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l. Introduction

A central theme in the European Health for All (HFA) policy is the balanced interaction of its
main elements, whereby improved health status and well-being of individuals and populations
are achieved through healthier lifestyles, a good environment and appropriate health care. The
theme was stressed again in the Copenhagen Declaration, adopted at the European Health
Policy Conference (1994).

Since the late 1980s an extensive and powerful movement for health care reform has emerged
in Europe and elsewhere, as part of a broader process of change. As this movement has many

important implications for nursing, it was considered timely to hold a Consultation for Nurse

Leaders to debate the many issues and challenges they were, or would be, facing.

The Consultation of European Nurse Leaders “Health care reform, primary health care and
nursing (Fifth WHO Meeting of Government Chief Nurses of the European Region) was
convened therefore by the WHO Regional Office for Europe (WHO/EURO) in collaboration
with the Ministry of Health of Iceland. A group of 26 participants from as many WHO/EURO
Member State, three observers, one WHO Temporary Adviser, and five staff from
WHO/EURO met in Reykjavik, from 11-13 April 1996. The Chief Scientist for Nursing from
the WHO Headquarters Office joined them for the last two days (Annex III).

The opening session was attended by Mr David Gunnerson, Secretary General, Ministry of
Health of Iceland, who acting for his Minister of Health, welcomed the Government Chief
Nurses to Iceland. Ms Ragnheidur Haroldsdottir, Chief of Department, Ministry of Health and
Social Security, also welcomed the participants on behalf of the 2500 nurses in Iceland.

Ms Amna Fawcett-Henesy, Acting Regional Adviser for Nursing at WHO/EURQ, opened the
meeting on behalf of Dr J.E. Asvall, Regional Director of WHO/EUROQ. The agenda of the
meeting, she said, had been drawn up by a small group of nurse leaders meeting in
Copenhagen earlier in the year. It was designed to help participants to build on past
nursing/midwifery activities of the Region (Annex II).

Outlining these previous activities, Ms Fawcett-Henesy reminded participants that the first
European Government Chief Nurses Meeting was held in Sweden in 1989. A paralle] group
for Russian-speaking Government Chief Nurses was established in 1993, Both groups had met
at regular intervals to share similar agendas.

The Alma-Ata Declaration (1978) and the Vienna Declaration for Nursing (1988) had been
the guiding principles for both groups. Explicit aims of each meeting had been (i) sharing of
experiences and information: (ii) development of leadership skills; and (iii) networking.

Recurring themes emerging at the meetings included health care reforms, cost containment,
equity, efficiency and effectiveness, maximizing the potential of nursing, education,
recruitment and retention. Statements with recommendations had been published following
each meeting.
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This latest consultation provided Government Chief Nurses with a unigue opportunity to
make an input to the milestone WHO Conference on European Health Care Reforms, to be
held in Ljubljana in June 1996. In seeking to bring to the attention of WHO European
Member States the issues of concern about health care provision generally, and nursing retated
issues, more specifically, a careful and Jonger term strategy would need to be devised either
alternatively or in addition to a Statement.

Objectives of the Consultation

1. To provide an opportunity for Government Chief Nurses to debate:

» how to maximize the contribution of the nursing profession within the reformed
health services in the spirit of the Alma Ata Declaration (1978) and the Vienna
Declaration (1988);

= how to ensure that nursing practice is outcome orientated, based on the best available
evidence and is underpinned by appropriate educational curricula which take account
of new delivery systems;

e the changes that may be required of the nursing profession to meet new demands and
expeciations.

2. To provide an opportunity for Government Chief Nurses to identify:

¢ changes necessary within nursing leadership, management and education if such new
roles are to be developed.

Expected outcomes of the Consultation

1. To produce a Statement on implications for nursing in the current health care reforms as
input to the WHO Conference on Health Care Reforms in Europe (Ljubljana, June 1996).

2. Todevelop a strategy for disseminating information to raise awareness of the new nursing
contribution.

3. Implicitly, (a) to increase knowledge and vision of the nurse’s role in health care reforms
i Europe; (b) to strengthen networks for nurse leaders.

Il. Health Care Reforms in the European Region

At the first plenary session, Dr Serdar Savas, WHO/EURQ Regional Adviser for Health Care
Policy and Sysiems, gave a brief overview of the current position of health care reforms in the
European Region.

Although the majority of the Member States were reviewing their health care systems, reforms
were taking place at varying paces and by different processes. In all countries, however,
common external and internal factors were causing health care reform to become a high
priority.

Demographic and social trends and a reduction in overall Gross Domestic Product (GP) had
led to economic recessions. Some countries were involved in armed conflicts and the vast
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majority were experiencing problems of unemployment, poverty, homelessness, migration and
social exclusions. Attempts to meet the increased demands of the public (well informed by the
media of developments in medical technology, new pharmaceutical products and innovative
surgical procedures) had also greatly increased health budget deficits. Internal factors which
made review and reform imperative, included the search for improved effectiveness, equity
and quality of health care.

