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ABSTRACT 
 

The Fourth Annual Meeting of the European Forum of National Nursing and 
Midwifery Associations and WHO was attended by representatives of 
associations from 28 Member States of the WHO European Region, as well as 
a number of observers from nongovernmental organizations. At a business 
meeting, participants elected four members of the Steering Committee and a 
vice-chairperson of the Forum. At the main meeting, the task forces on women 
and children, the elderly, chronic diseases and smoking cessation made 
progress reports, and the first evaluation of the work of the Forum was 
presented. In addition, a presentation was made on the Second WHO 
Ministerial Conference on Nursing and Midwifery in Europe (to be held in 
Munich, 15–17 June 2000), and the purpose and objectives of the Conference 
were explained. During the technical discussion, the participants reviewed the 
role of nurses and midwives in achieving equity in health and ensuring access 
to health care in European Member States. For the first time at a Forum 
meeting, an open-space session was held to discuss and make 
recommendations on various aspects of equity. Afterwards, the Forum agreed 
on and adopted a statement on the contribution of nursing and midwifery to 
equity in health care.  
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Introduction 

The European Forum of National Nursing and Midwifery Associations and WHO was founded 
in November 1996 as a joint initiative between the WHO Regional Office for Europe and 
national bodies in the European Member States and as a means of starting a dialogue to utilize 
the potential strength of joint action to promote health and health care in Europe. 
 
The first annual meeting (Delphi, October 1997) concentrated on the operating principles of the 
Forum, while the technical discussion focused on the contribution of nursing and midwifery to 
health care reforms. The second annual meeting (Copenhagen, October 1998) elected officers to 
the Steering Committee and reviewed membership status and financing. Subjects discussed 
included the development of task forces, an evaluation strategy, and the analysis of the WHO 
survey of community nursing in Europe. The first statement on “The nursing and midwifery 
contribution to HEALTH21” was developed. The concept of the family nurse was introduced, as 
were models of community nursing and midwifery in Europe. The third annual meeting 
(Budapest, April 1999) reviewed the role of nurses and midwives in primary, secondary and 
tertiary prevention, as well as ways and means of supporting individuals and families in the 
management of chronic disease. Changes to the Forum’s operating principles were endorsed and 
new election procedures for 2000 adopted. 
 
The fourth annual meeting was held in Copenhagen on 3 and 4 March 2000, attended by 
representatives of 28 Member States of WHO and a number of observers from nongovernmental 
organizations (Annex 1). Ms Jette Sø was elected Chairperson and Ms Frances Day-Stirk and 
Ms Andrea Stiefel were appointed co-Rapporteurs. 

Chairperson’s address 

The Chairperson extended a warm welcome to the fourth annual meeting of the Forum and to 
Denmark. She was delighted that so many associations from across the Region had been able to 
send at least one representative. Altogether, 28 countries were represented by participants from 
28 nursing and five midwifery associations. She also welcomed the observers present, from both 
international and European organizations. 
 
The programme was adopted (Annex 2), with a change in the order of presentation of a number 
of topics. 

Address from the WHO Regional Office for Europe 

Ms Ainna Fawcett-Henesy, Regional Adviser for Nursing and Midwifery, greeted participants 
and welcomed them to the WHO Regional Office for Europe in Copenhagen. Dr Marc Danzon, 
the Regional Director, sent his best wishes for the success of the meeting and apologized for not 
being able to attend the opening session. The Forum hoped to establish a regular dialogue with 
Dr Danzon and to keep him abreast of its activities, as well as to reinforce the contribution that 
nurses and midwives could make to the European public health agenda. 
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Election of officers and the Steering Committee1 

Officers 

The following officers were elected: 

Polling officers: Ms Eva Selin (Denmark) and Ms Anne Marit Tangen (Norway) 

Receiving/returning officer: Ms Annette Kennedy (Ireland). 

Steering Committee  

There were four vacant seats on the Steering Committee owing to: completion of the terms of 
office of Ms Katalina Mucha (Hungary) and Professor Myriam Ovalle (Spain); withdrawal of 
Ms Britt Eide (Norway); and one seat not having been filled at the previous annual meeting. 
 
The following members would continue until 2001: Ms Jette Sø (Denmark), Ms Kerstin Belfrage 
(Sweden) and Mr Liam Doran (Ireland). Ms Ainna Fawcett-Henesy would continue as WHO 
representative. 
 
The meeting duly elected the following members: 

Ms Veronika Pretnar-Kunstek (Slovenia) 
Professor Miriam Ovalle (Spain) 
Ms Karlene Davis (United Kingdom) 
Ms Magali Bertholet-Pradervand (Switzerland). 

 
Mr Liam Doran (Ireland) was elected Vice-Chairperson of the Forum. 
 
The Steering Committee would therefore be composed as follows for 2000/2001: 
 
Chairperson Ms Jette Sø (Denmark) 
Vice-Chairperson Mr Liam Doran (Ireland) 
Treasurer Ms Kerstin Belfrage (Sweden) 
Member Ms Veronika Pretnar-Kunstek (Slovenia) 
Member Professor Miriam Ovalle (Spain) 
Member Ms Karlene Davis (United Kingdom) 
Member Ms Magali Bertholet-Pradervand (Switzerland) 
WHO representative Ms Ainna Fawcett-Henesy 

Membership fees and budget for 2001 

The Treasurer introduced the report on membership fees and financial status. Three budget 
options for 2001 were presented (Annex 4). Under the first option the overall budget would 
remain as in 2000, while the second and third options envisaged increases in the fees of all 
members to fund additional activities more in line with what the Forum hoped to achieve, 
especially in supporting associations in countries in central and eastern Europe (CCEE) and the 
newly independent states (NIS). 
                                                 
1 See Annex 3. 
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As the document setting out the options had not been sent to the member associations before the 
meeting, no decision could be taken. The Steering Committee would discuss the matter further 
and make its recommendations. 

Evaluation of the Forum  

Ms Ainna Fawcett-Henesy presented the results of the first evaluation meeting (Copenhagen, 
November 1999) (Annex 5). In accordance with the conclusions of that meeting, the Forum 
agreed that it was too early to evaluate its own impact. In order to do so, a more sensitive 
information measurement tool needed to be developed. WHO would evaluate existing 
instruments and make recommendations. Once the new tool was ready, the outline strategy 
would be forwarded to the Working Group of European Nurse Researchers for comments and 
possible revision. 

Twinning for equity 

The Forum was concerned with the lack of opportunities available to many national nursing and 
midwifery associations in CCEE and NIS (Annex 6). In those countries, health care reforms had 
resulted in changes to the way in which nursing and midwifery services were delivered but 
professionals had not been given the opportunity to understand and utilize the possibilities that 
those reforms opened up. In consequence, it was extremely difficult for them to contribute to the 
health care agenda. 
 
Two possible solutions were discussed. The first was for the Forum to set up a development fund 
– a special account for contributions to support participation, as observers, of a limited number 
representatives of CCEE and NIS associations, on a rotating basis. 
 
The second solution was to undertake “twinning for equity” activities. The experience of 
established associations could benefit some of the newer ones, sharing expertise within specific 
technical areas and providing advice on matters related to further development of the nursing and 
midwifery community. For example, associations in Denmark and Sweden were twinning with 
those in Lithuania, Poland, the Russian Federation, the former Yugoslav Republic of Macedonia 
and some of the Baltic states. 
 
In reply to a query about WHO activities, Ms Fawcett-Henesy said that nursing was a WHO 
priority for the biennium 2000–2001, and that 22 countries had identified nursing as a major 
activity. As an example of twinning developed by WHO, the former Yugoslav Republic of 
Macedonia had been twinned with Slovenia for family health nursing, and substantial progress 
had been made. A project on the family health nurse had also been developed in collaboration 
with Finland. 
 
The Chairperson asked associations or countries where twinning projects already existed to send 
details to the Steering Committee. 
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Second WHO Ministerial Conference on Nursing and Midwifery in 
Europe (Munich, 15–17 June 2000)  

The Conference was set in the context of HEALTH21,2 with the aim of reaching consensus on a 
declaration that would maximize the potential of nurses and midwives to contribute to the 
attainment of the 21 targets in that framework, and to meeting priority health care needs in the 
twenty-first century. The Conference, taking place a decade after the first WHO ministerial 
conference (Vienna 1988), would underline the important contribution that nurses and midwives 
could make in carrying out health agendas. It was timely to bring ministers of health together to 
look at the challenges and opportunities which that entailed, so that countries could capitalize 
fully on their considerable nursing and midwifery resources. Ministers of health and chief 
nursing officers would select their national delegations; representatives of Forum member 
associations were urged to ensure that they had been included. 
 
