EURO Reports and Studies
22

Nursing Services

Report on a WHO Symposium

Stuttgart
20-23 November 1978

REGIONAL OFFICE FOR EUROPE
World Health Organization
COPENHAGEN

1980

==z

LL4<<‘\
v

\



ISBN 92 9020 161 4

© World Health Organization 1979

Publications of the World Health Organization enjoy copyright pro-
tection in accordance with the provisions of Protocol 2 of the Universal
Copyright Convention. For rights of reproduction or translation, in part
or in toto, of publications issued by the WHO Regional Office for Europe
application should be made to the Regional Office for Europe, Scherfigsvej 8,
DK-2100 Copenhagen @, Denmark. The Regional Office welcomes such
applications.

The designations employed and the presentation of the material in this
publication do not imply the expression of any opinion whatsoever on the
part of the Secretariat of the World Health Organization concerning the
legal status of any country, territory, city or area or of its authorities, or
concerning the delimitation of its frontiers or boundaries.

The mention of specific companies or of certain manufacturers’ products
does not imply that they are endorsed or recommended by the World Health
Organization in preference to others of a similar nature that are not men-
tioned. Errors and omissions excepted, the names of proprietary products
are distinguished by initial capital letters.

The views expressed in this publication are those of the participants in
the Symposium and do not necessarily represent the decisions or the stated
policy of the World Health Organization.

PRINTED IN DENMARK



CONTENTS

1. Imtroduction . .. .. . . . . .. .. . . e

2. General disCUSSION . . . . . . vt ottt i e e e e e e e e

3. Organization . ... .. ... ... . ittt
3.1 Patterns of organization and management of services . . .. ... ... ..
3.2 Involvement with other professionsand services . . . . ...........
3.3 Determination of numbers and types of nursing personnel needed to

provide safe and effective care in hospitals and community nursing
SEIVICES .+ o v it v i e e e e e e e e e e e e e e e e e e e

4. Research. . ... . ... . e e
4.1 Need to improve knowledge of the discipline . . . ... ...........
4.2 Need to establish standards of nursing practice . . . .. ...........
4.3 Need to interest nursesinresearch . . . ... .. ... ............
S, Education . . . .. ... .. e e e e e e e
5.1 University programmes . . . . ... .. .. .. it
5.2 Managementeducation . ... . ... .. ..ttt
6. Team approach to the deliveryofcare. . . .. .. .. ... ... .........
7. Medium-term programme in nursing/midwifery in Europe . .. ... ... ...
8. ComClusions . . . . . . v vt it e e e e e e e e e e e
Annex [ Summary of recommendations of meetings of WHO expert com-

Annex II

Annex III

mittees on nursing and groups convened by the Regional Office
forEurope . ... ... ... . . ... e e

Planning of the nursing component of health services as part of
country health progranming (CHP) . ... ... .............

Listof participants . . . . . . .. .. ... . i e






SYMPOSIUM ON NURSING SERVICES —
A MEETING OF NATIONAL NURSING ADVISERS

Stuttgart, 20-23 November 1978

1. INTRODUCTION

The Symposium, convened by the WHO Regional Office for Europe
in collaboration with the Federal Republic of Germany, was attended by
18 nursing advisers from 12 countries of the European Region and 2 members
of the Regional Office staff. The list of participants is given as Annex IIIL.

The purpose of the Symposium was to:

(1) introduce the members of the group to the WHO medium-term pro-
gramme in nursing/midwifery in Europe;

(2) review the present situation in the European Region with regard to
the organization and management of nursing services? at national, re-
gional and local levels;

(3) review the methods used to determine the numbers and types of
nursing personnel needed to provide safe and effective nursing care;

(4) discuss suitable ratios of professional to auxiliary personnel;

(5) formulate recommendations and strategies relating to short- and
long-term planning for the medium-term programme in nursing/mid-
wifery with regard to:

— alternative patterns ot staffing for nursing care as determined by
centres participating in standard studies;
— methods to determine numbers and types of nursing personnel;

— activities at national and regional levels which would provide more
reliable information on which to assess needs for nursing personnel.

2 In this report the term “nursing” is used in its generic sense and, where applicable,
includes midwifery.



Dr D.C. Hall, Regional Officer for Nursing, opened the meeting on behalf
of Dr Leo A. Kaprio, Director, WHO Regional Office for Europe. She pointed
out that for over 30 years recommendations had been made in a variety of
WHO reports regarding the need to employ well-qualified nurses to advise on
and, where approprate, be responsible for nursing services at national and
regional levels of government. In the European Region only six countries
currently had nursing personnel holding positions which required them to
advise on nursing services at these levels. Many countries were now concerned
to improve the management of their nursing services and were looking for
more effective ways of involving appropnately qualified nurses in the overall
planning of health services. ‘

Professor G. Neumann welcomed the participants on ‘behalf of the
Mayor of Stuttgart and the Minister for Youth, Family Affairs and Health of
the Federal Republic of Germany. He noted the interest taken by health ad-
ministrators at all levels in the country in the deliberations of the Symposium.

Miss I. Witte was elected as Chairman of the Symposium, Miss E. Ege-
bakken as Vice-Chairman and Miss M. Auld as Rapporteur. ‘

2. GENERAL DISCUSSION-

In the opening discussion the members of the Symposium were con-
cerned to identify clearly the tasks they were facing. They stated that a prob-
lem common to all countries of the European Region was the development of
improved methods to determine the numbers and categories of nursing staff
required to meet the needs of patients? for nursing in a safe and effective
manner. It also was recognized that a shortage of first-level nursing personnel
is common to most countries, and that a rise in the number of auxiliary per-
sonnel is a matter of concern when this occurs without a corresponding rise in
the number of nurses. ‘ _ '

The recommendations of meetings convened by WHO headquarters or
the Regional Office for Europe on themes related to nursing personnel and
the management of nursing services were reviewed and summarized by the
Secretariat. The summary (see Annex I) was made available to the members
of the Symposium who noted that of the reports listed, six made reference to
the important contribution of nursing to health services as a whole, and the
need for countries to establish sound patterns of organization and manage-
ment of nursing services at national and regional levels of government. Other

% In this report the term “patient” is used in the broad sense of the “patient/
client”’, who is both the recipient of care and the consumer of a service.
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reports emphasized that the title of “nurse” had been used indiscriminately
to such a degree that it no longer described the first-level or professional
nurse, and neither the health professions nor the public currently understood
its significance. Adding the prefix “nurse” to the designations of staff such as
aides, auxiliaries and assistants in nursing had helped to remove from the title
the status which it merited. The report of the 1977 EC/WHO Meeting on
Nursing Personnel Information Systems? stressed the need to restrict use of
the title “nurse” to those categories of personnel who were first-level nurses
and had passed the appropriate qualifying examinations.

The members of the Symposium recognized the urgent need to develop
methods whereby the results of nursing interventions could be identified and
evaluated in terms of patient/client outcomes. They welcomed the proposals
made in the medium-term programme in nursing/midwifery to conduct multi-
national studies on the subject.

The participants also noted that the lack of a well-developed body of
knowledge in nursing and a clear understanding of the functions of the
discipline within organized health services presented major problems in plan-
ning, organizing and managing nursing services; many planners and managers
were unfamiliar with the advances made in the discipline during the last few
decades and thus were promoting services which had little relevance in the
light of present-day developments. The contradiction between what was
taught in many nursing schools and what was practised in nursing services
as these reached the public was a case in point.

3. ORGANIZATION

3.1 Patterns of organization and management of services
3.1.1 National and regional levels

The participants from Belgium, Denmark, Poland and the United King-
dom described the present organization and management of nursing services
at national and regional levels in their countries. In these countries, a nurse is
in a position to advise on, or influence in other ways, policy relating to the
provision of nursing services. There are, however, some differences in the
management patterns as to the extent to which the nurse is involved in the
planning of nursing services per se or of health services as a whole.

a European Communities/WHO Meeting on Nursing Personnel Information Systems:
report. Copenhagen, WHO Regional Office for Europe, 1977 (ICP/HSD 044).



In the presentations and the discussions which followed, three distinct
patterns of management of nursing services at national and regional level
emerged, namely: ‘

Pattern No. |

In this case a division or department of nursing has been established
at the national and/or regional level of government. A qualified nurse
with the appropriate experience heads the department, which is staffed
largely by nurses drawn from a wide range of specialties within the dis-
cipline (e.g., nursing education, psychiatric nursing, nursing research,
community nursing). The nurse in charge occupies a position established
on an equal footing with those of medical and administrative colleagues
heading similar departments in other fields. She has direct access to
government officials such as the minister of health or the director of
health services. There is a well- developed post descnptlon outlining her
work.