The main health problems Europe as facing at the present time were cardiovascular diseases,
external causes of death (accidents, homicide and suicide), resurgence of tuberculosis,
diphtheria and poliomyelitis, the pandemic of AIDS and infant mortality.

Main challenges to the health sector therefore were those related to current limitations in
health gain; increasing inequities in health care; inadequate cost—effectiveness, inefficient
health system performances; service quality; citizens’ choice and participation; and the
accountability of health professionals.

Health care reforms had to deal with all these challenges, especially their organizational,
financial and service delivery aspects. These, in turn, gave rise to many and diverse issues,
ranging from the macro-economic situation to the responsibilities of local stakeholders
(citizens, professionals, elitists and special interest groups).

Lessons had already been learned from a two-year survey of health care reforms undertaken by
WHO/EURQ. These included the importance of certain elements: timing; financial
sustainability; political will and leadership; strategic alliances; public support; and good
management of the reform process itself. Above all, said Dr Savas, the Charter was centred on
the principle that health care reform is first and foremost about attaining “better health for
people: this must be the primary yardstick against which every country’s health care reform is
measured”.

To consider the current position of health care reforms in Europe and to identify the support
WHO/EURO can give to its Member States in bringing these about, the Regional Office was
convening a WHO Conference on European Health Care Reforms, in Ljubljana, Slovenia,
17-20 June 1996. A draft Charter, setting out a set of principles and strategies would be the
subject for consultation by Ministers of Health and their representatives attending the
Conference.

Dr Savas then presented the draft Charter to the Government Chief Nurses.

lil. Implications for Nursing under Health Care Reforms

The WHO European Conference on Nursing, held in Vienna in 1988, recommended that in
keeping with European HFA policies, nursing practice should be based mainly on the
principles inherent in the primary care approach. Consequently, the focus would be on:

» promoting and maintaining health and preventing diseases;

+ involving individuals, famnilies and communities in care and making it possible for
them to take more responsibility for their health;
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» working actively to reduce inequalities in access to health care and services and to
satisfy the needs of entire populations, especially the underserved;

« multidisciplinary and multisectoral collaboration;

» assurance of its quality of care and the appropriate use of technology.

In the second plenary session, Ms Karenlene Ravn, Chief Government Nurse, National Board
of Health, Denmark, suggested that in their leadership positions, government chief nurses had
to plan a coherent system or a nursing universe (of education, practice, research and
leadership) which responded to, and influenced the health care services of their countries
while bearing these five principles in mind.

She reminded participants that at a previous meeting (Glasgow, 1994) they had commiited
themselves:

— to influence reforms towards equity and social justice;

— o support trends towards nurses working in partnerships;

—  to encourage individual and community responsibility for health;
— to develop national action plans for nurses;

—  to link nursing input and outcome;

- to promote dialogue with the public;

— to provide effective leaderships; and

—  to use all sources of influence, networking and relevant alliances.

The four main functions of a government chief nurse, Ms Ravn said, were those of advising;
leadership, intelligence gathering and liaising among and between professions, sectors and the
public.

The future wonld see an increased emphasis on healthy lifestyles and self care. Nurses
therefore must be prepared to be educators, communicators, enablers, facilitators and
coordinators. Flexibility would be crucial as change was likely to increase at an even faster
rate than at present. It was necessary to foresee changes and plan how to meet them. Response
must be rapid and this meant the development of appropriate mechanisms and indicators so
that all nursing activities could be reviewed and evaluated equally.

Meanwhile, nurses in many countries of the Region were still battling against a legacy of
under-development, domination by the medical profession, and gender discrimination. If the
nursing contribution to health care reforms was to be realized fully, it was vitally necessary for
nurses to strengthen their position in policy-making and management at all levels. This change
could not be accomplished without effective leadership, strong professional organizations,
sound educational policies, and pan-European methods for disseminating information for
good practice, research-based evidence on effective interventions and nursing inputs and
better ways of collecting and using relevant data for monitoring and evaluation.

As the largest single group of health care professionals and as front-line workers in the
Region, nursing could make a significant contribution to health care reforms. However, new,
relevant and supportive legislation was needed to allow nurses to realize their full potential
and to practice comprehensively.
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Demonstration projects and dynamic models should bridge the gap between the theoretical
concept of primary health care and its implementation. They were likely to include alternative
modes of nursing services e.g. health fairs and fetes, health educational theatres, occupational
health clinics in the workplace, health “shops”™ in cities and towns, hospices to include
outreach facilities and the mobilization of families and patients themselves into murtually
supportive groups.

Reports of these should be evaluated and disseminated within and between Member States.

Following the two presentations and this general discussion, pertinent questions and issues
were raised in relation to the participants own country situations and their own nursing
challenges and obstacles. These, together with later group discussions on specific related
topics, are the essence of this report.

