert committees and study groups — does
not mark a radical departure from the past. Much of the thinking and
many of the recommendations can be traced as far back as the 1950s.
For example, the need identified at the start of this chapter to view nurs-
ing in its wider socioeconomic context was already being stressed by the
late 1950s. Similarly, since 1950 there has been an emphasis on the pro-
cess of health needs assessment — on the need to relate the provision of
services to the health needs of the population.

The belief that the role of nurses in maintaining health is as impor-
tant as their role in caring for the sick has been held since the 1950s, as
has the view that nurses should care not only for individuals but also for
families and communities. The idea of the public health nurse, perform-
ing a generalist role within a PHC framework, is certainly not new but
has steadily gained acceptance. Many of the issues that dominated dis-
cussion about nursing in the 1950s, 1960s and 1970s — including those
related to recruitment and retention, education for the public health role,
the need to foster management and leadership skills, and the importance
of research — are still uppermost in contemporary discussion and debate.
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In addition, many recent recommendations have been reiterated over sev-
eral decades. For example, in 1950 a WHO Expert Committee looked at
the issue of providing literature to nurses in the languages of countries
where professional literature was almost nonexistent (4). The roots of to-
day’s WHO LEMON project can thus be traced back over 40 years.

Recent WHO guidance to nurses

The 1978 Declaration of Alma-Ata (5) led to the development of strate-
gies that formalized the need to deliver effective, low-cost health care to
local communities through services situated close to where people live
and work. The Declaration was followed in 1979 by the launching of the
global strategy for health for all by the year 2000. In 1984 the Member
States of the European Region adopted 38 regional targets for health for
all (6). Subsequent guidance to nurses has addressed the ways in which
nursing can work towards the fulfilment of the principles and goals out-
lined in the Declaration and the targets. Important recent guidance to
nursing has resulted from:

e the first WHO European Conference on Nursing, held in Vienna in
1988, at which all Member States of the European Region were rep-
resented (7,8);

e a 1992 resolution of the World Health Assembly, which stated the
need for developing mechanisms for assessing national nursing
needs, national action plans, and better means of monitoring nurs-
ing’s contribution to health for all (9);

e the 1993 WHO Study Group on Nursing beyond the Year 2000, con-
vened in response to the recommendations of the World Health As-
sembly (10); and

e the 1995 WHO Expert Committee on Nursing Practice, convened
by WHO headquarters (71).

As a follow-up to the 1988 Vienna Conference, the WHO Regional
Office for Europe convened a series of meetings of government chief
nurses and WHO collaborating centres for nursing and midwifery, with
observers from intergovernmental and nongovernmental organizations.
The series started in 1989 and continues at the time of writing. The main
purpose has been to facilitate discussion between nursing leaders of the
implications of the health for all targets in the European Region, and to
review progress in meeting these targets. These meetings have resulted
in a series of reports (/2-15) that reaffirm and build on the vision for
nursing outlined in the Vienna Declaration (8). The 1994 (75) meeting
resulted in an important statement and recommendations; statements
from the meetings comprise Annexes 1—4.
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The underlying themes of the European targets for health for all (6)

underpin much subsequent guidance to nurses. Six major themes run
through the targets.

1.

o

w

Equity is the essence of health for all. Equity means that policies
should aim to raise the living and working conditions of the disad-
vantaged so that the standards of their physical and social environ-
ments are similar to those of more fortunate groups. Equity also im-
plies equal access to health services.

The promotion of health and the prevention of disease are important
strategic issues in the policy of health for all.

People themselves will achieve health for all. This means that the
active participation of well informed and motivated people and
communities will be fostered, and attempts made to strengthen indi-
vidual self-esteem, increase self-knowledge and provide social sup-
port.

Many sectors of society must collaborate to achieve health for all.
A harmonious health service system focuses on PHC and adequate
referral services and provides affordable, high-quality care. This
means meeting the basic health needs of each community through
services that are located as close as possible to where people live,
are easily accessible, provide high-quality care and involve the com-
munity in the management of complementary public, private and
voluntary health institutions.

Health problems increasingly transcend national frontiers. Strong
international cooperation is essential.

All these themes are reflected in subsequent WHO guidance to nurs-

es. The Vienna recommendations underline the importance of PHC, and
urge that nursing practice be based on the principles underpinning
health for all (8). The recommendations suggest that nursing practice
should focus on:

+  promoting and maintaining health, and preventing disease:

+  involving individuals, families and communities in care and making it
possible for them to take more responsibility for their health;

«  working actively to reduce inequities in access to health care services
and to satisty the needs of whole populations, especially the under-
served;

+  extending cooperation between disciplines and sectors of society; and

+  ensuring the quality of care and the appropriate use of technology.

Similarly, the goal of the 1995 WHO Expert Committee on Nursing

Practice (11) was to ensure that nursing practice continued to strive to
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achieve the principles of PHC. The Committee outlined five principal
components of PHC, the origins of which are to be found in the Decla-
ration of Alma-Ata:

a) universal coverage of the population, with care provided according to
need

b) promotive, preventive, curative and rehabilitative services

¢) effective, culturally acceptable, affordable and manageable services

d) involvement of the community in the development of services so as to
promote self-reliance and reduce dependence

) approaches to health that relate to other sectors that contribute to de-
velopment.

The context of nursing practice

Nursing does not take place in a political and economic vacuum; it is in-
fluenced by its context, as clearly shown in Part [ of this book. One ob-
jective of the 1995 Expert Committee was to specify the nature and
scope of nursing practice in countries at different stages of socioeco-
nomic development.

The Committee saw no direct correlation between the socioeco-
nomic condition of a country and the scope of nursing practice. It not-
ed that nursing is highly developed and provides all the PHC services in
some low-income countries and is poorly utilized in others. In some
high-income, industrialized countries, nursing has a limited role and
nurses receive a poor education; in others, nursing is highly developed
(11). Similarly, the socioeconomic condition of a country and the ratio
of doctors to nurses seem to have little relationship. Doctors’ availability
and scope of practice, however, influence those of nurses. For example,
the scope of nursing practice can be wide in countries with an under-
supply of doctors, and restricted where there is an oversupply. In addi-
tion, the method of payment to doctors affects nurses. Where doctors
receive a fee for a service, they may undertake the service or procedure
themselves. Where there are no such payments, the services may be-
come part of nursing practice.

Core nursing activities

The 1995 Expert Committee stressed that the activities undertaken by
nurses are very broad in scope (71). It described the core activities un-
dertaken by nurses in all cultures and societies according to the follow-
ing six categories.

The first is managing physical and mental health and illness status.
This activity involves assessing the health of individuals and communi-
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ties, detecting ill health, instigating and interpreting investigations, and
selecting appropriate interventions, attending throughout to the experi-
ence of illness with the patient.

Second, monitoring and ensuring the quality of health care practices
involve such responsibilities as self-monitoring, monitoring the effects
of interventions, supervising the work of less skilled personnel and con-
sulting with others as appropriate.

Third, organizing and managing the health care system includes set-
ting priorities with individuals and communities to ensure that multiple
needs are met, obtaining specialist services as necessary, coping with
staff shortages and maintaining a therapeutic team. It also involves pro-
moting intersectoral work in settings such as community clinics and
schools. Nursing must influence health strategies and priorities locally
and nationally by submitting information at all levels and actively tak-
ing part in the planning of health programmes and the allocation of re-
sources.

Fourth, caring and helping involve establishing a climate for heal-
ing. Nurses provide comfort to people in distress, support in managing
symptoms and help in ensuring the maximum participation of individu-
als, families and communities in health care planning, treatment and
caregiving.

Fifth, teaching about health is an important function of nursing.
Nurses must take advantage of people’s readiness to learn and provide
appropriate information. In addition, nurses should teach self-care, and
guide people in caring for their family members.

The sixth activity is managing rapidly changing situations. Nurses
must be able to deal with emergencies and crises through the appropri-
ate allocation of resources to meet rapidly changing demands. In some
countries, war, civil strife or natural disasters cause sudden and large-
scale changes in the environment in which the nurse works. For exam-
ple, there may be a sudden need to organize health services for a large
number of refugees.

Guidance from the World Bank

The World Bank offers a very different concept of the role of the nurse.
Its 1993 world development report (16) is concerned about the shortage
of health care workers, including nurses, and focuses on questions con-
cerning the most cost-effective or cost-efficient use of staff. While the
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report suggests that nurses can deliver most essential care, their role is
that of a technician of limited scope, trained to perform a particular set
of tasks that fit into an overall hierarchy of efficient heath services pro-
vision (/7). The World Bank believes this model will allow for the most
cost-effective use of human resources. Thus, nursing should be founded
not on a broad base of knowledge and skills but on a narrow base of
technical skills in whose use nurses become increasingly specialized.
The efficient use of health care resources is represented here by the use
of technicians with low-level training, for example surgical technicians
trained to carry out simple techniques such as hysterectomies. The
World Bank suggests that graduate nurses could perform a similar role.

This model of nursing is the antithesis of that outlined in the Vien-
na recommendations, with its implication that the nurse should carry
out a range of specified tasks based on diagnostic, treatment and evalu-
ative protocols derived from a medical model of health care. It gives an
extended role to the nurse, in the sense that low-grade technical tasks
are delegated by the doctor. The dangers of pursuing this type of ex-
tended nursing role are widely acknowledged. For example, it can limit
rather than extend practice, and prevent nurses from fulfilling their po-
tential (/8). By contrast, the Vienna recommendations envisage an ex-
panded role in the PHC sector.

The World Bank’s view that optimal efficiency can be achieved on
the basis of such a narrow role for the nurse is fundamentally flawed.
Efficiency can be achieved by deploying low-grade technicians only in
very limited circumstances. A low-grade technical assistant (probably
not a nurse) may have a place as part of a surgical team; many health
care interventions offer no place for such a role. Efficiency cannot be
achieved by reducing the work of health care practitioners to a series of
technical tasks; rather, optimal efficiency often results from a highly
skilled approach, although the skills used can appear nebulous and in-
tangible and are therefore difficult to define and measure. For example,
much of nursing attempts to bring about such outcomes as improved so-
cial integration of families through increased social support. The skills
required to achieve this goal are not as easily measured as those required
to perform a hysterectomy. Moreover, it is often difficult to say which
of a range of contributions, including those of different types of health
care professional and other people, are the most important in bringing
about a given outcome (17,19). ’

The World Bank’s narrow focus entails three dangers. First, it fails

to acknowledge that reducing the complex and related skills of a range
of health care professionals into a hierarchy of technical tasks may pre-
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clude the achievement of many health care outcomes. Second, it may re-
sult in the pursuit of only the most measurable and demonstrable out-
comes, to the neglect of many other beneficial interventions. This is
particularly important in relation to nursing, which focuses on preven-
tion and care, both of which are hard to measure (7). Third, it fails to
take account of the diversity of different cultures, and the resources
available to different peoples to deal with their own problems. The
World Bank thus ignores both the inputs that are not a part of the for-
mal health care system and the need to define and measure inputs and
outcomes in culturally appropriate ways (8,16).

The relationship between nursing personnel
and other health care workers

Both the 1995 WHO Expert Committee and the 1993 WHO Study
Group grapple with the question of the relationship between nursing and
other health care occupations. The Study Group outlines an extreme
possible scenario in which the separation between nursing and medicine
will disappear altogether. Nurses, doctors and other health care workers
might be replaced by a generic health care workforce made up of peo-
ple trained to carry out specific tasks for specific care groups (10). The
Expert Committee does not go so far but it, too, suggests that the cur-
rent divisions in knowledge and skills will certainly change and may
disappear (11). Its concern is to find a way of balancing the flexibility
of nursing with the need for an efficient division of labour. It points out
that, although flexibility and diversity are strengths of nursing practice,
they may also be a source of conflict among nurses and between them
and other health workers. The Committee believes that, to deploy nurs-
ing services efficiently and effectively, managers must have a clear de-
scription of the educational preparation and practice competences of all
nursing personnel, so as to be able to plan an appropriate mix of skills.
Rigid boundaries between and within professions, however, can result in
restricted practice. Ultimately, the Committee suggests, the roles of all
health professionals, including doctors, must become more flexible to
be most efficient. The existing divisions in knowledge and skills will
certainly undergo great change.

CHALLENGES TO NURSING IN PURSUING
A HEALTH FOR ALL APPROACH

Nursing is very broad in scope, and covers both community and hospi-
tal care. Recent guidance emphasizes PHC, and a generalist role for the
nurse working as part of a community health care team. This is not new.
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Over 20 years ago, the community health nurse was described as “a gen-
eralist, capable of functioning in a health team, of communicating with
and motivating people, and of working effectively with ... other workers
within the community” (20).

Despite the continued commitment to the principles of PHC out-
lined in the Declaration of Alma-Ata, however, many countries still em-
phasize the hospital sector at the expense of the community sector. Par-
ticipants at the 1989 WHO meeting of European nursing leaders noted
the scarcity of community services in many countries, with hospitals in
many Member States growing in both size and number (72). In 1983, a
WHO Expert Committee (27) observed:

It is apparent that in some countries the primary health care approach to
health for all by the year 2000 is not well understood by the politicians and
population at large, or even by health workers, and the benefits of primary
health care may be seen to result from services that are institution-centred
and mainly curative in nature.

This observation is perhaps as important today as it was ten years ago.
Although health care professionals understand the PHC approach better
nowadays, policy-makers and the public at large still need to learn that
nursing’s most effective contributions to the overall health of the popu-
lation are based in the community.

Nursing effectiveness and efficiency

Nurses are increasingly being challenged to show that their work is ef-
fective — that it succeeds in doing what it sets out to do. They are also
challenged to show that their work is cost-effective or cost-efficient —
that it provides value for money. A statement made in 1994 by European
government chief nurses (Annex 3) lays particular emphasis on effec-
tiveness and efficiency. It urges that the links between nursing inputs
and health outcomes be strengthened by increasing the effectiveness and
efficiency of nursing practice; the means to use in this task are critical
thinking and research, and better collection and use of relevant data for
monitoring and evaluation.

Demonstrating effectiveness

The statement suggests that research must play a vital role in demonstrat-
ing effectiveness. Nurses must undertake research to ensure that what they
do really makes a difference to people’s health. Demonstrating effective-
ness involves defining what outcomes nursing is striving to achieve, and
determining whether nursing inputs and processes are achieving them.
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Nurses should therefore adopt an approach that clearly defines outcomes
or targets, so that it is possible to evaluate how well nursing interventions
meet their goals. The targets for health for all (6) provide nurses with a
useful starting point for developing their own more detailed targets, and
recent work by the Leeds University Institute of Nursing in the United
Kingdom contains useful and detailed methodological guidance on indi-
cators for monitoring the nursing contribution to health for all (19).

In summary, the challenge to nurses in future is to focus more ex-
plicitly on what outcomes or targets they are attempting to achieve, and
to try to ensure that nursing inputs and processes succeed in bringing
about these outcomes.

Demonstrating efficiency

While it is widely acknowledged that countries must strive towards the
most cost-effective deployment of the nursing labour force if scarce re-
sources are to be used efficiently, there is no agreement on what and
what types of nursing intervention produce the best outcomes at the
least cost. Here again, research is necessary to discover the answers. Al-
though the World Bank believes that optimal efficiency depends on
breaking down the expertise of health care workers into a hierarchy of
technical skills, there is little sound research evidence to suggest that
this is the case. The challenge to nurses is to demonstrate not only that
the work of more highly skilled nurses is more effective but that it can
be afforded. We discuss this issue further below.

Effective and efficient nursing: the economic versus

the epidemiological approach

Recent guidance to nurses draws on both epidemiological and econom-
ic principles. There are inherent tensions and conflicts, however, be-
tween economic and epidemiological approaches to questions of effec-
tiveness and efficiency.

Most of the recent guidance to nurses adopts a predominantly epi-
demiological approach, which stresses that nursing interventions must
be geared towards meeting the health needs of the population. The first
task is therefore to identify and quantify the population’s health needs,
and then to attempt to meet those needs in an appropriate way.
Economists, on the other hand, believe that meeting all the health needs
of the population is impossible. For them, determining the health needs
of the population is not the most important initial question; rather, they
ask how scarce resources can best be used to bring about maximum
health gain. They argue that, if the ultimate goal is to bring about max-
imum health gain, the way to do this is not to measure the total burden
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of health needs but to examine the costs of different interventions in re-
lation to the amount of health gain, or benefit, they produce. The start-
ing point for economists is thus the resources available, not the health
needs of the population (22).

While much recent guidance to nurses acknowledges the impor-
tance of economic considerations, it emphasizes the effectiveness of
nursing interventions in meeting health needs, rather than whether these
interventions are justified in financial terms. Nurses must face the po-
tential conflict between the two approaches, and grapple not only with
epidemiological questions about the effectiveness of their work in meet-
ing needs but also with economic questions about whether interventions
known to be effective can be justified if they consume a large share of
resources. Nurses will have to recognize that, no matter how effectively
they work, a point will come at which greater effectiveness may have to
be sacrificed because it cannot be afforded. Since no country can afford
to offer all its citizens every possible effective nursing intervention, the
need to set priorities is inescapable.

Economists stress the need to set priorities. They argue that, since re-
sources are finite, the choice to use them in one way entails giving up the
chance to use them in another way: an opportunity cost. In other words, if
nursing resources are used to implement a particular effective intervention,
they are not available to implement another that may be equally or more
effective. In future, nurses must pay greater attention to opportunity costs
and priority setting. They must be involved in making explicit choices be-
tween implementing one intervention at the expense of another.

Equity in the delivery of health care

The economic versus the epidemiological approach

There are also tensions between economic and epidemiological ap-
proaches to questions concerning equity. We showed above that in-
equalities in health and the use of health services are increasing in a
number of countries (/). Such findings have kept questions of equity at
the forefront of WHO’s agenda. From an epidemiological perspective,
the most appropriate response to such findings is to attempt to redress
these inequalities by targeting resources to the people whose needs are
greatest. This epidemiological approach is evident in all recent guidance
from WHO. Equity is a founding principle of health for all (6).

Equity is also reflected in subsequent guidance to nurses. For ex-

ample, the Vienna Declaration (8) states: “The persisting inequalities in
people’s health status, both between and within countries of the WHO
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European Region, are politically, socially, economically and profession-
ally unacceptable and are therefore of common concern to all nurses”.
The accompanying recommendations urge that nurses base their prac-
tice on the principle of equity, and that they aim to ensure equal access
to services for all groups, especially those who currently underuse
health services.

As the report of the Vienna Conference (8) points out, however, the
pursuit of equity may result in a loss of efficiency. Although channelling
resources to those whose need is greatest is an equitable solution to the
problem of inequalities, these people may provide the least opportunity
for health gains. Their poverty, vulnerability or marginal status may ren-
der them least able to take advantage of the health education and other
services provided by nurses. Greater efficiency — that is, greater health
gain for society as a whole — is likely to result from channelling re-
sources to the people best placed to take advantage of nursing services.
Services that are both equitable and efficient are rare; inevitably, trade-
offs must be made between the two.

Many nurses dislike the idea that considerations of economic costs
must temper the pursuit of equity. Nevertheless, nurses must recognize
that the pursuit of equity can be costly, and grapple with questions con-
cerning the relative weights to be attached to a fair and equitable distri-
bution of resources, and an efficient use of resources that maximizes
health gains to society as a whole, not to one small section of it. In con-
clusion, nurses must have some knowledge of both epidemiology and
economics if they are to develop a critical understanding of many of to-
day’s most pressing problems.

Consumer involvement

One of the main themes running through the policy for health for all and
WHO guidance to nurses is the belief that people themselves determine
their own health: people themselves will achieve health for all. Well in-
formed and motivated people and communities must participate active-
ly in setting priorities, and in making and carrying out decisions (6). In
keeping with this approach, the Vienna recommendations (8) stress that
nursing practice should be based on the principle of involving individu-
als, families and communities in care and making it possible for them to
take more responsibility for their health.

Current policy statements and guidance to nurses thus reflect the be-

lief that in the next century individuals, families and communities will
play an increasingly important role in determining and meeting their
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own health needs. The roles of nurses and other health care providers
are therefore likely to change as people take more responsibility for
their own and their families’ health (7):

In the future, people will be involved in developing their own health plans,
and nurses will work with them instead of doing things for them. Decision-
making will pass to the people. The nurse will be a resource person, work-
ing with colleagues from a variety of professions and disciplines in the
community (rather than solely with a team of health professionals).

Nurses’ role as information givers, enablers and facilitators to both
individuals and communities will thus increase in importance. Further-
more, the growth in the proportion of elderly people, coupled with the
decline in state-funded institutional care for a number of dependent
groups — including the elderly, the mentally ill and others — means that
informal care givers will provide an increasing proportion of care.
These care givers may need to be taught some basic skills and knowl-
edge (10,11). As the formal and informal sectors more equally share the
burden of care for many chronically sick or disabled people, the tradi-
tional distinction between the two types of care is likely to become less
important. The distinction between the role of nurses and those of oth-
er care professionals will also lose importance as they collaborate more
closely to meet the range of people’s health and social needs (22).

The shift towards greater consumer involvement in the provision of
health care has many positive elements, but it also contains dangers. It
could lead to greater inequalities and inequities between the richer and
poorer sections of society if the consumers whose circumstances make it
easier for them to take a greater responsibility for their own health are also
able to take greater advantage of the education, support and services pro-
vided by health professionals. The aim of fostering greater consumer in-
volvement should not be pursued at the expense of the pursuit of equity.
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National action plans
for nursing and midwifery
Felicity Leenders & Jane Salvage

Why does nursing, while recognized as one of the most important func-
tions in any health care system, remain undervalued and underdeveloped?
Evidence from around the world suggests that the failure to tap the full
potential of nursing is often linked with inadequate or nonexistent policy
formulation, strongly associated with lack of leadership. Many countries
do not have adequate policies and programmes to ensure appropriate,
cost-effective staff performance. Worse, recent surveys illustrate a range
of crippling problems, including shortages of adequately trained nurses,
high turnover, poor deployment and inappropriate skill mixes. These are
often exacerbated by relatively low pay and poor working conditions (7 ).

Partly as a consequence of these intractable problems, interest is
growing in the need to adopt a more strategic approach to nursing. For
the last two decades, health care systems globally have changed pro-
foundly; it is evident that nursing should have a major role in health
care. As long ago as 1975, the WHO Regional Office for Europe called
for the profession to be organized so as to provide not only for continu-
ing and immediate services as at present, but for research and study that
would advance both the knowledge and technology of care. The Re-
gional Office worked towards that goal by stimulating debate through-
out the Region on what the role of the nurse should be in future and how
that vision could become reality. The first stage culminated in 1988
with the first WHO European Conference on Nursing (2): the Vienna
Declaration and recommendations that it produced contain a vision and
a strategy for nursing in the whole Region (3). Recommendation § states
that nursing should be included as one of the essential elements of na-
tional health plans, based on the regional strategy for health for all, and
that nurses should take part in the debate on health policy (2).
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WHY MAKE A NATIONAL ACTION PLAN
FOR NURSING?

Work on nursing policy and strategy is under way in all parts of the
world. Some countries and regions have already produced strategies for
nursing, and others are preparing them. Examples include Argentina,
Bahrain, Bangladesh, Bolivia, Botswana, Chile, Croatia, the Czech Re-
public, Denmark, Ecuador, England, France, Greece, Hungary, Kazak-
stan, Kyrgyzstan, Latvia, Lesotho, Lithuania, the Netherlands,
Nicaragua, Northern Ireland, Paraguay, Poland, Scotland, Slovenia, Swe-
den, Tonga, Turkey, the United Republic of Tanzania, Wales and Zambia.
Similar developments are beginning to flourish at the local level. In
health centres and hospitals, nursing teams are producing their own mis-
sion statements and plans. Whether these are called strategies, policy
statements or action plans, they follow the same basic principle — the
need to formulate and pursue specific targets for improvement: to know
what you want and how to get it, in order to increase your effectiveness.

Nurses are well placed to be agents of change in the health care 8ys-
tem and in society as a whole; knowledge and skills in managing change
will make them more effective in their role. Thoughtful planning for
change through a collective approach and a programme of managerial
and educational support are likely to ensure meaningful shifts in attitude
and behaviour. In working towards the goal of health for all, nurses need
a strategy based on local clinical epidemiology, target setting, and the
use of indicators and evaluation based on the comparison of outcomes
with other groups and/or over time. Such an approach allows for inter-
active, flexible, systematic, long-term development.

When they get together to develop policies, nurses are sometimes
accused of isolating themselves. This seems odd, as nobody issues sim-
ilar challenges to doctors or politicians. Perhaps the accusation is part-
ly attributable to stereotyping of or misconceptions about nurses; many
people do not yet understand that nurses want to act not simply as pairs
of hands but as intelligent thinkers and leaders. Every group that sees it-
self as having a distinct role in or contribution to health care wishes to
create its own vision and plans, whether it comprises nurses, doctors,
politicians, citizens or others. Each has legitimate perspectives and con-
cerns, and conducting an internal debate helps to clarify a group’s
contribution and create a greater sense of purpose. What is crucially
important is the need to establish excellent channels of communication
between all such groups, to ensure that their policy-making is an inter-
active process. The work of each group should both inform and be
informed by that of the others, and all groups should do this work
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against the backdrop of an overarching debate about how a country can
improve its people’s health.

The growing emphasis on nursing policy is closely tied to another
trend: an interest in leadership. Nurses and midwives are realizing that
they need good leaders to ensure the maximum contribution of their
profession to health care and the full recognition of its value. As a work-
force mainly composed of women with their attention fixed firmly on
the needs of their patients, most nurses did not traditionally see any need
to have strong nurse leaders among a country’s top health policy-mak-
ers and managers. Today, however, they see that care — the essence of
nursing — tends to be ignored, undervalued and underresourced unless
nurses’ opinions and perspectives are articulated and advocated at the
highest levels. Without such advocacy, care will continue to be regard-
ed as a simple, basic task, not as what it really is — a complex and diffi-
cult job requiring skill and intelligence as well as compassion.

The World Health Assembly recognized the need to improve nursing
leadership in 1992. Resolution WHA45.5 (4) urged Member States “to
strengthen managerial and leadership capabilities and reinforce the posi-
tions of nursing and midwifery personnel at all levels ... including health
ministries” and “to ensure that the contribution of nursing and midwifery
is reflected in health policies”. The Health Assembly requested WHO to
establish a group to advise on “assisting countries with the development
of national action plans for nursing and midwifery ...”. This work was to
be taken forward by the new WHO Global Advisory Group on Nursing
and Midwifery, set up as requested by the Health Assembly. At its second
meeting, held in Geneva in 1993, the Group discussed the issue at length;
the meeting report (5) reproduced as an annex a guidance document from
the Regional Office for Europe on national action plans for nursing (6).

Active support for the development of national action plans came
from the highest level of WHO. The WHO Director-General wrote to all
health ministers worldwide in May 1994, encouraging them to make use
of the guidance issued by the WHO Regional Office for Europe and en-
dorsing the recommendation that countries should develop their own
plans. He commented that action plans for nursing and midwifery clear-
ly need to be developed in relation to other segments of the health work-
force. It would be opportune to embark on a wider analysis of the total
health workforce; this would allow modifications that ensure that action
plans are balanced and optimally productive and cost-effective.

Activities to provide assistance in developing these plans were al-
ready under way in the European Region, as requested at WHO meet-
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ings of government chief nurses and other nursing leaders. The First
Meeting of Government Chief Nurses and Collaborating Centres (7),
held in 1989, had called for recognition of “the vital necessity of in-
volving nurse leaders in the formulation and implementation of national
health policies and plans™ and for “the creation of national managerial
positions which permit nurses to make this contribution”. The Nursing
and Midwifery unit of the Regional Office began to coordinate collab-
orative programmes to enable countries to develop national action plans
for nursing, and to promote the creation of leadership positions. Few
countries had such plans, although some had policies or plans on spe-
cific aspects of nursing development such as education or legislation.
Some had policies and plans that had not been set down in documents
available to the public. Perhaps surprisingly, this was true even of
wealthy countries where nursing was highly developed. All countries in
the European Region faced a major challenge.

These issues were debated extensively at subsequent pan-European
meetings of government chief nurses. In 1994, the Fourth Meeting of Eu-
ropean Government Chief Nurses and Collaborating Centres for Nursing
and Midwifery (8) decided that developing national action plans for
nursing was-a major task that had to be tackled to secure “the necessary
commitment and resources for nursing development for better health”. It
urged WHO to continue providing help in the development of the plans.