This is the pattern which participants considered to be the most likely to
provide for effective management of nursing services on a national or regional
basis. The strength of the pattern, which also contains many of the better
elements of the other two to be described subsequently, is that it ensures that
appropriate nursing advice is available for policy-making, in relation to nurs-
ing services and to health care as a whole. It helps to prevent overlap and con-
flict in the provision of nursing services and. facilitates the definition of
priorities in the planning of services for various patient/client groups. It al-
lows nurses prepared in the appropriate specialty to be attached to depart-
ments in other sectors such as mental health or maternal and child health,
while providing them with the backing of a strong nursing department which
defines overall nursing policy. It provides for close proximity of colleagues of
the same discipline with whom nursing matters can be discussed, and tech-
nical information exchanged and whose expertise is readily available to solve
nursing problems outside a particular specialist’s area of competence.

This pattern has the additional advantage of ensuring the involvement of
nurses in general policy-making which may not be directly related to the
provision of nursing services but nevertheless impinges on these services.
Also, the routine inclusion of competent nursing opinion in interdisciplinary
adwsory or decmon-makmg groups can well lmprove the quality of their
work.

The dlsadvantages of the pattern are minimal but should be recogmzed
When the pattern is first introduced, there is a danger of removing highly
competent practising nurses from a situation where their expertise was having
a major effect on direct patient care. In the long run the benefits of having
this kind of nurse in a senior administrative post should far: outweigh the
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disruption caused. However, to ensure that this is so, the appointment of such
nurses needs to be carefully planned so that their intimate knowledge of the
service situation will be used to full advantage. Further, every effort should
be made to see that nurses appointed to senior administrative posts maintain
close links with nursing practice and education. The foregoing disadvantages
apply also to members of the other health disciplines (e.g., medicine, phar-
macy) who occupy posts in parallel divisions.

Pattern No. 2

In this case one or a number of nurses hold positions in the direc-
torate of health services, but do not work in a division or department of
nursing. The nurse acts as adviser either on nursing as a whole, or an as-
pect of the discipline, e.g., nursing services or education. She is usually
directly responsible to a physician or an administrator, and has access to
officers at higher levels in the system only through this supervisor. There
may or may not be a well-developed post description.

Where several nurses hold posts, one of their number may be designated
as “chief nurse” but this is often a title which carres little weight since the
nurses are not in a single division or department, and have senior medical or
administrative officers to whom they relate more closely than to the “chief
nurse”.

In this pattern the nurses act almost exclusively in an advisory capacity;
while it demonstrates a recognition of the need for input from nurses at
senior levels of management, the seeking and acceptance of that input are
permissive rather than mandatory. In some settings the consultative process
may be extended to include nurses or other personnel who lack the necessary
education or experience to give informed advice on nursing. Moreover, the
participation of nurses in planning for total health care, or planning of the
extension of existing health services and facilities, is erratic and often depends
on recognition by other health professionals of the need for nursing input.

Pattern No. 3

In this case one or several nurses work as members of interdis-
ciplinary teams established at national or regional levels with respon-
sibility for providing advice and managing services in specific areas of
health care, e.g., education of health workers, mental health services.
There is no “chief nurse” and no division or department of nursing.

The nurses thus employed have no corporate entity and the requirements
of the nursing component of the team must often give way to the more domi-
nant demands of the other disciplines involved. If the foregoing loss of
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identity is avoided, however, this pattern does allow the establishment of
close and beneficial collaboration between the nurses and other members of
the team. It ensures that the nursing component of specialized services is
developed and that all team members are informed about the contribution
which the discipline can and should make to such services. Its major weakness
lies in the fact that it provides no avenue for the establishment of a national
or regional nursing policy per se. It can set one area of health services up
against another and sow the seeds of mtradlsmphnary conflict.

The lack of an extensive body of knowledge in nursing makes the posi-
tion of the nurse vulnerable within a team which often consists largely of
physicians, other health workers and administrators. Information concerning
the success or otherwise of such teamwork is still imprecise. The information
that is available has been collected in situations which are themselves dynamic
and changing. The concept of teamwork in this context requires further study.

There is also a need for the nurse involved in the organization and man-
agement of nursing services at national and regional levels to be politically
conscious. Without appropriate political awareness, planning of nursing ser-
vices could be ineffective. Nurses have tended in the past to remain apart
from government policy-making.in the belief that the policy did not in-
fluence nursing care. Nurses now recognize, however, that their care can be
provided only in the context of total health care. They recognize that politi-
cal decisions which affect the planning of health services in general may
also either enhance or constrain the provision of safe and effective nursing
care. :

3.1.2 Local level

For purposes of the discussion, “local level” was taken to refer to an in-
dividual hospital or a group of hospitals, to a health centre or to the smallest
geographical area recognized in the community health field. Descriptions of
the current situation at local level were presented to the Symposium by
participants from Finland, Iceland, Ireland and the Netherlands.

It emerged from the presentations that a nurse heads the nursing services
in all institutions and communities discussed. There are, however, differences
in the patterns of management. In some less frequent situations the nurse
heads a nursing division in a hospital or community and is responsible to a
senior nurse in a post on the next rung of the administrative ladder. In other
more common situations, the nurse is responsible to a phys1c1an or adminis-
trator in the institution, health centre or community.

The contribution of the nurse to policy-making which affects either nurs-
ing services or health services as a whole varies, usually according to the pat-
tern of management at national and regional levels. The participants discussed
the part which should be played by the nurse manager at local level. They saw
clearly the need for the manager to keep in touch with changing clinical and
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other health care practices in order to determine priorities for the nursing
services, while recognizing that she may not participate in direct patient care.
She must be aware of the changing needs not only of patients but also of
nurses themselves. She must also ensure that nurses work within the regu-
lations pertaining to their welfare.

3.2 Involvement with other professions and services

An important point emerging from the discussion is the variation of the
extent to which nurses are involved with services other than nursing and with
related professional staff. In some situations, for example, nurses are respon-
sible for the provision of domestic and catering services, while in others they
work closely with the managers of those services who are not a part of the
nursing subsystem. Physiotherapy and occupational therapy are part of the
nursing services in some countries, while in others they are considered to be
medical services under a physician or, more rarely, a senior member of their
own profession. The participants considered that the nurse has a distinct
function of management on behalf of the patient, in relation to planning
and timing of direct care inputs from all professions including medicine. Cur-
rent complaints from consumers of dehumanized services were seen in part to
be the result of a failure among health professionals to plan care, keeping in
mind the basic needs of the patient, such as those for rest, food, elimination,
privacy and time to understand and adjust to an often threatening environ-
ment.

Participants were of the opinion that, as the person caring for the patient
continuously over each 24-hour period, the nurse is the only professional in
a position to plan and control the immediate environment of the patient. The
needs of the patient for comfort, safety, understanding, etc., are in many in-
stances as urgent as his requirements for interventions of a more technical
nature. The growing tendency of hospitals to provide ali services on a crisis in-
tervention basis does not promote good care, and nurses therefore have a
particular responsibility to create and maintain a climate conducive to healing
in its broadest sense.

Many interventions are carried cut at the convenience of the staff rather
than the patient and while both must be considered, the patient should
receive priority. To ensure effective control of health care on the patient’s
behalf, the authority of nurses over services having a direct influence on such
care should be clearly defined.

The members noted the increase in the number of therapists in narrow
specialized fields and concluded that the effect this could have on the provi-
sion of nursing care should not be minimized. It is possible to envisage
nurses becoming solely the coordinators of services which others provide to
the patient. However, while there is a coordinating factor in the nurse’s role,
this should be viewed as one element only and never as the entire contribution.
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The nurse should be regarded as the major contributor to patient care on a
continuing basis. The members stressed the need for the nurse to be in con-
trol of the situation in the interest of patient care. They believed that many
therapists are perhaps inappropriately placed in the medical team and would
serve patient needs better if they were made part of the nursing team and
designated as assistants in nursing. This is an appropriate suggestion when one
considers that professions such as physiotherapy and occupational therapy
have their origins in nursing and that the skills of such professionals con-
stantly overlap with those of nurses. However, the group was aware of the
fact that in many countries thefe is already a distinct division between nurs-
ing and several of the major groups of therapists and it is not now realistic to
suggest a return to the past. There is therefore a need to recognize the extent
to which individual professionals are planning treatment without reference to
the overall needs of the patient as a person and without discussion with other
professionals. It was considered important to develop plans showing the con-
tribution of all professional activities and focusing on care of the patlent
which would be managed by the nurse on his behalf. ‘

3.3 Determination of numbers and types of nursmg personnel needed to pro-
vide safe and effective care in hospitals and community nursing services

3.3.1 Current methods

The members discussed the- current methods used to determine the
number of nursing personnel required in various situations. Three main
methods are commonly employed, none of which is particularly sound.