Dr Franklin Apfel, WHO Regional Adviser for Communication and Public Affairs, explained 
that the Conference should be seen as a political event, the purpose of which was both to 
promote nursing and midwifery associations and to emphasize how nurses and midwives could 
help to solve public health problems. One way of making the HEALTH21 campaign visible was to 
encourage nurses and midwives to wear a pin with a heart in rainbow colours bearing the 
inscription “WHO Europe HEALTH21 Nurse and Midwife”. The rainbow heart design was based 
on logos of the International Council of Nurses (ICN) and the International Confederation of 
Midwives (ICM), and it would also be on the cover of all the documents for the Conference. A 
pledge would be open for signature at the Conference. Dr Apfel said these symbols should be 
“embraced, adapted, reported and celebrated”. 
 
WHO will work with nursing and midwifery journals to disseminate information on activities 
related to the Conference and the rainbow heart symbol. Video material focusing on nursing and 
midwifery as professions and the work of nurses and midwives in countries would be shown at 
the Conference. A large number of media representatives would be in Munich. Documents 
specially developed for nurses and midwives, based on HEALTH21, would be sent to chief 
nursing officers. The Conference would therefore represent a pioneering approach for Europe 
and could give impetus to starting similar activities worldwide. 

Progress reports from task force coordinators3  

Women and children 

Ms Kerstin Belfrage, coordinator of the task force on women and children, gave an overview of 
the latest developments in that field. The focus was on characterizing the present situation in 
Europe with regard to reproductive health and contraception, and a striking pattern of inequity 
was being revealed. While it would be difficult to change the legislation in each country, the task 
force could make recommendations on how to deal with the problems and could identify best 
practice. 
 

                                                 
2 Health for all policy framework for the WHO European Region, adopted by the WHO Regional Committee for 
Europe in 1998. 
3 See Annex 8. 
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The group was engaged in the following tasks: 

• making a literature review on teenage abortions in Europe and gathering information from 
countries; 

• identifying good nursing and midwifery practice, aspects that needed to be changed, and 
gaps in knowledge; 

• drafting a position paper on teenage abortion and the challenge for nurses and midwives; 

• developing a strategic framework and action plan. 
 
The task force had started to develop a new structure so that associations could work together 
more effectively. The literature review would be ready in the spring of 2000. 

Care of the elderly 

Professor Myriam Ovalle, coordinator of the task force on this subject, reported that the 
guidelines would focus on the real issues for nurses who take care of elderly people on a daily 
basis. The group was working on: 

• basic concepts of care of the elderly 
• the role of and vision for nurses caring for the elderly 
• competences of nurses. 
 
A position paper had been prepared (Annex 8), and a literature review would be ready soon. 

Prevention and management of chronic disease 

Ms Irene Feet, coordinator of this task force, presented and distributed a questionnaire designed 
for countries and consumer associations (Annex 9). Participants were asked to complete it and 
return it to the secretariat. The task force would carry out its work in stages from December 1999 
to October/November 2001. 
 
The main issues were to: 

• collect information on the current role of nurses working with patients with chronic disease 
and their families; 

• use this information to determine the roles and functions of the nurse at different levels; 

• make recommendations and test the plan of action;  

• develop a strategy for implementation and dissemination of the plan of action. 

Smoking cessation 

Ms Jennifer Percival, coordinator of the task force, could not be present. A development plan 
prepared by the task force (Annex 10) was distributed to participants. 
 
The group’s objective was to become the focal point for the gathering and exchange of 
information between nurses and midwives working on tobacco issues across Europe. Ongoing 
work would include sharing key research findings and medical evidence, identifying models of 



EUR00/5022202 
page 6 
 
 
 

 

good practice and assessing their transferability between countries, and developing ways of 
helping nurses and midwives themselves to stop smoking. 
 
The Chairperson thanked the coordinators for their presentations. 

Date and place of the fifth annual meeting 

The Chairperson announced that the Andorran Nurses Association had offered to host the fifth 
annual meeting of the Forum, scheduled for March 2001. The precise dates would be proposed 
by the Steering Committee, taking into account the dates of meetings of the International Council 
of Nurses (ICN), the Standing Committee of Nurses of the European Union (PCN), and the 
International Council of Midwives (ICM). 

Equity in health and access to health care 

Dr Anna Ritsatakis, head of the WHO European Centre for Health Policy in Brussels, gave an 
overview of the Centre’s activities, emphasizing its focus on intersectoral action, and explained 
that it was working to support countries at both national and international levels. 
 
Lithuania, the Netherlands, Portugal, Spain and the United Kingdom had made case studies on 
the determinants of inequities in health. Their main findings were that: 

• data collection could be a powerful tool and yield material for use in discussions with 
governments; 

• despite policy efforts to reduce disparities, the gaps between and within countries had 
widened over the last 20 years; further work needed to be done to elucidate the reasons for 
this; 

• countries with less marked differences between social classes had better conditions for 
delivering health care to the whole population; 

• poverty was the main reason for bad health; 

• although the economy of EU countries had grown by 70%, the number of new jobs had 
increased by only 10%: fewer people are working longer hours, with a detrimental impact 
on their own and their families’ health, at a time when large proportions of the population 
are unemployed; 

• the six million well organized nurses and midwives in Europe should have a stronger political 
voice; society as a whole would benefit from more rigorous assessment of policies and plans. 

 
Equity in access to health care meant: 

• prevention 
• treatment for everyone 
• cost-sharing  
• selection on the basis of need, not ability to pay 
• high ethical standards and no profit from patients 
• care for the carers (especially support for carers in families) 
• evaluation. 
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It was encouraging to see that a National Commission on Inequity in Health had been established 
in Sweden and that all seven Swedish political parties supported the HEALTH21 targets. 
Dr Ritsatakis invited those working in the field of equity in health to contact the WHO Centre in 
Brussels. 

Nurses and midwives contributing to equity  

Practical approaches to equity 

Ms Ainna Fawcett-Henesy said that nurses and midwives were doing a lot of practical work and 
were very good at identifying vulnerable groups in society and working with them, most of the 
time without extra pay. Examples of such initiatives included an immunization project for 
nomadic Bedouins in Israel and ensuring better access to health care for the travelling 
community in Ireland. While nurses and midwives were good at developing projects, the 
difficulty, however, was to integrate them into mainstream policy. A portfolio of examples of 
different approaches used in various countries would be sent to Forum members and a template 
on nursing and midwifery for HEALTH21 would also be issued. 

The Finnish health care system 

Dr Marjukka Vallimies-Patomaki, Consultant, WHO Regional Office for Europe, Nursing and 
Midwifery programme, highlighted the main points of the Finnish system: 

• an emphasis on the status and rights of clients; 

• recognition that nursing management, education and research must focus on equity; 

• innovative nursing practices (e.g. health counselling and health visits for unemployed 
people as part of the work of health centres, assessment of refugee families’ health needs); 

• midwives’ partnership with pregnant women, and midwives acting as advocates for women 
through dissemination of information on effective pain relief and promotion of its use. 

 
Health care in Finland in the twenty-first century faced two broad key issues: health assessment 
and the “steering” of health care, and patient empowerment. 
 
An act on gender equality had been adopted in 1987, and an equality “barometer” had been 
developed in 1998. 

Community health needs assessment 

Ms Kate Billingham and Ms Ann Rowe, senior research fellows at Sheffield University, 
presented a joint paper entitled Community health needs assessment: the nursing contribution 
(Annex 11). They pointed out that across Europe nurses were facing increasing demands from 
their communities for health care, which represented a challenge for the profession to move 
away from traditional patterns of work. Health needs assessment was a necessary part of this 
process: nurses and policy-makers had to evaluate what they were doing and why. 
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The following health issues would need to be tackled in the European Region: 

• inequalities: although life expectancy was on the whole improving, Europe was faced with 
increasing inequalities in morbidity and mortality between rich and poor within and 
between countries; 

• increasing health needs: at the same time, European countries would have to meet 
increasing health needs as a consequence of aging populations, increased life expectancy 
and a fall in fertility rates; 

• changing disease patterns: communicable diseases (tuberculosis, Hepatitis B) were re-
emerging as a priority in eastern Europe; at the same time, noncommunicable diseases, 
such as chronic heart disease and cancer, remained the main causes of death; 

• containing costs and managing public expectations: in addition to responding to changing 
patterns of disease, health services in all countries were coming under increasing pressure 
as governments, often faced with economic difficulties, struggled to contain costs and 
manage public expectations. 

 
Two conclusions could accordingly be drawn about the nursing contribution to health needs 
assessment: 

• successful implementation would depend on community-based health care; 

• it was essential to have a well educated nursing workforce with responsibility for its own 
workload, autonomy and flexibility to meet changing health needs. 

 
A working tool for nurses would be ready by the end of March 2001. 