As instructed by its Member States, the Regional Office is making a
major effort to support the CCEE and NIS. The Nursing and Midwifery
unit began to forge closer links with these countries during the early
1990s, focusing on meetings with their nursing and midwifery leaders.
The first WHO meeting of government chief nurses from the NIS was
held in Kazakstan in 1993 (9). The participants discussed the policy and
leadership issues and concluded that: “Each country should develop a
national action plan for nursing, as recommended by the 1992 World
Health Assembly. This plan should be endorsed and actively supported
by ministries of health”. The need for national action plans was reaf-
firmed at the second meeting of NIS government chief nurses, held in
Kyrgyzstan in 1994 (10); the participants recommended that countries
should “work on the development of a national action plan for nursing as
part of national health policy”. The third meeting of this network was
held in Stockholm in 1995 and attended by leaders from all the countries
that comprised the former USSR. The leaders exchanged information on
the progress their countries were making in developing the plans (71).

Many nursing leaders in the CCEE and NIS have been quick to un-
derstand the rationale for national action plans and to begin work on
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them. They see that a strategic approach is particularly important at this
point in nursing’s development. Their countries are undergoing momen-
tous changes that create a confusing mixture of opportunities and dan-
gers. People are questioning traditional values, including assumptions
about health care and the role of the state as the protector of the poor
and the oppressed. Health care systems are being reformed, under
strong financial and ideological pressure, with an emphasis on new
thinking and new roles. Nurses, like all other health professionals, cannot
expect that their roles and relationships will continue unchanged. In-
creasingly, too, they will have to demonstrate their value and effective-
ness to the people who control the budgets. Those health professions
with a clear sense of their hopes and directions are more likely to sur-
vive and prosper.

Another major attraction of national action plans for the CCEE and
NIS is that they provide a framework that the countries can use to es-
tablish their own priorities. This is especially important for countries
that currently rely heavily on donations and international bank loans to
fund changes in health care. Without a clear sense of priorities based on
local needs and wishes, these countries are in danger of accepting all
and any offers of help, whether or not the help is really what is wanted,
and of having inappropriate foreign models of care imposed upon them.
The NIS government chief nurses debated this topic at the 1995 meet-
ing (1), summarizing their views as follows:

We acknowledge the value of external help from WHO and other agencies
and governments in this change process. However, we wish to emphasize
that such help should be led by us and our countries, working in partner-
ship with these helpers. This requires a major shift away from market/
provider/professionally-led initiatives and systems which foster depen-
dence, towards needs-led ones based on mutuality. This echoes the spirit of
[health for all]. It also reflects both the need to reorient health care systems
away from narrow professional concerns towards those of society, and the
current efforts to develop nurse—patient relationships which place the client
at the centre of our concerns.

Armed with a national plan, the nursing leader is in a much better posi-
tion to tell donors and outside project partners what she or he wants and
to be sure that the help is effective.

In addition, experience to date demonstrates that national action
plans for nursing provide a logical framework for collaboration between
the Regional Office and the European Member States. The Nursing and
Midwifery unit and nursing leaders may collaborate on drawing up a
plan, and then jointly develop programmes to focus on specific parts of
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the plan, such as the reform of basic nursing education, management
and leadership development, or participation in the LEMON project
(see Chapter 6). These programmes are individually tailored to the par-
ticular traditions, strengths and development needs of each country.

WHAT IS A NATIONAL ACTION PLAN FOR NURSING?

Every country has its own traditions, strengths, leadership styles and
priorities, so national action plans for nursing are not intended to pro-
vide an international blueprint. Furthermore, the global trend towards
decentralization and the strengthening of local health systems under-
lines the role of national plans in giving general guidance and empha-
sizing expected outcomes, leaving the details of how the outcomes
should be achieved to be decided at the regional and local levels. Nev-
ertheless, nursing leaders everywhere share many of the same problems
and challenges, so the discussion of policy and planning issues in inter-
national meetings and bilateral exchanges can help to deepen under-
standing, put the issues in context and promote new ideas. Indeed, such
exchange is also fruitful at the regional and global levels. For example,
the WHO Regional Office for the Western Pacific has recently drafted
a manual on policy development that contains a great deal of material
valuable for nursing leaders in Europe (12).

A national action plan for nursing is part of a continuing process of
describing visions, choosing priorities, winning widespread support,
taking action and evaluating the outcome. Each stage of the process re-
quires careful attention; this chapter focuses mainly on the initial steps.
The plan is not produced in an office by a few administrators, but is the
fruit of much debate among many interested people. Without such de-
bate and commitment building, no paper exercise — however sensible
and coherent — has any chance of long-term success.

As suggested above, a national action plan can have many different
names but always has certain key features: an analysis of the current sit-
uation, a description of a vision for the future and indications of the
steps to be taken to turn the vision into reality. The plan should be close-
ly linked to the overall national policy for health and health services.
Ideally, the plan for nursing is one of a comprehensive series of inter-
linked plans designed to improve health in specific settings, such as
PHC services, acute services, schools or workplaces, or to tackle spe-
cific health problems. It is also a key component of the national strate-
gy on human resources for health. In countries where such strategies are
not well developed, nursing can help to lead the way by demonstrating
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its own commitment to the strategic approach, and encouraging others
to adopt a similar process.

Some countries regard nursing and midwifery as one profession,
while others have separate regulatory, educational and professional bod-
ies for the two occupations. In using the term national action plans for
nursing, we do not imply any assumptions about nursing’s relationship
to mudwifery. The need for leaders to promote a strategic approach to
development is just as crucial for midwifery as for nursing, but whether
this is done jointly or separately is a matter for each country to decide.
Either way, it is in the interest of both groups to define their goals and
to work together on many areas of mutual concern. The same point ap-
plies to other occupational groups that are regarded by some countries
as part of the nursing workforce, such as feldshers, physiotherapists and
community health workers. The principles of strategic planning are ap-
plicable across the board.

The most visible product of the national strategic planning process
for nursing is a brief written document, usually endorsed by health pol-
icy-makers and leaders at the highest level, such as the health minister.
This document should contain a vision of nursing for the future, perhaps
for the next 5-10 years, describing how nurses can help people to
improve their health, cope with their illness or disability and die with
dignity. It sets out specific goals that will help to make that vision a
reality, and analyses the current obstacles to be overcome. It might also
indicate the next steps to be taken to reach those goals, while respecting
local autonomy. This document may be widely circulated among the
public, policy-makers and professionals, and its messages reinforced
through other means such as discussion and debate in the mass media
and other fora.

WHY DOES A COUNTRY NEED A NATIONAL ACTION
PLAN FOR NURSING?

A continuing planning cycle — producing a national action plan, taking
steps to implement it and reviewing what has happened — assists the de-
velopment of nursing in many ways. Some of these have already been
discussed above. Ten advantages are summarized here.

1. A national action plan can ensure the orientation of nursing towards
health. It reinforces the goal of nursing as promoting improvements
in the health of individuals and populations, with an emphasis on re-
sults or health outcomes.
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- A national action plan can optimize nursing’s contribution to health

and health care by providing a focus for mobilizing all available
nursing resources to achieve the best possible results and the best
value for money.

- A plan can build and maintain a vision for nursing. When immersed

in the details and difficulties of everyday work, nurses can easily ne-
glect their visions or regard them as irrelevant idealism. A vision of
where they want to go, especially when they share it with others, is
an essential source of nourishment and inspiration.

. A national action plan can give a clearer sense of direction. The day-

to-day challenges of work often make nurses feel overwhelmed and
confused. They can cope more easily with this feeling if they keep
hold of an overall sense of where they are going.

- A plan can make nursing’s achievements more visible. Many of the

finest achievements of nursing are warmly appreciated by patients
and clients, but are not acknowledged in medical textbooks, confer-
ences or influential discussions. The visibility given by the plan can
lead to greater recognition and therefore greater equity in health
systems.

. A national action plan can spur nurses and their supporters to be

more active. The process of strategic planning helps to uncover or
inspire unexpected new coalitions, which can then work together to
improve health care.

- A plan can coordinate current nursing activities. The planning pro-

cess helps nurses to identify what projects and innovations are al-
ready under way, to link them more closely together, to strengthen
them and to create clear frameworks for future development.

- A national action plan can create closer links between policy and

practice. Policy-making is too often remote from the people respon-
sible for implementation. A planning process involving service
users, practitioners and educators, as well as policy-makers, helps to
reduce the usual damaging gaps between thinking and action, data
and perceptions, policy and operations, planning and implementa-
tion, and experts and workers.

- Nursing is more likely to win support from the people, policy-mak-

ers and other professionals if it can state clearly where it is going
and what it hopes to achieve. Such support includes commitment
and respect as well as money.

A national action plan can help nursing control its own work and fu-
ture. Nurses have traditionally had little control over their destiny,
being seen only as servants of another profession. A strategic plan
is the starting point for becoming equal partners in health care work
and in relationships with other professionals and the public. This in
turn will help nursing to play its full part in ensuring health gain,



How CAN NURSES DEVELOP A NATIONAL
ACTION PLAN?

When people think about developing a strategic plan, they often start
with a discussion of the content —~ what the plan should contain. A bet-
ter starting point, however, is to establish a clear planning process be-
fore plunging into the content question. This should be done through the
creation of a team that will be responsible for drafting the plan and over-
seeing the consultation process before the plan is finalized and imple-
mented.

The steps to be taken can be divided into phases: building the lead-
ership team, creating the draft plan, initiating the consultation process,
finalizing the plan and carrying it out. In real life, of course, the steps
are not so neat and clearly defined; at many points an open and creative
process inevitably involves overturning previous decisions and remedy-
ing omissions. Some parts of the later stages may overlap with those of
the earlier stages. Nevertheless, a map is useful even if the journey con-
tains some unexpected detours or delays. Five stages are described here:

building the team (structure issues)

creating the plan (process issues)

consulting a wider audience

finalizing the plan

implementing and reviewing the plan (outcome issues).

Stage 1. Building the team

Finding the leader

Who should lead the process? The leader should be clearly identified
and have formal authority, whether she or he is the chief nurse in the
health ministry, president of the NNA or the holder of some other na-
tionally recognized position. In general, if the plan is to be adopted as
national policy, it may be best to initiate the process within government.
The formal position of chief nurse, however, does not always reflect the
personal authority of the leader or recognition by others. For example,
in a country with a powerful NNA, the most senior nurse in the health
ministry may be seen as relatively weak. In some countries, nurses oc-
cupy no government positions or only junior ones; these are often the
countries with governments that do not understand the need for such
plans and are therefore unlikely to initiate or support the process. The
initial stimulus for developing the plan may then come from the NNA
or other leadership group. Some countries have very decentralized or re-
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gionalized systems that do not lend themselves easily to national initia-
tives. In this case, it may be preferable to develop regional action plans
and then bring them together at the national level.

Ultimately, the answer depends on each country’s situation, and on
finding a leader with the right balance of positional and personal pow-
er. No matter who chooses or is given the leadership role, the principle
of working through cooperation and consensus helps to minimize fruit-
less power struggles and constant challenges to the leader’s legitimacy.

Supporting the leader

Right from the start, the leader needs access to enough support and
funds to establish and maintain a team, and secretarial help to do such
tasks as typing letters, booking meeting rooms, arranging travel and so
on. The health ministry should be requested to support the project, since
the leader cannot be expected to carry it out unaided. If this is impossi-
ble, funds may have to be found from other sources inside or outside the
country. Group members should be asked to think about this at their
first meeting.

Convening the group

The leader should invite interested and influential people to work to-
gether on the project. The group may be called a task force, steering
group, committee or leadership team. A group of this type may already
exist or it may be necessary to start one but, either way, the same pro-
cess should be followed to ensure that everyone is committed to the pro-
ject and contributes to it fully.

Sometimes interest can be stimulated by establishing a national
committee, chaired by a well known public figure, which then makes
recommendations to government; in this case, there must be strong rep-
resentation of or close liaison with government nurses and other recog-
nized leaders. Alternatively, the NNA, nurses’ trade union or other body
may set up a group and invite wide participation. In countries with weak
nursing leadership, strategic planning sometimes starts with a small, in-
formal group of activists that has no formal authority but can act as a
spur to others.

The membership of the group will vary according to national cir-
cumstances, but might include some or all of the following:

1. nurses and midwives working in the ministries responsible for

health, education and/or labour;
2. officials of other ministries with responsibility for nursing issues;
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3. ministry officials with responsibility for planning, human resources
and other key functions;
4. representatives of nursing associations and trade unions with nurse
members;
5. heads of institutions influential in nursing, such as colleges of nurs-
ing, research centres, and WHO collaborating centres;
- managers of nursing services in hospitals and communities;
- practitioners of nursing (clinical leaders and innovators);
. other health professionals, especially doctors;
. politicians and/or other policy-makers and opinion leaders;
. citizens’ representatives from, for example, community groups, lo-
cal councils or voluntary organizations; and
I1. experts from elsewhere who are working on nursing development in
the country, such as advisers from WHO and other intergovernmen-
tal and nongovernmental organizations.

O N 00 -1 O

The group should be small enough to create a sense of ownership,
belonging and trust in its members; the larger the group, the harder this
is. The core group should not comprise more than 12 people, who
should be committed to attending all meetings; consistency of member-
ship makes the task easier. Not every interest group or influential per-
son can be represented, but ways should be found of involving them all
at some stage, such as on subgroups or in the consultation process. The
more people that can be involved in this way, the greater the chance of
success.

Another issue to resolve is the balance between nurses and non-
nurses. Like any group of people with a common understanding and ex-
perience, nurses may legitimately discuss their visions, ideals and pri-
orities before sharing them with others. Their conclusions can then be
shared and viewed from other perspectives, although nurses should
maintain overall leadership of the process.

A further tricky issue is the need to bring together people who may
have very different viewpoints. Bringing a variety of perspectives to the
group has advantages; it is likely to reflect the diversity of opinion in the
wider world and, if well managed, can create stimulating discussion.
Nevertheless, tensions may arise from bringing together people with a
past history of conflict, especially in countries that have recently under-
gone rapid political change. A common example is hostility between
professional nursing associations and trade unions. The perspectives of
both are legitimate and important and both should be considered — not
least because anyone who is left out may try to sabotage the project. Ex-
cluding one or the other from the group for the sake of a quiet life will
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ultimately make the task harder, if not impossible. The group should be
a genuine attempt to create a consensus, not a vehicle for one faction or
another.

Creating the climate

Once the group has been selected and the first meetings are under way,
the leader should spend plenty of time helping group members to get to
know each other and feel at ease. It is important that they share some-
thing of themselves as individuals, not only as representatives or pro-
fessionals. The leader has a vital role in laying these foundations, and
should seek support from trusted colleagues or friends who can help
plan the meetings and discuss hopes and fears.

Dealing with the administrative issues

The leader should ask the group to decide what help is needed for the
project. She or he should settle at the beginning such practical questions
as choosing when and where the meetings will be held; obtaining per-
mission for group members to attend meetings during work time; meet-
ing travel and subsistence expenses; and securing secretarial support,
including organizing meetings, taking notes and circulating papers. A
budget should be drafted at the beginning, and members should agree
on how they will obtain the necessary resources; funding will be need-
ed-immediately and later for maintaining the group and publishing, pub-
licizing and debating the plan.

Discussing the need for expert help

The leader and the group may feel they need help with the process, or
with particular aspects of the work. Leaders often take on too much by
trying to manage both the content of the meetings and the process. They
may easily and unwittingly become the scapegoat or lightning conduc-
tor for the members’ different, sometimes conflicting emotions. It may
therefore be valuable to use expert assistance from a facilitator or con-
sultant; this person’s role is not to direct the group, but to help it work
creatively from a nonpartisan standpoint by managing the process. Such
help may be available from WHO or from another organization or per-
son that has no vested interest in influencing the group towards a par-
ticular outcome.

Allocating the responsibilities

The leader should ask the group to decide who will be responsible for
specific tasks, including chairing the meetings, hosting the meetings,
leading subgroups, providing secretarial support, and controlling the
budget. For the group to work well, members must understand what is
expected of them, and there must be some way of making them ac-
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countable for what they do. Formal mechanisms are important, but it is
also essential to create a sense of personal ownership and commitment
among the members.

Stage 2. Creating the plan

Defining the group’s mission

The group needs to reach a shared understanding of its goal, its role and
its boundaries before its members can work together effectively. Full
and open discussion of the purpose of the project is essential to ensure
the members’ commitment, understanding and ownership of the task.
The leader should start the discussion by outlining the purpose and then
inviting comments.

Assessing the situation

One of the group’s first tasks is to conduct a brief assessment of the cur-
rent situation. The resulting map of the environment provides the base-
line information on the task that the group is going to tackle. Questions
to be considered address the current state of health and health care, the
social, political and economic factors likely to influence health in fu-
ture, the strengths of nursing and the biggest challenges it faces in con-
tributing to health development.

The group needs to identify the sources of the data that it can use to
provide a clear and accurate picture. Members’ knowledge should be
supplemented where possible by any other qualitative and quantitative
information available. As well as the country’s sources, international or-
ganizations such as WHO may have good information. In particular, the
Nursing and Midwifery unit in the Regional Office has been working
with countries to draw up country nursing and midwifery profiles (see
Part I); these make an ideal starting point, as the information summa-
rized in a profile can be reviewed, discussed, and modified or expanded
as necessary. The scope of the group’s assessment, including the deci-
sion on whether to collect new data through surveys or other means, will
depend on the resources available to the group, the quality of existing
data systems and other factors. The group must strike a balance between
the need to be well informed and the need to avoid spending time on
gathering data to prove what is already known. The issue of information
management can be included in the national action plan.

Describing the vision

WHO and many other organizations have produced statements that de-
scribe a vision for nursing — an ideal picture of how it should be. For ex-
ample, the WHO Director-General (73) has provided a view of the role
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of nurses “not just as active providers of care, meeting the professional-
ly defined needs of passive patients, but as facilitators who help people
to take charge of their own health”. Other examples have been cited
above.

Existing statements are a good starting point for discussion, but
group members should also be encouraged to describe their own visions
for nursing and its contribution to health. As mentioned, people some-
times have difficulty in getting in touch with their dreams and ideals
when they are bogged down in everyday problems, so it is important that
the vision both addresses the future and is grounded in the country’s so-
cial, cultural and political present. It must grow from these roots, rather
than be transplanted from elsewhere — otherwise it will be irrelevant and
fail to inspire people’s commitment, energy, pride and sense of owner-
ship.

Visions are closely tied to people’s personal values and beliefs, and
some differences are sure to emerge in the group; these should be wel-
comed and openly explored before the group agrees on the aspects of
the visions that overlap or coincide. The group can then formulate its
shared vision in a statement that will be embodied in the national action
plan and provide the direction and reference point for its goals.

Outlining the options

The vision is likely to be wide ranging. What steps must be taken to re-
alize it? The leader should encourage the group to consider all the pos-
sible options for making the vision real, without editing or selecting at
this point.

Selecting priorities

The group will have produced many suggestions, but now choices have
to be made and priorities recommended. The group must decide what
options are the most important. Many actions will need to be taken but
it will not be possible to do them all at once. Which should be tackled
first? At this stage the group is recommending choices for wider con-
sultation, not making final decisions, but the consultation process will
be more productive if some preferred options are set out for discussion.

Analysing the opportunities and difficulties

Setting priorities is one of the most difficult aspects of making an action
plan. Depending on their viewpoints or interests, people will have dif-
ferent views about what should be tackled first. Some will argue for the
reform of nursing education, while others will advocate the develop-
ment of clinical practice as the most urgent need. Of course, all such is-
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sues must be tackled some time but difficult choices have to be made
when resources are limited. Many action plans fail to be implemented
because they are unrealistic, containing too many priorities and un-
achievable goals; people lose faith in such plans.

One useful way to assess how to prioritize the suggested actions is
to analyse their chance of success. What are the forces — people, insti-
tutions, regulations or finances — that can help or hinder progress on
each option? Sometimes an action that everyone favours may be impos-
sible because of circumstances, and sometimes apparently lost causes
succeed because support can be mobilized. The group should brain-
storm to assess the feasibility of each option, perhaps using a simple
planning tool such as force field analysis. Some of this work, as in other
stages, can be done by subgroups or in consultation with other people,
such as members of different interest groups or other professions.

Agreeing on a draft plan

The possible content of the draft plan is described in more detail below.
It could describe the group’s vision, the current situation, the proposed
priority areas and short-, medium- and long-term goals. Drafting such a
plan in committee is difficult; after full discussion by the group, the
draft should be prepared by the leader, the secretariat or a small sub-
group and then presented to the whole group for comment and final
approval.

Stage 3. Consulting a wider audience

Now that the first stage of its work is complete and it has reached con-
sensus on its draft plan, the group can share its ideas with a wider audi-
ence. Good communication is crucial at this stage. The group should
develop or ask a subgroup or other experts to develop a communication
plan that will set out how to publicize the draft, identify the target audi-
ence and encourage debate, not only among health professionals but
also by the public.

Initially the group may consult a small target group of influential
people, such as politicians, the medical association, health care leaders
or consumers’ associations, to test the water and to win hearts and
minds. At the right point, the plan should be disseminated as widely as
possible, with the group members explaining and publicizing it. Some
countries have done this by sending a printed copy to every qualified
nurse, as well as to interest groups. It may be desirable to prepare a sim-
plified version for the non-nursing audience. Nurses may organize pub-
lic meetings, hold press conferences, and prepare messages for newspa-

159



pers, magazines and television and radio programmes. Reactions to the
plan should be recorded, and written feedback requested by a specific
deadline. The consultation process helps:

e to encourage widespread debate on issues that are of great public
interest;

e to ensure that all relevant perspectives and views are considered;

to raise people’s awareness and understanding of nursing;

® to attract support from nurses themselves, the public, and politicians
and policy-makers;

® to inspire positive thinking and action;

e to highlight areas of difficulty and of special interest;

¢ to help the leadership group to review, revise and improve the plan;
and

e to identify more clearly how the plan can be implemented.

Stage 4. Finalizing the plan

Once the consultation process is complete, the group should meet again
to review it and discuss its implications. The group should look at the
written responses and any other formal or informal feedback received.
It should look again at the plan and review the priorities. Do they still
appear feasible in the light of the feedback? At this stage, if the group
is confident that the plan will be acceptable to its target audience, it may
arrange for the final version to be printed and distributed as widely as
possible, as agreed in the communication plan.

The national action plan for nursing needs to contain a detailed
work programme. This can be attached to the main document, or issued
later as a supplement. It should outline the next steps for the implemen-
tation of the short-term priorities, say, for the next year: what is to be
done, by whom, when and with what resources. The programme should
clearly show how these steps can be linked with or be part of other
health care initiatives.

The group may feel that this task belongs to the people who will be
responsible for implementing the plan, who may or may not be members
of the group itself. If a new group for implementation is more appro-
priate for the task, it should have overlapping membership with the lead-
ership group and consult it closely. The decision will depend on each
country’s situation. One option is for the leadership group to become an
official (e.g. ministerial) advisory group or steering committee to over-
see or advise on implementation. The specific activities in the plan will
undoubtedly be the responsibility of many different groups, and these
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responsibilities need to be set out clearly and negotiated with the groups
concerned.

Finally, whether or not the group will continue to meet, its members
should celebrate the important journey they have made together.

Stage S. Implementing the plan

A continuing review process needs to be established for national strate-
gic planning in nursing. No matter how good the plan, it will always
need modifying in the light of experience, especially in countries that
are undergoing rapid change and where the future is unpredictable. De-
cisions need to be made — perhaps through recommendations from the
planning group — about how and when to assess progress, celebrate the
achievements and draw up the next phase of the plan. Evaluating the
outcomes of the plan is a difficult but essential issue to tackle.

Implementing the plan is a large and complex topic that cannot ful-
ly be explored here. (A further paper is needed, summarizing the exten-
sive experience and literature already available.) It involves great skill
in leadership and management, especially the management of change.

WHAT GOES INTO A NATIONAL ACTION PLAN?

The content and format of a national action plan for nursing will vary
from country to country; there is no perfect blueprint. Depending on the
circumstances, a plan could include some or all of the following items:

1. introduction, including messages of support from key figures, such
as the health minister, and acknowledgement by name of all the peo-
ple and organizations that have helped the project;

2. scene setting, including a description of the current situation in
health and nursing;

3. a description of the vision for nursing, including its role in various
health care settings, and the expected benefits for patients and soci-
ety;

4. a list of priorities for action, which can be organized in different
ways (including grouping under subject headings such as practice,
management and education; grouping under functional headings
such as PHC and hospital services; or expression as targets, stan-
dard statements or goals);

5. the steps to be taken to achieve each priority, including activities,
time-scale, resources and responsibility for implementation;
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6. a description of the methods to be used to review progress and eval-
uate outcomes; and

7. .contact names and addresses for those who want to become more
involved, obtain more information or make comments.

PROGRESS SO FAR: SOME NOTES FROM COUNTRIES

Countries are at various stages in the development of national action
plans. As mentioned, this is a global movement, not just a European one.
Evidence collected by WHO suggests that the scope and purpose of the
plans also vary. Some countries, such as the United Kingdom, have de-
veloped comprehensive strategies, including targets for practice, educa-
tion and management. Others take a more narrowly focused starting
point; for example, Greece proposes starting with the establishment of
a national council for nursing development. In addition, strategies are
being developed at subnational or regional level. All four parts of the
United Kingdom have developed their own strategies; some cantons in
Switzerland have specific nursing plans, as do some provinces of Spain
and some oblasts in the Russian Federation, such as Tyumen. Accord-
ing to their replies to a 1994 survey conducted by WHO headquarters,
the following European countries have developed and adopted plans:
the Czech Republic, France, Greece, Hungary, Kazakstan, Latvia,
Lithuania, Poland, Sweden, Slovenia, Turkey and the United Kingdom.
WHO also knows of development activity in this area in Belarus, Bel-
gium, Croatia, Estonia, Finland, Kyrgyzstan, the Netherlands, Romania,
Slovakia and Tajikistan, and work beginning in Armenia, Bulgaria,
Georgia, the Republic of Moldova, Turkmenistan, Ukraine and Uzbek-
istan.

Some examples of the ways in which three countries have tackled
the need for strategic planning are given below. The descriptions are not
comprehensive or detailed, but intended both to give a flavour of differ-
ent approaches and to encourage countries to document their own de-
velopments in case studies.

England

In 1989, the Nursing Division of the Department of Health (England’s
equivalent of a health ministry) issued a unique blueprint for the pro-
fession entitled 4 strategy for nursing (14). Designed to be an integral
part of government health policy, it was widely circulated and debated
within nursing and midwifery. Mindful of the changes facing the pro-
fessions, a seminar chaired by Anne Poole, then government chief
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nurse, highlighted ten key issues ranging from the reform of nursing ed-
ucation to the management of standards of practice. A steering group
was appointed with wide representation from different branches of the
professions. It took the work forward and produced 44 targets for action
under the headings of practice, personnel, education, and leadership and
management.

After the strategy document was launched there were many changes
in NHS policy, producing a host of innovations. The new chief nurse,
Yvonne Moores, thought it timely to consider the implications of these
changes for nursing and to provide a new framework for nursing, sum-
marized as A vision for the future: the nursing, midwifery and health vis-
iting contribution to health and health care (15). This 1993 document
set out 5 key areas and 12 targets. The first year’s activity was moni-
tored; a survey showed that good progress had been made towards some
of the targets, but that more work needed to be done (/6). Three project
development sites were selected because of their involvement in the im-
plementation of the steering group programme. Each was to examine a
different aspect of the national action plan and report on the progress
made.

Estonia

Nursing leaders from Estonia were introduced to the idea of national ac-
tion plans at WHO meetings. They expressed keen interest in working
on their own plan and, with encouragement from the chief nurse, Ester
Puusepp, the Minister of Social Affairs agreed to include the project in
the 1994/1995 medium-term programme of cooperation between WHO
and Estonia, thus securing some funds to start the activity, Following
discussions, it was agreed that WHO and the chief nurse would arrange
a workshop to take forward the ideas and strategies developed at WHO
meetings.