The first common method is that of calculating staff needs-according to
the number of beds in the institution. The inadequacy of this'method is ap-
parent in that it takes no account of the patients’ requirements nor of the
fact that nurses are also required in outpatient departments, operating the-
atres, day care units, etc. In many countries a similar method has been ap-
plied in estimating needs for staff in community nursing services on a popu-
lation per nurse basis. Such estimations do not take account of the age
structure of the population or individual-and family needs for nursing care.

The second common method is that of estimating the numbers of staff
required according to.the degree of dependéncy of patients, as determined by
a special scale. The advantage of this method is that it gives an estimate of the
minimal level of staff necessary to provide safe care. The disadvantage lies in
its emphasis on physical dependency as compared with the need for psycho-
logical, emotional, social or educational support. It tends to emphasize the
negative rather than the positive aspects of the health of patients.

The third common method of estimating staff numbers relies on obser-
vations of nursing activity. The current activity of nurses in different hos-
pital or community health services is observed and recorded, and the staff
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requirements are determined accordingly. This system has little validity since
it assumes that current practices are meeting patjent needs without any prior
study to validate the assumption. It lays emphasis on the current activities of
nurses without relating them to forecasts of future and changing needs and
the consequent necessary alteration of staff numbers.

Two other methods currently employed for calculating nursing staff
numbers were described by participants from the Federal Republic of Ger-
many and the United Kingdom (Scotland).

Using the first of these methods it is possible to develop formulae to cal-
culate the numbers of staff required in given clinical specialties, while allow-
ing for factors such as study leave, sickness absence, holidays, a shorter
working week.

The second method involves study of the needs of patients grouped into
clinical categories. It is applicable to all specialties and can be used in situa-
tions of both health and sickness. It is not, however, sufficiently refined to
enable an accurate determination of the appropriate grades of staff to meet
patient needs. National formulae can be developed to assist nurse planners to
forecast with some accuracy the results of various nursing manpower policies.
Methods of calculating staff numbers on the basis of patient needs in daily liv-
ing were discussed. It is interesting to note that in a few cases there has been
a move towards thinking of the potential ability rather than the inability of
the patient in relation to health functions.

The organization of nursing services through shift systems and more
often on a task-oriented basis influences the numbers and mix of the person-
nel. The participants discussed the need for accurate forecasting of numbers
and types of personnel to meet patient needs, both now and in the future,
and recognized the complications associated with the existence of a variety
of grades and titles. It is important to have an understanding of the profes-
sional nomenclature used in the various countries, as well as a knowledge
of the effects of the nursing interventions of various categories of person-
nel.

It is still difficult to determine with any degree of accuracy the number
of nurses or the number of aid. < or assistants required in any situation. The
members agreed that before definitive statements can be made about staff
numbers and categories, better methods must be developed for evaluating
the results of nursing interventions in terms of patient outcomes. It was
pointed out that many hospitals in Europe are run as nonprofit institutions
supported largely by insurance schemes which could influence the pattern of
nurse employment. The need to develop a system of cost-benefit analysis of
nursing input was recognized by all members. A sound factual basis on which
to support requests for additional nursing personnel must also be developed.
The lack of accurate data concerning such personnel made manpower fore-
casting unreliable. Appropriate data collection methods were discussed in-
cluding the use of pay-roll records.



3.3.2 Discussion

From the discussion it emerged clearly that there is a need for more and
better information about nursing personnel, which is currently lacking in
most of the countries. For this purpose it is essential that rational nursing
personnel systems be developed. Accurate information about nursing person-
nel would include details of training, movement within the profession, and
breaks in service for marriage, pregnancy or transfer to other occupations.

A registration system for all levels of nursing personnel, in which facts
about the registrants are constantly updated, would provide accurate in-
formation with which to make manpower predictions. It is difficult at present
to forecast long-term requirements with any degree of accuracy. Again, the
large number of categories of personnel is a cause for concern. As a result of
“splintering” of the profession, services have become demarcated to an extent
that could be detrimental to the provision of personalized care, which is con-
sidered the ideal. Indiscriminate growth in the number of aides, assistants or
auxiliaries should be stopped. When better information is available about
patient needs, more realistic decisions can be made concerning the appro-
priate placing of such personnel in the nursing team. Also linked with this
“splintering” is the confusion created in the minds of the public about nurses
and nursing. Indiscriminate use -of the terms “nurse” and “nursing” as pre-
fixes in designating unqualified personnel has made it difficult for the public
to differentiate between firstlevel (professional) nurses, second-level (quali-
fied) nursing personnel, and others. “Nursing” apparently can be undertaken
by anyone. There-is a need for a clear definition of “professional nursing”
and the activity of the professional nurse in terms of its consequences for the
care of the patient. Lack of knowledge about “nursing” was seen by the par-
ticipants as a major hindrance to the development of services and to accurate
manpower forecasting. Nursing should be recognized as a discrete health dis-
cipline with a body of knowledge and technology clearly dlstmgulshmg it
from other health disciplines.

Associated with the lack of knowledge of the discipline is a paucity of
data on the nursing needs of patients in all countries. Until such data are col-
lected and routinely updated through epidemiological-type studies, no real-
istic forecasting of nursing manpower needs can be made.

Other influences. on nurse recruitment and deployment were discussed.
Too often health services are established or extended without prior dis-
cussion with nurse managers. The consequences for nursing services and per-
sonnel are recognized too late to permit effective manpower planning. Nurs-
ing personnel resources are often stretched beyond the limit of safe practice.
This is not only detrimental to patients and the personnel, but also creates
dangerous situations in terms of the provision of services by other workers.

Some laws relating to nurses and nursing require review. Moreover, no
law should be made which restricts the freedom to alter practice to meet the
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changing needs of society. Nurses should be involved in the compilation of
any legislation which affects nursing. Nurses should also participate in the
enactment of any law which, although not directly related to nursing, might
impinge on nursing education or practice.

The members recognized that nurses are often resistant to change, pre-
ferring an approach of “dynamic conservatism™. The hope was expressed
that monolithic oligarchies and established practices would not prevent
changes if these are in the interest of improved patient care. Nurse managers
should ensure that all staff under their supervision are aware of current think-
ing about nursing education and practice.

Ideally, manpower planning for nursing and the other health disciplines
should be undertaken jointly by all health professionals. A joint planning
scheme should be instituted in each country, but at the same time nurses
need to refine their own system of manpower forecasting as a separate ex-
ercise.

4. RESEARCH

The members then discussed the part played by research in the effective
organization and management of nursing services.

4.1 Need to improve knowledge of the discipline

The members were firmly of the belief that there must be better under-
standing about “nursing” before effective organization and management of
nursing education and services can be ensured. In this respect three funda-
mental issues require clarification:

(a) the confusion between “nursing” and “doctoring” (medicine);

(b) the confusion, particilarly in the mind of the public, regarding
who nurses are and what nusing is;

(c¢) the confusion as to what is a discipline and what is a profession.

The role of nursing is too often defined by health personnel who have no
real knowledge of the discipline but who, because they speak from positions
of authority, are believed. Both educational programmes and service situ-
ations often fail to provide nurses with a clear image of the discipline or an
understanding of their role as professional workers within it. The need for
organized nursing care as part of overall health services is indisputable. What
is required now is a concerted effort to develop, particularly through research,
the body of knowledge and technology in the discipline to a level where it
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can serve the public effectively. Nurses should see. nursing as a research-
based discipline and should view their profesisonal role as including respon-
sibility to participate in and, where appropriate, to undertake nursing research.

It was felt that the following statements by Henderson and Hall regarding
the functions of nursing are useful in understanding the discipline:

“The unique function of the nurse is to assist the individual, sick or
. well; in the performance of those activities contributing to health or
its recovery (or to peaceful death) that he would perform unaided if
he had the necessary strength, will or knowledge, and to do this in
such a way as to help him gain independence as rapidly as possible.”*

. [the] primary responsibility [of nursing] is to assist individuals
and groups (families/communities) to optimize function within vary-
ing states of health. . . . The primary responsibility of the practitioner
of nursing (the nurse) is to provide caregof a nursing nature] direct
to the individual, family or community.’

4.2 Need to establish standards of nursing practice

In every country nurses should come together to establish standards of
nursing practice. These standards would not only protect them and the public
but could be used as guidelines for the planning and management of nurs-
ing services.

The group endorsed the use of the nursing process method in the practice
of nursing. They looked forward to the supply of material from collaborating
centres associated with the medium-term programme in nursing/midwifery.
These centres will develop study designs including assessment, planning, im-
plementation and evaluation instruments and  make suggestions regarding the
procedures to be used by nurses to record nursing care and its outcomes.

There is an urgent need to establish methods to assess the continuing
competency of nursing personnel. All personnel wishing to practise nursing at
a given level should be required to provide ev1dence of competency at regular
intervals throughout their professional career.