Open space session 

Introduction  

Dr Franklin Apfel and Ms Ainna Fawcett-Henesy gave a brief introduction to the rules of the 
open space session (Annex 12). 
 
The open space approach was based on the realization that the real work at a meeting was done 
when each participant had a key role to play and was responsible for ensuring that relevant issues 
were discussed. It assumed that participants, both individually and collectively, had the 
expertise, experience, vision and values required to take the agenda forward. The setting allowed 
for informal networking among participants, generating discussions that would result in 
initiatives being taken by participants themselves. 
 
Meetings on particular topics would be convened by individual participants who felt strongly 
that the subject in question related to, addressed and contributed to the main issue and overall 
aim. Participants who convened such meetings would be responsible for introducing and 
recording the key issues, concerns and recommendations emerging from their groups. 

Key points and recommendations  

Details of the key points and recommendations from each of the groups are given in Annex 13. 
The themes addressed were: 
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• nurses and midwives as advocates of equity; 

• tackling the underlying causes of inequities in health; 

• access of marginalized and vulnerable groups to nursing and midwifery care (people 
without documentation, the elderly and unemployed); 

• nurses’ and midwives’ contribution to meeting local health needs; 

• resource allocation to hospitals and to public health; 

• influencing health at the political/strategic level, HEALTH21 campaign; 

• “demedicalization” of childbirth. 
 
Reviewing the input from the groups, the Forum recognized that: 

• poverty was the largest single determinant of ill health; 

• countries with the best health outcomes were those where there was little inequity; 

• although the economies of EU countries had grown by 70% on average, the number of new 
jobs had increased by only 10%; 

• nurses and midwives needed a strong political voice; 

• there was an increasing demand for nursing in the community. 
 
Participants therefore drew the following conclusions: 

• in the area of government, health legislation needed to define the role of nurses and 
midwives, and associations should have a role in monitoring policy documents; 

• in national health care systems, nurses and midwives needed to be partners in decision-
making bodies; 

• in achieving health targets, an action plan for nursing and midwifery could represent a 
major contribution; 

• in the area of equity, nurses and midwives should have a major role to play in engaging in 
open ethical debate; 

• nurses and midwives as lobbyists: it was essential to target ministries and politicians to 
have a strong political voice and to exert influence over the choice of policy priorities; 

• public consultation: coalitions should be formed between nurses’ and midwives’ 
associations and patients’ associations; 

• evidence base: an infrastructure should be developed for the collection and use of evidence; 

• primary health care/community services: legislation should be enacted and resources 
allocated to ensure that risk groups had access to nursing services; 

• education should pay attention to broader social issues; 

• women should be empowered through nursing and midwifery. 
 
It was recommended that a patients’ association should be invited to the next meeting of the Forum. 
 
After discussion, participants agreed that the above points should become the targets for the 
Forum over the next two years. The Steering Committee was asked to develop an action plan for 
reaching these targets. 
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The contribution of nursing and midwifery to equity in health care  

A draft statement on the contribution of nursing and midwifery to equity in health care was 
presented. After discussion and incorporation of suggested amendments, the Forum agreed on a 
final version (Annex 14). 

Conclusions and recommendations 

Participants made the following conclusions and recommendations. 

1. Regarding the membership fees and budget for 2001, the Steering Committee would 
review the financial situation and make recommendations regarding the 2001 budget. 

2. Evaluation of the impact of the Forum should continue. 

3. Activities to help associations in CCEE and NIS should be further identified and 
developed. 

4. Nurses and midwives should continue to be involved in the area of equity in health care. 

5. The Forum’s future activities should concentrate on the recommendations from the open 
space session. 

6. The Steering Committee would decide on the date of the Forum meeting in 2001, planned 
to take place in Andorra. 

Closure of the meeting 

The Chairperson thanked all those present for their active participation in the meeting and looked 
forward to seeing them the following year. 
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PARTICIPANTS 
 
 
Ms Margareta Albinsson  Tel.: +46 8 147813 
Vice-President  Fax: +46 8 4115637 
The Swedish Association of Health Professionals  E-mail: eva.fernvall@vardforbundet.se 
P.O. Box 3260 
S-103 65 Stockholm 
Sweden 
 
Ms Chinaryan Armiza 
Nursing Association of Armenia 
c/o Ministry of Health  
Toumanian Street 8 
Yerevan 375 001 
Armenia 
 
Ms Kerstin Belfrage  E-mail: eva.fernvall@vardforbundet.se 
Board Member  
The Swedish Association of Health Professionals  
P.O. Box 3260 
S-103 65 Stockholm 
Sweden 
 
Ms Magali Bertholet-Pradervand  Tel.: +41 31 388 3636 
Vice-President, Swiss Nurses Association Fax: +41 31 388 3635 
Choisystrasse 1 
Berne 3001 
Switzerland 
 
Ms Armida Chinarian  Tel.: +374 2 471014 
President, Nursing Association of Armenia Fax: +374 2 151097 
c/o Ministry of Health  
Toumanian Street 8 
Yerevan 375 001 
Armenia 
 
Ms Aldona Ciociene Tel.: +370 2 220576 
President, Lithuanian Nurses’ Organization Fax: +370 2 220465 
Zygimantu 2 E-mail: rimte@aiva.lt 
2051 Vilnius 
Lithuania 
 
Ms Kornelisa Cipuseva 
Demir Trasko st 13 
Skopje 91000 
The former Yugoslav Republic of Macedonia 
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Ms Anne Cody Tel.: +353 1 6760137 
President, Irish Nurses’ Organization Fax: +353 1 6610466 
11 Fitzwilliam Place 
Dublin 2 
Ireland 
 
Ms Karlene Davis Tel.: +44 171 312 3423 
General Secretary, The Royal College of Midwives Fax: +44 171 312 3442 
ICM Representative 
15 Mansfield Street 
W1M OBE London 
United Kingdom 
 
Ms Frances Day-Stirk (Co-Rapporteur) 
Representative, The Royal College of Midwives 
ICM Representative 
15 Mansfield Street 
W1M OBE London 
United Kingdom 
 
Mr Christophe Debout Tel.: +33 6 82 187573 
General Secretary, ANFIIDE – French Nurses’ Association Fax: +33 3 44 236752 
BP 70142 
F-60201 Compiègne Cedex 
France 
 
Mr Liam Doran 
General Secretary, Irish Nurses’ Organization 
11 Fitzwilliam Place 
Dublin 2 
Ireland 
 
Ms Carme Espinosa Tel.: +376 861564 
Andorran Nurses’ Association Fax: +376 868564 
Carrera Dr Vilanova 13 E-mail: cilla@andorra.ad 
Andorra-La-Vella 
Andorra 
 
Ms Irene Feet 
Director, Department of Professional Nursing E.mail:  
Norwegian Nurses’ Association norsk.sykepleierforbund@nosf.no 
Postboks 2633, St. Hanshaugen 
N-0131 Oslo 
Norway 
 
Ms Mirza Geta Tel.: +40 36 499064 
President, Romanian Nurses’ Association Tel./Fax: +40 36 316142 
Str. Maguricea no. 1 
Bloc 3F, sc.1, app1 
Bucarest Sect. 1 
Romania 
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Ms Christine Hancock  Tel.: +44 171 647 3594 
General Secretary, The Royal College of Nursing Fax: +44 171 647 3413 
20, Cavendish Square 
London WlM OAB 
United Kingdom 
 
Ms Marit Heiberg 
Vice-President, Norwegian Midwives Association 
Tollbugata 35 
0157 Oslo 
Norway 
 
Ms Ria v.B.t. Herinkhave-Visser Tel.: +31 302964144 
President, NU’91 – National Nursing Association Fax: +31 302 963904 
 of the Netherlands 
Postbus 6001 
NL-3503 PA Utrecht 
The Netherlands 
 
Ms Caroline Hyde-Price 
International Department 
The Royal College of Nursing  
20, Cavendish Square 
London WlM OAB 
United Kingdom 
 
Ms Aase Jakobsen Tel.: +47 22 04 3304 
Vice-President, Norwegian Nurses’ Association Fax: +47 22 71 6096 
Postboks 2633, St. Hanshaugen 
N-0131 Oslo 
Norway 
 
Dr Barbara Janus  Tel.: +48 61 8477458 
Official Representative  Fax: +48 61 8477490 
Polish Nurses’ Association – General Council  
Polski Towarzystwo Pielegniarskie 
79 Dabrowskiego Street 
60 529 Poznan  
Poland 
 
Ms Annette Kennedy 
Professional Development Officer 
Irish Nurses’ Organization 
11 Fitzwilliam Place 
Dublin 2 
Ireland 
 
Mr Ted Kraakman 
Vice-President 
NU’91 – National Nursing Association of The Netherlands 
Postbus 6001 
NL-3503 PA Utrecht 
The Netherlands 
 