1. Financing health care: the contract culture

In considering the funding of health care, the Group endorsed the Charter statement that the
aim of all health care reforms must be “to create a broad consensus for a sustainable, long-
term health care financing model”.

It was reported that most countries across Europe were facing problems not only with the
delivery but also with the financing of their health care systems. In a bid to contain costs and
to encourage greater efficiency, new approaches to financing, using both private and public
sector funding, were under consideration. The most radical changes had occurred in eastern
Europe where, it was reported, centrally planned and funded services had been replaced by
insurance-based care, and market forces had come into operation.

Participants were strongly of the opinion that the choices of taxation, social insurance and
private insurance, must be guided by the principles shaping the reformns which they identified
as being: equity; health gain (health status improvement) and quality of life; effective use of
human, financial and other resources; quality development; and the participatory approach
with reference to individuals, families, the community and local culture. Also to be taken into
consideration, they agreed, was the larger socioeconomic context in which the health care
systemn operated, the predictability and sustainability of those sources of funding; and the
incentives (intended or unintended) which they created.

For financing to be economically sustainable, the total expenditure — private and public — must
be seen as one package and must be controlled by the government. It must also be held ata
level corresponding to the country’s policy ar any one time.

The Group agreed that public funding of health care —~ at all levels — must be evidence-based,
outcome focused, built on a generally agreed ethical platform, transparent, and have clear
priority-setting mechanisms.

The process of priority-setting and, in some instances, the rationing of services, must invoive
citizens, health and development professionals, financial or funding organizations (World

Bank, International Monetary Fund, etc.) and government representatives. It should be carried
out in the context of each country’s economic development level, its socio-cultural structures
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and its political status. Emphasis was also placed on the need for long-term effectiveness
rather than short-term cost containment. To promote informed choices to be made indicators
should be developed to provide information on costs and benefits.

The Contract culture must also be cornpetition-based and compatible data on the quality of
care developed and delivered should be published (without names) and disserninated to the
public. A balance has to be kept between meeting society’s health needs and the economic
resources available. Although equity was a guiding principle, fragmentation of services,
resulting in gaps or duplication, was a distinct danger. Governments must not be influenced by
a changing value system but at their macro level, link the GNP with feasibility. They must
ensure equitable distribution of resources, access of the entire population to health care and
competition based on quality and price. Market mechanisms could be used to improve
efficiency and effectiveness when, and as, appropriate.

Agreeing that the necessary legislative and regulatory framework and chain of accountability
were also governmental responsibilities, the Group emphasized that the operational aspects of
the service should be left to the actors. They also were guardians of equity, quality,
observation of patients’ rights and financial viability.

2. Orientation towards primary health care: the acute/primary care interface

The draft Charter on health care reforms also emphasized the need for a substantial shift in
working capacity and resources from hospitals to primary health care, long-term care and
community care, but what has been proven to be good should be kept. For example, the
regionalized system of hospital organization is the most cost—effective allocation of scarce
resources and the best framework for primary health care structures. While high priority has to
be given to health promotion and disease prevention it is essential to keep a balance in relation
to meeting needs at secondary and tertiary levels of the health system.

Discussion on the role of the nurse at all stages of an individual’s life span and in relation to
the broad spectrum of health services (promotive, preventive, diagnostic, curative,
rehabilitative, long-term and terminal care) was led by Dr Miriam Hirschfeld. During this, the
Group identified new groups of vulnerable people. Whereas hospitalized patients could be
monitored, the identification and continuous care of scattered groups in the community (e.g.
elderly, adolescents, substance addicts, homeless and unemployed people) has proved to be
more difficult. Needs also change during stages of illness both within 2 community (e.g. an
increase in mental health problems) and in individuals (e.g. elders improving after
rehabilitation). Special attention should also be given to supporting carers in the community,
usually wornen, and ways found to lessen their burden.

The development of a community-orientation must take account of the various social, ethnic
and cultural strata and of the different ways in which members of those strata deal with their
health problems. Nurses and midwives must help the community and its sub-groups (e.g.
adolescents, refugees) not only to identify their special health care needs, but also to assess
them, determine priorities and establish appropriate and realistic objectives.

Nurses must assurne professional accountability in the primary health care team and evidence
based nursing practice subject to audit is essential to ensure continuous quality development
within a cost-driven process. It was recognized that efforts have to be made to develop
teamwork, leadership and problem-solving skills, together with an ability to establish good
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relationships with patients and citizens so that long-term trust is build and partnerships for
health are productive.

At the macro level, the government of each country had a responsibility at the macro-level for
raising value issues for public debate and ensuring an equitable distribution of resources and
access to health services. At the micro level, the primary health care team members have 4
responsibility for equity, access and seamless continuity of care between levels of the system
within a geographically circumscribed area.