It was hoped that the nursing professmn would not chng ‘to traditional
and sometimes inappropriate practices but would rather, with some imagina-
tion and vision, look at new patteins of care to meet the changing needs of
society. Recording of nursing care in a personalized rather than task-oriented
way could provide information which would help to alter traditional methods

2 Henderson, V. Basic principles of nursing care. Basel & Newaork S. Karger 1969.

bHall, D.C. A position paper on nursing. Copenhagen WHO Reglonal Office for
Europe, 1979 (document EURO/NURS/75.1 Rev.]).
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of organizing and managing nursing services. Use of the process method in the
delivery of services will ensure personalized care. Nursing provided in this way
should be studied in terms of structure, process and patient outcome.

4.3 Need to interest nurses in research

The group stressed the need to help make all nursing staff aware of the
importance of research as a base for the development of nursing. In each
country, depending on the pattern of nursing organization and management,
the responsibilities for initiating and participating in research at different
levels of the nursing hierarchy should be made explicit. Some staff would
undertake research directly while others would participate in it, for example
by data collection. All nursing staff should use the results of research. In-
formed advice should be available as to which nursing problems are amenable
to research and which require the attention of nursing management.

The members hoped that eventually research would provide nurses with
knowledge based on facts and enable the provision of nursing care resulting
in predictable patient outcomes. Nursing staff numbers and categories could
then be determined and costed accordingly. The value of such a development
to nurse managers in the organization of care is evident.

5. EDUCATION

5.1 University programmes

The influence of education on the performance of nurses and the delivery
of nursing services was discussed. The need was stressed for nurses to be edu-
cated at the basic profession-’ level in programmes which prepare them to
function effectively as multipu. »ose workers in nursing.

The group considered the need to establish more university programmes
for nurses at both undergraduate and graduate levels, in the belief that the
better educated nurse is able to function more effectively in diverse service
situations and to provide quality care to larger groups of people. In this
respect it must be emphasized that, contrary to common belief, nurses quali-
fied through university programmes tend after graduation to occupy positions
which allow them to provide care direct to patients. Studies in the United
Kingdom (Scotland) and the USA have produced evidence to this effect. The
group further expressed the opinion that it is time that the protracted and fre-
quently misinformed debate on whether nursing should be taught at academic
level be closed: the pattern is now accepted as both necessary and desirable.
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There is a need to improve the remuneration of nurses who remain in
clinical nursing (including community nursing). A career in clinical nursing
would thus become comparable to one in management or education, which
now provides higher pay and status.

In recognition of the fact that registration as a professional nurse should
not imply that no further education is needed the members agreed that con-
tinuing education should be available to all nursing personnel. Bearing in
mind the often adverse effect on staffing manpower of the absence of per-
sonnel at courses, it was felt that all postgraduate and postregistration courses
for such personnel should be reviewed in terms of their appropriateness. Also,
in choosing a course, consideration should be given to its contribution to
satisfactory patient care.

5.2 Management education

In view of the importance of good management for the effective function-
ing of nursing services, it is important that nurses be taught the techniques
of personnel and financial management. This applies to all branches of nurs-
ing. An understanding of the principles of management needs to be incul-
cated early in the career of the nurse and be reinforced at various stages to
enable her to organize services effectively. Some management education
should be multidisciplinary so that by working together professionals would
learn the methods of determination of priorities and allocation of scarce
resources. Nurses would not only participate in such multidisciplinary pro-
grammes but also contribute to the management education of other pro-
fessional staff.

6. TEAM APPROACH TO THE DELIVERY OF CARE

Much emphasis is now given to the necessity for teamwork and the im-
portance of considering the total needs of the patient. The members recog-
nized that such needs cannot be met by one profession working in isolation
and that many other professions and agencies have contributions to make.
The way in which the different contributions should be linked in attaining
the objectives of patient-oriented. care is a matter for local discussion and
decision. Nevertheless, it is-emphasized that the patient should remain the
focal point of any health care plan and the nurse, as the one professional who
provides care on a continuing basis, should control the plan on behalf of the
patient. It was noted that the composition and functioning of the nursing
team should alter to meet changing needs of patients and to conform to new
pattems of care that might be introduced.
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The members discussed the need to consider nursing within the context
of the total social system. A paper was presented by Dr J. Asvall, under-
lining the importance of the team approach to the planning of health care
(Annex II).

7. MEDIUM-TERM PROGRAMME IN
NURSING/MIDWIFERY IN EUROPE

The members of the Symposium thought it important to emphasize the
potential contribution of the programme to the organization and manage-
ment of services. It was developed by the Regional Office in response to
needs expressed by Member States and is gaining impetus because it clearly
meets these needs, which include the development of a body of knowledge
about nursing which is currently lacking. It is divided into four components:
the nursing process; organization and management of nursing/midwifery
services; education of nursing/midwifery personnel; and resource planning.

The interrelationship between the four components was fully understood
by the members, particularly as regards the extent to which the nursing pro-
cess component influences the other components. It is hoped that the pro-
gramme, as it develops, will eventually provide knowledge enabling nurses
to improve the organization and management of the services.

It was suggested that the programme, as it relates to the organization and
management of nursing services, should emphasize the following:

— establishment at national level of standards of nursing care, which
would be determined by the profession in relation to the society
in which it operates;

— assessment of patient needs for nursing care using accurate measure-
ment tools;

— estimation of the res. urces necessary to meet the needs at the mini-
mum level of safety and effectiveness;

— appraisal of the financial implications of meeting the needs in a
planned fashion.

8. CONCLUSIONS

In conclusion, the members of the Symposium felt that emphasis should
be given to the following points in relation to the effective organization and
management of nursing services:
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(1) There is a need to establish a pattern of organization and manage-
ment of nursing services at national and regional levels, which would ensure
that appropriately qualified nurses are in a position to advise not only on the
nursing services but also on health services as a whole. It was thought that a
nurse should head a nursing division at national/regional level and in this
position should have direct access to relevant government officials.

(2). Permanent posts should be established for nurse managers at
hospital, health centre and community levels to ensure that nursing policies
are well defined and implemented.

(3) If the proposals for the appointment of nurse managers at national,
regional and local levels cannot be implemented, a system should be adopted
making it mandatory and customary at each level to seek informed profes-
sional advice from nurses on matters relating to nursing education and ser-
vices in particular and health services in general. L

(4) Informed nursing advice should be sought when any extension of
health services is planned. This would ensure that the consequences of the ex-
tension for nursing services are considered by nurses before the implementa-
tion phase is reached. ‘ ‘

(5) The establishment of a rational nursing personnel system is im-
perative. Policies governing the operation of the system should include pro-
visions to halt the unplanned proliferation of categories of nurses and other
personnel engaged in nursing. . :

(6) There is a need to establish a ‘V‘]ive”‘ register of nursing personnel
with an associated system of recurrent registration, which would provide up-
to-date information on the personnel.

(7) Legal protection of the title of “nurse” is necessary to protect the
public and the practitioner. As nursing is a dynamic process, there is also a
need to review the legislation to énsure that it does not impede progress in
nursing. Nurses should be involved in the review or compilation of any law
which would affect nursing practice or education. o

(8) It is important to ensure that nursing manpower is available to
meet patient needs. Sound systems should be established to collect infor-
mation on the needs of selected cohorts of patients. Numbers and categories
of staff should be related to the predictable outcomes of nursing intervention
in terms of patients, practitioners and services.

(9) Research should be conducted to ensure that nursing is identified
as a discrete health discipline distinguishable from other disciplines.

(10) The part to be played by nurses at all levels of the hierarchy in
initiating or participating in nursing research should be clearly specified, if
nursing is to be recognized as a research-based profession. 3
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(11) Research should be conducted to establish standards of care in
nursing and to describe the attributes (knowledge, skills, attitudes) which
ensure competency to practise the discipline.

(12) Alternative patterns of nursing care and their relation to patient
outcomes should be defined. The relationship between the various patterns
and their influence on nursing manpower should also be studied.

(13) To ensure the development of total care for patients, the nurse
must control their immediate environment.

(14) There is a need to increase the number of university programmes in
nursing and to evaluate the impact of the services of nurses educated in such
programmes on patient outcomes.

(15) There is a need to decide on appropriate pattemns of postgraduate
and postregistration programmes in nursing and to evaluate the impact of the
services of nurses educated in such programmes on patient outcomes.

(16) Management education should be an integral part of the prepara-
tion of nurses. Some of the education should be provided through multi-
disciplinary courses, in which nurses would not only participate but also
teach management principles to other health professionals.

(17) The importance of the planning of nursing services should be
recognized. Such planning should not be isolated, but should take into ac-
count the objectives of the health care team as a whole and its role within the
total social system.
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Annex 1

SUMMARY OF RECOMMENDATIONS OF MEETINGS OF
WHO EXPERT COMMITTEES ON NURSING AND GROUPS
CONVENED BY THE REGIONAL OFFICE FOR EUROPE

A. WHO Expert Committees on Nursing?

1950 Nursing: 2. Use of nursmg personnel
first

session The Committee recommends that WHO urge national

health administrations to include among their adminis-
trative officers highly competent nurses with authority to
assist in planning health services, to define the role of nurs-
ing in these services, and to determine the nursmg personnel
requirements.