EUR00/5022202 
page 14 
 
 
 

 

Ms Eva Kürzl Tel.: +43 1 478 2710 
President, Austrian Nurses’ Association Fax: +43 1 478 27109 
Mollgasse 3a 
A-1180 Vienna 
Austria 
 
Ms Merete Larsen  Tel.: +45 33 138211 
President, Danish Association of Midwives Fax: +45 33 135258 
ICM Representative E-mail: sek@jordemoderforeningen.dk 
Nörre Voldgade 90 
DK-1358 Copenhagen K 
Denmark 
 
Ms Helle Leegaard  Tel.: +45 33 151555 
International Secretary, Danish Nurses’ Organization Fax: +45 33 912718 
Vimmelskaftet 38 
P.O. Box 1084 
DK-2200 Copenhagen K 
Denmark 
 
Mgr Krystyna Wolska Lipiec Tel/Fax: +48 86 2 4707 
President, Polish Nurses’ Association – General Council  
Polski Towarzystwo Pielegniarskie 
Ul. Kasprasoka 17a 
01-211 Warsaw  
Poland 
 
Ms Velka Lukic 
Clinic of Psychiatry 
Vodnjansva st 17 
91000 Skopje 
The former Yugoslav Republic of Macedonia 
 
Ms Maria Teresa Oliveira Marçal Tel.: + 351 21 972 4100 
Escola Superior de Enfermagen Fax: + 351 21 792 4197 
AV Brasil 53-B E-mail: esemfr.1@mail.telepact.pt 
1700 063 LisboN 
Portugal 
 
Ms Katalin Mucha Tel.: +36 1 322 3450 
President, Hungarian Nursing Association Fax: +36 1 344 6808 
19/21 Karolina u. 
P.F. 200 
H-1518 Budapest 
Hungary 
 
Ms Karin Mörgelin 
International Officer 
DBfK-Deutscher Berufsverband für Pflegeberufe 
Hauptstrasse 392 
D-65760 Eschborn 
Germany 
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Ms Jane Naish 
Member, The Royal College of Nursing  
20, Cavendish Square 
London WIM OAB 
United Kingdom 
 
Dr Myriam Ovalle Tel.: +34 91 334 5520 
Board Member, Spanish General Council of Nursing Fax: +34 91 334 5503 
C/Fuente del Rey no. 2 
(Esquina Carretera Castilla) 
28023 Madrid 
Spain 
 
Ms Helena Partinen Tel.: +358 9 2290020 
Executive Director, Finnish Federation of Nurses Fax: +358 9 1481840 
Asemamiehenkatu 4 
FIN-00520 Helsinki 
Finland 
 
Ms Veronika Pretnar  Tel.: +386 61 316055 
President, Nurses Association of Slovenia  Fax: +386 61 316055 
Vidovdanska 9  
61000 Ljubljana 
Slovenia 
 
Ms A. Imamovic Redzepovic 
Vice-President, National Nurses’ Association of the 
  Federation of Bosnia and Herzegovina 
Bolnicka 25 
71000 Sarajevo 
Bosnia & Herzegovina 
 
Ms Natalia Riabintchenko 
Vice-President, Russian Nurses’ Association 
3 Lomonoosova Str., Rm. 20 
194291 St Petersburg 
Russian Federation 
 
Ms Heidi Ruegg Tel.: +31 302294299 
President, Netherlands Midwifery Association Fax: +31 302294162 
Rembrandtlaan 44 
3723 BK Bilthoven 
The Netherlands 
 
Ms Valentina Sarkisova Tel.: +7 812 3104021 
President, Russian Nurses’ Association Fax: +7 812 310 4021 
3 Lomonoosova Str., Rm. 20 
194291 St Petersburg 
Russian Federation 
 
Mr Sigitas Sidaravicius 
Interpreter 
Lithuania 
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Ms Elena Stempovscaia Tel.: +373 2 24 66 59 
President, Republican Nursing Association of Moldova Fax: +373 2 72 92 81 
150 Columna Street 
2004 Chisinau 
Republic of Moldova 
 
Ms Andrea Stiefel (Co-Rapporteur) Tel.: +49 30 78702683 
Vice-President, German Association of Midwives Fax: +49 30 78702684 
Leberstrasse 24 
D10829 Berlin 
Germany 
 
Ms Suada Svrakic  Tel/Fax: +387 71 441812 
President, National Nurses’ Association  
  of Bosnia and Herzegovina 
Bolnicka 25 
71000 Sarajevo 
Bosnia & Herzegovina 
 
Ms Jette Sø (Chairperson) Tel.: +45 33 151555 
President, Danish Nurses’ Organization  Fax: +45 33 912718 
Vimmelskaftet 38  E-mail: dsr_js@Dansk-Sygeplejeraad.dk 
P.O. Box 1084 
DK-2200 Copenhagen K 
Denmark 
 
Ms Anne Marit Tangen Tel.: +47 210 233 73 
The President Fax: +47 210 233 77 
Norwegian Midwives Association 
Tollbugata 35 
0157 Oslo 
Norway 
 
Ms Merete Thorsén  Tel.: +45 33 151555 
Executive Director, Danish Nurses’ Organization  Fax: +45 33 912718 
Vimmelskaftet 38  E-mail: dsr_mt@Dansk-Sygeplejeraad.dk 
P.O. Box 1084  
DK-2200 Copenhagen K 
Denmark 
 
Mr Franz Wagner Tel.: +49 61736043 
Executive Director Fax: +49 6173604499 
DBfK-Deutscher Berufsverband für Pflegeberufe 
Hauptstrasse 392 
D-65760 Eschborn 
Germany 
 
Ms Ilsedore Zopfy 
DBfK-Landesverband Bayern 
Romanstrasse 67 
München  
Germany 
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Temporary Advisers 
 
Ms Kate Billingham  Tel.: +44 114 2714626 
Senior Research Fellow  Fax: +44 114 2422136 
Institute of General Practice and Primary Care 
Sheffield University 
Community Sciences Centre 
Northern General Hospital 
Herries Road 
Sheffield S5 7AU 
United Kingdom 
 
Ms Ann Rowe 
Senior Research Fellow 
Institute of General Practice and Primary Care 
as above 
 
 

Observers 
 

European Oncology Nursing Society 
Mr Jan Fouber Tel.: +32 32 397396 
Jan Breydelstraat 4 Fax: +32 24 79710 
2600 Berchem 
Belgium  
 
EuroPharm Forum 
Ms Ida Gustafsen Tel.: +45 39 17 1330 
Professional Secretary Fax: +45 39 17 1855 
c/o WHO Regional Office for Europe E-mail: jtr@who.dk 
Scherfigsvej 8 
2100-Copenhagen Ø 
Denmark 
 
European Dialysis and Transplant Nurses Association/European Renal Care Association  
Ms Anna Marti I Monros  Tel.: +34 961859366 
President Fax: +34 961 860231 
Maestro Serrano 49–12 E.mail: 106111.227@compuserve.com 
Alboraia, Valencia 
Spain 
 
European Society of Gastroenterology and Endoscopy Nurses and Associates 
Ms Christine Neumann Tel.: +44 121 507 4095 
President Fax: +44 121 507 5581 
Representative, Clinical Investigation Unit 
City Hospital 
Birmingham B17 9RT 
United Kingdom 
 
European Midwives Liaison Committee  
Ms Dorthe Taxböl  Tel.: +45 32 55 1034 
General Secretary  Fax: +45 32 58 09 98 
Formosavej 23  E-mail: amtax@post4.tele.dk 
DK-2300 Copenhagen S  
Denmark 
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International Confederation of Midwives  
Ms Eva Selin Tel.: +45 36 341230 
Representative for Scandinavia  Fax: +45 36 341230 
Spurvehøjvej 14 2 t.v. 
DK-2640 Hvidovre 
Denmark 
 
International Council of Nurses  
Ms Kirsten Stallknecht Tel.: +41 22 908 0100 
President Fax: +41 22 908 0101 
3, place Jean Marteau E-mail: icn@uni2a.unige.ch 
CH-1201 Geneva 
Switzerland 
 
Federation of Occupational Health Nurses  
Ms Julie Stavn Tel.: +45 272900 
President Fax: +45 272989 
Forvalterbolig Orebjerg Gods E-mail: jus@tapSø.dk 
Orebjerg Allé 5B 
3630 Jægerspris 
Denmark 
 
 