3. Multidisciplinary and multisectoral collaboration: partnerships and joint
actions

Not all primary health care team members, participants recognized, are health professionals.
Nurses have to assume focused responsibility not only for stimulating individual citizens and
groups to become involved and vocal in decision-making and priority-setting process for their
own community. They must also learn to work with all other health care stakeholders. These
are likely to be staff members of other development sectors (.e.g. housing, education,
environment and transport), financiers and politicians. It had to be recognized that not all
might have the same goals. The inclusion of trained members of indigenous groups and
support agencies can enrich, strengthen and enlarge the pool of health workers.

Nurses are equal members in primary health care teams which should be led according to the
appropriateness of an individual’s expertise. Such teamwork depends upon common
intersectoral information flow and collaboration towards the mutual goals of equitable and
guality-onentated care delivery. This calls for efficient health information systems.
Professional “territorial” boundaries must give way to skill-mixes. The outstanding principle
is to ensure that the individual/group/community needs are met by the right person/people for
the job. Consumers have a responsibility not only for themselves and their families but also
for the community in which they live. In order to participate they must be given the
appropriate inforrnation and education.

It was recognized that teamwork is not necessary for every situation at the primary heatth care
level. At times nurses (and others) will make independent decisions and take independent
action, but they must know when to defer and when and to whom 1o refer.

Nurse education and training must be reoriented accordingly and relevant legislation and
regulatory procedures reviewed and, where necessary, reformed, to enable an expanded scope l
of practice.

4, Expanding the scope of nursing action and ensuring quality control

In many Member States the legislation regulating health care is fragmented and, as it stands,
could hinder health care reforms. While in some countries of the European Region, the scope
of nursing and midwifery practice has been expanded, in others it has remained restricted —
often because of legal barriers.

Medical Practice Acts freguently inhibit the expansion of the professions’ respective
functions, as do some Public Health Laws, licensing laws government hospitals and
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legislation regulating payment for services. All such legal barriers express and maintain a
restricted concept of the two professions.

It was reported from a number of Member States that there are no regulatory mechanisms for
establishing, enforcing and maintaining standards of education and in the majority of countries
there is no sound evaluation of educational programmes. The absence of these has important
implications for expanded nursing practice, and the control of quality assurance.

Participants agreed that clinical information systems must be developed, whereby carefully
selected indicators of the quality of care can be abstracted from the routine work and the
resulting data fed back to the health care provider. They emphasized that such systems must
be designed to be useful and acceptable, not only to the individual health professional or care-
provider, but to all stakeholders. Appropriate mechanisms should be in place to ensure the
active participation of all stakeholders at each stage of the quality development process. In this
context, however, it was considered important to guard against the danger of consumer
representatives becoming “institutionalized” themselves.

The group recommended that to promote quality in practice, nurses must be educated to
appreciate science, use research findings, conduct research and evaluate the results. They must
develop outcome indicators to assess health status, quality of life (understanding that there are
different concepts of what that phrase means) and the provision of care. These indicators must
be realistic yet challenging. They should be valid, objective, sensitive and specific. Indicators
are also needed to provide information on costs and benefits.

Finally, it was agreed that the monitoring of outcomes is essential for assessing the
achievement of quality development and that the development of a multidisciplinary ethical
framework for dealing with quality issues has a high priority.

5. Effective and efficient use of appropriate resources

In relation 1o the effective and efficient use of human resources, participants recognized
that it is essential to have an integrated process of planning, production and use within the
framework of national health and human resources policies and the country’s socioeconomic
situation. '

Many European countries have been unable to adopt this approach because of inadequate
statistical information. An essential first step therefore is the development of an information
system which allows for the monitoring of recruitment, retention, training, deployment and
career development of human resources in health. From this it should be possible to
summarize the information on the supply and education of health professionals as they relate
to the health needs of the country. Analyses of the data would assist in helping to solve three
frequently reported problems by:

* developing mechanisms to ensure a valid estimation of human resources essential to
the planning and sound administration of the reformed health service, the
disbursement of funds, the training and deployment of personnel and the evaluation
of programme effectiveness;

* develop strategies to ensure equitable distribution of appropriate health professionals;
and
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» identify patterns of health work force migration.

Member States could then:

s take urgent and appropriate action to recruit, educate and retain nurses and midwives
in their own countries;

» monitor and evaluate experiences;
» identify and promote education/training resource requirements;
» study, for cost—effectiveness, skill-mix exercises in hospitals and communities; and

¢ undertake decision-linked research.

Nurses and midwives themselves need to initiate and/or monitor research 10 obtain
information on their colleagues’ living and working conditions; access to continuing
education programmes; career development opportunities and family-sensitive
arrangements/facilities.

Finally, the Group agreed that the appropriateness of resource utilization must be scrutinized
regularly in relation to its contribution to the improvement of health in society. All
mechanisms for efficiency, effectiveness and cost-containment must be directly linked with
health gain and the quality of life (as interpreted by the individual or group).