The Committee recommends that WHO urge each Mem-
ber Government to undertake (or continue) a study of:

. (1) the existing supply of each type of nursing personnel
(including midwives, feldshers and other specialized
groups engaged in nursing duties), and of various types
of auxiliary nursing personnel;

2 The Expert Committee on Nursing met in 1950, 1951, 1954, 1958 and 1966. An
Expert Committee on Psychiatric Nursing met in 1955, and an Expert Committee on
Community Health Nursing in 1974.

The reports issued on the meetings are as follows:

WHO Technical Report Series, No. 24, 1950 (First report of the Expert Committee on
Nursing).

WHO Technical Report Series, No. 49, 1952 (Second report of the Expert Committee
on Nursing).

WHO Technical Report Senes No. 91, 1954 (Third report of the Expert Committee on
Nursing).

WHO Technical Report Series, No. 105, 1956 (First report of the Expert Committee on
Psychiatric Nursing).

WHO Technical Report Series, No. 167, 1959 (Public health nursing: Fourth report of
the Expert Committee).

WHO Technical Report Series, No. 347, 1966 (Fifth report of the Expert Committee on
Nursing).

WHO Technical Report Series, No. 558, 1974 (Community health nursing: Report of the
Expert Committee).

18



1950 Nursing:
first
session
(contd)

(2) the estimated number of each type of personnel
needed in all categories of employment, based on exist-
ing and prospective health programmes;

(3) the factors which interfere with securing candidates
for training of various types;

(4) the effectiveness with which nursing resources are
used.

The Committee recommends that WHO invite the co-
operation of ILO in a joint investigation of the employment
conditions of nursing personnel, including salaries, hours,
health conditions and personnel policies. The study would
also include the qualifications of nursing personnel, ade-
quacy of supervision, standards of service and problems of
recruitment. The assistance of the International Council of
Nurses and other appropriate groups should be sought.

The investigation should include a pilot study under-
taken in one country, or some division of a country, which
exhibits the problems listed above.

The Committee wishes to suggest the Federal District of
Mexico for the pilot study.

1954 Nursing:
third
report

I. Having noted the recommendation of the Expert Com-
mittee on Nursing at its first session that “the World Health
Organization urge national health administrations to include
among their administrative officers highly competent
nurses with authority to assist in planning health services,
to define the role of nursing in these services, and to
determine the nursing personnel requirements”,

The Committee recommends that those countries which
have not made such appointments give consideration to the
matter.

II. Having considered the necessity of good administrative
practice in nursing service, the Committee recommends:

(3) that v orking conferences for the study of methods
of improviug nursing service administration be organized
on a national and/or a regional basis;

(5) that in an organization employing nursing personnel
there be an established nursing service under the direction
of a nurse who has had delegated to her the authority
proportionate with her responsibility;

(6) that in order to promote improvement in nursing
service administration WHO continue to assist Member
States:

(@) in the establishment of nursing positions in
national health administrations;
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(b) in the. granting of fellowships for the study of

1954 Nursing: ;
third nursing service administration;
report (¢) by sponsoring working conferences on a regional
(contd) and/or international basis;

(d) by promoting the establishment of regional cen-
tres for the study of nursing service administration.

_ III. The Committee draws attention to the sections of the
report in which human relations and teamwork in admini-
stration are discussed, and recommends that methods of
teamwork be applied at all levels of nursing service.

1955 Psychi- The Committee recommends:
atnc' - (1) that national health administrations include, among
gursmg. their administrative officers, nurses with responsibility

irst for the overall planning of nursing service and nursing
report education, and that this planning includes consideration
of the nursing needs of mental hospitals and other mental
health programmes; ]
(4) that an understanding of psychiatric nursing, mental
health, and social and preventive aspects of nursing be
extended through nat10na1 and intercountry nursing
' seminars. ‘

1958 Public ‘ (2) The Committee recognizes that the auxiliary worker
health has an important and almost certainly permanent place
nursing: in public health nursing. The potentials and limits of
fourth auxiliary functions and the relation of auxiliary to
report prpfessiona] workers are immediate and urgent problems.

The Committee recommends that, after studies of actual
practice have been carried out, WHO should consider the
convening of an expert committee to discuss:

- (a) "the role of the auxiliary worker in the heaith team,
and its relation to the role of the professional worker;

(b) the prepa:at1on of auxiliary workers.

1966 Nursi_ng: The Commlttee recommends:

: fifth 1. that countries be supported in their efforts to meet
report

legitimate quantitative demands for nursing services and at
the same time develop a nucleus of qualified nurses capable .

~ of being prepared for positions of responsibility in nursing

practice; teaching:or administratic_m;

2. that, in order to permit the optimum utilization of per-
sonnel and resources, the nursing personnel systems in each
country be so designed as to prevent unwarranted prolifer-
ation of levels and types of workers in nursing;
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1966 Nursing: 3. that organized programmes of in-service education and
fifth training for all nursing personnel be provided as a means of
report improving the quality of patient care;

(contd) 4. that nursing be developed in relation to the needs of
each country, and that each country be urged to designate a
nurse or nurses to be responsible at national level for plan-
ning and coordinating nursing within the health services;

5. that in each country a body, the majority of whose
members are nurses, be designated to advise the government
on nursing.

1974 Commu- The Committee recognized the urgency of the health
nity needs and lack of health services in communities through-
health out the world and recommended that the following plans of
nursing: action be made to bring about the necessary changes as
report rapidly as possible.

(1) Decisions should be taken to initiate and further
develop community health nursing services that are
responsive to the needs of the community, encompass
primary health coverage for all the population, and pro-
vide assurance of the safety and appropriateness of the
services rendered.

In order to implement this recommendation, it will
be necessary to: '

(a) establish an organized nursing service within the
context of community health with joint participation
of community and health groups;

(b) incorporate the primary health worker into the
nursing and health care system;

(c) develop the community health nurse as a
provider of primary health care and as the first level
of support of the primary health worker;

(d) prcvide preventive, therapeutic, and rehabili-
tative care based on a family-centred approach;

(e) organize a system -of support that includes
referral for specialized services and consultation,
educational guidance of health workers at all levels,
and administrative planning and evaluation;

(f) coordinate community health nursing with the
other community development programmes;

(g) establish mechanisms to ensure the safety and
appropriateness of health care, these mechanisms
being based on community participation combined
with technical health service judgements;
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1964 Commu- (h) make available the best-prepared community

nity nursing personnel for service in the communi:y.
health ‘

nursing: (3) Health manpowet, of which nursing manpower is a
report part, should be developed within overall national devel-
(contd) opment plans. These plans should reflect a rational dis-

tribution and utilization of personnel to provide com-
munity health coverage and essential support systems in
the light of present and projected needs.

B. Groups convened by the Regional Office for Europe?

Study Group on Basic Nursing Curriculum in Europe, Brussels, 1955
Administration

In countries where there is no national nursing council or similar body
recognized by the state, it is recommended that such a body be set up. It
should have authority to establish minimum requirements for the basic
curriculum and means for its continuous revision, to accredit schools of nurs-
ing and to evaluate the results they obtain in the light of the total needs of
the country. The attention of ministries of health should be drawn to the
importance of maintaining a department of nursing, with a nurse at its head
having responsibility for nursing service.

Consideration, where appropriate, should be given to the feasibility of
delegating responsibility for nursing education to the ministry of education.
Liaison between the national nursing council and the two ministries would
be necessary. ‘

The role of the professional organization in fostering satisfactory nursing
education and nursing service should be stressed. Good relationships between
the medical and nursing professions should be fostered.

2 The reports issued by the Regional Office on the meetings are as follows:

Study Group on Basic Nursing Curriculum in Europe, 1956 (EURO 86).

Working Group on Trends in European Nursing Services, 1972 (EURO 4405).
Symposium on Higher Education in Nursing, 1973 (EURO 4408).

Working Group on European Studies in Nursing/Midwifery, 1974 (EURO 4407(2)).

Working Group on the Role of Nursing in Psychiatric and Mental Health Care, 1976
(ICP/MNH 039). ‘

Working Groups on the Definition of }Parameters of Efficiency in Primary Care and the
Role of Nursing in Primary Health Care, 1976 (ICP/SHS 039 & ICP/SHS 004)..
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Working Group on Trends in European Nursing Services, Bern, 1970

In view of the importance of nursing in health care, and since all plans
leading to changed patterns of services, staffing and treatment have a direct
effect on nursing personnel and services, nurses should be involved in national,
regional and local health planning,

In the future, it will not be possible to provide nursing and health care
with the traditional knowledge, skills and attitudes of today — much less on
the basis of the isolated action of different members of the health team and
the present fragmented clinical learning experiences. There is therefore an
urgent need for a thorough study of education for the health professions, in-
cluding nursing, with a view to orienting them to future health care needs.