WHO Regional Office for Europe 
 
Dr Franklin Apfel 
Regional Adviser, Communication and Public Affairs 
 
Ms Margaret Douglas 
Short-term Professional, European Centre for Health Policy 
 
Ms Ainna Fawcett-Henesy 
Regional Adviser, Nursing and Midwifery  
 
Ms Maren Gunther 
Intern, Nursing and Midwifery 
 
Ms Patricia Hughes 
Short-term Professional, Nursing and Midwifery 
 
Dr Marjukka Vallimies Patomaki 
Short-term Professional, Nursing and Midwifery 
 
Ms Helle Rink 
Programme Assistant, Nursing and Midwifery 
 
Dr Anna Ritsatakis 
Head, European Centre for Health Policy  
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Annex 2 
 
 

PROGRAMME 
 

Friday, 3 March 
 

08.00–08.45 Registration 
09.00–12.30 Business meeting 
 Welcome (Ainna Fawcett-Henesy, Regional Adviser for Nursing and Midwifery, 

WHO Regional Office for Europe) 
09.20–09.40  Nomination of Chairperson, adoption of the Programme and announcement of 

Rapporteur 
Address of the Chairperson of the Forum (Jette Sø, President, The Danish Nurses’ 
Organization) 

09.40–10.30 Election of Steering Committee Members 
10.30–11.00 Coffee break 
11.00–11.20 Membership fees and budget for 2001 
11.20–11.30 Evaluation of the Forum 
11.30–11.45 Twinning for Equity – support to associations interested in joining 
11.45–12.00 The Second WHO Conference on Nursing and Midwifery in Europe (Munich, 15–17 

June 2000) (Franklin Apfel, Regional Adviser for Communication and Public Affairs, 
WHO Regional Office for Europe, and Ainna Fawcett-Henesy) 

12.00–12.30 Progress Reports by Forum Task Force leaders 
12.30–14.00 Lunch break 
14.00–17.00 Technical discussion session 
14.00–14.10 Introduction to the technical discussion (Jette Sø and Ainna Fawcett-Henesy) 
14.10–15.00 Equity in health and in access to health care (Anna Ritsatakis, Head, WHO European 

Centre for Health Policy) 
15.00–15.30 Coffee break 
15.30–16.00 Nurses and midwives contributing to equity – practical approaches (Marjukka 

Vallimies-Patomaki, Short-term Professional, Nursing and Midwifery, WHO Regional 
Office for Europe and Ainna Fawcett-Henesy) 

16.00–16.30 Community needs assessment (Kate Billingham and Ann Rowe, Senior Research 
Fellows, Sheffield University) 

16.30–16.45 Round-up of Day 1 – Preview of Day 2 work (Co-Rapporteurs) 
17.00 Reception (hosted by the Danish Nurses’ Organization) 

Saturday, 4 March  

09.00–09.20 Introduction to the open space meeting (Franklin Apfel and Ainna Fawcett-Henesy) 
09.20–12.30 Open space meeting 
12.30–13.00 Plenary: feedback from open space meeting 
13.00–14.00 Lunch break 
14.00–15.00 Conclusions and recommendations: 

The nursing contribution to equity in health care – consensus on a draft Forum 
statement (Jette Sø) 

15.00–15.15 Place and dates of 5th annual meeting (Jette Sø) 
15.15–15.30 Closure 
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Annex 3 
 
 

BRIEF FOR ELECTION OF STEERING COMMITTEE 
 
 
Chairperson to give floor to Trine Horwitz, DAF, Legal Officer, who will conduct the election process. 
Trine will: 

• show overhead with the steps to be taken in this election process 
• invite one participant to be the Receiving Officer and one Polling Officer 
• (use overhead to explain their role) 
 
Election process: 

• Step 1 – distribute blue slips for election of Steering Committee members – showing overhead of 
candidates 

• Step 2 – collect ballots and count votes and announce persons elected to the Steering Committee 

• Step 3 – invite participants of the Steering Committee (both existing and newly elected) to stand for 
vice chairperson (restricted to those members who do not hold executive positions (e.g. secretary, 
financial officer, chairman) 

• Step 4 – distribute green voting slips for election of vice chairperson 

• Step 5 – collect ballots and announce elected vice chairperson 

• On showing the final overhead with new Steering Committee and Vice-Chairperson – extend 
congratulations.  

 
Chairperson announces coffee break 
 
 



EUR/00/5022202 
page 21 

 
 
 

 

Annex 4 
 
 

BUDGET ESTIMATE FOR 2001 
 
 

Items listed in order of priority 
Funds not 

received yet
(US $) 

Funds 
received 
(US $) 

Total funds 
received 
(US $) 

Interpretation in 4 WHO/EURO languages 48 000 
Technician and interpretation equipment 30 000 

Coffee breaks (5 × 300 people) + beverages during sessions  13 500 

Plenary hall + 10 working rooms 40 000 
Travel + per diem 12 NIS @ US $2500/person 30 000 
Staff in Germany 13 300 

(Ministry of Health, Germany) 174 800 174 800 

Interpretation, additional to above 8 000 

Travel + per diem 12 CCEE/NIS @ US $2500/person 30 000 
WHO + HQ staff (7) travel + per diem @ US $2000/person 14 000 
Travel + per diem 1 rapporteur + 6 temporary advisers (guest 
speakers) @ US $2000/person 

14 000 

Translation of meeting documents, mainly into Russian 33 000 
Printing + reproduction (general, working papers and background 
documents) 

10 000 

Preparatory meeting with Russian-speaking Government Chief 
Nurse (Almaty, November 1999) 

7 500 

1 telephone conference (10 persons, 1 hour duration US $453) + 
1 planning meeting 

12 178 

Local staff at the conference 2 000 
Telephone + postage 2 000 
Conference publicity (including press releases, family health nurse 
video, press kits, announcements, folders, mailing of documents) 

40 000 

Rapporteur/technical support – STP/WAE (P.5) – 12 days/month for 
6 months 

24 600 

Administrative support at event (travel + per diem for 3 secretaries, 2 
TRE/TST, Thoby + truck) 

15 000 

Conference report (recommendations translation) + publication 25 000 
Administrative support at EURO prior to event  10 000 

Site visits for local organization purposes (2 travels + per diem × 
2 persons) 

6 000 

Country consultations by RA/NUR (6 trips) 6 000 

2nd priority  

Flash video "Nursing over the past decade"                   (VD) (20 000)  

(WHO/EURO) 20 000 259 278 259 278 
Total funds received   434 078 
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Annex 5 
 
 

FIRST EVALUATION MEETING OF THE FORUM 
Copenhagen, 22 November 1999 

 
 
Present: 
Kerstin Belfrage, Sweden 
Liam Doran, Ireland 
Ainna Fawcett Henesy, RA/NUR - EURO 
Maren Günther, Intern, NUR-EURO 
Miriam Ovalle, Spain 
Sheila Schmidt, PA/NUR-EURO (Note-taker) 
Jette Sø, Denmark (Chairperson) 
 
Absent: 
Britt Eide, Norway 
Katalin Mucha, Hungary 
Kirsten Stallknecht, ICN 

1. Welcome address 
Ms Jette Sø was elected Chairperson of this meeting and Sheila Schmidt as the Note-taker.  
 
The Chairperson welcomed the participants. Upon briefing by the Forum Secretariat, she informed of the 
lack of funds remaining in the Forum’s budget to support Katalin Mucha’s participation costs in this 
meeting. Irene Feet and Jennifer Percival, as task force leaders were invited to join the Evaluation as 
suggested by the Forum’s Operational Principals document, however, both were unable to attend due to 
prior commitments. Kirsten Stallknecht was unable to attend due to illness. 
 
The absence of the “external” evaluator at the meeting raised some concern about the viability of the 
meeting to the Forum membership. However, it was agreed that the Steering Committee had a 
responsibility to evaluate the Forum’s work to the extent possible and that any items which could not be 
handled could be deferred.  

2. The agenda/programme 
The agenda/programme for the meeting was accepted by the participants. 

3. Scope and purpose 
The participants were reminded of the scope and purpose of the meeting and the Evaluation Strategy 
Outline as being the guiding tool for this exercise. Time was taken to revisit the objectives, targets and 
indicators laid out in the evaluation tool and it was agreed that an attempt would be made to answer to 
each of these. 

4. Overview of responses from member associations regarding efforts to 
promote the work of the Forum 
A letter dated 8 November 1999 was despatched from the Forum Secretariat to all full member 
associations and those interested in joining the Forum (i.e. to 53 national level nursing and midwifery 
associations). Responses (see Annex 1) were received from a total of 16 associations and an overview 
paper containing actions/objections/future plans was prepared on the basis of the responses received. Of 
the associations which answered, 13 were full members and three associations not paid members but 
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interested in joining the Forum. Time was taken to review the overview of responses. The responses raised 
the concern that the activities presented as achieved may be in answer to the WHO Nursing and Midwifery 
Programme for Europe rather than specific to the work of the Forum. Both entities were considered to have 
very similar aims as their work was based on the HEALTH21 approach, however, a distinction should be 
made in relation to evaluating the work of the Forum. The implicit involvement of WHO in the Forum, and 
its approach to work within the Region amongst all health care professionals was considered to be an 
important platform for the Forum as it adds the necessary weight to affect change in countries. The Forum, 
however, promotes and makes HEALTH21 visible at a faster rate than if it did not exist. 
 