In this context, some chief nurses questioned the screening of well people where the procedure
had been proven to be not cost—effective.

6. Realizing nursing’'s potential in health care reform: education and
opportunity

The government chief nurses endorsed the following statement contained in the draft Charter,
**At the primary health care level, most countries need to develop a far better outreach system
of health service personnel, whereby broadly-trained nurses work to serve a limited number of
families, delivering health producing, curative and caring services in peoples’ homes, working
in teams with family physicians, and promoting collaboration with other personnel from the
many different community organizations that can help improve health in the local
community”.

Health care reforms require nurses who have been trained to handle competently a number of
new responsibilities, including:

e development of models for group/community needs assessments and teamwork;

» collation of information on cultural practices which affect health;

e development of databases on the health work force;

e effective use of modern communication techniques and educational technology;

¢ promotion of self-reliance in health care of individuals and families;
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e collaboration with other health professionals, staff of all development sectors,
members of relevant voluntary agencies and special interest groups in the promotion
of health and the prevention of disease and disability;

» extension of health care coverage to all segments of the population.

(i} Basic nursing education
Nursing students therefore need to be prepared to:

e educate/inform people so that they area able to identify, express and, where
appropriate, meet their own health care needs;

e stimulate and facilitate community self-reliance and the individual’s responsibility in
protecting health;

» recognize “hidden” health needs, especially in high risk groups such as mentally ill
people and illegal migrants;

¢ extend health coverage to underserved, deprived and “outreach” individuals, families
and groups;
»  work in multidisciplinary and multisectoral teams;

»  be actively involved in community action to identify and deal with local causes of ill
health and reduce the effects of long-term chronic diseases and disabilities.

Such capabilities cannot be learned other than by means of a carefully planned series of
practical learning experiences based on a representative range of health problems and in the
settings in which they arise and are being dealt with by well-functioning practitioners.

This calls for the introduction of a separate innovate curricular track aimed at greater
relevance to priority health needs and to use of the community, outside hospitals and the
major learning environment.

The Group recognized that developing partnerships with the users of health services called for
special attention in reorienting nurse education. It required:

» informing and mobilizing individuvals, families and communities;

* encouraging them to improve their own health status and participate in health
promotion and disease prevention campaigns (e.g. immunization programmes, etc.);

« involving them as partners in joint actions;

* monitoring joint ventures and innovative practices and disseminating information on
successes and lessons learned not only locally but also between and among other
European countries.

This coordination/communication to be undertaken by WHO/EUR(Q’s Nursing and Midwifery
Programme.
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(i) Continuing education

The Government Chief Nurses also recognized the need for appropriate continuing education
programmes (in institutes of higher education where providing service is not the main
purpose) which include the development of managerial and teaching skills. They recognized
they needed opportunities to study and apply the principles of health economics to take a
major part in improving the financial structure and performance of the reformed health service
and assist in the development of criteria by which the neglect of health needs as well as
solutions to health problems, could be measured in cost—effective terms. They recommended a
systematic approach to the development and evaluation of practice but believed this should
not be in isolation. Also, if professionals were going to work together, the participants
believed they should also learn together: the possibility of sharing a core curriculum or a
number of common modules merited re-exploration.

Finally, it was agreed that countries will need to:
s reorient directors and teachers of education programmes;

» establish a system of education to ensure that teachers and managers acquire
appropriate skills, knowledge and experience;

= use educational processes for all pot-basic programume that are needs-based, practice-
oriented, multiprofessional, team-focused and based on a common ethos.

Participants also though that educators planning change in traditional schools of nursing and
midwifery were likely to benefit by using the regional network to analyse strategies,
experiences, successes and reasons for failure of others who have sought to bring about
curricular changes.

Such changes and “twinnings” would need to be coordinated by the Nursing and Midwifery
Unit at WHO's European Office.

(iiy Appoinfment opportunities

Turning to nursing appointments, it was suggested that joint posts such as research positions
in clinical settings could contribute to evidence-based nursing practice.

Finally, the chief nurses emphasized the need for nurses to have access to experience and
professional positions in order to develop and exercise their full potential in addressing the
health care reform agenda in each Member State. They believed that countries should consider
equally, appropriately experienced and relevantly qualified nurses and midwives who apply
for leadership positions in reforming health care systems.

During the final plenary session, participants précised the outcome of the Consultation by
drafting “Health care reforms: the nursing response” (Annex I), seeing this as the first step
towards developing “A Charter for Nursing in Europe™ in the coming months.
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Annex 1

CONSULTATION OF EUROPEAN NURSE LEADERS

“HEALTH CARE REFORMS, PRIMARY HEALTH CARE AND NURSING”

5th WHO Meeting of Government Chief Nurses of the European Region
(Reykjavik, 11-13 April 1996)

HEALTH CARE REFORMS:

THE NURSING RESPONSE

WORLD HEALTH ORGANIZATION
Regional Office for Europe
COPENBAGEN
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Government Chief Nurses of the European Region accept the chal-
Jenge to play a key role in health care reforms. Together with other
stake-holders in health, they are ready to take part in both the process
of decision-making and the implementation of reform actions.