Research and experimentation in new ways of organizing nursing ser-
vices and educational programmes should form part of the planned develop-
ment and improvement of health care systems.

Information on the organization of nursing services should be collected
locally, regionally and nationally in order to provide a basis for planning.

Expert practitioners should be trained in the various clinical specialties
and in community nursing.

Methods of studying decision-making in nursing and of analysing the
roles of different categories of staff should be developed as a preliminary
step towards improvement of health care.

Symposium on Higher Education in Nursing, The Hague, 1972

The Symposium took note of the recommendations of WHO expert com-
mittees on nursing, previous working groups and other international meetings
concerning the need for nurses to be educated in and to have continuing access
to the highest educational facilities in a country. In view of the time which has
elapsed since many of these reports were published and their conclusions ap-
parently accepted, it was considered to be urgent for each country to take
active measures to establish, at undergraduate level, educational programmes
for the preparation of the nurse s defined by the Symposium. A phased plan
extending over a period of 5-10 years would provide for the gradual change-
over from the conventional and currently inadequate hospital-based school.

Nursing helps to determine the quality of health care in a country and
the participation of nurses in the planning of health services at all levels
(national, regional, local) is indispensable to sound planning.

Working Group on European Studies in Nursing/Midwifery, Copenhagen, 1974
Information systems

If national health planning and the delivery of health services are to be
effective, each country needs a nursing information subsystem. This subsystem
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should, wherever possible, be an integral part of the overall health services
information system. Registration of all types of nursing personnel, both
practising and nonpractising, should form part of this subsystem.

The importance of readily available and accurate information for the
development of quality nursing care is emphasized. The systematic docu-
mentation of the nursing process and the dissemination of the resulting in-
formation with a view to studying and improving nursing services of all kinds
warrant concerted efforts in the immediate future.

An essential condition for the development of a satisfactory nursing in-
formation subsystem is that nurses should be able to state clearly their in-
formation needs and that such items should be included in the information
collected at all levels, particularly at the point of delivery of nursing care.
This would be possible if nursing staff were involved in the design and devel-
opment of the information system from the beginning. It also implies that
senior nursing staff should be trained in appropriate modern management
techniques.

Working Group on the Role of Nursing in Psychmtnc and Mental Health Care,
Saarbriicken, 1975

Posts for nurses to advise and assist in the development of nursing within
mental health services should be created and filled at national, regional and
local levels of administration. Nurses should be prepared and appointed as
directors of nursing in hospitals and community health care services.

Working Group on the Definition of Parameters of Efficiency in Primary Care
and Working Group on the Role of Nursing in anary Health Care, Reykjavik,
1975

Nurses should be involved at national, regional and local levels in the
planning and decision taking process.

There is an urgent need for all countries to develop national health per-
sonnel systems and to establish, as an integral component of these, national
nursing personnel systems which clearly define the categories of nursing per-
sonnel needed by the country‘ The titles of workers within the subsystems,
including the title “nurse”, should be protected by law and theu' use restricted
to the categories of personnel to which they refer.
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Annex II

PLANNING OF THE NURSING COMPONENT
OF HEALTH SERVICES AS PART OF
COUNTRY HEALTH PROGRAMMING (CHP)

J.E. Asvall?

Twenty-five years ago a WHO document stated: “nursing is an essential
component of the total health programme and therefore any study of nursing
and plans for developing nursing services are only one part of a broader health
service plan” (7). Unfortunately, this simple statement has not yet been
fully understood in many countries, where planning of nursing services often
tends to be more a “numbers game” than a recognition of nursing as a health
service in its own right. Or to put it more simply: planning of nursing services
cannot, as is so often the case, remain a matter of health manpower planning
only; instead, a thorough analysis of nursing care as a health service must
determine that part of health manpower planning which concerns nursing.
Acceptance of this simple, but basic principle is to me the crucial point in the
planning of nursing services, as it is the only way to develop a type of health
planning which forces us to concentrate on health problems and to search
with an open mind for alternative solutions instead of being quickly lost in
an endless fight over numbers of personnel and budgetary figures.

Historical develbpment and present status of CHP

Country health programming (CHP) is an approach to health planning
which is based on the above principles. In order to understand CHP today it
may be useful to take a quick Icok at its past history and see where we stand
now. At the beginning of the 1970s WHO reasoned that since the planning
concept called “systems analysis” had been so effective in planning for in-
dustry, it ought to be equally useful for the health sector. A special develop-
ment group was formed, which drew up a 300-page manual called “Health
project management”, describing in detail how to carry out planning based
on systems analysis (2).

However, in the meantime WHO realized that there was a great need to
develop a planning approach suitable for studying the totality of a country’s

a Reproduced from the lecture by Dr Asvall, Regional Officer for Country Health
Programming.
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health problems and identifying priority programmes for health services
development. The basic analytical steps of the health project management
concept were therefore examined and modified to form a method called
“country health programming”. Provisional “Working guidelines for country
health programming” were drawn up, field tested in Bangladesh in 1973, and
issued the following year (3). Since then the method has been further devel-
oped, and at present more than 30 countries are using it or are engaged in
training for the purpose. In the European Region CHP on a national level has
been undertaken only in Algeria, where it was started in 1975 and has since
been followed up with planning exercises. A regional CHP exercise is being
conducted in the Province of Vizcaya in Spain. Finally, Portugal has just
decided to take up CHP, starting with a regional pilot exercise in the north-
east of the country. In all the countries where CHP has been introduced,
WHO has been active in assisting in training for the purpose and also in
practical introduction of the planning method. A

These five years of work in many countries have provided broad experi-
ence in CHP, and WHO conducted three interregional meetings from 1976 to
1978 to discuss the experiences. Following the last meeting (Brazzaville, 1978),
it was decided to revise the 1974 “Guidelines”; the new version has not yet
been finalized by WHO headquarters, but I will describe below the main
principles agreed upon in Brazzaville. You will also find that there are certain
discrepancies between my presentation and the guidelines. Before proceeding
I should like to give one word of caution. CHP is not an elaborate, detailed
and rigid set of rules and planning tables covering all aspects of health plan-
ning and presenting ready-made solutions to all problems facing planners.
Rather, it is a broad approach to health planning which is based on a specific
health philosophy, provides a logical and step-by-step analytical technique for
the formulation of plans and advocates certain principles with regard to the
organization of planning. These basic principlesare set out in the “Guidelines™.
In spite of the assistance often given by WHO to countries in adopting CHP, it is
a fundamental principle that planning should remain a national responsibility.
This implies not only that the planning must be undertaken by the national
authorities and that there must be a full national commitment to this method
before it is adopted, but also that each country must be willing to spend con-
siderable time and effort in adapting the CHP guidelines to their own health
problems and health care system.l ‘

So far such adaptation has been concerned almost exclusively with devel-
oping countries, so there has as yet been only limited experience in applying
the method under European conditions. It is widely recognized that health
care priorities in industrialized countries are quite different. from those in
developing countries, and evaluating the relevance and appropriateness of
the sophisticated health services of many European countries poses a for-
midable challenge for any health planning system, including CHP. On the
other hand, it is also clear that the basic principles of CHP — principles which
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I will describe — are at the core of major issues in European health care. The
Regional Office has therefore foreseen a number of development activities
aimed at adapting CHP to European conditions, and this work will surely con-
tinue in the years ahead.

I mentioned before that CHP has three different aspects: a health philos-
ophy, a health planning technology and some organizational principles. I
will now take each of these aspects separately and mention some factors of
particular relevance to planning of the nursing component of health services.

The health philosophy of CHP

In many countries, health planning is concerned almost exclusively with
the planning of health services, its approach being mainly one of projecting
past trends into the future and determining the corresponding needs of man-
power and money. CHP rests on the philosophy that health problems to a
large extent are caused by factors related to the development of other sectors
of society, sectors which the health services can only rarely influence. Con-
sequently, an effective health care strategy must go beyond the health ser-
vices and actively involve the other sectors of society in a coordinated manner.

Furthermore, the hectic search for even more sophisticated medical
technology has led to a relative neglect of preventive strategies. Health plan-
ning therefore should be concerned much more actively with the develop-
ment of preventive strategies, both within and outside the health services.
Thus CHP encourages health planners to seek other, innovative and more
relevant, ways to solve health problems than is often the case in current
national health planning. It focuses on setting priorities in health care devel-
opment as a fundamental requirement, in recognition of the fact that health
plays a key part in social development and as such is at the core of a coun-
try’s development in a wide sense.