In conclusion it was suggested that, the next evaluation round should consider the preparation of a 
questionnaire to send to member Associations which would provide concise responses directly linked to 
the work of the Forum.  

5. Evaluation objectives, targets and indicators 
The Evaluation Strategy Outline, adopted by the Forum at the second annual meeting, was used as a guide 
for the evaluation process. While this outline was agreed in principle at the time to be feasible its use in 
practice highlighted some defects, not least the sensitivity of the tool. More specifically, interpretation of 
some of the objectives was found to be open to misinterpretation. It was also considered that the 
established qualitative indicators demanded a more intense monitoring effort during the period under 
review in order to be able to use, however, there is no well established monitoring system currently in 
place. Despite the weaknesses of the tool, for practical reasons, the Evaluation Strategy Outline was used 
by participants for this evaluation exercise. 
 
 
Objective 1: to strengthen midwifery in Europe through HFA principles and strategies 
 
Target 1: to increase the capacity of member associations to deliver the HFA nursing and midwifery 
contribution through policy and practice guidance in their respective countries. 
 
Indicator 1.1: number of disease entities and target population group areas for which the HFA nursing 
and midwifery contribution has been articulated. 
 
Indicator 1.2: number of associations adopting Forum guidelines which incorporate HFA principles and 
strategies relevant to nursing and midwifery, for use by their respective constituencies. 
 
 
Objective 2: to provide relevant products that improve health and care outcomes as well as the efficiency 
and effectiveness of the profession in their delivery. 
 
Target 2: to formulate evidence-based policy statements and guidance for patient-focused nursing and 
midwifery care within reformed health care systems. 
 
Indicator 2.1: number of evidence-based policy statements in priority areas related to practice and care 
which are produced, disseminated and used by countries. 
 
Indicator 2.2: number of care-specific indicators for priority disease entities or target population groups 
which are articulated, tested, disseminated and used by countries. 
 
 
Objective 3: to ensure the effective integration of the nursing and midwifery contribution in overall 
health and health care delivery. 
 
Target 3: to collaborate with relevant bodies within the profession as well as other disciplines and sectors 
to ensure recognition of the nursing and midwifery contribution in health and health care delivery. 
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Indicator 3.1: number of joint activities which incorporate principles agreed upon by the Forum, 
implemented with other relevant bodies. 
 
Indicator 3.2: number of public health policy and practice statements incorporating principles agreed 
upon by the Forum. 
 
 
Objective 4: to ensure the effective and efficient use of Forum funds 
 
Target 4: to use Forum funds to secure the widest possible involvement/representation of European 
nursing and  midwifery associations and the effective delivery of the Forum’s agenda. 
 
Indicator 4.1: number of associations represented in Forum activities through support from Forum funds. 
 
Indicator 4.2: number of reports, guidelines, newsletters, administrative information produced as well as 
requests satisfied by the Forum. 
 
Indicator 4.3: proportion of funds used for maintaining the function of the Forum. 

5.1 Responses to the evaluation indicators 
Indicator 1.1: number of disease entities and target population group areas for which the HFA nursing 
and midwifery contribution has been articulated. 
 

If Health for All/HEALTH21 is the health policy framework used in WHO Member States, it can be 
assumed that the nursing and midwifery profession in these countries have embraced all disease 
entities, however, there is no statistical evidence for this assumption. 
 

Indicator 1.2: number of associations adopting Forum guidelines which incorporate HFA principles and 
strategies relevant to nursing and midwifery, for use by their respective constituencies. 
 

Due to the slow pace of development of the Forum Task Forces on Women and Children; Care of the 
Elderly; Chronic Disease Management and Prevention; and Smoking Cessation, no guidelines have 
been made available to the Forum membership. This situation should be rectified by March 2000 
when the initial products of the Task Forces will be presented to the Forum. 
 

Indicator 2.1: number of evidence-based policy statements in priority areas related to practice and care 
which are produced, disseminated and used by countries. 
 
 No evidence-based policy statements have been produced by the Forum to date. 
 
Indicator 2.2: number of care-specific indicators for priority disease entities or target population groups 
which are articulated, tested, disseminated and used by countries. 
 
 No care-specific indicators for disease entities/target population group shave been produced by the 

Forum to date. 
 
Indicator 3.1: number of joint activities which incorporate principles agreed upon by the Forum, 
implemented with other relevant bodies. 
 

The Task Force on Smoking Cessation was considered as it shares work with the WHO Europe 
against Tobacco campaign and collective efforts of a similar European Commission programme. No 
specific evidence of this fact is secured. 
 
Common principles on public health issues, such as smoking cessation, are shared with the 
European Forum of Medical Associations and WHO. 



EUR/00/5022202 
page 25 

 
 
 

 

Indicator 3.2: number of public health policy and practice statements incorporating principles agreed 
upon by the Forum. 
 
 The following public health related statements have been produced by the Forum: 

• Health21: the nursing and midwifery contribution 
• Chronic disease: the nursing and midwifery contribution 
• Statement in support of nurses and midwives involved in the care of refugees and internally 

displaced persons in Kosovo 
 
It was acknowledged that other associations/organizations have advanced similar statements. To 
reinforce the distinction between the mandate of the Forum and that of other organizations, 
consideration was given to ensuring that future statements of the Forum focus more on broader 
issues of public health rather than being specific only to nursing or midwifery. In this way, broader 
audiences could be targeted. Bodies such as the EU-PCN and ICN are in a better position to impact 
the nursing and midwifery constituencies with issues specific to those professions only. 
 
It was further suggested that instruction on how to maximise the use of Statements produced by the 
Forum should be given to the Forum membership. 
 

Indicator 4.1: number of associations represented in Forum activities through support from Forum funds. 
 
To date, Forum representation at other Forum events, has been undertaken mainly by members of 
the Forum Steering Committee and financed by the representative’s own association.  
 

Indicator 4.2: number of reports, guidelines, newsletters, administrative information produced as well as 
requests satisfied by the Forum. 
 
 Reports: 4 annual meeting reports 
 Newsletters: 4 issues 
 Requests from Forum member associations: administrative issues or related to the work of the Task  

  Forces. 
 Briefing reports on the work of the Forum: 6 submissions (to WHO); information about the Forum 

  given to Ministerial delegations at WHO official meetings and on official visits (51 Member States  
  in European Region). While a Web-site page does exist for the Forum, this will need to be updated. 

 
Indicator 4.3: proportion of funds used for maintaining the function of the Forum. 

 
See budget breakdown – Annex 2. 
 
Funding has restricted the optimal function of the Forum, preventing possibilities of inviting speakers 
to annual meetings; sending Forum representatives to meetings at which the Forum has been invited to 
attend; improved quality of the Forum newsletters, etc. Not least, it has not allowed any support to 
newly budding nursing associations interested in joining the Forum, to attend any of its activities. 
 
With respect to increasing membership as a mechanism to improving the budgetary situation, the 
criteria established by the Forum, i.e. that interested associations must be members or in contact 
with ICN regarding membership, has hampered matters. It was suggested that a special 
“developmental” funding account could be established by the Forum, to be paid in by wealthier 
associations, to support associations from these countries 
 
It was agreed that it will be necessary to allow the Forum Secretariat to remain at the WHO 
European Office until such time that the budget is strengthened. It was also agreed that financial 
support for the Forum should be sought from the WHO European Office, as was the case in the last 
biennium. The Chairperson would pursue this possibility direct with the newly elected Regional 
Director, who will be in position in February 2000. 
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Conclusions 
1. It was agreed by the participants that this exercise was simply a limited attempt to evaluate the work 

of the Forum and does not constitute a formal evaluation as the work of the Forum was still at an 
embryonic stage. In light of the fact that the “external” evaluator was unable to attend the meeting, it 
was agreed to forward the minutes of the meeting as well as the entire background package, 
requesting comments. The evaluation report would then be prepared for presentation at the Fourth 
Annual Meeting of the Forum (Copenhagen, 3-4 March 2000). 

2. Once perused by experts in information measurement tools at the WHO Regional Office for Europe, 
the Evaluation Strategy Outline should be forwarded to the WENR (Workgroup of European Nurse 
Researchers) for a suggested revision, update and adoption by the Forum membership.  
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Annex 6 
 
 

A PLEA FOR SOLIDARITY 
SUPPORT NEEDED FOR ASSOCIATIONS IN EASTERN EUROPE 

 
 
Inherently, the European Forum of National Nursing and Midwifery Associations and WHO was founded 
on the principle of solidarity – a joining of two forces – WHO and the network of European national 
nursing associations, to strengthen public health practice and policy through the HEALTH21 strategy, to 
ultimately improve the health and health care of the people of Europe. To achieve this, a policy of 
inclusiveness and equity must be practised. 
 