Estonia was already developing strong nursing networks. It had es-
tablished an NNA, and reforms in nursing education and practice were
being initiated, sometimes with the help of nurses from neighbouring
countries such as Finland and Sweden. These activities were not yet well
coordinated, however, and there was no recognized leadership group in
nursing, It was decided to use a WHO workshop to create a leadership
group. Using the WHO guidelines, the chief nurse identified 20 nursing
leaders: nurses, midwives and doctors from health service management,
practice, education, the NNA and the Estonia LEMON Group. The
group met before the workshop to prepare, and materials were translat-
ed into Estonian and circulated in advance. With WHO's help, links had
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been established with a group of nursing leaders in Finland who were
also embarking on the development of a national action plan; these lead-
ers helped to develop the workshop programme and acted as facilitators.

The workshop, held in May 1995 and led by the WHO Regional Ad-
viser for Nursing and Midwifery, Jane Salvage, was evaluated by par-
ticipants as extremely successful. It helped them to clarify their visions
and goals, and to formulate specific objectives. It also introduced them
to democratic planning processes and ways of achieving consensus
through open discussion and acknowledgement of different perspec-
tives, not only by discussing this in theory but by using it as the work-
ing method of the workshop. A group was formally established to carry
forward the work, with members drawn from among the participants,
and specific themes were identified as priorities for work by subgroups.
The participants agreed on a programme of future meetings and decid-
ed that the Finnish experts would be consulted on particular issues as
the need arose. They forwarded their recommendations to the Minister
of Social Affairs, including a request for administrative and financial
support in developing the national action plan. They agreed to publicize
the outcomes as widely as possible, and both Ms Puusepp and Ms Sal-
vage discussed the issues in the national mass media. (There was
widespread interest in nursing at that time as Estonian nurses were
threatening strike action over pay.)

The new group met again less than a month later to draw up more
detailed plans and establish subgroups to look at education and training,
leadership and legislation, terminology in Estonian, and practice stan-
dards. A timetable of meetings was agreed until the end of 1995. The
chief nurse reported that there had been two radio broadcasts to intro-
duce listeners to the objectives and results of the seminar, which were
followed by numerous approving phone calls. Nurses were also invited
to give talks in different institutions. The activity looks set to continue
and flourish, and has been included in the 1996/1997 medium-term pro-
gramme of cooperation between WHO and Estonia.

Finland

In 1994, with WHO support, Finnish nurses set up a nursing expert group
to develop a strategic plan for their country. It was felt that the achieve-
ments and energy of the 1980s, when a strong nursing plan was developed
as part of the overall strategy for health for all, were being lost in the
1990s and that a fresh start should be made. The secretariat for the new
initiative was based at the National Board for Research and Development
in Health (STAKES). Work began with the compilation of a country nurs-
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ing and midwifery profile for Finland, as suggested by WHO, to bring to-
gether systematically data that had not previously been assembled. The
completed profile would be disseminated to a wide audience and re-
viewed at intervals to assess progress. Meetings of the expert group have
been held with wide representation — of practice, education, research, ad-
ministration and regional nurses — to identify and discuss problems.

The strengths of the process were the commitment of those in-
volved, open discussion, good working relationships with the Ministry
of Health, and an awareness of possible difficulties. The weaknesses
were the already busy lives of the group members, difficulties in col-
lecting data for the profile, an absence of nursing statistics, the inter-
pretation of concepts and the slow (albeit rewarding) process of creating
a new culture and building a common vision. The aim was to have a real
tool, not a paper exercise, following the guiding principles of patient-
centred care, continuity, promotion of health and cost-effectiveness. It
was hoped that the draft plan would be completed by the end of 1995.
Efforts would then be made to gain acceptance of it through such means
as publications and a Delphi survey.

CONCLUSION

In drawing up a national action plan, it may be useful to look at exam-
ples from other countries. Plans drawn up by other health care groups,
commercial companies and other organizations may also provide ideas
and interesting comparisons, because the steps described here are those
that many organizations and groups follow. Articles describing the pro-
cess of strategic planning can also be helpful; a group may wish to help
others by writing about its experiences.

Working on a national action plan for nursing does not solve all the
profession’s problems, but it helps in many ways. The longest journey
starts with a single step, and every traveller should know in which di-
rection to set off — and take a map and compass along.
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C

The role of nurses and
midwives in government
Colin Ralph, Jane Salvage & Ruth Ashton

Every country needs nurses and midwives in recognized leadership
roles at the national level. Such leadership positions exist or should be
created in regulatory bodies, health services, education and research in-
stitutions, national professional associations, trade unions, nongovern-
mental organizations and, by no means least, government. The WHO
Regional Office for Europe is often asked to provide guidance on the
role and functions of nurses and/or midwives working in government,
usually in health ministries or their equivalent. Countries that already
have such posts are concerned to make them more effective. Some
countries that lack them want help in considering how to establish roles
‘relevant to their particular setting.

WHO policy clearly advocates the strengthening of nursing and
midwifery leadership in government at the national level, but to date the
Organization has not produced specific guidelines to help countries put
the policy into practice. This chapter aims to start filling that gap. It ex-
plores the current situation, the existing policy statements, the rationale
for such positions, their functions and some of the issues that arise. The
first part of the chapter looks more specifically at the government chief
nurse, while the second part focuses on the contribution of midwifery to
policy-making and action at the national level - a linked but separate de-
bate. Chief nurses may carry the responsibility for midwifery in, some
countries, while others have chief midwife positions. Nursing and mid-
wifery are separate professions in some countries and united in others,
and the issues raised in the two parts of this chapter are largely relevant
to both. We take no view on the desirability of having a chief midwife
or similar position, but the principles advocated will be of help in any
debate on the nature of that function, once its importance has been rec-
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ognized. Such debate should take place in every country. For the pur-
pose of this chapter, however, the specific issues relating to midwifery
must not detract from the importance of the debate on the government
chief nurse.

Another question that flows logically from these debates is the issue
of central government and its role in increasingly decentralized health
care systems. Should WHO be advocating the need for nursing and mid-
wifery positions in government at a time when many ministries are be-
ing reduced in size and scope, and are changing their roles in dramatic
ways? We address this question below.

THE CURRENT SITUATION

The term chief nurse is used here as a generic title to denote the most
senior nurse in government — in other words, a person employed in a
nursing capacity in the health ministry (or equivalent) and providing a
focal point for nursing (and possibly midwifery) within the ministry
(see pp. 25-29 in Part I). Some health ministries also, or as an alter-
native, employ nurses and/or midwives in certain departments to work
on specific programmes or to provide advice and direction on specific
issues. Most often they are found in ministry departments of education,
human resources, health services or maternal and child health. These
nurses and midwives — important though their positions are — are not the
focus of this chapter, which is concerned primarily with the issue of pro-
fessional leadership.

The title role and functions of the government chief nurse vary be-
tween countries. They are influenced by many factors, including the
country’s political agenda, the attitude of permanent officials of the
ministry such as the chief medical officer, the strength of organized
nursing and midwifery and the regard in which they are held. Another
major influence is the country’s administrative structure, which affects
the strength or weakness of central government functions. Such factors
have been responsible, in whole or in part, for the huge diversity be-
tween countries. At best, some ministry nursing and midwifery posi-
tions have great authority and responsibility; at worst, there are no such
positions and nursing and midwifery have no formal means of con-
tributing to the work of government.

It is difficult to give accurate information here about the current po-

sition in the European Region. Some countries have stable chief nurse
posts, but in many others — especially at this time of rapid political and
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social change — posts are being disestablished, re-established soon after,
or left vacant, or their functions temporarily handled through ad hoc ar-
rangements. According to data available at the time of writing, the
Member States of the WHO European Region can be divided into sev-
eral broad groups, although the categories are loosely defined and
sometimes overlap:

e thirteen countries with ministries that have maintained as a tradition
or recently reintroduced a chief nurse post with a recognized execu-
tive function (Croatia, the Czech Republic, Denmark, Hungary, Ice-
land, Israel, Poland, Slovakia, Slovenia, Spain, Sweden, Turkey and
the United Kingdom);

e four countries with a chief nurse in the ministry whose role is main-
ly advisory (Belgium, Finland, Malta and the Netherlands);

e cight countries whose ministry’s structure was based on the Soviet
model, in which the post of chief specialist for nursing was common
(and often occupied by a feldsher), and that have retained or rein-
troduced this role (Estonia, Georgia, Kyrgyzstan, Latvia, Lithuania,
Tajikistan, Turkmenistan and Uzbekistan);

e cight countries whose ministries have no chief nurse post or unit but
have one or more nurses or midwives working in other departments
(Albania, Bulgaria, France, Ireland, Italy, Norway, Portugal and Ro-
mania);

e two countries with federal systems, authority decentralized to
provinces or cantons, and only small ministries with no nursing post
(Germany and Switzerland); and

e thirteen countries with no nurses or midwives employed in the
health ministry at all (Armenia, Austria, Azerbaijan, Belarus,
Bosnia and Herzegovina, Greece, Kazakstan, Luxembourg, the Re-
public of Moldova, the Russian Federation, San Marino, The Former
Yugoslav Republic of Macedonia and Ukraine).

It is interesting to compare these WHO data with those collected in the
global study of chief nurse positions in national ministries of health by
Splane & Splane (7). Between 1985 and 1993, they noted the existence
of these positions in health ministries in 19 countries in Europe and an-
other 79 worldwide. At first sight, the number may seem to have re-
cently declined in Europe. Splane & Splane, however, apply their “chief
nursing officer” (CNO) broadly, to nurses carrying positions with a va-
riety of designations and with considerable differences in reporting
relationships and responsibilities.

Splane & Splane (/) sum up well the difficulty of mapping any
trends in the creation or dissolution of chief nurse posts:
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If the list [of countries with a CNO] were of all countries that had estab-
lished a CNO position at any time in their history, it would have been con-
siderably longer. ... This is an indication of the non-static nature of the
CNO Movement: at a given time CNO positions are in the process of be-
ing established; a number of existing CNO positions are performing near
the optimum level; and some are threatened with downgrading or elimina-
tion.

In the European Region, two possible trends can be discerned, and
we offer them here as tentative conclusions that require much more ex-
tensive analysis. First, in some western countries, the introduction of
general management structures and the increasing predominance of
career administrators have weakened health professionals’ leadership in
ministries. Conversely, in some of the CCEE and NIS, the role of chief
nurse is gaining new strength in response to the perceived urgent need
to improve the quality of health care.

Many health ministries, as mentioned above, employ nurses and/or
midwives in different departments or divisions; indeed, some are em-
ployed by other ministries such as those responsible for labour or edu-
cation. Important as these roles may be, they are not the main subject of
this chapter. People in these positions are rarely, if ever, in charge of
their own department and very often report to a doctor; they do not take
the lead in nursing/midwifery policy or management, but contribute to
other functions or programmes. Splane & Splane (1), calling this ar-
rangement the dispersal model, summarize the situation well:

[These nurses] may exercise some influence on policy and management as
part of multidisciplinary teams and, in certain situations, they may be the
team or programme leader. Although relatively senior in such instances,
they remain at a distance from central decision-making. Moreover, with the
nurses dispersed throughout its various programme units, the ministry
lacks a focal point for nursing.

In some countries, those in such positions have tried to strengthen the
voice of nursing through a network of all nursing or midwifery col-
leagues in ministries. This seldom seems to succeed, for various rea-
sons:

e such a network is difficult to organize and maintain;

e it is not encouraged by other colleagues, who see it as divisive;

e there is no clear authority or leadership, and anyone attempting to
take the lead may be viewed with suspicion; and

e people’s loyalty lies primarily with their own team or division.
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The post of chief midwife is found in a few countries, but more of-
ten the person with responsibility for midwifery reports to the chief
nurse, or is based in a ministry department of maternal and child health
reporting to a chief obstetrician. According to replies to a 1994 survey
by WHO headquarters, only two countries in the Region reported hav-
ing a chief midwife post (Armenia and the United Kingdom), and one
reported having a combined chief nurse/chief midwife post (the Czech
Republic). The subject requires further research.

EXISTING POLICY STATEMENTS

The linked issues of professionals’ leadership positions in government
and the nursing and midwifery contribution to developing health plans
and policy have received some attention from WHO and other agencies
in recent years. In 1989 the World Health Assembly urged WHO Mem-
ber States to encourage and support the appointment of nursing person-
nel in senior leadership and management positions, and to facilitate
their participation in planning and implementing the country’s health
activities (2). Three years later, the Health Assembly adopted resolution
WHAA45.5 (2) urging Member States “to strengthen managerial and
leadership capabilities and reinforce the positions of nursing and mid-
wifery personnel in all health care settings and at all levels of service,
including the central and local services of health ministries ..., and “to
ensure that the contribution of nursing and midwifery is reflected in
health policies”.

These issues were already being explored worldwide, as well as in
the European Region. The first WHO European Conference on Nurs-
ing, held in Vienna in 1988, recognized the need for nurses to develop
roles as partners in decision-making on the planning and management
of national health services (3). Subsequent international meetings of the
European anglophone and russophone networks of government chief
nurses, which WHO founded in 1989 and 1993, respectively, debated
this at length and produced further statements. (The networks are now
known as LINK.) In addition, the Fourth Meeting of European Govern-
ment Chief Nurses and WHO Collaborating Centres for Nursing and
Midwifery, which was held in 1994 with participants from 32 Member
States (see Annex 3), urged countries to ensure that the professional and
corporate contribution of nursing leaders was recognized and encour-
aged in ministries of health (4).

Nursing leaders from the CCEE and NIS, where nursing is in gen-
eral less autonomous and less respected than in other countries of the
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Region, are now paying particular attention to the issue. The person re-
sponsible for nursing in health ministries is often a doctor, and it is not
yet seen as axiomatic that nurses and midwives should take the lead in
policy- and decision-making for their profession, although this is grad-
ually changing. The First WHO Meeting of Government Chief Nurses
of the Newly Independent States, held in Kazakstan in 1993, identified
the need for the position of chief nurse in ministries of health and for
each country to develop a national action plan for nursing (see Annex
1). The Second Meeting, held in 1994, recommended that each country
establish or, where appropriate, enlarge the nursing department of each
health ministry (5). The Third Meeting, held in 1995, was the first at-
tended by teams of leaders from all 15 NIS, and again the issue was
prominent. The meeting statement (see Annex 4) said that the develop-
ment of nursing and midwifery required strong leadership from within.
Chief nurse and chief midwife positions in the health ministry must be
occupied by a qualified nurse, midwife or feldsher and have appropri-
ate staffing and budgets. Where no such positions exist, they should be
created as soon as possible.

Other leading international organizations have made similar recom-
mendations. For example, in 1991 ICN urged governments to recognize
and capitalize on the experience of nursing managers, and to educate
nurses to fill management roles at the country level (6). In 1993 the
Commonwealth Secretariat (7), in its action plan for nursing, identified
the need to recognize and strengthen the government-level nursing pol-
icy function in each country, in order to “provide informed intelligence
on nursing practice and management to ministers and others”. It stated:

Nurses and midwives must play a full part in key policy and planning de-
cisions. The knowledge which comes from their practice places them in a
privileged position to bring to decision-making at ministerial and senior
government level, and to boards of management of health services in the
public and private sectors, that perspective of service delivery without
which decisions are often flawed.

This followed recommendations made by the Commonwealth chief
nurses and professional associations at their 1992 conference in Malta.

Since the issue has so frequently been debated, and been the subject
of recommendations and statements, the question arises as to the impact
of all this discussion on actual practice. This is difficult, perhaps im-
possible, to summarize. In the last few years, chief nurse posts have
been re-established or strengthened in at least eight European countries,
and perhaps part of the credit for that can be given to WHO for its con-
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tinuing advocacy. Such a claim is anecdotal, however; almost no re-
search has been carried out on the role or the trends in its development.
A notable exception is the study by Splane & Splane mentioned above
(1). They collected data using a variety of methods over an eight-year
period, including visits to 50 countries and interviews with over 90 past
and current chief nurses. They concluded that all governments should
establish a senior nursing position in their ministries of health, as the
requisite means of promoting the best utilization of nurses in improving.
the nation’s health.

Splane & Splane also traced the history of the role. They note the in-
fluence of WHO in what they call the “CNO Movement”, and how nurs-
ing’s position in WHO itself has waxed and waned at different times (1):

WHO continues to represent both the greatest challenge and the greatest
opportunity for advances in nursing and for the forward advance of the
CNO Movement. ... The goal is to restore WHO’s recognition of the role
of nursing in world health to the place it held in WHO’s first quarter cen-
tury.

THE CHIEF NURSE

Rationale for the role

WHO and other organizations clearly advocate the need for chief nurse
positions in government. It would be inappropriate, however, to propose
a blueprint for the role and functions that could be applied in each coun-
try. A prescriptive approach could reduce the potential success of such
roles, as national, political and cultural considerations must be taken
into account. Nevertheless, we set out here the rationale for the creation
and continuing existence of chief nurses, with a description of the key
elements that endow them with the necessary characteristics to influ-
ence health policy and lead and develop the profession. At this stage of
the debate, generalities are needed, to capture the important elements
that justify the need for the role. More specific questions (such as
whether the chief nurse should have executive responsibility or an advi-
sory role) are secondary. The primary issue is securing an effective
nursing contribution to health policy and the development of nursing,
and therefore to the people’s health.

There can be only one rational argument for the existence of a gov-
ernment chief nurse: that the nursing profession makes a major contri-
bution to people’s health and health care and is therefore an integral and
vital asset to the health care system. It follows that health ministries
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should recognize this asset and secure the contribution of suitably ex-
perienced and able nurses at a senior level to translate the nursing con-
tribution to health into policy terms. This will ensure that a nursing con-
tribution enriches the development and implementation of health policy,
and the management of health systems.

The nature of the nursing contribution to health care varies between
health systems but, in every country, disease and ill health are
widespread, health promotion is necessary to improve health gain, and
people of all ages who are ill and/or vulnerable require skilled nursing
care in addition to medical attention. Various factors determine the con-
tribution that the nursing and midwifery profession is permitted to make
in each country; these include the traditional role of the profession, its
relationship with the medical profession and its degree of public recog-
nition. In turn, these matters are influenced by the position of women in
society and their access to educational opportunity and to senior posi-
tions in the health, social and political systems, as well as the degree to
which the profession has been able to organize itself as a collective body
with agreed aims and plans. While the nursing profession may have a
different history in each country, the restraining factors are common to
all countries. The constant need for nursing requires health policy to be
sensitive to people’s needs for such care, and provides the rationale for
establishing a chief nurse post in every health ministry.

The rationale requires further elaboration to clarify the purpose of
the role. This is to ensure a nursing contribution to the development of
health policy, to lead the profession, and to assist the ministry in its
work for the benefit of people who depend on nursing when their health
is compromised. The purpose is not to advance or represent the profes-
sion at the ministry for the sake of the profession. A chief nurse is like-
ly to have an effect in advancing the profession as a leader of nursing in
her or his country, but this is secondary, and justified only if it serves
the primary purpose of the role. Various secondary effects of a chief
nurse’s work may benefit the health system and the profession, such as
systematic information gathering through networks, testing the min-
istry’s proposed plans with other leaders of the profession, and improving
education or working conditions for nurses. Nevertheless, the primary
purpose of the role must always be clear. Any proposed initiative by a
chief nurse should be tested by asking whether it is in the public inter-
est, to benefit society. Put more clearly, the primary purpose is to serve
the public good, not the interests of the profession.

Other arguments may be used to justify the role of chief nurse, such
as the large number of nurses in a country, the cost of nursing as a pro-
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portion of the health budget, and the need for nursing to have a voice at
the health ministry. These arguments alone provide no real justification
for the role. The nature of the nursing contribution to the health care
system provides the single rational argument, the only one likely to be
sustained in the face of political, administrative or other challenges.

The ministry of health

The ministry of health is a complex environment in which the chief
nurse must learn to function effectively. In many cases she or he has had
no previous experience of government service, having often been ap-
pointed from a senior health service or education post. In countries
where the role is not yet established, very few, if any, potential chief
nurses have experience of work in government. This creates a special
need to prepare nurses for the role, and to support and develop chief
nurses once in post. The following factors are some of those that influ-
ence their work.

In some countries, politicians appoint senior officials; thus, as
politicians change, officials may also change. The political agenda
largely determines the priorities and plans of the health ministry. Per-
manent officials strongly influence how and by whom the work of the
ministry is carried out, how officials are appointed and how the work of
departments is supported. Other professional staff — such as the chief
medical officer or the head of human resources — also influence the
work and priorities of the ministry and its staff. Ministry employees are
appointed to serve the government, and are required to be loyal to the
government and, often, to promote its policies. In addition, government
servants are expected to adopt the values of government service. This
can create a particular challenge for chief nurses, who need to interpret
professional events and dilemmas in the world outside the ministry to
the people within it. A chief nurse who is perceived within the ministry
as an advocate of the profession — and not the public good — may see her
or his contribution disregarded or role endangered.

These circumstances contribute to a challenging environment and a
complex set of working relationships. They can also create conflict for the
chief nurse. For example, how does she or he respond when the ambitions
of the government do not coincide with those of the profession? This
illustrates the complexity of the role and the personal tensions it can gen-
erate. The chief nurse is a government servant, but also needs to be perceived
as a leader by the nursing community in order to influence professional
development. Reconciling these different and sometimes apparently con-
flicting perspectives and expectations requires great personal skill.
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The positional power of the chief nurse within the structure and orga-
nization of the health ministry is of considerable importance. A chief
nurse appointed to a senior level, with access to the most senior officials
and, critically, to the minister, is more effective than one appointed to a
lower level with no such access. The relative influence of the division or
department in which the chief nurse is based is another factor. Often
linked with this, the size of the budget and the extent of administrative and
professional staff support are also important influences on effectiveness.

A factor of increasing importance is the changing role of ministries
of health. Sociopolitical trends such as the decline of communism and
the dominance of right-wing economic ideology have combined — right-
ly or wrongly — to discredit the role of the state and central government
in civic life. All over Europe, the power to make policy, hold the purse
strings and manage health services is being devolved to lower, more lo-
cal levels. Even where ministries have retained nominal control, this
may simply be disregarded, especially in the current volatile state of
some countries, which have weak or even bankrupt ministries that lack
the means to enforce their decisions. Nearly all ministries have made
heavy staff cuts in recent years, and nursing and midwifery positions
have been among the casualties in some countries. The ministry’s and
the chief nurse’s authority to establish policy and insist that specific
measures are carried out nationwide may well be seen as anachronistic
and undesirable, and may be challenged. Increasingly, concerted action
is achieved not by decree but by negotiation, consensus and alliance
building. Ironically, it is also true that coordination and inspiration from
the centre, and even control in specific areas where public safety and
welfare are involved (such as educational and practice standards, or the
registration of practitioners) are even more needed today.

The issues are too complex to be discussed at length here, but the im-
plications for nursing leadership roles should be noted and debated fur-
ther. In particular, how can the right balance be struck between desirable
local autonomy and fragmentation or anarchy, and between national vi-
sions, goals and frameworks and the best local solutions? A balance also
needs to be struck between achieving the goals of the government of the
day, and achieving those agreed by consensus among all stake-holders.
Ideally, the chief nurse works not as the top of a hierarchy but as a coor-
dinator, facilitator and catalyst of the country’s nursing leaders.

Role and functions of the chief nurse

Some of the influences on the chief nurse’s role have already been dis-
cussed. In some countries, the chief nurse has nursing colleagues to pro-
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vide assistance, and other staff to manage. In others, she or he may have
executive responsibilities in addition to those for nursing, or an execu-
tive nursing role rather than an advisory one. Splane & Splane (/) give
a full description of these two models: the executive and the advisory. It
would not be appropriate to select one as a WHO recommendation,
since neither would suit all countries. The following description of the
chief nurse’s role and functions is based on the primary purpose de-
scribed earlier, and should be seen as a check-list to be reviewed, ap-
plied and adjusted according to the needs of each country.

The reader should note one further point before studying the check-
list. The creation or existence of chief nurse posts do not guarantee their
continuation. Even in countries where the role is well established, the
need for its existence is challenged from time to time and there is no
room for complacency. Strategies are required not only to enable posts
to be created, but also to secure their continuing existence and effec-
tiveness. The development of such strategies is not directly the subject
of this chapter, but it is a matter that requires attention, and one key el-
ement must be emphasized here. The chief nurse should recognize that
her or his contribution must be seen to be of value to ministers, officials
and the work of the ministry. She or he will encounter a number of key
people inside the ministry, as well as others outside, who have differing
expectations. Along with the environment and relationships within the
ministry itself, this poses a particular challenge: one way to meet it is to
create alliances within and outside the ministry that will enable her or
him to operate effectxvely, to meet these conflicting expectanons and to
sustain the role in the face of any threat.

The check-list below sets out the key functions and the most desir-
able arrangements for the chief nurse to make a positive impact on the
health ministry and its work. It may take time for each element to be
achieved, and stages may need to be identified to improve and strength-
en the role over time. Patience and determination are just two of the
qualities required for sustained success. The check-list is not exhaustive
and is presented for debate and refinement. It may be used as a basis for
drawing up a post description.

Check-list

The chief nurse is the leading nursing expert in the health ministry and
is responsible for providing the professional nursing contribution to
health policy, planning and programmes. The chief nurse leads the de-
velopment of the profession in the interests of health care, and assists
the ministry in developing and managing the health care system. As a
minimum, the role has advisory and consultative, leadership, intelli-
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gence-gathering and liaison functions. Further, specific organizational
requirements are necessary if the chief nurse is to make an effective
contribution.

The advisory and consultative function
The chief nurse advises and is consulted by:

1. the health minister and senior officials on all matters relating to
nursing;

2. the health minister and senior officials on all aspects of proposed
health policy, plans and programmes that have implications for nurs-
ing; and

3. ministers and officials of other ministries (such as those for welfare,
education and the environment) on all issues that may relate to or
have implications for nursing.

The leadership function — strategy
The chief nurse provides:

1. leadership in the development of strategies and of a national action
plan for nursing to increase the positive impact of nursing on health,
acting as convenor of the national group of nursing leaders;

2. an expert nursing contribution to national health policy, plans and
programmes; and

3. strategic leadership and overall direction for the profession through
alliances and influence.

The leadership function — practice
The chief nurse leads:

1. the preparation of a statement of purpose for nursing to promote the
optimal contribution of nurses to the health system;

2. Iinitiatives to establish criteria for assessing, improving and re-
searching standards of nursing practice and care; and

3. initiatives to establish the effect of nursing on health gain and the ef-
fectiveness of nursing practice and care.

The leadership function — education
The chief nurse leads:

1. initiatives to ensure that the standard of nursing education is at least
comparable to that of education for other health professions, and
that it meets WHO recommendations and other appropriate interna-
tional directives and guidelines;
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initiatives to ensure the necessary focus on primary and secondary
health care; and

initiatives to improve standards of schools and colleges of nursing
and the preparation of teachers of nursing.

The leadership function — legislation, regulation and registration
The chief nurse leads:

initiatives to ensure that new laws relating to nursing are prepared
and existing laws reformed, to enable the potential nursing contri-
bution to health care to be realized in full;

initiatives to collaborate with the medical profession and others to
ensure that nurses’ scope of practice enhances and develops, not
constrains, the nursing role;

Initiatives to assist the profession’s regulatory body in developing a
code of conduct and practice and, where a regulatory body does not
exist, to promote its creation; and

initiatives to ensure that a register is maintained of all nurses trained
in the country and all nurses migrating from other countries, and
that it is kept up to date and developed as a tool for human resource
planning.

The intelligence-gathering function
The chief nurse:

receives and interprets information from within the health ministry,
and from other ministries when relevant, on proposed health policy,
plans and programmes;

receives and interprets statistical and other information on health
services and human resources in health care, including medical,
nursing and auxiliary staff;

receives and interprets information from the profession, the health
and educational systems and other sources relevant to the range of
the chief nurse’s functions; and

alerts the minister and officials to events within or beyond the pro-
fession that may require attention, including relevant policies and rec-
ommendations produced by national and international organizations.

The liaison function
The chief nurse liaises with:

the health minister and officials to ensure an adequate flow of in-
formation;

2. other ministries as necessary;
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3. leaders of the profession’s representative, educational and regulato-
ry organizations;

4. key nursing and other staff throughout the health system to ensure
an adequate flow of information; and

5. international organizations relating to nursing, including WHO and
ICN, and chief nurses in health ministries in other countries.

Organizational requirements

To work effectively, the chief nurse has requirements of an organiza-
tional kind. These include authority, access, organizational position and
support as set out below.

Authority

The chief nurse should have — and be seen by others within the ministry
to have — the authority and approval of the minister and/or the most se-
nior officials to carry out the full range of functions of the role.