Guiding principles
For effective health care reforms, five guiding principles have been
identified:

* equity

» health gain and quality of life

» effective use of human, financial and other resources

e quality development

e participatory approach with reference to individuals, families,
the community and culture

The participants strongly urge the endorsement of these principles by
WHO and its European Member States in the Charter on European
Health Care Reforms.

Focus on Specific Reform Strategies

The following strategy areas have particular implications for the
nursing contribution to health care reforms:

¢ (Community based health care

Health care systems must focus on society as a whole within specific geographical areas.
Needs must be assessed on a population basis and take into account the specific require-
ments of vulnerable individuals and groups throughout all stages of the life span. Special
attention must be given to supporting informal care givers in order to lessen the extra
burden on women.

* Focus on primary health care

As front-line professionals, nurses ensure a balance of care across the whole spectrum of
health services, including health promotion and disease prevention. They must encourage
self-reliance in health care and work in teams with other health professionals, staff of
other sectors and members of relevant voluntary agencies and special interest groups.
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Quality development for outcome oriented care

Care must be patient- and client-focused and be based on the best available evidence.
Appropriate information systems must be in place to enable the use of comparable data
on the quality of care developed and delivered.

Competency based human resources development

Education and training programmes must be responsive to identified population needs
and be competency based. Skill mix exercises, in hospitals and the community, must be
underpinned by adequate data and focused on issues of long-term cost-effectiveness, not
short-term cost containment.

Appropriate resources utilization

The appropriateness of resource utilization must be scrutinized regularly in relation to its
contribution to the improvement of health in society. All mechanisms for efficiency,
effectiveness, and cost containment must be directly linked with health gain and the
quality of life. )

The role of Government as protector of values

The role of Govermnment includes raising value issues for public debate and decision.
Governments must ensure equitable distribution of resources, access of the entire popula-
tion to health services, and competition based on quality and price. To achieve this aim,
the necessary legislative and regulatory framework must be in place. Market mechanisms
can be used to improve efficiency and effectiveness when, and as, appropriate.

The Nursing responsibility in addressing the health care reform agenda

Taking the above strategies into account, the Government Chief Nurses of the European
Region recognize the urgent need for them to have access to the appropriate education,
training, experience and professional positions in order to develop and exercise their full
potential in addressing the health care reform agenda in each Member State.
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Annex 2

WORLD HEALTH ORGANIZATION

COPENHAGEN
w nsultation of European Nu T DLVRG2
“Health Care Reforms, Pri th Care and Nursing” English only

17 April 1996
Revkijavik, 11-13 April 1996

PROGRAMME

Thursday, 11 April 1996

09.00hrs, Opening Session
®  Minister of Health of Iceland
*  Ms R. Haraldsdottir, Government Chief Nurse of leeland
o  MsA. Fawcenr-Henesy, WHO/EURO

09.30hrs. Introduction Session
(Ms A. Fawcert-Henesy, WHO/EURO)
+ Background & objectives of the Consultation
« Approval of the agenda and prograrnme
» Nomination of the Chairpersons & Rapporteur

10.00hrs. Overview of Health Care Reforms in Europe and

the WHO Conference on European Health Care Reforms
(Dr 8. Savas, WHO/EURO)

11.30hrs. Implications for Nursing under Health Care Reforms
(Ms K. Ravn, Government Chief Nurse of Denmark)

{(Followed by discussion on keynote addresses)

12.00hrs. Lunch and field visits to health centres, hospitals & nursing homes
(1.5hrs.)

14.00hrs. Introduction to Couniry Reports
{Ms A. Beerling, WHO/EURO)

14.15hrs. GROUP WORK: Country Reports

16.000hss.

17.00hrs. Social event hosted by the Ministry of Health of Iceland

Coffee breaks: a.m. 11.00-11.30hrs; p.m. 15.30-16.00hts
Lunch: 12.00-14.00hrs.
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Friday, 12 April 1996

PLENARY

08.30hrs. Feedback from Day 1
(Rapportenur: Ms M. Skeer)

08.45hrs. The draft European Charter on Health Care Reforms
{Dr 8. Savas, WHO/EURO)

(09.30hrs. Introduction to Parallel Workshops
{Ms A. Fawcert-Henesy, WHO/EURQ)

09.45hrs. GROUP WORK

1. Contracting/financing for health care

{Facilitator: Ms A, Jarvie, Government Chief Nurse of Scotland)

2. Teamwork in health care
(Facilitators:  Ms G. Perfilieva, Ministry Focal Person for Nursing in the
Russian Fedederation
Ms G. Spinola, Ministry Focal Person for Nursing in ltaly)

3. Education and the Interface between primary and secondary care
(Facilitator: Ms R Haraldsdouir, Governmenr Chief Nurse of Iceland)

4. Quality of care & empowerment of services users

(Facilitator: Ms J. Oulton, ICN}
(Facilitator: Mr W. Zandbergen, Focal Person for Nursing in the Netherlands)

11.30hrs. PLENARY
Feedback from working group rapporteurs

14.Q0hrs PLENARY (continued)
Feedback from working group rapporteurs

17.00hrs. Reception & Dinner hosted by the Minister of Health at a small fishing village.