Currently, membership of the Forum is limited to those associations that can afford to pay an annual 
membership fee and participation in Forum events and who belong to or are in membership or contact 
with the International Council of Nurses or the International Confederation of Midwives. In reality, that 
means exclusion of a number of developing national nursing and midwifery associations, particularly in 
CCEE and NIS that, in this transitional reform period for them, can afford neither. 
 
It is the opinion of the Forum Steering Committee that the Forum could support these CCEE and NIS 
associations during this period, through a two-pronged approach: 

• the establishment of a development fund to financially support their involvement in the Forum; and 

• “twinning for equity” activities. 
 
A development fund: This would imply establishing a special account in which contributions could be 
made by more established European national nursing associations to support participation as observers 
by the leaders of a limited number of CCEE and NIS associations in Forum events, on a rotating basis, 
until such time as the prerequisites to join the Forum can be met by their associations. While some 
associations have been very generously supporting particular countries over a long period in a variety of 
ways, some other countries do not enjoy this support. The development fund would ensure both 
inclusiveness and equity. 
 
“Twinning for equity” activities: Some of these new associations are still concentrating on getting nurses 
to believe in the value of an association and could benefit from the experience of more established 
western associations in this respect. Furthermore, health care reforms have brought both potential and 
challenge for them to advance their professional agenda – potential to find their proper place on a par 
with other health care providers in meeting priority health care needs; and a challenge because the 
accelerated rate at which these reforms have taken place has left them with limited opportunity to 
develop and articulate their potential to contribute. For many, there are real situations whereby they are 
placed in new care settings and have new roles to take on without the proper competences and exposure 
to the basic principles and strategies that underlie the reform movements. From a personal aspect, the 
reforms have also meant no salaries over several months. More experienced Forum member associations 
can share their expertise within specific technical areas, provide literature, or advise on matters related to 
developmental work. While several intergovernmental and nongovernmental organizations are working 
consistently to assist these professionals, there is still a gread need for support from the international 
nursing and midwifery community. Indeed, there is also much that the Forum can gain from the lessons 
learnt by these very associations. 
 
Our Forum can make a difference! In an act of solidarity, we should consider this two-pronged approach 
to support the CCEE/NIS. Attached is a list of associations that have shown particular interest in being 
associated with the Forum, some of which have quite actively contributed to the work of the Forum from 
the sidelines.  
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Annex 7 
 
 

BRIEF ON THE WORK OF FORUM TASK FORCES 
 

Task force on prevention and management of chronic disease 
Leader: Irene Feet, Norwegian Nurses’ Association 
 
The first meeting of the task force on prevention and management of chronic disease was held on 
8 November 1999, when the following terms of reference were agreed: 

• gather information on the current role of nurses working with patients with chronic disease and 
their families; 

• use the above-mentioned information to determine the role and function of the nurse across 
different levels; 

• make recommendations and test the plan of action; 
• develop a strategy for implementation and dissemination of the plan of action. 
 
The work of the task force will be undertaken in different stages: 

Stage 1: December 1999 – April 2000 
• Development and distribution of a questionnaire to WHO European Member States 
• A literature review 
• Synthesis of responses to the questionnaire 

Stage 2: April – October/November 2000 
• A SWOT analysis, including identification of good practices, aspects that need changing and gaps 
• A meeting to agree on the outcomes of the SWOT analysis. 

Stage 3: December 2000 – March/April 2001 
• Elaboration of aspects that need changing 
• Proposals for ways to instigate changes 
• Action plan for nursing: one to one with patients at the community and national levels 

Stage 4: May 2001 – October/November 2001 
• Finalization of the report, including recommendations 
• Meeting to agree on the findings of the report 
• Dissemination of the strategy and plan of action 
• Evaluation of the work of the task force. 

Task force on care of the elderly 
Leader: Myriam Ovalle, Spanish General Council of Nursing 
 
The first meeting of the task force on care of the elderly took place on 22 November 1999. There has been 
substantial difficulty in ensuring the active participation of nominees. The terms of reference include: 

• a literature review regarding nursing care of older persons, including examples of good practice; 
• a position paper; 
• design of a methodology to identify indicators for quality in nursing care of older persons living at 

home; and 
• development of quality indicators for home care of older persons. 
 
The literature review and position paper are to be made available by spring 2000. 
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Task force on women and children 
Leader: Kerstin Belfrage, Swedish Association of Health Professionals 
 
The first meeting of the task force on women and children was held in mid-June 1999, when the 
following terms of reference were agreed: 

• a literature review on teenage abortions in Europe and information gathering from countries 
• identification of good nursing and midwifery practices; aspects that need changing; and gaps  
• a position paper on teenage abortions and the challenge for nurses and midwives 
• development of a strategy framework and action plan. 
 
The literature view and position paper are to be made available by spring 2000. 

Task force on smoking cessation 
Leader: Jennifer Percival, Royal College of Nursing 
 
The aims of the task force include: 

• mapping out the role of European health professionals working on tobacco control 
• influencing the smoking habits of health professionals 
• maximizing the effectiveness of professionals working with people who smoke. 
 
Two full meetings of the steering group have taken place with members from five countries attending. To 
meet the aims of the task force, developmental work has been going on during 1999 to organize and run a 
European Nurses and Midwives Against Tobacco Conference. Following a successful bid for funding to 
Europe Against Cancer (EAC), and continuing financial support from the Swedish Nurses Association, 
this Conference will take place in Stockholm on 11–12 March 2000. The Conference will bring together 
for the first time key nurses and midwives from across Europe to create the network which the WHO 
smoking cessation task force will coordinate. 
 
In addition, the leader of the task force has joined the steering group of the WHO European Partnership 
Project on Tobacco Dependence, to ensure that the work of the task force remains in harmony with the 
regional and global aims of this WHO Tobacco Free Initiative.  
 
The materials and experience of both networks are fed directly to task force members. 
 
Securing the above-mentioned partnerships will facilitate the operational work of the task force in 2000. 
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Annex 8 
 
 

POSITION PAPER – NURSING CARE OF THE ELDERLY 
 
 
ELDERLY TASK FORCE 
 
Professor Myrian Ovalle RN MNS.Ed., Chairperson 
Associate Professor Lis Wagner, Member  
Ms Inge Bentzen, Member  
 
 
Out of the total population aged 60 and over in the EU, 38% say they are suffering from functional 
incapacity. There are differences between those in the early 60s and those in their 80s. There is a very 
wide range of variation in terms of what this means for individuals and their ability to live an active and 
fulfilling life and equally, there are variations between countries. Many older people remain active and 
fully independent until very close to the end of their lives. Major threats to the health of older people are 
dementia, depression and suicide, cancer, cardiovascular disease, osteoporosis, incontinence and injuries. 
 
Most of this elderly population, especially those over 70 years, may need extensive nursing domiciliary 
care to assure their needs in health promotion, prevention of illness, self-care and psychosocial support. It 
will also be important to support the elderly and their families to stay in their own homes and thus prevent 
institutionalization, although they may have chronic diseases and disabilities. Therefore, it is of 
paramount importance to secure adequate and quality nursing care with appropriate utilization of 
resources at home. To improve reliance and efficiency of home care, as well as hospital care, it is 
necessary to count on trustworthy nursing care tools and methods for nursing practice in order to improve 
the quality of nursing services.  
 
The main supporters of older people in need of care are adult children (40% ), spouses (32%), private 
paid help (11%), other relations (14%), the public social services (13%), friends (6%) and voluntary 
organizations (3%). Therefore, family members are by far the main providers of care for the elderly, and 
these carers are in need of support from health professionals to enable them to provide the proper care.  
 
Since most countries find that the cost of residential care for elderly people keeps rising, policy-makers 
have become more and more interested in keeping older people in their own homes. For that purpose a 
system of support needs to be established for elderly people at home and for their families. While this 
change has been initiated with the intention of improving the quality of life of older individuals, there are 
concerns that this is not always the case. Some countries are in the process of establishing socio-sanitary 
systems in order to provide an integrated system for care of the elderly.  
 
With regard to residential care, countries are focusing on two main patterns of provision: construction of 
small rather than large care units and the creation of appropriate homes for elderly people in the 
community, including homes for people with minor mental health problems and for people who are 
terminally ill, in order to maintain or recreate integrated care in the community for older people. Support 
groups are also being developed in many countries where older people live at home. This effort to keep 
elderly people at home answers a general demand for improvement in the quality of their lives.  
 