Access
The chief nurse requires access to:

1. the minister and senior officials, including the chief medical officer
on all professional matters and on matters that may have implica-
tions for nursing;

2. all papers and other sources of information, both within the ministry
and elsewhere, relating to the chief nurse’s range of functions;

3. staff of the ministry of health and other ministries whose work is re-
lated to the range of functions;

4. leaders and organizations outside the ministry as necessary;

nurses and others within the health system as necessary; and

6. all papers and other sources of information from international and
other national organizations relating to nursing.

bl

Organizational position
The chief nurse should:

1. report to the most senior permanent official within the ministry;

2. be a member of the most senior group within the ministry that is
responsible for determining health policy and making decisions
regarding the health system;

3. be a member of the group responsible for managing the health ser-
vices; and

4. be a member of all groups that consider policy issues relating to the
chief nurse’s range of functions and that deal with international and
national matters that may have implications for nursing.
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Support
The chief nurse requires the following kinds of support:

1. assistance with role and functions from other nurses;

2. assistance from computer and information technology, statistical
and other experts, and administrative, library, secretarial and cleri-
cal staff; and

3. adequate financing to meet the requirements of the role and range
of functions, and the power to authorize expenditure from the bud-
get.

Personal characteristics

- It is inappropriate to be too prescriptive about the characteristics of
chief nurses. Effectiveness is often a personal matter, and success in a
role depends not only on formal qualifications and preparation but also
on the person’s intuitive, intellectual, interpersonal and presentation
skills. The following is therefore simply a guide to the desirable back-
ground and characteristics of potential chief nurses:

1. education in nursing-related studies to at least degree level;

experience in clinical nursing in primary and secondary health care;

responsibility, including experience in managerial and/or education-

al posts responsible for nursing services;

4. interest in nursing practice, education, management and research,
and in health policy;

5. intellectual ability to conceptualize and analyse options and issues;

6, political understanding of systems and processes and the politics of
organizations;

7. intuitive skill —a developed sense of intuition and sensitivity to both
hidden and disclosed agendas;

8. interpersonal understanding and the ability to develop collaborative
relationships, secure consensus and develop alliances;

9. facilitation skills — the ability to lead a team towards shared goals
and to help the team solve problems;

10. communication — the ability to communicate oral and written mes-
sages in a succinct and persuasive manner; and

11. presentation skills — the ability to speak with authority and to repre-
sent the profession with impact and influence.

W

The position of chief nurse is of great importance to ministries,
health systems and the profession. Meeting the demands of the role re-
quires the support of key people within the health ministry, and suffi-
cient authority and assistance. A chief nurse cannot succeed alone; the
support, assistance and cooperation of others are needed. The role of
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chief nurse; her or his relationships with others in the ministry, the pro-
fession and beyond; the culture of ministries of health; and the effect of
often conflicting priorities and demands call for exceptional ability. The
contribution of chief nurses is critical to the development and advance-
ment of the profession for the good of people in every country. It is
hoped that this chapter will assist in further refining the rationale for
and the key elements of this important role and its functions.

CONTRIBUTION OF MIDWIFERY TO POLICY-MAKING
AND ACTION AT NATIONAL LEVEL

This second section of the chapter explores and clarifies the contribu-
tion of midwifery to policy-making and action relating to maternity ser-
vices at the national level in health ministries or their equivalents. It sets
out the arguments for and elements of the role of an identifiable mid-
wifery function at that level, to facilitate the fulfilment of national goals
for safe motherhood and perinatal care.

Midwifery should be a particular and recognizable service within
the maternity services, and it should be available to all women: this is
the primary principle. No argument is made here for or against having
a chief midwife at the ministerial or policy-making level. A decision
about the nature of the person or people who provide a midwifery focus
to ministers or policy-makers depends on a number of different factors,
many of which are contained in the analysis of the rationale for and the
role and functions of the chief nurse. Nothing in this section should be
seen to detract from the contribution that other health professionals,
such as nurses or doctors, could or should make to the development of
national priorities, policies or plans for the provision of maternity care.

Background

WHO global and regional policies for health, including that of women
and children, contain a strong commitment to safe motherhood and peri-
natal care, and stress their priority in global, regional and national health
care programmes. The WHO policy for health for all, and the safe mother-
hood initiative and global and regional policies associated with it,
explicitly acknowledge the role of the midwife in achieving these priori-
ties.

The 1989 World Health Assembly urged that nursing and midwifery

be strengthened to support the strategy for health for all in resolution
WHA42.27 (2). The 1992 Health Assembly built on this foundation in
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resolution WHA45.5 (8), which restated its commitment to the promo-
tion of nursing and midwifery as essential health services in all countries
for the development and improvement of all health for all strategies. The
development of a strategy that recognizes and promotes midwifery as an
essential part of the maternity care would be a major component of a
national strategy for providing effective maternity services. The Assem-
bly identified key activities and called for action plans to incorporate
them.

The new WHO Mother—baby package (9) is a practical guide to the
operational and clinical processes that jointly lead to the improvement
of pregnancy outcomes. It sees midwifery skills as a vital component of
these processes. The document shows that implementation of the pro-
cesses requires the development of a national policy framework and ac-
tion plan, and that the plan’s success depends on high-level national
commitment, including that of political leaders and policy-makers at the
highest levels. These principles are important in the provision of mater-
nity services in any country, irrespective of the current state of its ser-
vices and outcomes, or its socioeconomic position.

The safe and healthy outcome of every pregnancy should be a ma-
jor priority in the health care policy of every country. The Mother—baby
package identifies the task that countries face if this objective is to be
achieved (9):

The challenge which now confronts decision-makers, health care planners
and managers, and health care providers is to ensure that every pregnant
woman has access to high quality essential care. ... In order to ensure that
as many pregnant women as possible have access to the essentials of care,
a balance will have to be achieved between what is absolutely critical for
all women and what would be ideal if circumstances permitted.

Every country is responsible for providing universally accessible,
high-quality maternity care to each childbearing woman. As part of this
responsibility, each country needs to define its priorities and rationalize
the service accordingly. The provision of care to an individual woman is
brought about through a complex mixture of policy, management, oper-
ational and clinical processes, and of the skills of many different peo-
ple, both in and outside the health care system, including policy-makers
and planners, managers, health professionals, educators, support work-
ers and others. The effectiveness of the service depends on achieving
cohesion between all these different elements. The ultimate responsibil-
ity for ensuring this cohesion rests with political leaders and policy-
makers.
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Government staff or policy-makers would benefit in several impor-
tant ways from an identifiable midwifery contribution when priorities,
policies and plans for maternity care are being addressed.

Role of midwifery

Midwifery is an integral part of a maternity service that is capable of
achieving national goals for maternal and perinatal care. It is an essen-
tial health service for the support and development of strategies for the
safety of mothers and the health of the nation. People with midwifery
skills are involved across the full spectrum of maternity care, from pri-
mary to tertiary level, which provides a unique overview of service pro-
vision. The skills of each midwifery practitioner play a key role in the
achievement of overall national objectives for maternity services, and in
the processes involved in achieving satisfactory outcomes to individual
pregnancies.

Contribution to the development of policies, priorities and plans

In any country the provision and shape of maternity services are defined
and determined at the national or policy-making level. As an essential
component of the maternity services, the provision and shape of the
midwifery service should also be defined and determined at this level
and must reflect the needs of the maternity service. Success will be im-
possible without a discrete, identifiable midwifery contribution to all
aspects of the development of a national strategy and plan of action for
maternity care.

Midwifery should play a significant role in defining priorities for
the maternity service. It is well placed to assist in defining priorities
against the resources available, and in rationalizing the provision of care
to achieve optimum results.

Midwives’ involvement in the full spectrum of maternity care places
them in direct contact with all personnel in the service and all the oper-
ational processes that support it. Midwives provide a unique knowledge
of the strengths and weaknesses of the service. If policy-makers are to
build into their strategies the processes to achieve cohesion, they will
need to utilize midwives’ experience interpreted through a national-lev-
el midwifery function.

Midwifery provides an understanding of factors that affect the out-

comes of differing levels and types of care and has a role in interpreting
the significance of maternity care data. Midwifery can assist in defin-
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ing the differing but complementary roles of other health professionals,
including doctors, and can contribute to discussions of national staffing
and skill needs and decisions.

Contribution to plans for maternity services
Fig. 1 provides a framework for the systematic development of the is-
sues that will shape the type of strategy and plans to meet each coun-

Fig. 1. Framework for developing a national policy, priorities
and an action plan for maternity services
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try’s needs for maternity services. It gives key areas to be addressed at
the national level in the development of policies, priorities and plans
and the process for implementing them. The following list from the
Mother-baby package (9) indicates some activities that should form a
part of this work (Table 1):

definition of national policy and guidelines
analysis of the situation and assessment of needs
preparation of national action plans

estimation of costs of implementation
identification of sources of support

preparation of detailed implementation plans
implementation of interventions

monitoring and evaluation.

PN BN~

Table 1. Key areas and activities for a midwifery contribution
at the national level

Key areas Activities

Maternal needs Situation analysis and needs assessment

Women’s health

Women’s and men’s
reproductive health

Family planning

Maternity services

Standards and quality

Monitoring and evaluation

Provision of maternity services: Definition of national policy and policy, priorities and ac-

" national policy, priorities tion plan guidelines Estimation of costs of implementa-
and action plan tion Preparation of detailed implementation plans Im-

plementation of interventions Monitoring and evaluation

Contribution to a midwifery action plan

The concept and process of developing national action plans for nursing
and midwifery are described more fully in Chapter 4. The action plan
for midwifery will be an effective component of the national action plan
for maternity services if:

e it is developed at or supported by the national level;
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e it reflects national policies, priorities and plans for the provision of
a maternity service aimed at improving maternal and perinatal out-
comes; and

e it strengthens midwifery in support of safe or safer childbirth.

Clearly, the responsibility for the national midwifery action plan lies at
ministerial or policy-making level. The development of the plan re-
quires a comprehensive knowledge and understanding of midwifery and
the midwifery service, and the part each plays in the provision of ser-
vices. This knowledge should be available through an identifiable mid-
wifery function at the national level. The implementation of the plan
depends on the extent to which it is realistic and accurately reflects the
service and circumstances of people with midwifery skills. The mid-
wifery contribution to planning has an important part to play in achieving
such realism.

Resolution WHA45.5 (8) calls on Member States to take eight steps
in strengthening nursing and midwifery in support of strategies for
health for all. These steps can easily be recast as activities for develop-
ing midwifery:

1. identifying needs for midwifery services, followed by the assess-
ment of the role and utilization of midwives;

2. strengthening managerial and leadership capabilities and reinforcing
the position of midwifery personnel at all levels of service, includ-
ing the central and local services of health ministries and the local
authorities responsible for the programmes concerned;

3. enacting legislation where necessary or taking other appropriate
measures to ensure good midwifery services;

4. strengthening education in midwifery, adapting educational pro-
grammes to the strategy and revising them where appropriate in or-
der to meet the changing care needs of the population;

5. promoting and supporting health services research that will ensure
the optimal contribution of midwifery to health care delivery;

6. ensuring appropriate working conditions to sustain the motivation of
personnel and improve the quality of services;

7. ensuring the allocation of adequate resources (financial, human and
logistic) for midwifery activities; and

8. ensuring that the contribution of midwifery is reflected in policies
on maternity services,

Fig. 2 shows a framework for the development of a national action plan

for midwifery based on these activities. It provides for a systematic and
comprehensive approach to key areas that should be developed within
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Fig. 2. Framework for developing a national action plan for midwifery
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the plan if the provision of maternity care is to benefit from the contri-
bution of midwives.

Characteristics of government midwifery personnel

Ministers and policy-makers will require that the providers of a mid-
wifery contribution to national policy have a comprehensive under-
standing of health, maternity and midwifery services, and can interpret
midwifery in terms of national policy as well as being able to identify
midwifery issues in the broadest sense. While the midwifery contribu-
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tion should be supportive of the role of midwives as a resource for
achieving successful outcomes to pregnancy, it should not promote or
protect the profession for its own sake. The professional and personal
experience and characteristics of midwifery personnel who work at
ministerial or policy-making level are likely to include the following:

e wide experience in midwifery practice, probably at primary,
secondary and tertiary levels;

e substantial experience at a senior level of management or edu-
cation;

e broad knowledge and understanding of the maternity services and
policy, and a knowledge of the wider health policies and services;

e experience of and ability to contribute to discussion and debate
on health and maternity care at the local and national levels;

e good skills in oral and written communication; and

e g¢ood interpersonal skills, including the ability to facilitate ef-
fective working relationships. '

CONCLUSION

This section has shown the need for and identified the elements of a
midwifery function in health ministries or equivalent policy-making
bodies. It has not dealt with the details of the role of midwifery person-
nel at this level, or the details of dealing with individual subjects and
key issues. This task would arise once the principle of the midwifery
function was established. It is hoped that the points put forward will
generate discussion that will lead to the further strengthening of mid-
wifery in support of safe childbirth in every country.
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B

“It ain’t what you do;
it’s the way that you do it”
Adele Beerling

INTRODUCTION

This chapter describes some of the work methods used by the staff of
the Nursing and Midwifery unit of the WHO Regional Office for Eu-
rope. It is hoped that their experience may prove useful to other groups
of nurses and midwives working for change in various settings. (An-
nexes 6-8 give specific tips on taking part in international meetings and
small group meetings and raising funds.)

We who work in the Regional Office Nursing and Midwifery unit
aim to help Europe’s nurses optimize their contribution to achieving
health for all. Given the widening gap in health status between countries
in the European Region, action for nursing development is urgent; giv-
en the size of the task and the limited financial and human resources,
the need for effectiveness is evident.

This chapter outlines our approach to achieving this aim. Notes on
a participatory approach are followed by a discussion of the use of pro-
ject management and notes on the motivation of our counterparts, espe-
cially those in CCEE and NIS. The chapter ends with a description of
the role of networks and the special characteristics of our work envi-
ronment. The old saw, “It ain’t what you do; it’s the way that you do it”,
indicates the importance of a well led process of change. The leading
principle is that the process must be open and flexible, maintaining con-
tinuity but allowing for change and innovation as needed.

For illustration, many examples are taken from unit activities, par-
ticularly an education activity managed as a project. For a good under-
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standing of the examples later in this chapter, a general introduction to
this project is needed.

LEMON project

The LEarning Materials On Nursing (LEMON) project is designed to
strengthen the contribution of nurses and midwives to health for all
through education at all levels — formal and informal, basic and contin-
uing. In the CCEE and NIS, and indeed in some other parts of the Eu-
ropean Region, the lack of materials to support educational activities is
a major obstacle to nursing development. Existing books, journals and
guidelines tend to be outdated and difficult to obtain, and usually fail to
address the needs of nurses and midwives.

In spring 1993, we therefore launched the LEMON project to pro-
vide a package of materials to all nurses and midwives in the CCEE and
NIS (about 2.5 million people) in their own official languages. Groups
in the countries have been involved from the start in selecting subjects
and useful existing material and have reviewed all draft chapters, along
with the international advisory group, which has members from eastern
and western Europe. The short-term aim of the project is to make a core
package of material available to as many nurses and midwives as possi-
ble; the long-term aim is for countries to become self-sufficient in se-
lecting, writing and producing their own material. Capacity building is
therefore an important parallel aim of the project and is supported by a
collaborative structure and decentralized project management. The
country LEMON groups are in charge of all aspects of project imple-
mentation, with support from the international network. In addition, the
national and international project networks provide a good basis for fu-
ture activities.

SUPPORT FOR CHANGE

Since increasing nurses’ contribution to health for all requires change,
we looked at an approach to producing long-term change that appears
increasingly effective in nursing practice: the normative-re-educative
approach, as described in the WHO publication Nursing in action (1).
In this approach, change moves from the bottom up. It is based on the
belief that people need to be involved in all aspects of changes that af-
fect them, because they will accept and implement only the changes that
fit their values, goals and relationships. This approach accepts the
premise that people can best achieve change by acting collectively, with
maximum involvement of everyone effected. Because the group owns
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the process and outcome of the changes, it is more likely to accept and
sustain them. We use this approach in meeting preparation, networks
and various forms of consultation. It is especially evident in the guide-
lines for developing a national action plan (see Chapter 4); team build-
ing and consultation form key steps in making an action plan that has a
good chance of being implemented.

Example

A participatory style of work leads to meetings in which participation i
facilitated as much as possible. The use of professional facilitators in
the preparation and running of our meetings has proved invaluable.
While the WHO organizers are concerned with the content of the meet-
ing, the facilitators guide the participants through the process of the
meeting. The aim is to make them feel comfortable in order to be able
to participate fully, and to make the process of the meeting, the deci-
sion-making and the planning of activities open and visible. This makes
the meeting a learning experience useful on other occasions. In short, a
typical preparation process looks like this:

e determining the need for a meeting, in consultation with partners;

e setting dates and securing funding;

e inviting a small group of partners for a planning meeting led by fa-
cilitators;

¢ inviting feedback and input on the provisional agenda from the par-
ticipants before the meeting proper; and

e conducting the meeting, led by the facilitators, with the participants
at the small planning meeting acting as facilitators for group work,
and acting as “eyes and ears” in general.

Meetings focus more on the sharing of participants’ experience in ple-
nary sessions and small groups, and less on lectures by experts from
outside the group.

This method requires time, particularly in planning and preparation.
We found, however, that the amount of time spent on preparation de-
creased as people came to know and trust each other and learned to value
this way of working. We also found that people valued the time invested
in preparatory activities, as well as the attention on process throughout
meetings, as much as they valued other activities, such as the direct
sharing of information.

Here is another example of investing in process and capacity build-
ing through a participatory approach. When holding meetings in the
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CCEE and NIS, we pay attention to building up the organizing skills of
our local counterparts. Although there are exceptions, many of them
have had few opportunities to organize an international meeting; they
can benefit from guidance in budgeting, negotiation, planning, and so
on. This is time consuming, but local ownership of the meeting increas-
es and often large savings are made on hotel and other expenses through
creative and motivated input from the local organizers.

Taking a participatory approach is not always easy, especially when
time is limited and the stakes are high for all involved. In practice, it
means that a WHO initiative takes on a life of its own. We complete our
role as initiator and catalyst, and our partners take over. This can be very
satisfying from the point of view of sustainable development. A disad-
vantage is that this often makes our contribution to the end product
difficult to distinguish, and WHO and its Nursing and Midwifery unit
depend on visibility and recognition for their activities to gain further
support, including funding.

MANAGEMENT APPROACHES

One chooses to organize an activity as a project. Some kinds of work
" benefit from this method; others certainly do not. To decide one must
weigh up the advantages and disadvantages in comparison to other ap-
proaches. Project work, routine work and improvised work, are all used
to tackle the tasks of the Nursing and Midwifery unit (2).
i

Project work

With the project approach, one-off performances of high quality can be
achieved with limited resources. To manage a project within an organi-
zation, existing tasks and responsibilities have to be reviewed and often
replaced (partly or wholly) by a temporary structure. The problem to be
solved or the situation to be achieved is defined in objectives. Progress
to achieve these can be regularly reviewed. Activities have to take place
in appropriate phases, which can make it impossible to use resources
evenly.

Example ‘

In the implementation phase of a project such as LEMON, many teach-
ers are needed for the introduction of the package of learning materials.
This causes a sudden peak in the need for training resources. Teachers
play a role in the earlier stages that is far less substantial than that when
they are actually giving workshops.
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Routine work

This approach is preferable when a certain type of result has to be
achieved regularly or several times, under similar circumstances and with
similar resources available each time. The approach assists in delivering a
product, service or activity of more or less the same quality regularly over
a period of time. This often makes it easier to strive for efficiency.

An organization taking on a new activity or product as a matter of
routine can keep existing tasks and responsibilities in place. If adjust-
ments are necessary they should not disturb the existing structure. The
problem to be solved is translated into a standard type of problem fa-
miliar to the organization, and outcomes can be predicted with reason-
able certainty. The client who asked for the service, activity or product
can leave the task with the organization; both partners know what will
happen. All activities are spread as evenly as possible, permitting an
even use of resources.

Example

We in the Nursing and Midwifery unit routinely provide information. We
produce, review and distribute leaflets and other documents. We channel
requests for information through a standard procedure, handing out doc-
ument order forms to anyone requesting documentation. These forms are
dealt with regularly and systematically, and stocks of documents are kept
up to date. In addition, many service units in the Regional Office for Eu-
rope support us routinely, such as those for maintenance, supplies and the
production and distribution of books and documents.

Improvised work

Improvised work provides an opportunity to respond flexibly to a new
situation or a demand for a new product or activity. Action can start
right after the problem presents itself, making it easier to strive for
speed and flexibility. Existing procedures, rules and regulations are
pushed aside; new rules are made up along the way. Ad hoc solutions
are sought to bring fast and visible results. This approach, however, car-
ries a risk of losing sight of the overall situation, of spending too much
time in solving smaller parts of a problem and missing the connections
between them. Quick action and a sudden burst of activity make the
control of resources very difficult. We keep improvisation to a mini-
mum, but it is unavoidable in some instances. Dealing with an unex-
pected visit from a close colleague or a sudden donation can be wel-
come grounds to improvise. Owing to the limited human and financial
resources available to our Programme, we can seldom answer requests
demanding an improvised approach.
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Choosing an approach

The tasks of the Nursing and Midwifery unit vary, bringing different kinds
of work needing different kinds of approach. Project management is a much
used approach, combined with routine support for functions such as infor-
mation provision. Improvisation takes place but we keep it to a minimum.

In project management, the aim and desired outcome are defined
and the way to achieve them clearly signposted. Each signpost (or the
initiation, definition, design, preparation, implementation and mainte-
nance phases) provides an opportunity to review aims, to check on pro-
cess and progress, and to make detailed plans for the next phase, thus
providing a learning opportunity for all involved.

Example

The choice of a project approach for LEMON was based on the fact that
the need for learning materials was urgent and required a unique solu-
tion. The aim and desired results were defined and could be reached by
clearly defined steps; the resources and time-scale were reasonably de-
fined and the project would be a one-off performance. The aim was to
provide learning materials to meet the urgent need, but to do it in a way
that built capacity in the participating countries to select and produce
materials independently. It required an innovative approach that was
both flexible and effective. The demand for learning materials was very
clear. How WHO could meet this demand in a way that led to long-term
benefit for the countries was a question that needed input from all in-
volved. An advantage of the project approach is that it gives plenty of
opportunity for both learning and participation. A participatory ap-
proach is valued for its motivational function; partners feel they are in-
volved in and have ownership of the project.

One way of answering the urgent need for learning materials could
have been to raise funds for the mass transfer of western materials. We
dismissed this approach for several reasons. It would lead to dependence
on learning materials from sources outside the user countries and would
not stimulate local production. Such material would always reflect the
situation in the country it was written for, leaving little room for the in-
dependent assessment and development of nursing in a user country.

The LEMON project has developed a package of materials with the
participation of the future users, combining selected existing materials
with new items produced for the purpose, and choosing a format that al-
lows user countries to adapt the package to their local needs. In this way,
the package comes as close as possible to answering the need for learning
materials, as it is compiled by experienced and knowledgeable partners
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from the user countries. At the same time, the participatory approach cre-
ates a learning process for everyone involved, which includes teaching par-
ticipants about assessing needs, setting priorities and making decisions.

The project partners valued this learning opportunity. One of them
said that even if they had never had the actual LEMON package, the
project would still have been a success. It had made them discuss the
problem and take their own actions.

MOTIVATION AND ITS RELATION
TO WORKING METHODS

Why do people invest energy in making changes when social, political
and economic circumstances make their own professional and personal
lives so complex? More concretely, where can a nurse in central Asia
find motivation for change when her salary has not been paid for
months and was not enough to keep her family fed in the first place?

Sources of motivation

We have met many dedicated colleagues who are committed to nursing
development. Wondering what motivated them to start working with us
and, later, to continue their engagement, we identified some facts and
made some assumptions. The facts are that:

e the health ministries in countries are formally committed to achiev-
ing health for all;

e the cost—effectiveness of health care services needs to be increased;

e nurse leaders in countries repeatedly expressed the need for nursing
and midwifery development through education; and

e faced with the needs of a patient or client, most professional nurses
want to be able to provide the best possible care.

Facing these facts, we have assumed that:

e decision-makers in ministries are willing to invest in the develop-
ment of nursing because of its cost-effectiveness and its potential
contribution to specific health outcomes; and

e the desire to provide the best possible care results in a willingness
in some health workers to invest time and energy in action leading
to nursing development.

This being so, we use motivation as part of our approach.
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The LEMON project and all our other activities require input from
the participating countries. Often this boils down to individuals or small
groups making a personal investment in getting the job done. One reason
for such an investment is that the activity strongly relates to what
participants have already done or wish to do, since the activity was
initiated after consultation and collective assessment of needs and pri-
orities. This makes our activity not an additional task, but part of the
participants’ existing tasks, although it may require a different approach
from what they would normally choose.

Another motivating factor is visible results. In most of the countries
participating in LEMON, social, political and economic changes have
created instability in people’s lives. A new leader brings new ideas, new
plans. Many new plans are not carried out before another changeover
comes, making it difficult to see progress and believe that a vision and
plans lead to concrete results. In our nursing and midwifery activities,
of a vision for the future of nursing, strategic planning exercises (na-
tional action plans) and practical, visible action have proved to be a
powerful combination.

Example

Our workshops on the development of national action plans for nursing
(as described in Chapter 4) and our international meetings of govern-
ment chief nurses often include the preparation of meeting statements
(Annexes 1-4). These are visible results of the meetings, in which the
next concrete steps to be taken by all parties directly after the meeting
are agreed. Such statements facilitate action among both participants
and the colleagues and other interested people to whom the statements
are sent.

Education is often identified as a key issue for nursing development
in country workshops on national action plan development. An intro-
duction to the LEMON project then becomes a logical part of the work-
shop, giving the participants opportunities for immediate action while
continuing the development of a national action plan.

Rewards

People are often motivated to do a job because it brings them money,
which gives them access to what they want. Partners in our nursing and
midwifery activities receive no money other than what they earn in their
Jjobs as health workers or administrators. In parts of the European Re-
gion it is not uncommon that salaries are not paid for months. Health
service salaries are often very low and not enough to support a family.
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These circumstances force many people, including some of the most tal-
ented and experienced, to seek other employment. Our partners mention
the following rewards from their involvement with our activities:

e a positive feeling about involvement with an international organiza-
tion in general, and WHO in particular;

e a higher personal profile resulting from involvement in nursing
development and international work;

e opportunities to meet like-minded colleagues and build relation-
ships with colleagues in other countries; and

e opportunities to learn from activities in their own and other countries.

Examples — international activities

The value ascribed to participation in an international meeting arises in
part from the associated benefits, including the opportunity to network
and to see other countries. Participants at our meetings know that the
work is intensive and requires a lot of energy. Every minute of a meet-
ing is used. In addition, the language of our meetings is either English
or Russian, so most participants must communicate in a language other
than their mother tongue, which is extremely tiring, especially after long
and often uncomfortable travel. Furthermore, the agendas are full and
the number of days available for a meeting is restricted by everyone’s
workload and the expenses. To accommodate the desires for both net-
working and sightseeing, however, we schedule long coffee and lunch
breaks for networking whenever possible, breaks in the afternoon for
sightseeing and evening sessions to get as much work done as possible.
Often the host country generously offers hospitality in beautiful places.

LEMON sends out a monthly newsletter called LEMON news with
contributions from LEMON country groups, the international advisory
group and the WHO Nursing and Midwifery unit. Among other things,
the newsletter is a monthly reminder and proof of the readers’ interna-
tional involvement.

Example — working with like-minded colleagues

Becoming part of a subgroup, a group that works together for a common
goal, can be valuable. People can deal with daily frustrations more eas-
ily when they know they are part of a group that shares these frustrations
and tries to make changes for the better. Sharing a problem can unite
people in action. It can also be a legitimate way for people to spend
work or leisure time on activities that really interest them.

Many LEMON groups in countries have divided their tasks among
subgroups. This means that some subgroups have worked for around
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two years on particular topics, such as fund-raising or publicity, and
have built up considerable experience. This can widen the scope of the
participants’ regular jobs.

Example — participatory approach

Although cultures in countries vary tremendously, many seem to value
a participatory style of management (3), a conclusion also reached by
external evaluators of our work.