This link between health and general development has long been Tecog-
nized for developing countries where poor health has been associated with
low socioeconomic developmert. More recent is the recognition that a high
living standard has dangerous sic 3 effects which threaten the health of popu-
lations. Identifying such cause/effect relationships then becomes an important
issue in CHP, which must therefore be a national process designed to stimu-
late more conscientious social development, with high priority given to the
health status of the population.

Relevance of CHP to nursing programmes

'The implication of the strategy described for planning the nursing com-
ponent of health services is partly that planners must consider effective health
promotive or disease preventive aspects of nursing and partly that they must

see how nurses can be effective in encouraging those in other sectors to adopt
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more health protective measures. The strategy poses formidable challenges with
regard to creativity and innovation; it takes courage to look critically at one’s
own time-honoured conceptions and to face the entrenched conservative think-
ing of other groups in society. Already in 1966 the WHO Expert Committee on
Nursing pinpointed the problem by stating that “minor modifications of exist-
ing nursing systems will be inadequate to meet new situations and demandsina
rapidly changing society . . . nursing must break with some of its traditions as
well as older existing stereotypes” (4). This means not only that professional
nurses should be willing to face new tasks and problems, but also that they
should have the wisdom to transfer some of their traditional tasks to other
categories of personnel who are equally capable of performing them.

Such basic reassessment is needed in several aspects of nursing care, and
indeed many ideas have emerged from discussions on these issues which have
taken place in recent years, for example, those of a working group on nursing
aspects in the care of the elderly (Berlin (West), 1976) (5). While recognizing
the traditional role of the nurse in care of the acutely and,chronically ill
elderly population, the group called for a new role for nurses in conducting
preventive and supportive programmes to help the elderly retain health and
adapt to aging and to maintain or improve the quality of living. Furthermore,
it was observed that the population at large should be educated to under-
stand the normal physiological and psychological changes that come with ad-
vancing years and be helped to recognize and accept them as a part of life.
Enjoyment of life, possibilities for social contact and independent mobility
could be much improved by timely advice and assistance from nurses on such
matters as foot care, hearing, eyesight, nutrition, prevention of accidents in
the home, provision of household aids and so on. In care of the chronically
ill, psychological as well as physical aspects should be included in the scope of
nursing, with essential training also provided in the social, psychological, cul-
tural and medical aspects of dying, death and bereavement.

In delivering such care, nurses should be trained and willing to detect not
only physical but also social and psychological problems in the patient’s
family and social group, and to consider the involvement and solicit the co-
operation of support groups outside the health services, such as voluntary or-
ganizations and cultural groups. .

A working group on the role of nursing in primary health care (Reykjavik,
1975) drew up an extensive list of activities within the general framework of
nursing (6). It was considered that the role of the nurse was to provide physical
and mental health care in sickness and health, assess an individual’s state of
health, prevent illness and promote health, provide emotional support for the
healthy, the sick and the dying, advise on the establishment and maintenance of
a healthful environment, contribute to health education, participate with the
physician in the implementation of medical services, advise on and provide re-
habilitative care and, finally, coordinate and interpret to the client the health
services provided. L
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This role of nursing may seem to be very wide and to represent a radical
departure from the present role whereby the different categories of health
personnel tend to be more and more sharply defined and restricted. However,
in looking closer at this role we find that it describes functions which were in
the past and are still in a number of countries carried out by public health
nurses. This applies particularly in more remote communities where the nurse,
through her direct patient care activities, wins understanding and support for
an extended role as an adviser to individuals, families and communities on
how to cope better with their functional disabilities, deal with risk factors
and actively promote health through better nutrition, increased physical ac-
tivity and improved interpersonal and social relationships.

In analysing the contribution of nursing to health our problem should
therefore not be so much to seek out an unknown role for nursing, but rather
to reinforce, strengthen and further develop long accepted practices which
have proved their value. Needless to say, certain practical modifications are
needed due to structural changes in society, like changing family patterns,
increasing urbanization, etc. Also, the growth in the number of other health
personnel working alongside nurses creates new challenges for teamwork,
challenges which sometimes make painful adaptations necessary.

There is little doubt in my mind that if a role for nursing such as that
described were actively promoted by national authorities, with a clear and
realistic description of a comprehensive nursing programme within the
health care plan, it would gain wide support by filling a deeply felt need in
many countries.

However, it is clear that in many countries this step would necessitate a
modification of the present system of nursing education in order to prepare
nurses more effectively for the general preventive and health promotive as-
pects of their role in relation to individuals, family groups and communities.
Just as now we have finally realized that we need to base physician services
on one general practitioner for the community, I believe we should likewise
rely on one type of well educated “general nurse” for a given community.

Health planning technology in CHP

As I mentioned previously the analytical steps followed in the CHP are
based on systems analysis concepts. However, this does not mean that the
planning is a highly technological process using complicated mathematical
formulae. Rather, it is carried out using a systematic outline of a number of
steps (20 in all) which one must take in developing health programmes, from
preplanning to implementation and, finally, evaluation of the work done. The
basic characteristic of the analytical pathway followed in CHP is that it
focuses attention on analysis of the problems and takes these as the starting
point for developing plans and for programming the services needed to carry
out the health care strategy laid down in the plans. Furthermore, the planning
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process does not stop with formulation of the document entitled “plan”,
but continues to the implementation stage and, as mentioned, to that of
health programme evaluation. This overriding concern with focusing attention
on problems is characteristic of systems based on *“management by objectives”.
Similarly, the subsequent resource planning is based on a programme budget-
ing approach in contrast with many existing national systems, which are
based on a resource planning philosophy whereby the expected outcomes and
benefits to the populations are seen as implicit rather than explicit determi-
nants of the health plan. '

Thus it is quite clear that the CHP concept cannot be adopted without
certain problems arising for many countries, in particular European countries
which have long-standing extensive budgetary systems not essentially geared
to this type of thinking. The issue in this Region will therefore be for each
country to look at its own health planning system and to try and incorporate
those CHP principles it is lacking, in such a way that a gradual improvement is
effected over a period of time. ‘ X

Central principles in this respect are the need for: study of a country’s
health problems in their totality through a more conscientious and com-
prehensive analysis of information on the health status of the different popu-
lation groups; basic review of current health strategies in relation to present
knowledge of preventive measures; systematic review of possible obstacles to
the different health care strategies which are suggested, with active involve-
ment of sectors other than health in the delivery of health care; and detailed
programming of health care activities and use of resources on the basis of
quantified and time-specific targets set in order to achieve the objectives of
each health programme.

CHP can be divided into four stages:

stage 1: policy basis, data collection and data analysis;

|

stage 2: situation analysis and broad programming;
— stage 3: detailed health programme formulation;

— stage 4: implementation and evaluation.
First stage of CHP: policy basis, data collection and data analysis

Data collection and data analysis are shaped by the fact that in no coun-
try does planning start from zero, i.e., there already exist government direc-
tives, laws and regulations giving a frame of reference for the health care system
and for socioeconomic development in general. The first stage of CHP in-
cludes collection of data on these aspects as well as information on the demo-
graphic, economic, financial and health situation, the health resources and the
health organization.
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For the nursing component this stage includes compilation of nursing
legislation and information on nursing activities and their use of resources.
The WHO document “Planning and progamming for nursing services” (7
reviews the type of information which should be collected for analysis of
the nursing situation in a country, i.e., information on:

(@) the system, both public and private, through which health services
are delivered;

(b) the organization of health services having a nursing component, i.e.,
the types or categories of services, the number, size and geographical dis-
tribution of each category of service, the programmes of each category
and the nursing functions undertaken in each programme;

(c) the organizatiori of nursing within the health sector;

(d) legislation on nursing practice, nursing education and general edu-
cation;

(¢) the structure of the nursing personnel system, ie., categories of
nursing personnel;

(f) the nursing manpower available according to category, sex, level of
training, type of function (care, management, teaching, research) and
type of service;

(g) the deployment of nursing manpower;

(h) the adequacy of education and training, i.e., the extent to which
nursing personnel in each category have been prepared for the functions
they are performing and the number and types of in-service training pro-
grammes available;

(?) the utilization of nursing personnel, i.e., the types of nursing ac-
tivities and tasks being carried out in each service and in the various pro-
grammes of each service, and the approximate amount of time being
spent on each,

(7) the number of vacant ositions existing in the services and the per-
sonnel policies of employing institutions;

(k) other purveyors of nursing care, i.e., the extent to which families can
undertake nursing functions, the approximate numbers and distribution
of nursing and midwifery workers lacking formal training, etc.;

() education and training programmes in nursing and their capacity;

(m) the potential nursing manpower supply, i.e., as influenced by factors
like the level of general education, socioeconomic conditions, the re-
employment of inactive married nurses, and the mobility of each cate-
gory of nursing personnel.
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Second stage of CHP: situation analysis and broad programming:

This comprises several steps. The first, and in many ways-the most im-
portant, is the definition of priority health problems in the country. This
requires an overview of all the major health problems through an analysis of
statistics on mortality, morbidity, temporary and permanent disability and
economic effects of diseases, and an analysis of risk factors in the physical or
social environment or in the behaviour of individuals which affect the health
of the population. :

The next step is the assessment of problems relating to current activities
and use of resources for the solution of health problems. With regard to nurs-
ing this step would include determining what type of nursing care is available
in a country and what problems are apparent with regard to delivery, organi-
zation, use of resources, coordination and education. In this matter, extensive
use should be made of existing health services research performed in a field
of nursing, as well as sampling or expert opinion through delphi technique
surveys. )

Following these two steps of analysis of problems comes that of setting
of objectives. This unfortunately is often undertaken rather lightly as a kind
of ritual exercise. However, as CHP is based on the principle of management
by objectives, enough time and effort should be spent in choosing objectives
which reflect the main problems that have been identified and which give
clear guidelines on the direction that future development should take. Only
then can objectives become effective tools of planning and serve as guiding
principles for subsequent decision-making.