Coffee breaks: am. 10.30-11.00hrs; Lonch: 12.00-13.00hrs,
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Saturday, 13 April 1996

08.30hrs. Feedhack from Day 2
(Ms M. Skeet, Rapporteur; and Deay 2 p.m. Werkshop rapporteurs)

09.30hrs. “Pulling the pieces together”
(D M. Hirschfeld, WHO/Geneva)
Followed by discussion.

13.00hrs. The Statement on “The nursing contribution to health care reforms”
{Chairperson)
14.30hrs. Closure of the Consultation

(Ms A. Fawcert-Henesy, WHO/EURO)

Coffec break: a.m. 10.30-11.00hrs; 14.30hrs.

s o e o b o ok ol e o e o e oo o o o s ok s o e b o o 40 o ok o ok ok e ool o ok ok ook sl ke o ok o o o o ok o e ok e s e o o o of e o e ok

BUSINESS MEETING
WHO’s NURSING PROGRAMME

Saturday, 13 April 1996
14.30hrs. - 16.00hrs., Reykjavik

Dr M. Hirschield, WHO/Geneva
Ms A. Fawcett-Henesy, WHO/EURO
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ANNEX 3

WORLD HEALTH ORGANIZATION

COPENHAGEN
WHO Consultation of European Nurse Leaders DLVRQ2
“Health Care Reforms, Primary Health Care and Nursing English only

17 April 1996
Revkjavik, 11-13 April 1996

LIST OF PARTICIPANTS
BELGIUM
Ms Anita SIMOENS-DESMET Telefax: +32 2 2104771
Directeur 4’ Administration Phone: +32 22104791

Ministére des Affaires sociales
et de la Santé

Cité administrative de I"état

Quaitier vésale - B536

B-1010 Bruxelies

BOSNIA & HERZEGOVINA
Mrs Edina DJULIC Telefax & Tel:
Head Nurse c/o +387 71444439
Clinic for Plastic and Reconstructive Surgery Home: 3127 677 771
c/a Ministry of Health
Dure Dakovica 41
Sarajevo

DENMARK
Ms Karenlene RAVN Telefax: +45 33931636
Chief Nursing Officer Phone: +45 33911601
National Board of Health
Ameliegade 13
P.O. Box 2020
DX-1012 Copenhagen K
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FINLAND
Ms Marjukka VALLIMIES-PATOMAKI Telefax: +358 01604139

Senior Adviser for Nursing & Midwifery Phone: +358 01604138
Department for Social and Health Services :

P.O. Box 267

SF-00170 Helsinki

GERMANY
Ms Barbara SCHWOCHERT Telefax: +496173 61644
Executive Director Phone:+49 617365086
Deutscher Berufsverband fiir Pflegeberufe
Bundesverband
Hauptstrasse 392
D-65760 Eschborn

HUNGARY i
Dr Klara SOVENYI Telefax: +36 12691876
Chief Nursing Officer Phone: 436 1 3316716
Department of Health Policy
Ministry of Welfare

Arany Jaanos u. 6-8
H-1361 Budapest

ICELAND
Ms Ragnheidur HARALDSDOTTIR Telefax: +354 5519165
Chief of Department Phone: +354 5609700

Ministry of Health and Social Security
Laugavegur 116
IS-150 Reykjavik

Ms Emma MARINOSDOTTIR Telefax:+354 5519645
Chief of Division - Phone: +354 5609700
Ministry of Health and Social Security

Laugavegur 116

15-150 Reykjavik

IRELAND
Ms Kathleen KEANE Telefax: +3531 6763348
Chief Education Officer Phone: +353 1 6760226
An Bord Altranais
31/32 Fitzwilliam Square

Dublin 2
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ISRAEL
Ms Shoshana RIBA. Telefax: +972 2 781456
Chief Nursing Officer Phone: +972 2705983
Ministry of Health
2, Ben Tabei Street
P.O. Box 1176
Jerusalem 91010

ITALY
Ms Giulia SPINOLA Telefax: +39 6 59942120
International Relations Office Phone: +39 6 59942774
Ministry of Health
Piazzale dell’Industria 20
I-00144 Rome