Shared decision-making is very important in our programme and in
its work with partners. This means that our partners are informed about
the issues, and have a chance to reflect on, talk about and form an opin-
ion on them. In the end decisions are made, often by consensus, rarely
by WHO decree.

Example — competition

Once people are involved in nursing development, competition can be a
motivating factor. This can mean competition with the activities of oth-
er groups, such as nursing associations or councils; or competition with
other countries taking part in activities initiated by WHO. Progress is
valued, and well implemented activities and visible results are a source
of pride to the participants.

Many country LEMON groups are strong in publicizing the project.
This gives a higher profile to nursing in the countries and wins in-
creased support for the project. In addition, group members gain inspi-
ration and motivation from comparing their efforts and sharing their
ideas with colleagues from other countries.

Example — momentum

In times of social, political and economic change, people can take the
opportunity to ride the wave of change and pursue their goals more ef-
fectively in temporary disarray. Our partners say that now is their
chance to make the changes.

Example — results

Finally, involvement in our activities brings results for nursing develop-
ment in countries, through both the content of activities and the meth-
ods used to carry them out. A participatory style and the attention paid
to building skills in leadership, strategic thinking and programme man-
agement build capacity for the future. The process side of our activities
offers learning opportunities for everyone involved. The knowledge and
skills acquired in the implementation of an activity can be applied to
many situations in work and life.
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As mentioned, the facilitators of workshops for government chief
nurses help to develop the leadership skills of the participants, particu-
larly those used in taking part in a meeting, working in a group, report-
ing, increasing self-awareness and creating peer support.

For the translation of the LEMON package, intensive discussions
took place in the countries to select the correct current expressions for
new nursing concepts. Often no words were available in a given lan-
guage, and new ones had to be found. In other words, as a result of the
LEMON project, the professional language in many countries has ex-
panded. This provides important support to other nursing developments.

Flows in motivation

Naturally, the level of one’s motivation varies. Our priorities in work and
life in general change over time; new commitments can replace older
ones. In addition, some activities are more appealing than others and
people’s tastes vary. To continue a valuable activity when key people de-
cide to step aside, we must plan for this eventuality from the start. In all
our activities, we value both the essential contribution of established,
experienced and respected colleagues and the enthusiasm and energy of
new colleagues. The new partners’ possible lack of experience and
knowledge can easily be balanced by their new ways of looking at is-
sues, new techniques and new contacts with another generation of nurs-
es and midwives. Furthermore, partners are sometimes required to step
aside; political changes in countries often replace the staff in ministries
and therefore our counterparts.

Example

In establishing a group of leaders for the development of a national ac-
tion plan for nursing or a country group for LEMON, we encourage our
partners to value each other for their specific skills and to recognize that
workloads are heavy for most and that other priorities may arise. Al-
though for practical reasons we encourage groups to have no more than
10-15 members, we also encourage them to look for other partners who
can carry out parts of the tasks, and continuously to consider new tal-
ent. In national and international meetings, we encourage new people to
participate on a small scale so they can be gradually integrated into the
work. Of course, this is easier said than done: delegating tasks in the
project in which one feels deeply involved is difficult; letting go and
making room for others often require will-power and self-control.
Adding new members to a well functioning group often slows the pace
of the work and causes distrust and tension.
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NETWORKS AND THEIR ROLE

We commit much of our time and other resources to the development
and maintenance of networks. They are essential because they provide
us with information on the kind of activities needed, and they are a ve-
hicle for implementation. We need such a vehicle because resources are
too limited to reach directly all the people whom our networks now
reach. In addition, good networks build the capacity to solve problems.
By creating and maintaining networks, we invest in the development of
tools to enable nurses to solve problems for themselves. Finally, net-
works are key elements for the implementation of the kind of activity
that we can offer.

With the limited resources available, we must concentrate on what
WHO and our programme can do uniquely or better than other organi-
zations operating in the same field. From the nursing viewpoint this
unique role focuses primarily on the following (4):

e support for long-term, sustainable development, especially through
promoting the implementation of sound policies and guidelines;

o the development of national policies for nursing and midwifery
within the framework of strategies for health for all;

® drawing nurses from the CCEE and NIS into the international com-
munity through networks and WHO collaborating centres; and

® producing and recommending high-quality written materials based
on the principles of health for all and other WHO policies.

Nurses or others in governments who are responsible for nursing, are
our key partners, alongside the collaborating centres and LEMON net-
works. No other organization can or is attempting to create a pan-European
network of government chief nurses, who should be leaders of nursing re-
form within the framework of health care reform and advocates within
their own ministries, as well as entry points for all other activities.

The findings of Gaye Heathcote (5) appear to be applicable to our
networks. She divides the functions of networks broadly in two: profes-
sional development and social and moral support. Professional develop-
ment needs typically include:

e the sharing and development of skills, particularly in problem solving,
group work and communication, and facilitation and negotiation;

e the updating of information on current issues of concern; and

e the sharing of experience and expertise, particularly in relation to
effective methods and passing on useful tips.
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Social needs typically include:

e maintaining social contact with people in a similar work situation;

e providing and receiving moral support to help in one’s daily work;
and

e interacting with colleagues in a nurturing and supportive social en-
vironment.

The ways in which these professional and social needs are articulat-
ed and responded to vary according to the channels of communication,
the participants’ knowledge of the needs and the resources available to
the group. The WHO network of European government chief nurses de-
pends very much for its maintenance on the meetings organized by the
Nursing and Midwifery unit, the news that we disseminate and individ-
ual contact between network members. Obstacles to intensive and regu-
lar contacts include the geographical distances between members and
the sometimes limited access to means of communication such as tele-
phone, telefax and electronic mail. Our networks fulfil the needs out-
lined by Heathcote; on numerous occasions, members have supported
each other and cooperated on activities outside the scope of the network.
Lack of time and financial resources, however, regularly hampers the
maintenance of the networks.

The conditions identified by Heathcote (5) as essential for initiating
and maintaining effective networks include:

e careful consideration of the timing and location of meetings;

e an agenda set well in advance, that has been collectively discussed
and agreed by the group as a whole;

e astructured, developmental approach to professional growth that in-
cludes a variety of methods and resources;

e formal recognition of the network at the national level;

® a dynamic, non-authoritarian and participatory management style
that overtly values and rewards each individual’s contribution; and

e rotation of the facilitator role, with an organizational team being
seen as more desirable than vesting responsibility in one person.

Our leadership role in network meetings includes coordination and
is seen as a valuable resource, but it also acknowledges every partici-
pant’s role as an expert during the meeting and subsequent activities.

To maintain a network, one should ensure that mechanisms that pro-

mote both continuity and change are built into its characteristic pro-
cesses and procedures. The continuity of our networks depends very
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much on the resources available; those available in the past (especially
voluntary donations) have allowed regular meetings once every one or
two years. Despite the relatively long time between meetings, the mem-
bers are increasingly familiar with each other. As a result, they need less
time to renew their acquaintance at the start of a meeting, and they make
decisions more swiftly because they value each other’s opinions.

Another important factor in maintaining a network is its flexibility;
it must be responsive to changes such as new members, conditions and
priorities. Skilful facilitation allows feedback and criticism to be used
constructively and modifications to be implemented without any loss of
confidence in the network itself. In addition, the network must look crit-
ically at its own performance to be able to learn and grow. This is es-
sential for the partners in our networks, since their time and finances are
so limited that they must be spent particularly wisely.

Our meetings have a participation rate close to 100%:; this under-
lines the importance of the networks. Again, the participatory approach,
including the interchange of roles, is seen as a valuable strategy because
it can capitalize on individual members’ strengths, expertise and expe-
rience. It is also part of creating a caring and supportive environment for
carrying out the functions of the network. In evaluating the meetings,
members of our networks repeatedly stress the value they ascribe to this
method.

CHARACTERISTICS OF EFFECTIVE
MULTICULTURAL COOPERATION

In its work for nursing development, an international organization such
as WHO has much in common with other organizations, but also has
special characteristics and conditions of work. Like many other organi-
zations, WHO must cope with reduced budgets and increased need for
cost—effectiveness with reorganization as just one of the areas for atten-
tion. Because WHO is an international organization, many cultures
meet in the work of the nursing and midwifery programme. As noted by
Wendy Griswold (3), multiple cultures are always potentially cultures in
conflict. Both in the programme and in our relations with partners, we
work in a multicultural environment. Research has identified a number
of basic elements or variables common to all cultures around which
communication is built (6). Recognizing differences in these variables
is a starting point for an effective intercultural communicator. Dodd (7)
cites the following:
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cultural roots

cultural personality
material culture
economic organization
roles and culture
kinship relationships
political organization
social control

art

language

stability

cultural belief system.

It is beyond the scope of this chapter to expand further on these vari-
ables, but they illustrate the complexity of cooperative work in the mul-
ticultural setting of WHO. Griswold (3) notes that organizations that
operate in more than one country or involve several cultural groups in a
single country face the complex situation of different people and orga-
nizations having their own ideas and values that may not be under-
standable or mean the same to others. Although managers cannot
change the fact that those differences exist, they can recognize the lack
of control and take action to plan and work with those differences.

This further strengthens the case for a participatory approach to plan-
ning and implementation; in multicultural work, direct communication,
shared decision-making, respect for all partners and the potential for ca-
pacity building are particularly valuable. The approach is also important
in relation to another basic factor in our work: the fact that most of our
partners are women with all the characteristics that arise from women’s
position in society. Empowering women, increasing their role in deci-
sion-making and helping them take charge of the changes that affect
their professional lives are essential to long-term sustainable change.

CONCLUSION

While concentrating on what the WHO Nursing and Midwifery unit can
do uniquely or better than others, we promote a strong participatory ap-
proach to the process of change in nursing. Project management, as well
as other forms of management, are used. Our guiding principle remains
our openness and willingness to change, guided by the demands of the
ever-changing social, political and economic environments in the Mem-
ber States of the WHO European Region. We value the process of
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change as much as the content of nursing development, and are careful
to create a working environment in which everyone involved can learn,
be empowered and progress.
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Part 111
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The role of nursing
in primary health care
Sally Campbell

This chapter takes the form of a discussion paper on the development of
nursing roles in PHC. It is aimed at nurses at all levels and in all areas
of the profession and at personnel with roles allied to nursing, such as
health service managers, doctors, support workers or health care assis-
tants. The chapter is intended to contribute to the design, delivery and
strengthening of public health policies and health care services.

The first recommendation from the 1988 WHO European Confer-
ence on Nursing (/) in Vienna states that: “All nurses ... should be
strong advocates for policies and programmes for health for all at na-
tional, regional and local levels”. The call from WHO for nurses to play
a key role in achieving health for all and the positive response from
nurses make it important that nurses be able to identify the nature of that
role and what is involved in carrying it out.

The activities of the nursing and midwifery programme of the
WHO Regional Office for Europe are designed to help nurses respond
to the profound changes in health care in the European Region and to
meet the challenges of the strategy for health of all (2). The programme
aims to help nurses acquire the necessary leadership skills to play a full
role in health policy development at all levels, and to develop nursing
practice that focuses on health and the reduction of inequalities in
health.

As identified at the Vienna Conference, this means that nurses need
to develop innovative services based on a PHC approach that focuses on
health rather than disease. This reorientation will particularly challenge
the nurses who work in community settings, and so this chapter focus-
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es on this area. Nevertheless, a refocusing on health and the reduction
of inequalities in health are essential for all nurses, wherever they work.

Nurses need to develop new knowledge, skills and attitudes to do
this. All must base their work on a clear and holistic understanding of
the concept of health. Nurses need to learn more about what causes in-
equalities in people’s health status, and to recognize them as politically,
economically and professionally unacceptable and a common concern
to the whole profession. If nurses view health as a basic human right,
they need to ask why some people are denied this right, and why health
inequalities persist in the countries of the European Region (3).

This chapter begins by placing nursing in its wider context by ex-
amining the overall strategy of PHC, including the continuing relevance
of the health for all movement and the importance of working with com-
munities and developing team approaches. It goes on to examine the
role of the nurse in PHC and the evidence that nursing care does indeed
benefit the individuals, families and communities that come into contact
with it. Innovative examples are given to demonstrate the potential of
nursing work in PHC. Finally, the chapter considers how the challenges
of the future may be taken up. It discusses the need for clear aims and
definitions of nursing in PHC, and examines the reasons for the press-
ing need for the further development of nursing roles in PHC, along
with appropriate educational preparation.

As shown in Part I of this book, the title of nurse and its associated
roles and functions vary enormously. Titles, roles, places of practice and
educational preparation show great diversity in the WHO European Re-
gion alone. This chapter is aimed at personnel in occupations related to
nursing, which includes feldshers and midwives. The inclusive term
nurse is used purely for ease.

This chapter does not aim to provide a definitive text on nursing in
PHC, so it does not discuss each and every nursing role found in every
country. The variations across the Region are immense, and change is
occurring so rapidly that information quickly becomes obsolete.

At present the European Region has 50 Member States. As in Part
I, for clarity and ease, they have been divided into three groups: the
CCEE, the NIS and the so-called western European countries. Obvious-
ly, differences occur within each group; where possible and applicable,
these differences are noted. There can be no guarantee of accuracy in
the statistics used, as change in countries is rapid and statistics may be
lacking, inaccurate or subject to adjustment.
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THE STRATEGY OF PHC

The foundations of health

WHO?s definition of health — a state of complete physical, mental and
social wellbeing and not merely the absence of disease or infirmity — is
possibly the most widely used in existence. It has been criticized for its
apparent assumption that health cannot exist if a person has a disease or
infirmity, but it was intended to purvey a sense of holism, the recogni-
tion that health is made up of physical, mental and social factors. This
first definition has since been developed to encompass the concept of
health as being the ability to adapt to change and to realize one’s poten-
tial. This is expressed in a 1984 statement (4) that defined health as:

the extent to which an individual or group is able ... to realize aspirations
and satisfy needs; and ... to change or cope with the environment. Health
Is ... seen as a resource for everyday life, not the objective of living; it is a
positive concept emphasizing social and personal resources, as well as
physical capacities.

The statement recognizes that health is a dynamic state and that each
person’s potential is different. The notion of health as the foundation for
achieving human potential deserves consideration by health care work-
ers. In this sense, health promotion becomes the empowering of people
to become all they are capable of becoming; it is linked closely with im-
proving people’s quality of life and it is an individual and societal re-
sponsibility (3).

The foundations of health comprise the basic needs of food, drink,
shelter and warmth. In many countries of the European Region, these
foundations have yet to be attained. For example, 110 million people
(about 12% of the Region’s population) still lack access to safe drink-
ing-water (6). In many countries, food shortages make an adequate diet
impossible, and displaced and homeless persons lack shelter and
warmth.

A wider definition of health includes education to obtain informa-
tion about factors that influence health. The concept of community is
important: a person is never completely isolated, so his or her actions
may have a significant influence on others in the community. The indi-
vidualist philosophy within the political structure of some countries
promotes the notion that people are solely responsible for their health.
This results in a victim-blaming position on health and detracts from the
need for social, economic and political action to achieve a healthy com-
munity.
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The influences on health are diverse and easier to describe than
health itself. This fact may make it hard to identify the primary targets
in work for health, and certainly people’s and countries’ needs are di-
verse. Nevertheless, a comprehensive multisectoral approach to health
is essential if these basic needs are to be met. The collective approach-
es to health laid down in the Declaration of Alma-Ata (7) and the Ot-
tawa Charter for Health Promotion (8) recognize this fact; they promote
the idea of PHC.

Health for all through PHC

The Declaration of Alma-Ata (7) reaffirmed WHO’s original definition
of health, and emphasized that health should be considered a funda-
mental human right. Since then, the health for all strategy has fostered
a worldwide movement to reduce disparities in health and bring about
change in the way health is perceived, promoted, protected and created.
The Declaration aims to influence government development plans and
local research agendas and action plans. In 1991, the original European
targets for health for all were revised, retaining their framework and di-
rection but adding the new priorities that the Region requires (2). Six
major themes underpin the targets:

e equity is the essence of health for all;

e the promotion of health and the prevention of disease are important
strategic issues in the policy;

e people themselves will achieve health for all;

e many sectors of society must collaborate in order to achieve the
goal;

® a harmonious health system focuses on PHC and adequate referral
services, and provides affordable, high-quality care; and

e an increasing number of health problems transcend national fron-
tiers and require international action.

The WHO health policy for Europe consists of 38 targets that list
improvements in health status expected over the next 20 years, and the
changes in lifestyle, the improvements in the environment and the de-
velopments in prevention, treatment, care and rehabilitation that are
necessary to attain the targets, along with the policy formulation, sup-
port and coordination necessary to implement these approaches (2). The
policy acknowledges that global inequities in health are not primarily
medical but political.

The need to focus health services on PHC is seen as the key to attaining
the primary goal: the attainment by all people of the world of a level of
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health that will permit them to lead socially and economically produc-
tive lives. PHC can be defined as (7):

essential health care based on practical, scientifically sound and socially
acceptable methods and technology made universally accessible to indi-
viduals and families in the community through their full participation and
at a cost that the community and country can afford to maintain at every
stage of their development in the spirit of self-reliance and self-determina-
tion.

PHC is essential care available to everyone and easily accessible
from homes and workplaces. It gives people the information they need
to gain control over their lives and health. It treats common diseases
before they get worse. It also implies the universal involvement of the
population in determining its own needs. PHC could act as a catalyst to
involve community groups in care. The information function includes
distributing information within the health care system, sharing it with
the users of services and providing it to the general public. Another
function is to reach out to emerging priority groups in society, including
ethnic minorities and migrants, children, the homeless, unemployed
people, and those dependent on drugs or at risk of contracting AIDS.
Advocacy is an important function, and includes both helping service
users to speak for themselves about their needs and speaking for the
health sector. All of these could be said to contribute to the function of
empowerment: enabling people to take charge of their own health. Em-
powerment is a function of increasing importance, but requires knowl-
edgeable PHC teams and service users to succeed.

PHC should be the foundation for services and constitute the first
element of a continuing health care process. Health care should focus on
locally accessible PHC, supported by secondary and tertiary care that is
comprehensive and responsive to health needs. A wide range of services
for health promotion, disease prevention and cure, rehabilitation and
support should be available to meet the needs of the population, and
special attention should be given to the needs of high-risk, vulnerable
and underserved people and groups. The PHC strategy of promoting
decentralization and community participation is designed to reorient
health policy to meet the needs of disadvantaged groups in society.
Indicators of progress could be determined centrally and locally, com-
bining national planning with local self-determination. Within this
framework, some communities may well see some of the disease-
oriented approaches to health care as relevant but within a context that
puts the goals of creating strong communities first (9).
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The Declaration of Alma-Ata advocates the adoption of PHC as the
means to achieve health for all (7). This ideal is widely accepted, yet
change is slow in coming. Governments are reluctant to invest resources
in PHC because the long-term benefits are difficult to demonstrate in a
limited amount of time; instead, they favour measures that are quick in
delivering results, such as the high-technology care in specialized hos-
pitals. The dominance by the medical profession of health care services,
and its demand for high status, high salaries and high technology has
helped to perpetuate this situation. The PHC ideal needs to be rejuve-
nated if a new world view of health and a new strategy for the delivery
of health care are to be realized.

Effective PHC requires cooperation and coordination among health
professionals, individuals, families and community groups. How can
people tackle these issues when a great many live and work in societies
where the opinions of the population are not sought and paternalistic re-
lationships between health professionals and their patients are common?
How can people facilitate team spirit in PHC? The following section ex-
plores the issues of community work and the concept of the PHC team.

Working with communities

The Vienna Declaration (/) highlights the importance of promoting the
active involvement of the community in setting health care goals. The
focus is shifting away from treating individuals towards building rela-
tionships with families and communities, and this is reflected in the tar-
gets for health for all (2). The targets give a framework in which nurses
can achieve their traditional aims in new, more independent ways, in
close collaboration with other health professionals, their clients and
communities.

The WHO approach to PHC emphasizes the role of community par-
ticipation in the promotion of health. This means that local people iden-
tify their needs and professionals act as resources to enable and facilitate
empowerment and the redistribution of power. The goal is to improve
health status with the powerful combination of professional skills and the
people themselves. Community groups and networks that involve health
care workers can be established to increase partnership and the power to
bring about change. For this to work, policies and plans need to be pub-
licized and recommendations invited, so the community’s expressed
needs are taken into account in the planning of services.

The Community Mothers Programme in Ireland (70) is an example of
nurses enabling true community participation. It is a support programme
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for first- and second-time parents who have children aged 0-2 years and -
live in areas of social and economic disadvantage. It aims to give power
to parents by developing their parenting skills and building confidence
and self-esteem, so that they tackle their problems in their own way.

The key resource of the Programme is the 150 community mothers.
They are experienced mothers who have raised children in the partici-
pating communities. They visit young mothers at home to give them
support, encouragement, and advice and information on health care.
The Programme acknowledges the parents as the experts in the care of
their children. The work is based on giving information for change,
rather than advice and instructions on how to raise children. The com-
munity mothers are trained, monitored and guided by family develop-
ment nurses with a background in public health.

An evaluation of the Programme reveals that its objectives are being
met. The parenting skills of young mothers in deprived areas are being
enhanced through community participation. The community mothers
feel they have benefited from the programme through self-development
and increased self-esteem and the family development nurses have
gained an insight into the lives of families living in poverty and depri-
vation; this assists them in developing appropriate programmes to im-
prove the health of the population. This simple and effective programme
at grass-roots level is a great example of how health status can be im-
proved by mobilizing existing resources, in this case experienced moth-
ers, with little expenditure and no high technology.

The fostering of community action and health promoting approach-
es to care enables health professionals to shift their focus from sickness
to wellness. Raising awareness of certain issues in communities and en-
couraging people to take action allows them to wield more social and
political influence. Nevertheless, one must accept that health profes-
sionals and communities often have different priorities, and a balance
must be struck. In addition, community action cannot solve all the caus-
es of poor health; it can make a contribution, but should not detract from
the political solutions to problems.

This approach to community work encourages the concept of team-
work and partnership among health professionals, individuals, families
and community groups. The goal of teamwork is to improve health sta-
tus with the powerful combination of professional skills and the people
themselves. Health professionals must be able to pull together in equal
relationships to improve their work. The following section looks at the
issues surrounding teamwork.
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The importance of teamwork

The PHC team brings together the different skills that a patient or client
needs, and combines them in a way not possible to individual workers (11).

In western European countries, the term PHC usually describes
what is more accurately called general medical practice. The PHC ser-
vice offered to patients is centred around the general medical practi-
tioner and the work is usually seen as having a curative orientation (12).
The demographic changes in European populations, however, mean that
health needs to be seen in a wider perspective, as an integral part of so-
cial and economic relationships.

The responsibility for health should be transferred from the doctor, as
a healer, to a PHC worker, as a partner (73). Cooperation between health
professionals is essential. In the United States, studies have demonstrated
that collaborative practice between nurses and doctors results in care that
is equal to or better than the care provided by doctors alone (14).

Achieving this cooperation requires the PHC team to shift its focus
from medical care to health care. No single health profession can pro-
vide all the services required for good, comprehensive PHC. A multi-
disciplinary team is necessary to meet the many and varying needs of
the population it serves. The PHC team may be made up of people who
share a common purpose, but this alone is not enough to ensure a
successful working relationship (75). Some of the characteristics of
successful teams have been described as follows (/6):

e the team consists of a group of identified people;

o the team has a purpose and objectives that are known to and agreed
on by all members;

® members are selected because they have relevant expertise;

e members know and agree on their own roles and know those of the
other members;

e members support each other in achieving their common purpose;

e members trust each other, and communicate with each other in an
open, honest way; and

e the team has a leader whose authority is accepted by all members.

The size of the team may affect its ability to work effectively; there
should be enough people to be creative and innovative and yet allow
space for everyone to contribute. A team of at least 2 and no more than
15 people allows this kind of exchange to take place. Regular team
meetings facilitate communication and cooperation; at such meetings
aims and objectives can be set, support and advice provided and the re-
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lationships between professional colleagues developed. The team pools
knowledge, skills and resources, and shares the responsibility for the fi-
nal outcome of its decisions. The fact that people may all work in the
same building does not in itself create a team. The team that chooses
common goals and encourages the discussion and monitoring of suc-
cesses and failures is more likely to thrive.

The development of protocols or guidelines for use by the PHC
team may facilitate the move towards collaborative care. A protocol may
be defined as an agreement to a particular sequence of activities that as-
sists the health care worker to respond consistently in complex areas of
clinical practice. The protocols developed by the team may improve
teamwork and consequently client care. A collective approach to this
development encourages the sharing of expertise and knowledge, and
enables the process of auditing clinical care. It may not be possible to
develop protocols for all situations that health professionals face in the
course of their work. There are large areas of uncertainty in the man-
agement of many conditions. The team should recognize this by not
treating protocols as law, and avoiding protocols where the scientific ey-
idence is not sufficient to support their use. Professionals should use
protocols as guidelines to good care, but individualize the care where
necessary and recognize that accountability rests with them, not the pro-
tocols. Protocols may then be used as the basis for standard setting and
evaluation of the effectiveness of work.

Audit and evaluation are important tools for assessing the PHC
team’s work. Audit is self-review or peer review, often involving an ex-
amination of records and discussion of individual cases (17). Evaluation
requires making a judgement about the value of something; it is the pro-
cess of assessing what has been achieved and how. It means looking crit-
ically at an activity or programme, working out what was good about it
and what was bad, and how it could be improved.

People may make evaluations to improve their practice, build on their
successes and learn from their failures. They may use the findings to
help other people improve their practice and avoiding repeating others’
failures. Evaluation may also be used to justify the allocation of re-
sources to the work, and to provide evidence to support the case for con-
tinuing it. Evaluation can give people the satisfaction of knowing how
useful and effective their work has been, and to identify any unplanned
or unexpected outcomes that could be important.

Donabedian (78) identified three aspects of health care that are
amenable to evaluation: structure, process and outcome. Structure in-
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cludes the resources, facilities and organizational settings; process com-
prises the set of activities that go on between practitioners and patients,
and outcome is the change in a patient’s current and future health status
that can be attributed to the health care they have received. Outcomes
are the ultimate validators of effectiveness and the quality of care, but
process is important, too. It includes the interpersonal aspects of care
that are of considerable concern to patients and are likely to affect the
outcome (/9).

Measuring outcomes can be a difficult problem. Perhaps changes in
health awareness can be assessed by measuring the interest shown by
consumers or monitoring changes in demand for services. Changes in
knowledge or attitude can be assessed by observing changes in what
clients say and do, or by conducting interviews and discussions between
health care providers and clients (16). Nevertheless, how does one mea-
sure the effectiveness of care for arthritis sufferers, which is unlikely to
have an easily definable end-point, or a child with otitis media, where
the condition is likely to be self-limiting? Patients and doctors or nurs-
es may differ in the objectives that they consider important.

Teamwork on such tasks as standard setting and evaluation is more
easily achieved when team members function well together. Each should
be treated as and feel like an equal of the others, although all must accept
the leader’s authority. The latter may be difficult in a situation where no
one person is responsible for the coordination of family care. PHC pro-
vision is often split into specific areas of practice, such as adult and pae-
diatric care, obstetrics and gynaecology. The increasing decentralization
of decision-making and financial responsibility in health care in many
countries increases the importance of leadership and management skills
for all categories of staff. The team needs to be able to translate its com-
mon purpose into specific performance goals. Common objectives cen-
tred on the patient are likely to be more successful.

Training programmes should reflect the need for collaboration be-
tween the different disciplines involved in PHC. Practical training in de-
veloping teamwork could focus on the characteristics of successful
teams, helping people to identify their teams’ needs and problems.
Training shared between different professional disciplines mmproves
communication and teamworking skills.

Teamwork means shared decision-making, overlapping roles and at-
tention to the processes through which a group works. A system that un-
dervalues some members prevents meaningful teamwork from taking
place. Collaboration and teamwork can be strengthened when members
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work closely together; professionals whose work is based at the same
site have more opportunity to build successful working relations
through formal and informal contact. This contact can be further im-
proved by shared client or patient records. Furthermore, multidisci-
plinary education helps to ensure that team members understand their
roles and professional responsibilities.

NURSING IN PHC

The tradition of nursing

It is useful at this point to look briefly at the tradition and value of nurs-
ing. Health care has developed at various levels in different parts of Eu-
rope, and consequently today’s care givers vary widely (3). The devel-
opment of nurses and midwives into an educated and professional group
has varied greatly from country to country, but in general has three main
branches: care of the sick, midwifery, and public health nursing or pre-
ventive care. Nursing has evolved within the traditional pattern of car-
ing for and curing others. The care of women in childbirth is part of this
tradition. Nursing is therefore seen as a fundamental human activity.