After the setting of objectives comes the definition of health strategies.
This is the step which poses the most serious challenge to the health planner,
and here the need for critical analysis, innovative thinking and creative syn-
thesis is most evident. On the basis of the problem analysis, the planner must
identify all possible ways to improve the health situation and design clear-cut
alternatives for solving the problems. In so doing the planner must have in the
forefront of his thinking possibilities for preventive and health promotive ac-
tivities in the health and other sectors. With regard to the nursing component,
alternative strategies will evolve around issues mentioned previously, i.e.,
whether the nursing role in primary health care will comprise only isolated
tasks of care for the acutely or chronically ill or whether it is to include the
broader aspects of rehabilitation, prevention and health promotion; and
whether this function is to be performed by one nursing practitioner or a
series of specialized nurses, as at present in many countries where there are
separate school health, home care, occupational health, maternal and child
health and public health nursing services.

An important requirement in selecting a strategy as outlined above is to
make a systematic review of the obstacles which could be met in implementing
the different strategies. As mentioned, such obstacles could be of a technical,
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political, financial, cultural or administrative nature. Failure to recognize
obstacles and to learn how to overcome them has been the cause for failure
in many health planning exercises, and CHP therefore puts particular emphasis
on the analysis of obstacles. With regard to nursing, possible obstacles would
be resistance from nurses, other health professionals, the public or politicians
to accept the nursing role suggested; lack of appropriate training of nursing
personnel to take on advisory functions in regard to health prevention and
promotion for individuals or communities; lack of a legislative basis for im-
proving nurses’ access to planning or decision-making bodies, etc.

Setting quantified and time-specific targets to meet defined health ob-
jectives is the next step. Such targets should include measurement of the care
to be provided to population groups through nursing activities undertaken in
accordance with the broad strategies outlined in the previous step.

On the basis of the analysis done so far, proposals for broad priority health
programmes are drawn up for a meédium-term period (usually 4-5 years). For
each programme, they present specific objectives and targets, a list of ac-
tivities necessary for its implementation, a broad statement of the human,
material and financial resources to be allocated and a general time sequence
over the medium-term period for carrying out the activities.

In my opinion it would be appropriate to see nursing services as a single
health care programme — not of course as a separate programme, but rather
as one which has extensive input in many fields of health care as well as
health manpower development. Such a nursing programme should specify the
number of patients requiring care, the categories of care required (intensive,
partial, promotional), the productivity of nursing personnel, the nursing ac-
tivities performed- by non-nurses (including patients and families), the stand-
ard of care to be provided, etc.

The degree of detail which should be given in this “broad programme”
would differ according to local conditions. However, the guiding principle is
that the broad -programming should stop at a level which is sufficient to give
top decision-makers a clear understanding of the policy to be adopted, the
benefits to be expected, the resources required and the organizational changes
needed in order to carry out th. different alternatives of the plan.

At this stage the planning document is submitted to the high level policy-

-makers for consideration and choice among the alternatives proposed.

Third stage of CHP: detailed health programme fdn‘nulation

This stage comprises a more detailed review of the different health ac-
tivities which have already been identified and for which broad programming
has been carried out. The planner’s task is to analyse and define, in opera-
tional terms, the activities to be undertaken, their spatial distribution, the in-
formation support needed, the training programmes to be developed, the ser-
vices required and resources to be provided, the assignment of functions and
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responsibilities for carrying out specific activities at central, intermediate
and community level, etc. Again, the question of detail in plannmg arises. The
document “Planning and programming for nursing services” (7) gives good
advice on this point, as follows:

“Comprehensive health planning does not mean planning down to the
last detail or presenting all conceivable alternatives. The law of diminish-
ing returns would make such a process uneconomic. Comprehensive
health planning should: ‘

(@) take into account all important aspects of the health situation;

{b) focus on those health problems where the greatest improvements
can be achieved with the limited resources available; and

(¢) systematicaily expand in scope and effectivenesé as planners
gain in experience and understanding.”

This programming should also include a constraint analysis, with an
examination of possible obstacles to the detailed plan of action which has
been elaborated.

The CHP document is then submitted for. final approval by the adminis-
trative and political decision-makers.

Fourth stage of CHP: implementation and evaluation

Since in many countries the budgetary system is not fully coordinated
with the health planning system, it is imperative that the policy, activities and
resource allocation specified in the health plan produced by the CHP exer-
cise be reflected in the budgets of all those public and private bodies which
are supposed to contribute to its implementation. Likewise, steps must be
taken to ensure that the health manpower planning and educational pro-
grammes are modified to suit the requirements of the health plan: In nurs-
ing these considerations are of particular importance since the services are
often administered independently by many bodies (state, district or munic-
ipality authorities, voluntary organizations, professional associations, cor-
porations, etc.). The foregoing applies equally to educational programmes.

CHP should include designing of the managerial process necessary to en-
sure that the health plan is carried out in practice, with monitoring of im-
plementation of activities and use of resources. Closely linked to this require-
ment is the need for a review of the programme management information
system to ensure that it is capable of delivering information at the times
needed and at the appropriate level of management.

Finally, CHP should include specification, by programme area, of the
criteria to be used for routine evaluation of .the activities. The evaluation
should relate not only to process (time used, number of activities provided,
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resources spent) but also to outcome in terms of effectiveness and wider
health impact of programmes.? For the nursing programme, evaluation cri-
teria should be proposed for application at the local and central levels of
management.

Organizational aspects of CHP

The third characteristic of CHP is that certain organizational principles
are laid down. Underlying these principles is the belief that health problems
can no longer be solved by the health services alone and also the conviction
that if sectors other than health will be contributing actively to the solution
of the problems, they must be actively involved in the planning process at top
level. The CHP model therefore advocates that the planning exercise should
be done under the supervision of a steering committee. A leading official in
the ministry of health (e.g., director-general of health or state secretary for
health) should be chairman of the committee, which should also include
senior representatives of the different health sectors as well as the ministries
of planning, education, housing, agriculture, environment, etc., depending on
which are found to be crucial in influencing health status in the country.

The committee would, however, not have the time or expertise for the
practical aspects of planning, which should be carried out by a special plan-
ning group. This group would work under the committee and have attached
to it a number of ad hoc technical subgroups for study of the many specialized
problems which emerge during the planning.

While the first phase of CHP (stages 1 and 2, leading up to broad pro-
gramming) would mainly be the responsibility of the planning group, detailed
programming could in many instances best be done by more specialized
groups for different planning areas. In many cases this programming should
preferably be carried out at peripheral level, depending on the planning
system of the country.

In this structure it is imperative to ensure representation of nursing in
the CHP planning group, as well as in several of the specialized groups for
different planning areas. How this should be achieved depends on the ad-
ministrative structure, as many countries do not have high level represen-
tation of nursing in the national health administration. My view, however,
is that it would be difficult to develop a sound nursing programme when the
necessary backing of the national health administration is not ensured through
a competent nursing authority within the ministry of health or similar body.
However, such problems may be partly overcome when national health
councils are formed, have appropriate nursing representation and exercise
decision-making power.

2WHO recently developed a draft guideline for programme evaluation which is to
be tested in different health programmes in the European Region.
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Clearly, for nurses to have strong input in the formulation of a health
plan in a CHP exercise, they need basic training in the analytical methodology
of the programming. WHO has developed standard guidelines for the organi-
zation of workshops to teach CHP to health personnel and health adminis-
trators. The Regional Office has assisted in holding such workshops and more
are foreseen in 1979. Important in this respect is the fact that CHP is not an
exercise applicable only at the national level. As stressed by a recent working
group on education of managers in health services (Diisseldorf, 1977), plan-
ning is a management function and must therefore also relate to patient care
in a clinical setting (8). This means that groups of health personnel, including
nurses, require intensive training in planning and management principles if
they are to have a full understanding of their role in the general health system
and to orient their activities, and those of their subordmates in line with the
objectives set for the health services as a whole.
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