LITHUANIA
Ms Daiva SNIUKAITE Telefax: +370 2 224601
Chief Nurse Phone: +370 2 224442
Ministry of Health
Gedimino Avenue 27
LT-232682

LATVIA
Ms lize GERHARDE Telefax: +371 2 276445
Senior Nursing Officer Phone: +371 2 273941
Department of Health
Ministry of Welfare, Labour and Health
Skolas Str. 28
LV-1331 Riga

MACEDONIA, Former Yugoslav Republic of
Ms Velka LUKIC Telefax: +389 9113014
President Phone: +389 91144244
Macedonian Association of Nurses,
Technicians and Midwives
Faculty of Medicine, Clinic for Nervous Mental Diseases
Vodnjanskal 7 '
91000 Skopje
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NETHERLANDS
Mr Willem ZANDBERGEN
Chief Nursing Officer
Department of the Chief Medical Officer of Health
Sir Winston Churchillaan 362
P.0Q. Box 5406
NL-2280 HK Rijswijk

NORWAY
Ms Lena ENGFELDT
Assistant Director of Department
Norwegian Board of Health
P.O. Box 8128 Dep.
N-0032 Oslo
POLAND
Ms Grazyna WOICIK
Chief, Nursing Officer
Ministry of Health and Social Welfare
ul. Miodowa 15
00-923 Warsaw

ROMANIA
Ms Nicoletta CANDEA MUNTEANU
Community Nurse
c/o General Direction for Health Care
Ministry of Health
Str. Ministerujui 1-3
Bucharest

RUSSIAN FEDERATION
Dr Galina M. PERFILIEVA
Dean, Faculty of Higher Nursing Education
LM. Sechenov Moscow Medical Academy
Boslhaya Pirogvskaya 2/6
119 881 Moscow

SLOVENIA
Ms Darja CIBIC
Chief Nursing Officer
Ministry of Health
Stefanova 5/11
62000 Ljubljana

Telefax: +31 703405394
Phone: +31 703405451

Telefax: +47 2 2249591
Phone: +47 2 2249044

Telefax: +48 226358967
Phone: +48 22310954

Telefax: +40 1 3121433
Phone: +40 1 6150200

Telefax: +7 0952480181
Phone: +7 0952480223

Telefax:+386 61217752
Phone: +386 611251028
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SLOVAKIA
Mrs Anna KRISKQVA Telefax:+42 7 377659

Chief Nursing Officer Phone: +42 7 377933
Health Care Section

c/o Foreign Relations Section

Ministry of Health of the Slovak Republic

Limbova 2

83342 Bratisiava

SWEDEN
Ms Ann BONAIR Telefax: +46 8 783 3346
Chief Nursing Officer Phone: +46 8 783 3157
National Board of Health and Welfare
Linnegatan &7
5-10630 Stockholm

TURKEY
Dr Saader ULKER Telefax:+903124324273
Chief Nursing Officer Phone: +90 3124314828
General Directorate of Curative Services :
Ministry of Health
Ankara

UNITED KINGDOM
Mrs Anne JARVIE Telefax: +44 1312442853
Chief Nursing Officer Phone: + 44 131 2442314
Scottish Home and Health Department
St. Andrew’s House, Room 125
GB-Edinburgh EH1 - 3DE
Scotland

INTERNATIONAL COUNCIL OF NURSES
Ms Judith A. OULTON Telefax: +41 22 9080111
Executive Director Phone: +41 22 908 0100
3, Place Jean-Marteau
CH-1201 Geneva
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OBSERVERS

. Ms Asta Mdller Telefax: +354 5680727
Forman Phone: +354 568 7575
Icelandic Nurses Association
Sudurlandsbraut 22
108 Reykjavik
Iceland

Ms Vilborg Ingolfsdottir Telefax: +354 5623716
Chief Nursing Officer Phone: +354 567555
Directorate of Health

Laugavegur 116
I15-150 Reykjavik

Ms Marga Thome Telefax: +354 551 9165
Nursing Educationalist Phone: +354 5609700
c/o Nursing Division

Ministry of Health and Social Security

Laugavegur 116

I5-150 Reykjavik

WORLD HEALTH ORGANIZATION

Headquarters Office

Dr Miriam HIRSCHFELD
Chief Scientist for Nursing

Regional Office for Europe

Ms Adéle BEERLING
Acting Technical Officer, Nursing and Midwifery

Ms Ainna FAWCETT-HENESY
Acting Regional Adviser, Nursing and Midwifery

Ms Valgerdur GUNNARSDOTTIR
Short-term Professional, Nursing and Midwifery

Dr Serdar SAVAS
Regional Adviger, Health Care Policies and Systems

Ms Muriel SKEET, WHO Temporary Adviser (United Kingdom)

Ms Sheila SCHMIDT
Programme Assistant, Primary Health Care & Nursing and Midwifery