As described in Part I of this book, nurses and midwives now com-
prise the largest single group of health professionals in the European
Region, at present numbering around five million. Yet nursing has been
constrained from reaching its potential in countries all over the world
for several reasons.

The first is a theme shared internationally: the fact that most nurses
are women. Nurses in all countries inherit a legacy of underdevelop-
ment, domination by the medical profession and gender discrimination.
Nursing shares the characteristics of other female-dominated occupa-
tions — low pay, low status, poor working conditions, few prospects for
promotion and poor education (20).

This fact is compounded by the confusion over the meaning of the
title nurse. In many countries the title is not protected by legislation, so
it may be used not only by people with degrees in nursing but also by
those who have completed only brief task-oriented training for the role.
In some regions unqualified health care assistants may not call them-
selves nurses but their dress is the same, making it difficult for patients
to distinguish between qualified and unqualified staff.

Furthermore, health care in the modern world has developed into a
largely curative system, alongside advances in medicine. As medicine de-
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veloped, the role of the nurse was extended to include helping doctors to
use medical technology. Nursing education and training became dominated
by medicine, with doctors assuming powerful roles in teaching, examining
and regulating nurses, as well as defining their role. In many countries this
is still the case. Nursing work turned into delegated medical tasks and the
fundamental caring activity was eroded (3). Curricula have concentrated
on the tasks of nursing, which has led to professionals who often work in
a task-oriented way. In many countries, basic nursing training contains
little or nothing on how to provide health education to patients.

Much of nurses” work today reflects a profession that has carved out its
role around these constraining forces. The subordination of nurses, first to
doctors and now to nurse managers, has hindered participation in planning
PHC services for patients. Consequently, nurses have found their work re-
stricted by the illness-focused models of medical practice. Many aspects of
the work carried out and the decision-making responsibilities of the nurse
are invisible, avoiding any conflict or challenge to the medical profession
(21). For example, a nurse explained that she acted as a clerical assistant
when the doctor was on duty, but was required to do his work after he went
home. The problem with this situation is that the true abilities of the nurse
go unrecognized and unacknowledged. Things are little better in rural areas;
the nurse may be recognized as the only health professional available to give
care, but this is of no consequence because the system does not value PHC
and resources are concentrated in the hospital. Such conditions perpetuate
the low status and value of nursing in the community.

In the former USSR, clever children were trained to become doc-
tors, and the reward for being a very good nurse was often admittance
to a medical school. This system means that nursing is not valued as a
profession in its own right. It also prevents successful nurses from act-
ing as role models for their colleagues. The prestige of nursing is low;
in a recent survey only 26% of nurses stated that they would choose to
remain in nursing if another choice were available to them (22). A fur-
ther effect of low status and salary is that it is impossible for nurses to
be healthy themselves; the study showed that nurses are unlikely to
spend their leisure time in active pursuits; few have the chance to leave
their town, 50% did no physical sport, and nearly 70% spent their last
holiday at home. In addition, 18.4% cited their health as poor, and
69.3% as only average (22). Without the recognition they deserve, nurs-
es cannot have the skills, knowledge and enthusiasm needed to partici-
pate in the initiatives identified in the targets for health for all.

Tradition has defined a good nurse as being a good woman. This has
been both a strength and a weakness of the profession. The tradition of the
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relative unimportance, low status and pay and poor conditions of women’s
work has undoubtedly been the weakness. However, the strength is that
nursing has always been associated with a caring environment rather than
a curative one (23). The increasing number of elderly people living with
chronic ill health and the growing failure to match the demand for medi-
cal services with available economic resources mean that creating a caring
environment is increasingly seen as the way to provide PHC in the future.
Nurses are, therefore, at the forefront of this future approach to health care.

The Vienna Declaration (1) clearly defines nursing as being con-
cerned with achieving and maintaining health; it focuses on the person,
and not a disease state. In areas of practice such as health assessment,
counselling and preventive health care, research has shown that nurses
are at least as skilled as doctors, if not more so (24). A study of general
practice in the United Kingdom found that the nurse was able to provide
safe and effective care of hypertensive patients, and had more success in
areas of preventive care such as obesity (25). In the United States, nurse
practitioners have successfully demonstrated that they can provide first-
contact PHC as safely and effectively, with as much satisfaction to
patients, as a family doctor (26). The literature review by Feldman et al.
(27) shows that nurse practitioners working in primary and ambulatory
care settings are valued by their patients, and able to provide good care
with improved access. They are a potential source of lower-cost care and
likely to spend more time with patients.

In the United Kingdom, a review of existing research by the Audit
Commission (28) and the Centre for Health Economics at York Univer-
sity (29) has demonstrated a direct correlation between the employment
of qualified nurses and better patient outcomes. Another study (30)
demonstrated that work by nurse practitioners is diverse, associated with
a high degree of patient satisfaction, and focused on wellbeing as well
as illness. It also found nurse practitioners to practise safely and effec-
tively and to generate savings in some areas. Numerous studies
(26,31,32) have shown that appropriately educated nurses and midwives
give care of comparable quality to the services provided by doctors at a
much lower cost. Nurses and midwives are particularly effective in pro-
viding services for prevention and those depending on communication
with patients. Determining value for money requires the consideration
of cost and quality, and nurses score on both accounts (33):

The data are accumulating to attest to the powerful contribution nurses are
making to enhance the quality of care, promoting health and lowering to-
tal system costs. Nursing is a bargain in and out of hospitals. We need to
make the results of these studies available to policy makers.
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The examples given here of nursing studies in the United Kingdom
and the United States demonstrate how nurses can increase health gain,
give care that is equitable, accessible, cost-effective and appropriate,
and empower their clients. This is not to say that nursing in the CCEE
and NIS should mimic that in the rest of Europe or the United States.
Aims and objectives necessarily differ; obtaining clean water and sani-
tation or the means to carry out an immunization programme (rather
than a complex screening programme) may be the goals of community
nursing in some regions. Nurse managers must base care on the health
needs and participation of the population with which they work. Health
care can be effective only if it is inseparably linked to the environment
in which people lead their daily lives.

The almost five million nurses in the European Region represent a
critical mass that can have positive influences on the population’s health
if its potential is realized. The PHC model is a powerful one and the
prospect of nurses as a force of caregivers — economically viable, pro-
fessionally equipped and technically able — is attractive. One way of re-
alizing the potential of the nurse is to develop the role through experi-
mentation in the field, using the patient as the focus.

The following section looks at examples of innovative practice. The
first describes the introduction of a new nursing role to the existing
health care system, and the second illustrates a long-established health
worker role with great potential for development. The examples outline
how the principal components of PHC may be incorporated into the role
of nursing in the future.

The section title uses the word examples with reason. The word
model may suggest the adoption of the roles presented, but these exam-
ples are included to illustrate the innovative ways of caring that nurses
have developed in their own environments. Transplanting a role to a dif-
ferent health care system is unlikely to work because of the differing in-
fluences on health, illness and health care. The influence of nurses from
the west is strong, and some assume that western medicine is required
to improve the health of the people in other regions of the world. Con-
sequently, as nurses have shared their models and theories, nursing ed-
ucation has taken on increasingly uniform attitudes and beliefs (34).

Exposed to transplanted attitudes and beliefs, many nurses have ex-
perienced a confusion of values. For example, Minami (35 ) argues that
Japanese nurses rarely question the underlying values and beliefs that
are represented in the models and theories developed in the United
States. Western views of independence, autonomy, individualism, free-
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dom, rights, obligations and democracy have been transmitted to
Japanese nurses, even though Japanese values can be very different.
Newly graduated nurses in Japan find that a conflict of values arises
when they try to put into practice the ideas that have developed during
their education. Minami (35) argues that Japanese nurses should retain
traditional values and evaluate their effect on professional nursing prac-
tice. This demonstrates the need for the development of indigenous and
traditional modes of care rather than the adoption of practice from very
different systems.

EXAMPLES OF INNOVATIVE PRACTICE

The nurse practitioner

The role of the nurse practitioner has recently emerged in British PHC
in response to perceived inadequacies in the provision of health care ser-
vices. It comprises advanced practice by professional nurses, whose
additional knowledge, skills and attitudes enable them to assume
responsibility for health assessment and the management and delivery
of services at the first level of a health care system (36). The nurse prac-
titioner’s responsibility is essentially the provision of PHC, involving
individual and family care, community and programme development,
case-finding and health education. In addition, nurse practitioners have
shown themselves to be capable of assuming responsibility for the di-
agnosis and treatment of common problems and providing continuity of
care at the local level (37).

The concept of the nurse practitioner began in 1965 in Colorado, in
the United States. It was a direct response to the shortage of appropri-
ately qualified doctors in some rural and urban areas, resulting in gaps
in health care. The nurse practitioner role and a pilot programme of
study were developed to meet this need (38). Since then, the role has
flourished and more than 25 000 registered nurse practitioners are work-
ing in all areas of health care in the United States. Nurse practitioners
perform a comprehensive range of activities that greatly expand nursing
practice, as well as replacing some of the work previously done by doc-
tors. Much research on the role in the United States amply demonstrates
its benefits to patients, with regard to health promotion and mainte-
nance and increased compliance with treatment regimes (39).

In the United Kingdom, interest in the development of nursing roles
in PHC has been growing over the last 5-10 years. Government reports
and subsequent health reforms have advocated increasing the scope of
practice of nurses working in PHC (40). In response, the Royal College
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of Nursing embarked on the first diploma programme for the prepara-
tion of nurse practitioners in 1990; the programme is now offered at the
level of a first university degree. The students are required to be expe-
rienced practitioners, as the course aims to build on and extend what
they already know. A sound educational base for practice is vital, as this
will allow the nurse practitioner greater scope of practice while safe-
guarding the safety and efficacy of the care offered. Educational prepa-
ration includes gaining knowledge and skill in interviewing and history
taking and physical nursing skills, including examination and assess-
ment, recognizing abnormalities and screening clients for disease risk
factors and early signs of illness. The students gain clinical experience
in their places of work, where they acquire skills in physical examina-
tion, problem solving and the diagnosis of patient problems through
close facilitation by a GP. In addition, this fosters close working relation-
ships with supportive medical colleagues in the workplace. Subsequent
research has shown that nurse practitioners working in close collaborative
relationships with doctors are able to use their skills comprehensively and
effectively (30).

The Royal College of Nursing has developed a role definition and
modus operandi for nurse practitioners (4/); here is how the role is de-
fined:

A nurse practitioner in primary health care offers direct access to clients
seeking health care. She is able to undertake initial assessments of any
health problems likely to be encountered in a primary health care setting,
and, following assessment, can initiate treatments falling within her range
of knowledge and skills. The nurse practitioner can admit people to the pri-
mary health care system, both by offering initial treatment herself, and by
referral to others, including physicians.

The nurse practitioner evaluates the effectiveness of treatment she has car-
ried out at suitable intervals, and, when appropriate, will discharge her
clients from the primary health care system.

As a practitioner of nursing, she will offer an educational, supportive set-
ting for clients to explore their health problems, and will work with them
for as long as necessary, enabling them to regain health.

The modus operandi comprises the following (41):

The nurse practitioner in primary health care settings practises an expand-
ed nursing role and makes professionally autonomous decisions for which
she has sole responsibility. She receives clients with undifferentiated undi-
agnosed problems, diagnoses and prescribes treatment as well as providing
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care herself. She works closely with other members of the primary health
care services, respecting professional role boundaries and acting in the best
interests of clients.

The nurse practitioner may practise independently, or within an organisa-
tion, and will exercise a right to refer or admit clients to the appropriate
services and resources. These include other professionals by referral, and
an agreed range of services.

This provides a framework from which to practise, but it is recognized
that nurse practitioners’ flexibility is their strength and that rigid role
boundaries should be avoided. Nurse practitioners are most effective
when they can practise across a range of settings, wherever the care is
needed, rather than being restricted to one area (42). The practitioner is
therefore likely to cross several boundaries between health professions
in the community, particularly with regard to prescribing drugs for treat-
ment. This area of practice is usually seen as the preserve of the medi-
cal profession, but is under review. Legislation was recently changed to
allow certain nurses to prescribe from a limited drug formulary. This
new approach to health care aims at providing a service to its users that
is responsive, efficient and effective (43).

The nurse practitioner’s focus of care is the client, not the disease
and its cure; this gives assessment and treatment a broad base, with
room for the nonmedical aspects of disease, such as the planning of
long-term care or rehabilitation, along with the consideration of the so-
cial and emotional effects of illness (37). The first large research study
of nurse practitioners in the United Kingdom found that the patients ex-
pressed a high rate of satisfaction with the care provided, apparently be-
cause they valued the practitioner’s consultation style (30). This was
said to be wide ranging and social, rather than only medical and techni-
cal. Importantly, the nurse practitioners were all found to be practising
safely and effectively. Consultations were usually found to be longer
with a nurse practitioner than with a GP, although nurses working in a
close partnership with GPs were found to have shorter consultation
times, fewer referrals and greater cost savings than those in outreach
work. This finding was also affected by the relative experience of the
nurse practitioner; the more experienced had correspondingly shorter
consultation times and fewer referrals (30).

The role of the nurse practitioner would appear to be an appropriate
model on which to build empowering health care for clients (43). Stil-
well et al. (44) demonstrated that, although nurse practitioners dealt
with patients presenting problems, they were also concerned with long-
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term preventive strategies, such as measuring blood pressure or taking
cervical smears when appropriate. Listening and providing health edu-
cation were important components of consultations. Salisbury & Tet-
tersell (25) found that a nurse practitioner using agreed protocols pro-
vided equal or better care than doctors in the management of hyperten-
sion and obesity.

The accountability and responsibility of nurse practitioners for pa-
tient care are crucial to the success of their role. This is a new concept
for nurses, who have traditionally been protected from responsibility by
nurse managers and doctors, but one that needs to be taken up if they
are to develop an autonomous role. The legal framework for practice
can either support or limit the opportunity for broader and more ex-
tended responsibility for PHC nursing. For example, in 1992 the United
Kingdom’s governing body for nursing, the United Kingdom Central
Council for Nursing, Midwifery and Health Visiting, produced a docu-
ment called The scope of professional practice (45). This provides a
framework for nursing practice, reflecting the personal responsibility
and accountability of individual practitioners. It explicitly states that the
nurse should work only within her or his level of competence and skill.
The document enables practitioners to make decisions about their own
boundaries of professional practice. This approach to the regulation of
nursing is broad enough greatly to facilitate the development of nursing
roles in the United Kingdom while protecting the public.

Lack of coverage and difficulty in access to services are just two
areas in which nurse practitioners have been found to make a difference.
In the United States, nurse practitioners have brought good quality PHC
to rural districts where there are no medical practitioners (39). In the
United Kingdom, nurse practitioners have demonstrated their ability to
provide complementary health care alongside the doctor, and care to
people who lack access to the system, such as the homeless (46). The
health care gap differs in every community, but nurse practitioners have
great potential to meet the PHC needs of the local population. Their
holistic and autonomous approach to practice frees them from many of
the previous constraints on nursing.

The feldsher

The role of the nurse practitioner shares some similarities with that of
the feldsher. While the latter had its origins in the PHC system of the
former USSR, it is still widely practised in the CCEE and NIS.
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The feldsher’s role in PHC is that of an additional health worker, and
is viewed as falling somewhere between nursing and medicine. Indeed,
there was some discussion about giving the feldshers the title of deputy
doctor, but this did not happen. The feldsher is an autonomous practi-
tioner who can provide basic treatment, care and preventive services.
The work comprises elements of medicine, nursing, public health and
community development. An important and positive point is that feld-
shers usually return to their home towns or villages after training and are
therefore an integral part of the communities they serve. The role and
training of feldshers in the CCEE and NIS are described in Chapter 2
(see pp. 60-62).

Many rural areas lack doctors, and care is provided by feldsher/mid-
wife posts or stations, which provide PHC to local people. The units
generally consist of one feldsher, one midwife and one nurse. In some
of the urban units, a doctor has a visiting role; visits can be sporadic,
however, for several reasons, including high workload or difficulty in
obtaining fuel for transport.

Feldshers provide community care, including home visits, and are
usually senior to nurses. They are able to provide health assessments
and diagnostic and therapeutic care, to perform examinations and tests,
to recommend treatment plans and to prescribe some medication. Feld-
shers can also refer patients to doctors at rural ambulatory units and
central district hospitals. They also work in emergency services and in
occupational health. Preventive care is said to be an important aspect of
feldsher training.

Many feldshers work in units or from their homes, with very limited
access to the resources they need to provide good services. Disinfec-
tants, medication and vaccines are in short supply; often there is no ster-
ilizing equipment and disposable items are used several times. In
Kazakstan, it is estimated that more than 50% of feldsher/midwife sta-
tions have no telephones (47). Nurses and feldshers may have to walk to
their patients and spend valuable time searching and queuing for
medicines and fuel. In remote rural areas, these health professionals
take responsibility for their patients” welfare with very little support
from other professionals or the infrastructure.

An example of innovative practice is found in Uzbekistan, where the
Red Cross has teamed up with local feldsher/midwife stations to im-
prove health care. The Red Cross found the feldsher/midwife station an
extremely valuable and successful model of care that needed resources
to operate efficiently. The Red Cross, feldshers and nurses carried out
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some research to establish a basic package of care for the users of the
service. This included information about nutrition, water and hygiene,
medication and the equipment needed in a feldsher/midwife station. The
Red Cross was then able to provide each unit with a bed, basic steriliz-
ing equipment, instruments for medical procedures and medication. It
also provided instruction to nurses and feldshers in further skills, and
the use and maintenance of the equipment.

Feldsher training is usually separate from nurse education, although
it takes place in the same medical schools. It emphasizes health educa-
tion and the prevention of ill health. Several branches of specialist feld-
sher practice exist, such as the feldsher midwife, whose responsibility is
maternal and child health. The sanitary feldsher participates in the con-
trol and monitoring of environmental concerns, such as clean water, and
the control of epidemics. The stomatology feldsher is trained to assist
the dentist.

Nurse and feldsher training encounter many practical difficulties, as
described in Chapter 2. Because professionals have difficulty in ob-
taining continuing education, their practice is based on tradition. Some
aspects of practice have been proved to be detrimental to the health of
the patients, such as the tight swaddling of newborn infants. Teaching is
often theoretical with no clinical supervision in the practice environ-
ment.

These difficulties are partly the reason why many of the CCEE are
discontinuing feldsher training. Underfunding and neglect of PHC ser-
vices has led to difficulty in recruiting or educating appropriate staff, so
the role is inadequately performed. People seem to have forgotten that
feldsher/midwife stations have tried to give whole populations access to
health care under extremely difficult conditions.

The association of the feldsher role with the old Soviet system is an-
other reason for its decline in popularity. The attraction of the western
world, with its individualist policies, privatized health care and high
medical technology, is powerful. In some countries, the whole health
care budget is given to secondary care in hospitals, so no funding is
available for PHC. Feldshers and nurses working in the community have
been forced to leave their jobs because their salaries have not been paid,
leaving many of them without any health care.

Nevertheless, training for felshers continues in the central Asian re-

publics, where these personnel are widely acknowledged to be a vital
part of the PHC team if health care is to be offered to a very scattered
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population, often living in difficult terrain. In addition, the use of feld-
shers is seen as a more economical solution than attempting to increase
the numbers of doctors in practice.

The countries that are discontinuing feldsher training run the risk of
dismantling the old system before a new one is in place, and losing
many of the good qualities of the feldsher role in the race towards west-
ern-style health care. In some areas, feldshers are the only health work-
ers who can act autonomously and provide a package of care to the com-
munity. Health care reform must be based on the needs of the people
and the countries’ resources. It is useful to remember that the planners
of health care in the United States are also attempting reform because
their own health services have become exclusive and technology driven,
at the expense of the health of the lower socioeconomic strata, where
most morbidity occurs.

THE WAY FORWARD

The key concept for the future development of nursing is the need to
create a nursing role that is appropriate to people’s health needs, rather
than the needs of the health care system. Nurses need to base their work
on the five principal components of PHC reiterated by the WHO Expert
Committee on Nursing Practice (48):

(a) universal coverage of the population, with care provided according to
need

(b) promotive, preventive, curative and rehabilitative services

(c) effective, culturally acceptable, affordable and manageable services

(d) involvement of the community in the development of services so as to
promote self-reliance and reduce dependence

(e) approaches to health that relate to other sectors that contribute to de-
velopment.

The entire nursing infrastructure — from basic nursing education to
development in practice, management and leadership — needs to change
if nurses, feldshers and midwives are to take up the challenge of PHC.
Nurses need to recognize their contribution to the promotion of health
in the primary care setting and challenge the dominance of one form of
knowledge over another (49). In addition, the attitudes of other health
professionals need to change if nurses are to take up their role as equal
partners on the PHC team. As long as nursing continues to be under-
valued, nurses will be unable to make a worthwhile contribution to
health care planning and services.
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The same fundamental problems are being experienced all over the
world (50): there are too few primary care providers and too many spe-
cialist care providers, and health personnel are concentrated in urban areas
and prefer to train in clinical specialties rather than in public health, health
policy and management (50). The providers of health care must shape the
service that they offer their patients and clients if they are to own ideas and
innovations. Such ownership is necessary for the commitment needed to
ensure good quality care. This need should not be underestimated; caring
requires the caregiver to make an emotional investment. Without this com-
mitment, good care is impossible to achieve. The emotional labour of car-
ing is particularly difficult where conditions of work are poor. Low status,
low pay, poor working conditions and long hours demoralize any work-
force. Unfortunately, these factors are common and can lead to the loss of
ability to provide care. How can nurses inspire good quality care and in-
novative approaches when they have no textbooks written for them in their
language, no equipment to use, no proper place from which to practise and
no support from other health professionals? Countries across Europe must
develop career structures and incentives if they are to encourage nurses to
move into generalist roles in PHC in underserved areas.

This time of dramatic change offers the unique opportunity to re-
shape nursing’s place in health care, so that nurses are more closely al-
lied with the needs of the patient rather than the medical profession
(22). Nurses in PHC are in an ideal position to empower the patient
through their equality of relationships and their willingness for partner-
ship with their patients. Change often occurs first in the field, with pol-
icy reform following. This means that clinical professionals and their
clients often bring about the first changes, with policy-makers follow-
ing. For this reason, the number of nurses leading and managing PHC
teams needs to be increased, and nurses should have greater responsi-
bility for making decisions within health care teams (48). Clients’ opin-
ions need to be sought and the environment needs to be right if change
for the better is to occur. This will result in a service that is responsive
to both the individual and the collective needs of its users.

Nursing has responded to the needs of the patient by developing dif-
ferent models of care, but these have not been developed in a systemat-
ic way. Today, nursing can be difficult to define and differentiate from
the roles of other health care workers. For nurses to take up an equal
membership on the PHC team, a clear definition of their role needs to
be established.

A clear definition of the role of nursing will also help to establish the
appropriateness and usefulness of its role in PHC. A definition that broad-
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ly describes nursing in terms of aims and goals, rather than specific tasks,
will help to clarify what nursing is and consequently what direction its de-
velopment should take. A WHO publication (20) supports the 1988 Vi-
enna Declaration (1) and gives a clear outline of what nursing comprises:

nursing ... is to help individuals, families and groups to determine and
achieve their physical, mental and social potential, and to do so within the
challenging context of the environment in which they live and work. This
requires nurses to develop and perform functions that promote and main-
tain health as well as prevent ill health. Nursing also includes the planning
and giving of care during illness and rehabilitation, and encompasses the
physical, mental and social aspects of life as they affect health, illness, dis-
ability and dying.

Nurses ensure the active involvement of the individual and his or her fam-
ily, friends, social group and community as appropriate in all aspects of
health care, thus encouraging self-reliance and self-determination ...

Nursing is both an art and a science that requires the understanding and ap-
plication of the knowledge and skills specific to the discipline. It draws on
knowledge and techniques derived from the humanities and the physical,
social, medical and biological sciences.

The nurse accepts responsibility for and exercises the requisite authority in
the direct provision of nursing care. She is an autonomous practitioner ac-
countable for the care she provides. She has a responsibility to assess her
personal needs for continuing education in management, clinical practice
and research, and to take action to meet those needs.

This broad description clearly sets out the nursing role without im-
posing yet more constraints. A definition needs to be dynamic if nurses
are to promote evolutionary nursing practice; nursing needs to be able
to grow with the changing health care needs of society. Flexibility is
needed if PHC is to be responsive to the needs of service users, so the
lack of a rigid definition is a strength at a time of rapid growth in med-
ical knowledge and technology. Medical and nursing practice is becom-
ing more complex and the traditional boundaries between the profes-
sions are being pushed back. The boundaries of health care work often
shift, and doctors are used to passing on some of the routine parts of
their work to nurses. A little blurring around the edges of roles can al-
low the transference of tasks to more suitable professionals without
arousing the territoriality so often apparent in doctor-nurse relation-
ships. A less definite demarcation of roles in PHC benefits the patient,
as practitioners can use their experience, education and skills to meet
changing needs for care. This is clearly a positive step towards the em-
powerment of the professions and the people they serve.
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[f interprofessional teamwork is to succeed, and nurses are to real-
ize their potential in full, they and their medical colleagues must change
the stereotypes of their roles, and nurses must take part in decision-mak-
ing at all levels. The development of an autonomous practitioner role in
the community would be a positive step. Autonomy entails the right of
self-government and freedom of will. It is not the same as indepen-
dence. Total independence from the medical profession is not necessary
or desirable, but nurses must be allowed to use their clinical experience
and judgement to shape the scope of their role in PHC in order to pro-
vide appropriate care to their clients. A good example is the recent de-
velopment of a hospital of nursing care in Kazakstan. Patients who are
elderly or have cancer or physical disabilities are cared for in a hospice
environment. Nurses run and staff the hospital, using their expertise to
provide appropriate care.

Education is a key to developing excellence in nursing practice. Ba-
sic programmes of nursing education with a strong emphasis on PHC
are needed to produce generalist nurses able to function in both the hos-
pital and community. The health needs and the social and economic cir-
cumstances of each country should form the basis of curriculum devel-
opment, to enable the profession to respond to current and future health
problems in PHC. The decision to shift the focus of the basic nursing
curriculum to PHC usually comes from the highest level of government.
Ministries of health and education, and legislative and regulatory bod-
ies, need to consider training in the light of the number, types and qual-
ity required of the different categories of health care worker. If nurses
are to achieve clinical effectiveness, the right numbers of qualified and
experienced nurses are needed, with their expertise recognized and uti-
lized.

The nursing curriculum should be reformed to ensure that health
professionals learn about the philosophy of health development as de-
fined in the Declaration of Alma-Ata (7) and the global strategy for
health for all (57). The curriculum needs to emphasize assisting and en-
abling people to meet their own health needs, fostering the maintenance
and promotion of health, and providing health education along with care
in the community. This view is supported by research; for example, a
project in Norway (52) revealed that community nurses needed to know
more about nursing in the home setting, particularly what type of help
local authorities offer to clients, and how to help clients gain access to
it. The researchers recommended that demographic changes and in-
creasing knowledge about the process of aging be reflected in training.
Nursing education should include knowledge of the care of the elderly,
which should include the pathology associated with aging as well as
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methods and models for working with elderly patients. More elderly
clients use the health services, and they have more chronic illnesses and
compound problems than any other group in the general population.
Nurses need competence in rehabilitation, preventive medicine and co-
operation with different professional groups and departments and pa-
tients’ families. This example demonstrates the need for a clear link be-
tween practice and education.

At present, the education of most health professionals is firmly
based in an individualist philosophy that focuses on treating bodies (53).
Most learning of health care practice takes place in specialized, institu-
tional settings rather than at the primary and community levels, and
rarely with any involvement of the users of services in identifying their
needs. Exposure to the primary and community settings would increase
the relevance of the education given to health professionals.

The community is the nurse’s largest and most complex client in
PHC. Nurse educators need to teach not only the traditional roles of car-
ing for individuals and families in the community but also how to nurse
the community as a whole. Students need experience in the community
to acquire skills in community-based assessment and programme devel-
opment. They need to learn more about the theory and practice of com-
munity development work, such as those that guide the practice of public
health nursing (57). The specialist knowledge and skills subsequently
acquired should rest on this foundation. Education in advanced practice
should include a knowledge of epidemiology, biostatistics, health ser-
vices administration, public health policy and the use of personal and
group influence to bring about change (7/3). The question of when and
how to specialize in nursing is difficult to answer in all parts of the
Region; local circumstances must guide development. A clear, achievable
action plan for each country and PHC team is needed to inform these
decisions.

Basic training needs to include wider issues, such as how to teach
the basics of hygiene to a community, how to support women making
choices about fertility control or how to promote breastfeeding to young
mothers. Importantly, nurses often need such information for them-
selves, and this can be a great motivation for learning and sharing with
others. For example, in Kazakstan abortion continues to be the most
common form of family planning, with the average woman having five
abortions in her lifetime. A small study of 416 nurses in Kazakstan (47)
revealed that over 33% of those surveyed did not know what family
planning was, and only 38% could cite different methods of contracep-
tion.
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Nurses need to identify their learning needs and expectations; such
opportunities are rare in many places at present. In the former USSR,
task-oriented training given to quite young people made this approach
impossible. It is hoped that change will come through schemes such as
the WHO LEMON project (see Chapter 6), whose long-term aim is for
the countries involved to become self-sufficient in selecting and writing
their own learning materials. The move to greater professional autono-
my in nursing through control of the educational experience offered to
students will lead to a dynamic change in the approach to nursing. Nurs-
es will no longer be uncritical practitioners, merely following others’ or-
ders. They will become critical thinkers, reflective practitioners, able to
offer and be accountable for patient-centred care (55 ).

Education to develop research skills and the tools of evaluation will
facilitate nurses” ability to examine their practice, see what is effective
and develop their practice accordingly. Research will lead to the devel-
opment of the profession in the PHC field. If nurses are not properly ed-
ucated and prepared, practice becomes unresponsive to experience and
research, particularly if another professional group controls the educa-
tional process and uses it for its own benefit (55). The new approach to
learning and professional development should result in an increase in
professional competence (56). Nurses’ reflection on themselves, their
situation and their understanding — that is, reflection in action — will
make professional practice more effective (357). Nursing education
needs to abandon the task-oriented approach and promote inquiring
minds.

Basic training needs to be reoriented, and the concept of learning as
a lifelong process needs to be adopted. Access to postbasic education in
nursing improves nursing care and the motivation and retention of staff.
Integrating teaching and practice ensures that teaching is relevant to
practice, and brings high-quality nursing practice to the health care Sys-
tem (58). Nurses who have opportunities to advance their practice
through education become valuable PHC workers who can take up roles
in the community. Nurses whose experience and expertise are under-
pinned by research-based knowledge have the ability to widen their
scope of practice, strengthen their decision-making skills and become
more independent and autonomous in practice.

CONCLUSION

As mentioned, the nursing profession makes up the largest single group
of health care workers in the WHO European Region. In many countries
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and settings, nurses are the first, last and most consistent points of con-
tact that people have with the health care system. The care offered by
nurses has a significant impact on the population’s health. If nurses are
to be effective and efficient, the right numbers of qualified and experi-
enced personnel need to be available and their expertise needs to recog-
nized and utilized (59).

Nursing practice within a PHC framework takes place in hospitals,
clinics and communities. Hospital nursing should not be abandoned, but
its emphasis should be reduced in favour of services and health promo-
tion efforts where people live and work (73). The nurse’s practice should
focus on improving people’s health by working alongside the patient or
community, and with other relevant health professionals. Achieving
these changes requires a fundamental transformation of nurses’ role as
medical assistants to doctors; they must be well educated professionals
whose unique and distinctive contribution to health care is respected by
all colleagues, and who are regarded as equal partners in the health care
team. '

If the countries of the European Region are to achieve the targets for
health for all (2), they need to mobilize their health care workforce.
Nurses — as economically viable, professionally equipped and techni-
cally able caregivers — present an attractive prospect. Appropriate edu-
cation, research and nursing roles are necessary to reach this ideal. Sup-
portive legislation and regulation are needed to allow nurses to fulfil
their potential and practise comprehensively where most needed. The
issues of low pay, poor working conditions and low status need to be
addressed. The development of career structures and incentives will
encourage the movement of nurses into generalist roles in PHC.

The need for relevant research is clear; evidence-based practice en-
ables progress in the scope and practice of nursing. Relevant education,
however, is needed in virtually all countries of the Region, so that nurs-
es can utilize research findings and carry out their own projects. This
chapter has cited the evidence from existing research that nursing care
benefits individuals, families and communities. Demonstration projects
are needed to bridge the current gap between the theoretical concept of
PHC and its implementation. This need is especially great in developed
countries that possess complex health care systems primarily dedicated
to cure and rehabilitation. In nursing research, achieving health for all
provides a framework in which nursing theory could be developed, test-
ed and evaluated. The community would become a partner in the ex-
pansion of nursing knowledge (54).
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Measuring nursing

Gunnar H. Nielsen

MEASURING NURSING AND DEVELOPMENTS IN NURSING

The emergence of an international classification for nursing practice,
the continuous development of clinical quality in nursing and the grow-
ing use of electronic patient records for the documentation of nursing
practice are three important recent developments that are linked in dif-
ferent ways to the issue of measuring nursing.

In medicine, the history of the International Statistical Classifica-
tion of Diseases and Related Health Problems, whose tenth revision
(ICD-10) was recently issued by WHO (1), dates back to the eighteenth
century. The history of an international classification for nursing prac-
tice began in 1989, when the ICN decided to supplement existing inter-
national classifications of medical diagnoses and procedures by devel-
oping a classification of nursing problems or diagnoses, interventions
and outcomes (2). This initiative is thus not conceived as a classifica-
tion of nursing tasks, in the narrow sense of the word, but as a contri-
bution to the existing family of health-related classifications that de-
scribe both the health status of the patient or client and the activities
subsumed under the category of the relevant professional group, such as
medical and surgical procedures.

ICD-10 is one of the means of measuring progress towards the goal
of health for all. The incidence and prevalence of major diseases and re-
lated health problems are determined by means of its internationally
recognized terms. The use of classifications is thus related to measure-
ment in health care, and the important recent development of a classifi-
cation scheme for nursing practice is intimately related to the issue of
measuring nursing.
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The development and measurement of the quality of clinical out-
comes are important recent trends that affect developments in clinical
nursing management. The quality of care is the subject of one of the Eu-
ropean targets for health for all (3). Particular attention is paid to clini-
‘cal outcome quality through continuous quality development (4). This
is a dynamic process using the best outcomes of care continuously to
raise the overall quality of care. The evaluation of quality development
includes measuring progress in the clinical outcomes of nursing.

The emerging information society is the third important recent de-
velopment that pertains to the issue of measuring nursing. Electronic
records of patient care and computerized clinical databases have been in-
troduced. The use of information technology for the storage, retrieval
and communication of data has accelerated the development of informa-
tion systems that capture essential data on care by means of minimum
basic data sets. Such key data sets are particularly important in monitor-
ing the development of clinical quality. Recognizing the importance of
measuring progress in improving health and the quality of care, the
WHO Regional Office for Europe has taken an active interest in pro-
moting the development of information systems (4). Measuring nursing
implies registering or capturing by electronic means data on nursing care
that are produced as a result of the documentation of clinical practice.

This chapter describes both the potential to gain information about
nursing practice that is offered by classifications and high-level instru-
ments for measuring clinical outcome quality, and the realization of this
potential through the use of telematics applications for registering data.

MEASUREMENT IN THEORY

The use of classifications is linked to the qualitative measurement of
nursing through the use of a nominal scale: a scale of names. The desire
to measure clinical outcomes in order to monitor quality can be seen as
linked to quantitative measurement of nursing through the use of ordi-
nal, interval or even ratio scales to express the amounts to be measured.

Measuring nursing means assigning numbers to the objects of nurs-
ing (5). Numbers can indicate the kinds and amounts of the characteris-
tics possessed by the objects. Measuring nursing can thus be of at least
two kinds:
¢ qualitatively assigning numbers to the objects of nursing on the as-

sumption that they represent the kinds of characteristics possessed

by the objects; and
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* quantitatively assigning numbers to the objects of nursing on the as-
sumption that they represent the amount of the characteristics.

From a systematic point of view, these two kinds of measurement
can be seen as levels in a hierarchy. From the lower to the higher levels,
the scales of measurement are nominal, ordinal, interval and ratio.
Nominal scales are used to measure nursing qualitatively by means of
numbers indicating an object’s membership in one of a set of exhaustive
and mutually exclusive classes. Ordinal, interval and ratio scales are
used to measure nursing quantitatively.

In measurement by nominal scale, objects are placed into cate-
gories according to defined properties. Applied to the international
classification of nursing practice, this means classing patients’ condi-
tions into categories of nursing diagnoses according to their clinical
characteristics. Thus, a condition with the clinical characteristics of
breathing with discomfort and increased effort, shortness of breath,
nasal flaring, changes in respiratory depth, the use of accessory mus-
cles, altered chest excursion and fremitus is classed as dyspnoea. Di-
agnostic categories such as dyspnoea are represented by numbers and
the numbers assigned to clinical conditions represent membership in a
category. For example, the category dyspnoea might be assigned the
number 15. Measuring nursing qualitatively means using numbers as
category names, for labelling only; the numbers have no quantitative
meaning.

Measurement by ordinal scale assigns numbers to objects according
to the rank order of a particular attribute. It may be regarded as ranking
objects in quantitative categories according to the relative amounts of
the specified attribute. In addition to being able to categorize and rank
objects at the ordinal level, one can also order objects according to the
size of their numerals and the relative size of the differences between
two objects, but such a scale, called an interval scale, has no absolute
zero point. Ratio-level measures give all the information provided by in-
terval measures, but they have points at which zero represents an abso-
lute absence of the relevant attribute (5).

Evaluating quality development requires measuring progress in the
clinical outcomes of nursing. This appears to require scales to rate the
status of the patient condition, because a change in status is hoped to ex-
press the outcome of nursing interventions (6). The condition of the
client in relation to the objective and subjective characteristics of nurs-
ing diagnoses (such as breathing with discomfort and increased effort,
shortness of breath, nasal flaring, changes in respiratory depth, the use

243



of accessory muscles, altered chest excursion and fremitus) should thus
be rated on a scale of the following type:

1 = the clinical characteristics are extreme
2 = the clinical characteristics are severe

3 = the clinical characteristics are moderate
4 = the clinical characteristics are minimal
5 = there are no clinical characteristics.

A rating of dyspnoea that moves from 1 to 5 expresses a significant
change in the status of the condition, and might therefore reveal an in-
crease in clinical outcome quality with regard to dyspnoea as a result of
nursing interventions.

Deciding whether to measure nursing by a classification on a nom-
inal level or by rating scales measuring on ordinal or interval level is no
trivial matter. Depending on the level of measurement, fundamentalists
claim only specific statistical techniques are available. Only non-para-
metric statistics are considered appropriate with lower-level measures,
1.e. nominal and ordinal scales. Parametric statistics are only permissi-
ble with higher-level measurements, i.e. interval and ratio scales. On the
other hand, pragmatists claim that there are no clear distinctions be-
tween levels of measurement and that therefore the nature of the re-
search question should direct the choice of statistical operation, not the
level of measurement (35).

Important recent developments in nursing — the use of classifica-
tions and the continuous development of clinical outcome quality — are
thus linked to different levels of measuring nursing. Measuring nursing,
however, is more than a question of using classifications or going be-
yond them to higher levels of measurement. It also implies registering
or capturing data produced as a result of the measuring process. The po-
tential for the provision of information on nursing by using classifica-
tions or other measures will be realized in the twenty-first century
through the development and implementation of clinical telematics ap-
plications for nurses.

MEASUREMENT IN PRACTICE

International classification for nursing practice

The need for an international classification for nursing practice was
first proposed to ICN at the Council of National Representatives in
1989. Through a resolution, the Council asked member associations to
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take part in describing classification systems for nursing care, informa-
tion systems and data sets. The resolution was referred to the Profes-
sional Services Committee. An advisory group has since been appoint-
ed including Norma Lang of the United States, Randi Mortensen of
Denmark and June Clark of the United Kingdom as consultants and
Margaret Murphy and Madeline Wake of the United States and myself
as technical advisers. The development of a classification can be de-
scribed in three steps: collecting terms, grouping them, and establishing
a hierarchy within the group. The final product can be described as a
pyramid of concepts. The top of the pyramid — the top term of the clas-
sification — is the most general concept. The bottom of the pyramid —
the lowest-level terms of the classification — comprises the most specif-
ic concepts. An example from outside nursing might illustrate the idea

(Fig. 1).

Fig. 1. Pyramid of concepts

Tree
Oak Maple Birch
White Red Silver Sugar River White
oak oak matle maple birch birch

Source: Nielsen & Mortensen (7).

Like the three major pyramids of ancient Egypt near Cairo, ICNP con-
sists of an arrangement of three pyramids of concepts, describing:

e nursing phenomena supplementary to existing classifications of, for
example, diseases, handicaps, disabilities and impairments;

e nursing interventions supplementary to, for example, medical and
surgical interventions; and

e the clinical outcomes of nursing efforts.

Building pyramids is a huge task. As a first step, ICN and its advisory
group made an international survey to identify possible health-related
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classifications in nursing. The terms of these classifications might be
looked on as the building blocks of the three pyramids of ICNP. In a
second step, Randi Mortensen and I undertook the task of developing an
architecture for classifications of both nursing phenomena (nursing diag-
noses or problems) (7) and nursing interventions or activities. This
architecture was presented at the sixth meeting of the advisers in June
1995. At a meeting in the autumn of 1995 with technical advisers Made-
line Wake and Amy Coenen, this architecture was further refined and
the outline of two pyramids of concepts is emerging. The third pyramid
— nursing-sensitive outcomes — still lacked an architecture as of January
1996. In parallel with the more technical work of the advisers, the idea
of ICNP has been presented to nurses all over the world to initiate a con-
sensus process. [CN held meetings in collaboration with national nurs-
es’ organizations in the Americas in 1993, Africa in 1994 and Asia in
1995. In Europe, the EU research and development programme will
partly finance two meetings to promote the idea of ICNP as part of a
project called TELENURSE, which is led and coordinated by Randi
Mortensen (8). These meetings will be open to all nurses interested in
the idea of a common professional language. Besides the events at the
European level, similar activities are to be organized at the national
level.

ICNP is meant to supplement traditional health indicators of mortality
and morbidity with measurable health indicators related to clinical nurs-
ing, by adding measurable nursing aspects to the concept of health
embodied by WHO in its policy for health for all (3). Ideally, ICNP will
allow nursing to be measured in three dimensions:

e the diversity of patient populations from a nursing point of view
(nursing diagnoses or problems);

e the variability of practice patterns (nursing interventions); and

e the variations of clinical results (outcomes).

Of course, this type of information about nursing practice promises
to have great potential for influencing health policy by making nursing
practice measurable in an internationally recognizable way. This will
make nursing visible in a new and forceful manner.

This invites the idea of a European database on nursing and health
(8). A database structured according to ICNP would allow Europe-wide
descriptions of the diversity of patient populations from a nursing point
of view, the variability of practice patterns and the clinical results of
care. A European database comprising essential data on nursing care
would supplement traditional mortality and morbidity indicators with
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measurable health indicators related to clinical nursing. In the long run,
this could influence EU policy and add nursing aspects to the concept
of health in the WHO European policy for health for all.

Establishing a European database on nursing and health along the
lines of ICNP is a task worthy of the efforts of WHO collaborating cen-
tres in the European Region, in alliance with nurses in government. A
preliminary step in this task is the development of nursing databases on
the national level. The goals of the ICNP project (2) include: “To
achieve utilization of ICNP by nurses at country level for development
of national databases”. This work can be seen within the context of the
demand for continuous quality development of clinical practice in the
health care sector in Europe.

Continuous quality development in clinical outcomes

In 1993, the WHO Regional Office for Europe, in collaboration with the
Danish Ministry of Health and National Board of Health, proposed a na-
tional policy for continuous quality development (4). Its elements in-
clude the development of information systems capturing essential data
on care through the creation of minimum data sets, and the establish-
ment of clinical databases for monitoring progress towards the goal of
health for all.

As mentioned, the Regional Office has taken an active interest in
promoting the development of information systems. Two such systems
have been introduced in recent years. WHOCARE focuses on surgical
wound infections and DIABCARE on the quality of care of diabetes. A
similar system is under development: the ORATEL computerized infor-
mation system for quality management in oral health (4).

Faced with the rapid appearance of several isolated national clinical
databases based on personal computers (PCs), dealing with medical
specialties such as breast cancer and hip fractures, the Danish Board of
Health in 1993 created a small working group to describe (9):

a set of principles for the development, establishment and exploitation of
such electronically supported clinical databases in order to ensure that de-
velopments of databases for monitoring clinical quality would be integrat-
ed and coordinated with other developments of information systems with-
in the Danish health care system. In particular the integration of isolated
PC-based clinical databases with emerging electronic patient records was
considered essential in order to avoid double registration of the same clin-
ical data.
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A description of the nursing module of databases for monitoring
clinical quality included in the guidelines of the National Board of
Health was based on the use of the emerging ICNP to structure data on
nursing care (9). In accordance with these guidelines and the proposed
national policy, the Danish Institute for Health and Nursing Research
has since been developing a database on nursing phenomena, i.e. diag-
noses or problems, interventions and outcomes, since adequate infor-
mation systems must include essential nursing care data (70).

The success of nursing interventions in terms of clinical outcome
can be measured as the degree to which nursing has succeeded in alle-
viating or relieving patients’ problems. Fig. 2 illustrates this type of
measurement, using the rating scale, set out above (see p. 244).

From both theoretical and practical points of view, measuring the
continuous quality development of clinical outcomes in nursing offers
new challenges, as one can move beyond the mere use of classifications

Fig. 2. Rating of clinical outcome in nursing: dyspnoea

Dyspnoea: BEFORE Rating

Clinical characteristics 1 23435

Breathing with discomfort X

Breathing with increased effort X

Shortness of breath X

Nasal flaring X

Changes in respiratory depth X

Use of accessory muscles X

Altered chest excursion X

Fremitus X

Dyspnoea as a whole X
EVALUATION Dyspnoea: AFTER Rating INTERVENTION

Clinical characteristics 1 23435

Breathing with discomfort X

Breathing with increased effort X

Shortness of breath X

Nasal flaring X

Changes in respiratory depth X

Use of accessory muscles X

Altered chest excursion X

Fremitus X

Dyspnoea as a whole X

Source: Nielsen (10).
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to higher levels of measurement. The value of these measures, however,
lies ultimately in their capacity to supply information about the bad and
good results of clinical nursing practice.

Unfortunately, the capture of the results of measurements of clinical
outcome quality in nursing is restricted by the possibilities of collecting
basic information. The problem is the lack of uniform and standardized
data sets required for the surveillance of people’s needs for nursing care
and the measurement of clinical outcome.

Nurses must contribute to the establishment of a European structure
for health information. As part of an information society, nurses should
take part in the development of telematics applications to measure nurs-
ing. Such applications should capture the data produced by measuring
nursing practice with classifications or other means.

This is the rationale behind two projects initiated by the Danish In-
stitute for Health and Nursing Research and partly financed by the EU
research and development programme for telematics in health care: TE-
LENURSING (8,11) and TELENURSE (/2). Both projects have been
concerned with promoting the development of telematics applications
designed to register and organize data describing the quality of clinical
practice in nursing as seen from the viewpoint of the profession.

TELENURSE: telematics applications for nurses

To found the development of patient-oriented information systems for
nursing practice in the nursing process — that is, clinical realities as seen
by professional nurses — the Danish Institute for Health and Nursing Re-
search formed a consortium in 1991 to apply for funds from the Euro-
pean Community programme on advanced informatics in medicine. The
consortium members hoped that the project could be the start of com-
puter-based clinical research in Europe to continue the WHO project on
people’s needs for nursing care (13).

The project proposal was not, however, accepted. Instead, the Euro-
pean Commission launched concerted action on nursing and invited del-
egates to a preparatory workshop in Brussels in June 1992. Participants
from Belgium, Denmark, France, Greece, Ireland, Italy, the Nether-
lands, Portugal, Spain and the United Kingdom presented proposals on
the subject of nursing. Randi Mortensen, Director of the Danish Insti-
tute for Health and Nursing Research, was elected leader of the action.
An agreement was reached on a draft work plan (/4) whose original ti-
tle was “Concerted action on telematics for nursing: European classifi-
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cation on nursing practice with regard to patient problems, nursing in-
terventions and patient outcomes, including educational measures”. The
project later received the practical name of TELENURSING, but the
original title was an early attempt to introduce ICNP to a European au-
dience of nurses.

TELENURSING focused on nursing problems or diagnoses, inter-
ventions and outcomes for two reasons. First, they are incorporated into
ICNP. Second, the development of clinical information systems and
databases on nursing in Europe should be built around the three axes of
ICNP to encourage the Europe-wide comparability of essential data on
nursing care. Nurses from EU countries, Norway and Slovenia took
great interest in TELENURSING.

TELENURSING ended in December 1994. In response to a call for
proposals from the EU research and development programme on tele-
matics applications for health care, the Danish Institute for Health and
Nursing Research submitted a project proposal called TELENURSE
(12). The TELENURSE consortium comprised partners from 11 coun-
tries, and its proposed project was among those retained for funding.

The total project budget amounts to about ECU 100 000. The evalu-
ators unexpectedly recommended that TELENURSE focus on promoting
consensus on the use of ICNP in Europe. The TELENURSE consortium
was thus required to set aside funding for two European consensus con-
ferences, to be held in Greece in 1996 and Portugal in 1998. These meet-
ings are open to all nurses interested in a common professional language.
Besides the events at the European level, the Commission required paral-
lel activities to be organized at the national level. Partners of the TE-
LENURSE consortium are thus requested, as part of the project, to trans-
late a first version of ICNP into their languages (Danish, Dutch, Finnish,
French (Switzerland), German, Greek, Italian and Portuguese) and orga-
nize national meetings promoting the idea of ICNP as a common classi-
fication to be used in Europe. Other partners may well join the project,
such as nurses from Slovenia. In addition, TELENURSE was presented at
a conference on health informatics held in Bucharest in 1995.

TELENURSE represents a unique opportunity to involve the Euro-
pean Region in the development of ICNP. This is related to the second
goal of the ICNP project: to achieve recognition by the national and in-
ternational nursing communities (2).

Furthermore, TELENURSE is about the development of nursing
modules for electronic patient records. TELENURSE is part of a group
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of EU projects addressing this topic, and thus provides a unique oppor-
tunity for field testing the first version of ICNP as a common frame-
work for documenting nursing care electronically.

The main task is to promote consensus on ICNP, an associated min-
imum data set for nursing and a structure for nursing data. To support
the consensus-building process, TELENURSE will include the devel-
opment of simple prototypes illustrating possible uses of ICNP.

In particular, TELENURSE will address the need for structured and
standardized clinical nursing data in telematics applications used by nurses
working in hospital wards or in primary care, as well as nurse managers,
health care administrators, policy-makers and clinical researchers. The
term clinical nursing data means data organized according to the nursing
process on nursing problems, interventions and outcomes.

When analysed, data on care from clinical nursing record systems will
provide what has been missing until now: information on the quality and
cost-effectiveness of nursing care. TELENURSE will promote the use
of ICNP by enabling existing clinical nursing record systems to record,
store, access, process and communicate countable and comparable data
derived from clinical nursing practice. As a long-term goal, this will
allow the data to be used for various purposes, including local clinical
audits and more global research-oriented analyses of practice. The data
used for daily clinical practice can be recycled for the long-term monitor-
ing of quality if clinical databases and patient records are integrated and
compatible. Fig. 3 shows the cyclical flow of data to different user
groups and applications that is envisaged in the TELENURSE project.

TELENURSE will use this cyclical flow of data in small-scale
demonstrations of the use of ICNP in:

terminology work
electronic patient records
clinical databases

nursing minimum data sets.

e & o o

A number of systems for recording clinical nursing data are in operation
in hospitals throughout Europe. The strategy of the TELENURSE pro-
ject is to strengthen rather than replace them. The demonstrators will
therefore take the form of add-on modules or other modifications to ex-
isting systems.

Data entry will be approached in two ways at the demonstration
sites. One will be the library approach; new libraries of interventions
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Fig. 3. Cycle of data flow: TELENURSE

RECYCLING

Nurse practitioners

Clinical nursing Nursing information

data
<—\Nursing
Service items information
COLLECTION Qrse managers PRESENTATION
Aggregation Results

Nurse researchers

ANALYSIS

Source: TELENURSE (12).

will be constructed at all sites to conform to the need for structured and
standardized data in a minimum data set for clinical nursing. Second,
the compositional approach will be applied to data entry. In addition,
data display and manipulation facilities will be strengthened, both to ac-
commodate the use of structured and standardized data and to improve
the usability and user acceptance of nursing record systems.

One of the strategic objectives of TELENURSE is to prepare for the
development of a European database on nursing and health built on
electronic sampling of comparable data on nursing care in different Eu-
ropean countries. TELENURSE will promote the use of ICNP by pre-
senting an adequate design for the storage of data on clinical nursing
care and a tool for the analysis of the data collected. The results of
analyses will be fed back to nurses and health care managers by means
of a presentation tool to be demonstrated in the project.
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A clinical nursing database will be created primarily to store data
collected from operational nursing record systems at different sites in a
number of European countries. Data will be collected using a minimum
data set derived from ICNP and subdivided into problems, interventions
and outcomes. It will also be made comparable to the emerging ICNP.

The prototype analytical tool will allow the analysis of data in terms
of nursing problems, associated interventions and their outcomes. The
statistical analyses to be performed on data will range from elementary
frequency counts to advanced analyses of associations and causal rela-
tions. These analyses will be used for the monitoring and surveillance
of nursing care, quality assurance and planning and resource manage-
ment.

The widespread introduction and use of clinical nursing record sys-
tems will depend on the improvement of their clinical appropriateness.
TELENURSE will address this issue in relation to the use of standard
clinical data sets, classifications and terminology organized around
problems, interventions and outcomes. It will also be addressed in the
clinically oriented extensions that will be developed within the project.

The ultimate goal of TELENURSE is the evaluation of nursing
activities by measuring nursing: registering structured data to produce
information that might support the development and improvement of
clinical quality and cost—effectiveness in nursing care.

In sum, the emergence of ICNP, the continuous development of ¢lin-
ical quality in nursing and the growing use of electronic patient records
to document nursing practice are all aspects of measuring nursing. Such
measurement is essential if the impact of nursing care is to be docu-
mented and made visible. Today, the product of the measuring process
must be captured or registered electronically. The use of telematics ap-
plications for nurses is the only means of realizing the information po-
tential promised by the use of classifications (particularly ICNP) and
other measures, and of turning these measures into an effective tool in
the struggle to improve clinical care in the European Region.

THE NEXT STEP
The WHO study on people’s needs for nursing care (/3) was an early at-
tempt to collect standardized clinical nursing data on a Region-wide

level. TELENURSING was an attempt to pursue this goal by starting to
develop standard data sets and classifications of nursing problems, in-
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terventions and outcomes to prepare for the use of modern information
technology as a tool. TELENURSE can be seen as taking up where the
WHO study left off through computer-based clinical nursing research in
Europe. In the future, modern information technology will be used to
measure nursing in Europe at different levels and at regular intervals.
The study of people’s needs for nursing care must therefore be elec-
tronically revisited.
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Annex 1

Declaration and Recommendations

of the First WHO Meeting of
Government Chief Nurses of the Newly
Independent States, Almaty, Kazakstan,
30 August—1 September 1993

The following Declaration and recommendations were made by the
leaders of nursing and midwifery who participated in the First WHO
Meeting of Government Chief Nurses of the Newly Independent States
in 1993. The countries represented were Armenia, Kazakstan, Kyrgyzs-
tan, the Russian Federation (Tumen oblast), Turkmenistan and Uzbek-
istan, with observers from Mongolia. The Declaration was made on
I September 1993 in Almaty, Republic of Kazakstan, and unanimously
endorsed by all participants and observers.

Second Declaration of Alma-Ata

The development of nursing, midwifery and other so-called middle-lev-
el health personnel should be a priority for all countries. As the largest
group of health personnel in every country, nurses play a key role in
maintaining and improving the health of the population. In the past,
however, the practice, training and wellbeing of nurses have been ne-
glected and their contribution to health care has been undervalued.

We believe that this development is long overdue. It is needed today
more than ever, when the health of our people is under threat because of
the serious economic difficulties being faced by all the former republics
of the USSR. Nursing and midwifery provide cost-effective solutions to
health care problems, as shown by evidence from many countries
around the world.

We recognize that each of our countries has its own unique situation,
its own strengths and its own needs. Nevertheless, in our discussions we

257



have identified a number of common issues — development needs which
we all share. These needs are as follows.

Leadership

The development of nursing and midwifery is impossible without strong
leadership from within the professions themselves. The positions of
Chief Nurse and Chief Midwife in the ministry of health must be occu-
pied by a qualified nurse, midwife or feldsher, and supported with ap-
propriate staff and budget. Where no such positions exist, they should
be created as soon as possible.

The process of nursing reform

A group of leaders should be convened under the leadership of the Chief
Nurse to lead the reform process and advise the government. This group
should work closely with the Republic Council for Nurses and Mid-
wives.

National action plans

Each country should develop a national action plan for nursing, as rec-
ommended by the 1992 World Health Assembly. This plan should be en-
dorsed and actively supported by ministries of health.

The national action plan for each country should address the following
key issues:

® alegal and regulatory framework for nursing;

e the authority, responsibilities and role of senior nurses in oblasts and -
hospitals;

e a professional structure for middle-level personnel, clarifying each
grade’s role and functions;

e the education and training of middle-level personnel at basic, post-
basic and continuing levels, and its reorientation towards primary
health care;

e the development of professional associations.

The socioeconomic position of nurses

The professions cannot develop their potential without improvements in

salaries and working conditions. Measures should be taken by govern-
" ments to “care for the carers™.

Resources

Funding should be made available by ministries of health for nursing
development. In addition, they should actively seek funding from inter-
national agencies and other donors.
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International links

Nurses in all our countries want closer international links in order to ex-
change ideas and experiences. Links should be strengthened with other
NIS, with other countries outside the NIS and with the World Health Or-
ganization. The WHO collaborating centre for primary health care and
nursing, Almaty, Kazakstan, will continue to play a leading role in
maintaining these networks.

Recommendations to countries

Participants and observers from Armenia, Kazakstan, Kyrgyzstan,
Mongolia, the Russian Federation (Tumen oblasf), Turkmenistan and
Uzbekistan will undertake the following activities:

1. publicize the Second Declaration of Alma-Ata as widely as possi-
ble;

2. inform ministries of health and nursing and midwifery colleagues
about the results of this meeting, including the Declaration and rec-
ommendations;

3. continue the development of a national action plan for nursing and
keep WHO informed about progress;

4. continue the development of the LEMON (LEarning Materials On
Nursing) project and maintain regular contact with the project coor-
dinator;

5. maintain regular contact with the Nursing and Midwifery unit,

WHO Regional Office for Europe, and supply it with information

about country needs, developments and potential projects;

maintain regular contact with other participants in other NIS;

participate in the Second Meeting of Government Chief Nurses of
the Newly Independent States in 1994 and encourage other NIS to
participate.

~ o

Recommendations to WHO
[WHO should:]

1. publicize as widely as possible the Second Declaration of Alma-
Ata;

2. write to ministers of health in all participating countries, drawing
their attention to the Declaration and recommendations, and asking
them to support the development of a national action plan for nurs-
ing as outlined by participants from their country;

circulate the meeting report to participants and ministers of health
as soon as possible;

(P8
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continue the development of the LEMON (LEarning Materials On
Nursing) project and maintain contact with each country;
strengthen the collaboration between the WHO Nursing and Mid-
wifery unit, and other relevant WHO programmes at [the Regional
Office] and headquarters, and in each participating country;

help countries to network with each other and to become more ac-
tive members of the international nursing community;

organize the Second WHO Meeting of Government Chief Nurses of
the Newly Independent States in 1994,



Annex 2

Statement and Recommendations of the
Second WHO Meeting of Government Chief
Nurses of the Newly Independent States,
Bishkek, Kyrgyzstan, 24-26 August 1994

The statement by participants and observers was unanimously adopted
at the close of the meeting. The countries represented were Kazakstan,
Kyrgyzstan, the Russian Federation (Ministry of Health and Tumen
oblast), Tajikistan, Turkmenistan and Uzbekistan. The participants also
adopted the following recommendations.

Statement

We hereby reaffirm the Second Declaration of Alma-Ata on nursing in
the newly independent states, adopted at the First WHO Meeting of Gov-
ernment Chief Nurses of the Newly Independent States in 1993. In addi-
tion, we express our commitment to implementing WHO policy on the
role of the nurse, recognizing that the policy is relevant to all health pro-
fessionals with a nursing function or orientation, be they nurses, midwives
or feldshers. This policy describes the nurse’s key functions as follows:

e providing and managing nursing care, whether promotive, preventive,
curative, rehabilitative or supportive, to individuals, families or groups;

s teaching patients, well people and health care professionals;

e acting as an effective, equal member of the health care team;

e developing nursing practice through critical thinking and research.

Recommendations to countries
[Countries should:]
1. inform ministries of health and nursing colleagues about the results

of this Meeting, wherever possible using the media (journals, tele-
vision, radio, etc.) to encourage debate about nursing;
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work on the development of a national action plan for nursing as part
of national health policy (the term national is understood to refer to
each country as a whole and not to any ethnic group or other entity);
establish, or where appropriate enlarge, the nursing department in
each ministry of health, appointing a full-time salaried post of Chief
Nurse and other specialist nursing and/or midwifery posts within
the ministry according to priority health needs;

provide learning materials on nursing in local languages through
implementation of the WHO LEMON project by country LEMON
groups, and maintain regular contact with the WHO project coordi-
nator;

review, update and translate into local languages the WHO country
nursing and midwifery profiles;

strengthen the network of NIS nursing leaders, using the WHO col-
laborating centre for primary health care and nursing in Kazakstan
and the proposed WHO collaborating centre for nursing, Moscow,
Russian Federation, wherever appropriate;

maintain regular contact with the Nursing and Midwifery unit,
WHO Regional Office for Europe, and keep it informed about suc-
cesses and needs;

review the current terminology used to describe middle-level health
workers, and where appropriate devise suitable new terminology in
keeping with WHO policies.

Recommendations to WHO
[WHO should:]

I.

publicize the results of this meeting as widely as possible, using the
media whenever appropriate, including communication with min-
istries of health;

assist countries to provide learning materials on nursing through im-
plementation of the LEMON project, maintaining regular contact
with each existing country LEMON group, and encouraging new
LEMON groups to be formed in all CCEE/NIS which do not yet
participate in the project;

continue collaboration between the Nursing and Midwifery unit and
other relevant WHO programmes at [the Regional Office for
Europe] and headquarters, and in each country;

continue dissemination of WHO materials in Russian, especially the
translation of the book Nursing in action;'

'Copenhagen, WHO Regional Office for Europe, 1993 (WHOQ Regional Publica-

tions, European Series, No. 48)
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assist NIS nursing leaders to make links with nursing leaders from
other countries in the Region and worldwide;

work with nursing leaders in Sweden to organize the Third WHO
Meeting of NIS Government Chief Nurses in Stockholm in 1995.
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Annex 3

Statement and Recommendations of the
Fourth WHO Meeting of European Govern-
ment Chief Nurses and WHO Collaborating

Centres for Nursing and Midwifery, Glasgow,
United Kingdom, 18-20 October 1994

Participants and observers from 32 Member States of the WHO Euro-
pean Region unanimously adopted a statement at the close of the Fourth
WHO Meeting of European Government Chief Nurses and WHO Col-
laborating Centres for Nursing and Midwifery. The statement details
challenges to nursing, and the participants made recommendations to
countries and WHO to propose some ways of tackling them.

Statement

We hereby reaffirm the relevance of the 1988 Vienna Declaration on Nurs-
ing in Support of the European Targets for Health for All, and the recom-
mendations from the WHO European Conference on Nursing, 1988. We
believe that these statements continue to provide a vision to guide the de-
velopment of nursing', and practical proposals to strengthen the contribu-
tion of the Region’s five million nurses and midwives to health for all.

We believe that the role of the health for all nurse?, as outlined in the
Declaration, is to help people throughout their life span, as individuals,

'Nursing is used here as a general descriptive term. Terminology and definitions
vary from country to country, and the term nurses should be understood to include all
health workers doing nursing-related work, including nurses, midwives and feldshers.
For brevity, reference is made throughout to nurses and nursing.

*The health for all nurses is one who contributes to achieving the goals of health for
all. The mission, role and functions are comprehensively described in the Vienna Decla-
ration and subsequent WHO publications, notably SALVAGE, J., ED. Nursing in action.
Strengthening nursing and midwifery to support health for all Copenhagen, WHO Re-
gional Office for Europe, 1993 (WHO Regional Publications, European Series, No. 48).
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families and groups, to determine and achieve their physical, mental and
social potential, and to do so in the context of the environment in which
they live and work. This requires nurses to develop and perform func-
tions that promote and maintain health as well as prevent ill health.
Nursing also includes the planning and giving of care during illness and
rehabilitation, and encompasses the physical, mental and social aspects
of life as they affect health, illness, disability and dying.

However, major political, economic and social transformations are
taking place in the Region and indeed worldwide. As leaders of change
we acknowledge the resulting need to take account of them, recognizing
that each of our countries has its own unique situation, strengths and
needs. Within this changing environment, both old and new health care
needs must be met in new ways, and health services must respond more
sensitively to those needs. A number of special challenges to nursing
must therefore be tackled — and at all levels, from individual to interna-
tional.

The challenges to nursing
[The challenges to nursing include:]

¢ influencing health care reform to ensure a continuing commitment
to equity and social justice, especially for vulnerable groups and
those in greatest need,;

e supporting the positive trend towards nurses working in partnership
with individuals, families and groups, acting as patient/client advo-
cates, and stimulafing community empowerment in health care;

e developing national action plans for nursing as part of health plans
and playing a full part in formulating national health policy, thus se-
curing the necessary commitment and resources for nursing devel-
opment for better health;

e strengthening the links between nursing inputs and health outcomes
through increasing the effectiveness and efficiency of nursing prac-
tice, by means of critical thinking and research, and better collection
and use of relevant data for monitoring and evaluation;

e promoting dialogue with the public, policy-makers and other health
care personnel in order to clarify how nursing can maximize its con-
tribution to health in a multiprofessional setting;

e empowering effective leadership in nursing, paying special attention
to the development of women leaders;

e making better use of all available sources of influence, especially
networks and alliances within and beyond the nursing community.
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Recommendations to countries
[Countries should:]

1.

266

promote dialogue about nursing using all available means, including
the media, and inform nursing colleagues, ministries of health, budget
holders, other health personnel and the public about the results of this
Meeting and about the vision and mission of the health for all nurse;

recognizing the continuing relevance of WHO policies and guide-
lines, and the international leadership provided by the Nursing and
Midwifery unit [at the Regional Office for Europe], encourage
health care leaders, policy-makers and donor agencies to use WHO
guidance and to seek WHO input on nursing development pro-
grammes;

ensure that the professional and corporate contribution of nursing
leaders is recognized and encouraged in ministries of health and
other appropriate national institutions;

ensure that nurses and midwives have the basic, postbasic and con-
tinuing education they need to help them to become effective prac-
titioners, teachers, managers, researchers and leaders, and the
opportunity to make appropriate use of their skills and knowledge;
strengthen the links, and promote concerted action, between gov-
ernment chief nurses, national nursing and midwifery associations,
regulatory bodies, WHO collaborating centres for nursing and mid-
wifery, and other health care leaders;

take active steps to utilize WHO collaborating centres for nursing
and midwifery as sources of expertise and creativity in health and
nursing development, and as advisers to governments and other -
health care leaders and institutions:

provide high-quality materials on nursing in local languages, for ex-
ample, through translation and widespread dissemination of WHO
publications such as Nursing in action and the LEMON (LEarning
Materials On Nursing) package;

maintain regular contact with the Nursing and Midwifery unit [at
the Regional Office for Europe] and contribute to the country nurs-
ing and midwifery profiles and analysis of nursing and midwifery
in Europe;

take part in the Fifth WHO Meeting of European Government Chief
Nurses.



Recommendations to WHO
[WHO should:]

1.
2.

publicize the results of this Meeting as widely as possible;

prepare a mission statement on nursing for circulation to countries
and to intergovernmental and nongovernmental organizations to af-
firm the continuing relevance of the Vienna Declaration and to re-
inforce the nursing response to newly emerging key issues in health;
continue to promote close and active cooperation between the Nurs-
ing and Midwifery unit and other relevant WHO programmes in
headquarters, the Regional Office and countries, ensuring that nurs-
ing and midwifery development is appropriately resourced by the
Organization;

encourage the development of nursing leadership in the newly inde-
pendent states of the former USSR through cooperation with health
care institutions in Sweden to organize the Third WHO Meeting of
Government Chief Nurses of the Newly Independent States in 1995;
maintain and strengthen links with government chief nurses, WHO
collaborating centres for nursing and midwifery, and other networks
and provide help in the development of national action plans for
nursing;

prepare a comparative analysis of nursing and midwifery in Europe
and develop indicators of nursing development at national level, tak-
ing due account of related global initiatives, in order to stimulate
progress and to help implement [World Health Assembly] resolution
WHAA45.5 on strengthening nursing and midwifery in support of
strategies for health for all;

help countries to provide high-quality materials on nursing through
advice on translation and dissemination of relevant WHO publica-
tions such as Nursing in action and the LEMON package;

plan the Fifth WHO meeting of European Government Chief Nurs-
es, including WHO collaborating centres for nursing and midwifery,
and paying special attention to relationships with other health care
disciplines.
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Annex 4

Statement from the Third WHO Meeting
of Government Chief Nurses of

the Newly Independent States,
Stockholm, Sweden, 17-21 June 1995

The following statement was made by the leaders in nursing and mid-
wifery who participated in the Third WHO Meeting of Government
Chief Nurses from the Newly Independent States. The participants
came from: Armenia, Azerbaijan, Belarus, Estonia, Georgia, Kazak-
stan, Kyrgyzstan, Latvia, Lithuania, the Republic of Moldova, the Rus-
sian Federation, Tajikistan, Turkmenistan, Ukraine and Uzbekistan.

Statement

We, the participants, hereby unanimously affirm the Second Declara-
tion of Alma-Ata on nursing in the NIS (1993). The principles and -
issues highlighted in the Declaration continue to be relevant to the coun-
tries which drew up the Declaration, and are also affirmed by the other
NIS which are participating in this Meeting for the first time. They can
be summarized as follows.

The development of nursing and midwifery should be a priority for
all countries. As the largest group of health personnel, nurses play a key
role in maintaining and improving the health of the population. In the
past, however, the practice, training and wellbeing of nurses have been
neglected and their contribution to health care has been undervalued.

We believe that this development is long overdue. It is needed today
more than ever, when the health of our people is under threat because of
the serious economic difficulties being faced by all the republics of the
former USSR. Nursing and midwifery provide cost-effective solutions
to health care problems, as shown by evidence from many countries
around the world.
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We recognize that each of our countries has its own unique situation,
its own strengths and its own needs. Nevertheless, we have identified a
number of common issues — development needs which we all share.
These are as follows.

Leadership

The development of nursing and midwifery is impossible without strong
leadership from within the professions themselves. The positions of
Chief Nurse and Chief Midwife in the ministry of health must be occu-
pied by a qualified nurse, midwife or feldsher and supported with ap-
propriate staff and budget. Where no such positions exist, they should
be created as soon as possible.

National action plan for nursing

Each country should develop a national action plan for nursing as rec-
ommended by the 1992 World Health Assembly. This plan should be en-
dorsed and actively supported by ministries of health.

Nursing education

The basic and continuing education of nurses and midwives needs
reforming and orienting towards health and primary health care. This
should result in professionals who work competently and independently
rather than as assistants to doctors.

The Nursing Declaration of Alma-Ata was reaffirmed at the Second
WHO Meeting of Government Chief Nurses of the Newly Independent
States, held in Bishkek, Kyrgyzstan, 24-26 August 1994. The Bishkek
statement also expressed commitment to implementing WHO policy on
the role of the nurse, recognizing that the policy is relevant to all health
professionals with a nursing function or orientation, be they nurses,
midwives or feldshers. This policy describes the nurse’s key functions
as follows:

¢ providing and managing nursing care, whether promotive, preven-
tive, curative, rehabilitative or supportive, to individuals, families or
groups;

e teaching patients, well people and health care professionals;

e acting as an effective, equal member of the health care team;

e developing nursing practice through critical thinking and research.

We, the participants at the Third WHO Meeting of Government Chief
Nurses of the Newly Independent States, wish to renew our commitment
to the Second Declaration of Alma-Ata and the Bishkek statement. In
addition we would like to emphasize three issues which underpin the pro-
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cess of change now under way, and which are the key to our future
success in improving the quality of health care. These issues are as fol-
lows.

L.
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We acknowledge the vital importance of human relationships, net-
works and mutual learning in our change process. Our countries’
traditional emphasis on formal, centralized authority needs to shift
to more informal, cooperative, non-competitive ways of working
which are more appropriate to our current needs and desires.

We believe that attitude changes are the key to successful change,
and that these can best be encouraged and developed in nursing by
focusing on participative leadership and education reform. These
initiatives should be led by nurses themselves, but should also in-
volve other health professionals and the public.

We acknowledge the value of external help from WHO and other
agencies and governments in this change process. However, we wish
to emphasize that such help should be led by us and our countries,
working in partnership with these helpers. This requires a major
shift away from market/provider/professionally-led initiatives and
systems which foster dependency, towards needs-led ones based on
mutuality. This echoes the spirit of health for all. It also reflects both
the need to reorient health care systems away from narrow profes-
sional concerns towards those of society, and the current efforts to
develop nurse-patient relationships which place the client at the
centre of our concerns. i



Annex 5

Participating in international meetings

International meetings are an exciting and important way of exchanging
ideas, information and support. We in the Nursing and Midwifery unit
of the WHO Regional Office for Europe have learned from experience,
however, that a meeting of people from different cultures can easily lead
to misunderstandings and frustration. Thus, in WHO meetings, it helps
us to follow a few simple rules; perhaps you will find them helpful too.
They are relevant whether you are making a formal speech or participa-
ting in a discussion.

Language

Even if simultaneous translation is provided at the meeting, many
people will be using a language that is not their mother tongue. To enable
people to understand you as fully as possible, speak slowly and clearly;
use short sentences and avoid difficult technical terms or idiomatic
expressions. To be sure that you understand others, do not hesitate to ask
speakers to repeat or clarify their words; if you did not understand,
other people probably did not understand either.

Giving a talk or a report

When people are listening to a talk or a report in a foreign language, they
need more time to absorb it. When you speak, take your time, and allow
pauses between each main point. Remember that people easily become
tired when using a second language, so keep the talk short. A logical stru-
cture for the talk will also help comprehension. If you are describing a case
study or other specific examples or data from your own country, outline the
main points and principles, but do not give too much detail. Remember
that simple stories about people translate more vividly and are more me-
morable than descriptions of organizational structures or abstract theories.

Using interpreters

If your talk is being translated simultaneously, give the interpreter a
copy of the paper or a list of the main points in advance. He or she will
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appreciate having a short discussion with you beforehand, especially if
he or she has no special knowledge of the subject matter. Many terms
do not have an exact equivalent in another language and this can lead to
misunderstandings in translation; the word nurse is a good example of
this.

If your talk is being interpreted by someone who translates every
few sentences (consecutive interpretation), remember that it takes twice
as long as simultaneous translation. If you have been given 30 minutes
on the programme, your talk should actually last only 15 minutes.

Audiovisual aids

Overhead transparencies, slides and handouts can all be very useful
ways of reinforcing your message. If you decide to use these aids, how-
ever, keep your material short and simple. Avoid the temptation to fill
your slide or transparency with small writing, complicated diagrams
and lots of information; use it for headlines and key points only. Before
you give your talk, check with the organizers that the equipment you
need is available, and that it works.

Visual messages such as cartoons, photos or simple diagrams can all
be very effective for an international audience, and help to keep the tone
relaxed and communicative. If your talk is being translated, ask in ad-
vance for your overheads to be translated too. (It is always useful to take
spare overheads and pens with you, just in case.)

Let’s communicate!

A final word of encouragement: the purpose of our meetings is to com-
municate. People communicate best when they say what they believe, as
simply and as directly as possible. Your listeners will respond to this and
it will help to make your talk memorable and enjoyable for both you and
them.
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Annex 6

Running small group meetings

All meetings, even short discussions in small groups, are complex hu-
man interactions. To ensure the best results, the content needs to be
clear and well expressed, and the process must be well conducted. The
climate must be open and friendly, and any difficult feelings or conflicts
must be dealt with appropriately. All these things have to be managed at
the same time, usually by the group leader or facilitator. It is hard for
one person to pay attention to all these things, so it is better to share the
responsibilities; for example, one person keeps time, another takes
notes, and a third chairs the discussion.

Fig. 1 shows the main strands that are present in any meeting, even
if they are not always recognized or given due respect: the technical con-
tent, the process or procedure, and the emotions, feelings or group dy-
namics. If the purpose of any meeting is developmental — in other
words, to help the participants move from their present position (point
A) to a new position (point B) — the facilitator must ensure that the dif-
ferent strands are managed effectively.

Fig. 1. Group discussion: helping participants move from

A Feelings B
Present Process - New
position 4 position

Content



Group leader’s or facilitator’s responsibilities

1.

~No

10.

Before the session starts, arrange the room — and the chairs, prefe-
rably in a circle or around a table — and ensure the temperature is
comfortable.

When you begin the session, ask the participants to choose a chair-
person or to confirm they are willing for you to chair it.

If the group is required to make a report, ask for a volunteer to be
the rapporteur or note taker. If no one volunteers, choose someone
yourself.

If the group is small enough, ask the members to introduce them-
selves briefly. Stop them gently if they take up too much time.
Make sure everyone understands the purpose of the session, and any
outcomes that are expected (such as a verbal report to a plenary ses-
sion, or a summary on paper of the main conclusions). Remind
people that they do not need to take notes, as the group’s conclusions
will be recorded; it is difficult to concentrate on a discussion and
take full notes at the same time.

Ensure that the session starts and finishes on time.

Make sure everyone participates; if necessary, ask people who have
already spoken to keep quiet and give the others a chance. Resist the
temptation to fill in silences yourself.

Encourage people to speak directly from their own experience, as
well as contribute theoretical points. Allow them time to express
themselves properly, but not to make long speeches; this is a dis-
cussion session.

Make sure people speak clearly and loudly enough for everyone to
hear.

Ensure that the group’s task is completed in time. It is best to end the
discussion five minutes early, to enable the rapporteur to give feedback.

Rapporteur’s responsibilities

L.
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Ensure that you understand what kind of report is needed, such as a
verbal report to a plenary group, a summary on a flip chart or an
overhead transparency.

Record the main points of discussion only; it is impossible and un-
necessary to write down everything that is said.

Record the main points on a large sheet of paper, such as a flip chart,
for everyone to see and check during the session.

Check with the group five minutes before the end of the session to
ensure that you have recorded the main points accurately, and to
give people a chance to correct or add points.

Give the report to the plenary session, after nviting your group
members to add or amend anything they wish.



Group members’ responsibilities

1.

2.
3

Make sure you have completed any preparatory work you were asked
to do in advance of the session.

Be there on time.

Make sure you understand the purpose of the session and the expect-
ed outcomes.

Participate actively, contributing from your theoretical background
as well as from your experience. Avoid making speeches, however;
this is a discussion, not a lecture.



Annex 7

Fund-raising: a simple guide

Here is an eleven-step guide to fund-raising.

1. Make a plan

A group of colleagues involved in trying to raise funds and other sup-
port for your project should meet to make a work plan for this activity.
Allocate responsibilities, set deadlines and review progress regularly.

2. Set your targets

Decide together what help you need. Do you want money, or would you
like other kinds of support? It is quite acceptable to ask potential don-
ors for support in kind, such as office equipment for your project (a fax
machine or computer, for example), help with tasks such as printing and
translation, free use of an office, or staff such as voluntary workers and
secretaries. Many organizations cannot give much money, but can pro-
vide other types of help.

3. Prepare your proposals

Prepare a menu or list of proposals, ranging from small to large. You can
divide the major activities into phases, and request separate funding for
each. Many donors like to test the water by funding the first phase and
evaluating the results before deciding whether to invest in the next. Use
the WHO guide entitled Writing a funding proposal — its as easy as 1,
2, 3', available in English only from the WHO Regional Office for Eu-
rope. Look at examples of successful proposals prepared by other pro-
Jects. The proposal document should include:

'Geneva, World Health Organization, 1986 (document WHO/HMD/NUR 86.2)
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® arationale or explanation of why the project is needed;

e adescription of what you hope to achieve and the specific impact on
health;

® adescription of the activities proposed; and

® adetailed budget with the estimated costs of all the proposed activ-
ities.

The costs include administration, translation, transport and other hidden
costs, as well as the costs of workshops, publications, etc.

4. Prepare background materials

Compile a range of materials to support your proposal(s). This could
include LEMON brochures and newsletters, letters of support from
organizations such as WHO or the health ministry in your country, and
information on or a profile of nursing in your country.

5. Identify potential donors

Ask the WHO Liaison Officer (if your country has one) or the health
ministry to tell you what foreign or international organizations or agen-
cies are based in your country or have a special interest in it. Some
countries have directories of these organizations, or clearing-houses in
the health ministry or elsewhere. There are many types of potential
donor, including:

® international agencies, such as WHO, UNICEF and the World
Bank;

e foreign governments (approached through embassies and local pro-
ject offices, for example);

e foreign nongovernmental organizations;
your own government; and
ocal businesses and charities.

6. Gather information about donors

Use formal and informal sources, networking and gossip to find out
what you can about potential donors. Find out their priorities and regu-
lations, and their needs, such as those for publicity.

7. Approach donors

Use the phone, mailings, exploratory meetings with individual donor
agencies or groups, and contact with visitors from other countries to ap-
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proach donors. Do all this before you send them your detailed propo-
sals.

8. Prepare targeted proposals

When you have done all these things, you will be ready to write more
detailed proposals for the donors who have shown an interest and ex-
plained their priorities and available funds to you. You must tailor your
proposals to their priorities. Also, clarify with them what you are pre-
pared to offer in return, especially if the potential donor is a commercial
organization seeking public recognition of its sponsorship of your
project.

9. Financial management

In anticipation of all the money you are going to receive, find out how
you can set up a bank account. In the CCEE and NIS, regulations con-
trolling banking and hard currency are often confusing and may create
obstacles. Some countries impose high taxes on foreign income and
some may even freeze the money so you cannot use it. Find out the sa-
fest and most flexible option for your project. Sometimes international
or United Nations agencies are willing to look after your money. Appo-
int a treasurer, perhaps trustees: people with some expertise in finance,
business or accounting whom you can trust to give you good advice.
Make sure that all cheques or other payments are approved by two pe-
ople and keep scrupulous records of every transaction.

10. Publicize the donation

Success breeds success; when you receive a donation, tell everyone.
Publicity is good for the project and the donor, and for the image of nur-
sing. Also, donors like to invest in projects that they think will be win-
ners. A small donation for your project could be seen as seed money and
might encourage bigger donations.

11. Manage the donation

Once you have the money, you must remember your responsibility to ac-
count to the donors and to the project steering group for everything that
is spent and every activity undertaken. Keep up a regular dialogue with
donors to maintain their interest in your project and to avoid misunder-
standings.
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What is the most important
resource for health that a
European country has today?
Countries would give different
answers to this question, but
all of them would put the work
of nurses very high on the list.
The Regional Office has had

a very strong programme in
nursing for many years, be-
cause it believes that only a
well trained community nurse
can really be the first line of
defence of the primary health
care system. The model that
WHO foresees is the one that
emerged in 1988 from WHO'’s
First European Conference on
Nursing in Vienna. In spite of
intensive work since the
Conference, however, nurses
are still far from an ideal
situation in many Member
States. There is an urgent need
for countries thoroughly to
revise their policies, infra-
structures and training pro-
grammes for nursing to make
them compatible with the WHO
models.

This book, the first of its kind,
gives a thorough overview of
the current state of nursing
and midwifery in Europe, and
contains a wealth of extremely
useful information for nurses,
their professional organiza-
tions, ministries of health,
ministries of education and
other bodies that are inter-
ested in promoting better
health and improving health
services in the European
Region.

ISBN 92 890 13389
Sw.fr.69.-
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