HEALTH21, the health for all policy framework for the WHO European Region, endorsed by the ministers 
of health of the 51 WHO European Member States at the 48th session of the WHO Regional Committee 
of Europe (Copenhagen, September 1998), indicates elderly people as the key target group.  
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This policy document promotes healthy aging as being essential for people over 65 to have the 
opportunity to enjoy their full health potential and play an active social role. Target 5 includes an increase 
of at least 50% in the proportion of people at the age of 80 enjoying a level of health in a home 
environment that allows them to maintain their autonomy, self-esteem and place in society, as well as an 
increase of at least 70% in disability-free life expectancy at the age of 65.  
 
Within the policy framework, reference is made to the potential of the family nurse in addressing the 
needs of the elderly population. Nurses are in one of the best positions to identify these needs since they 
are in touch with families and local communities more than any other health profession.  
 
There is also some evidence that community or family nurses across Europe are playing a key role in the 
development of innovative nursing care for the elderly related to health promotion, health maintenance, 
acute care, rehabilitation, care of the seriously ill and dying, education, research and policy implications. 
 
In this health care scenario, nursing as a social force has a special responsibility to provide and promote 
the best possible care for the elderly population. It means that in addition to the development of specific 
knowledge and relevant caring skills for the elderly, nursing must focus upon the entire spectrum of care 
from health to severe dependence and upon interventions which are geared towards the individual, the 
family and community.  

II. Concepts and basic principles in the nursing care of elderly people  
As demographic changes occur, important issues arise concerning the special needs and problems of 
elderly people. Old age is not a dependency syndrome, rather it should be seen as a natural consequence 
as life expectancy increases.  
 
Old age is another developmental stage of life which has as many challenges as any other, and presents 
specific needs and demands that should be met appropriately by the individuals themselves, those closest 
to them and by the social sanitary system in which they live.  
 
Among the main concepts and principles of nursing care for elderly people, agreed by experts in this 
field, the following might be considered:  
• Older people are individuals with their own specific characteristics, qualities and personal needs 

who have the right to live their lives in the most pleasant and positive way.  
• Older people have the right to be cared for by qualified nurses to meet their nursing care needs 

wherever they live and to ensure that they are treated with respect and dignity at the end of their 
lives. 

• Nursing services should be available to all populations of older people in order to achieve the goals 
of health promotion, health maintenance, disease prevention, acute care or rehabilitation, according 
to the needs of the individual patients or clients.  

• Senior citizens are concerned about many things. Physically, they feel their power and strength 
dwindling, psychologically they are aware of being ascribed a lower social status, emotionally they 
can often feel lonely and insecure. These concerns have to be minimized if not totally removed. 
Nurses can ease many of them by exercising their own qualities, abilities and personal 
characteristics which are both wholesome and therapeutic.  

• Society influences the aging process of the individuals. Therefore the nursing care and interactions 
should take into account the following factors:  
− the social, cultural and psychological environment which surrounds the older adult 
− changes affecting behaviour and perception of self 
− the family and the social context which provide support and care 
− identification of community groups providing social support 
− the effect of the increased proportion of older people in society, and 
− their definition of health as a determinant of wellbeing. 
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• Nurses, elderly people and their families need to come together as partners in health care, working 
to achieve physical, psychological and spiritual wellbeing throughout the aging process.  

• The nursing care of elderly people should have the aim of assuring the quality of care provided and 
contributing to the old people’s quality of life and dignity at the end of their lives.  

• The interdisciplinary team, and especially nurses, should contribute to restore the equilibrium 
between the older adult and their environment. They should help the individual to develop and use 
their capabilities and personal potential, recognizing his or her experience, knowledge, usefulness 
and value as a human being.  

• The support to aging people must be provided by nurse practitioners who are knowledgeable on the 
subject of aging, who have a genuine interest in older people and their families, who are skilled in 
working with them and who are concerned about the quality of the care given, and are capable of 
acting as family nurses.  

• The appropriate competences – knowledge, skills and attitudes – for nursing care are acquired 
through the educational process. Therefore, the quality of nursing education is the corner stone 
essential to guarantee the quality of nursing care for older people.  

• The study of the care of elderly people should be enhanced and integrated into all aspects of basic 
nursing education programmes to enable generalist nurses to fulfil their role better. It must be the 
subject of a specific module of education and of compulsory practical training.  

• In recognizing the complexity of the health care needs of older people today and the nursing roles 
demanded by society, specialist knowledge and skills built upon the generalist foundation will be 
required. The postbasic and postgraduate education programmes should enable nurses to develop 
their advanced practice, teaching, supervision, management of care, ability to undertake research 
about older people, and act as consultants at all levels of health care.  

• Nurses should keep up to date on new advances in care for older people through continuing 
education programmes.  

• It is recognized that nursing research is needed increasingly as a way to underpin new knowledge 
and so to improve the nursing care and the subsequently quality of life of senior citizens.  

• The participation of nurses in the formulation of health care policy, workforce planning and quality 
assurance in matters affecting the quality of care of elderly people is of crucial importance to 
accomplish the goal of healthy aging for the population in the Europe.  

III Role of nurses in the care of the elderly 
Traditionally, nursing has been recognized as the largest single component of the services needed to 
provide care for the sick or the dying elderly, and increasingly during the last three decades nursing care 
has been recognized as a key element in helping elderly people maintain their independence and to 
support self-care to ensure an enhanced quality of life. Activities for the protection of health are 
increasingly emphasized, i.e. prevention of disease and problems which contribute to long-term 
debilitating conditions and the promotion of health in order to limit development of chronic ailment and 
age-related loss of functions.  
 
Most international European organizations recognize that the innovations and issues in nursing care and 
nurse’s role fall into the following areas:  

• health promotion 
• health maintenance 
• acute care 
• rehabilitation 
• care of the serious ill and dying 
• education, research and policy implications. 
 



EUR/00/5022202 
page 33 

 
 
 

 

But what is more important is how nurses envisage the future health scenarios and the role they are going 
to assume. In this respect, publications about the future role of the nurse point out that most of the trends 
mentioned in the first part of this paper will shape the role of the nurse in the care of the elderly, 
especially the demographic and social trends in health care systems in transition, the new models for 
provision of care and management of health services, as well as economic and political trends affecting 
health and the health services.  
 
There is broad consensus among nursing leaders that the vision of the future role should consider the 
following points:  

• The role of the professional nurse in the care of the elderly should be reshaped to meet the needs of 
the health care consumer and address the changes that are occurring in health care delivery 
systems. Greater need for efficiency and cost-containment, increasingly diverse populations and 
technological advances are factors that significantly affect the provision of health care to the 
elderly population. The professional nurse should be a partner with the health care consumer: an 
individual, family, group or community, and should serve as a proactive participant in shaping 
evolving health care delivery systems.  

• Health care consumers/clients/patients will come from an increasingly diverse and aging 
population. For this reason, the professional nurse needs expanded awareness of and sensitivity to 
variables such as age, culture, race, religion and lifestyle choice.  

• The professional nurse should be a collaborating team member who takes responsibility for 
planning and delivering health care in an evolving health care system. The professional nurse 
brings a unique blend of knowledge, skills and humanism to the health care team.  

• Nurses must be well educated, as well as mentored and socialized into the profession, in order to 
function as members and leaders of health care teams focused on high quality, cost-effective and 
accessible health care. The professional nurse must also be committed to life-long learning, and 
willing to assume responsibility for planning and evolving a professional career.  

• Nursing involves assessment, diagnosis, and technological skill. It attends to human vulnerability 
and helps people cope by providing comfort and counselling, as well as education focused on 
healthy lifestyles, knowledge about illnesses, awareness of risk factors, and preparation for self-
care. The professional nurse builds upon an historical role as patient advocate, and augments this 
with up-to-date knowledge in order to help consumers acquire, interpret and utilize health care, 
illness, and health promotion information.  

• The professional nurse recognizes that clinical judgements are nurtured in human relationships and 
have as much to do with values and ethics as they do with knowledge and technology. To nurse is 
to know oneself as fully as possible and to use one’s personal presence in the context of privileged 
intimacy to come to know others who are in need of care. Advances in technology and genetics 
require the professional nurse to be aware of the ethical dilemmas created not only for the 
consumer and the health care system but for oneself.  

• Key elements of the professional nursing role are: 

− practice based on current knowledge and research 
− partner with the consumer/client: individual, family, group, community 
− caring/nurturing 
− care coordinator 
− communicator/collaborator 
− member/leader of the interdisciplinary health care team 
− community-based practice across settings and with all elderly populations 
− broker of health information, health educator/counsellor; provider of care 
− decision-maker. 
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IV. Competences  
The competences for education are defined as the personal characteristics – knowledge, skills, values and 
attitudes – which enable the person to function as an autonomous professional practitioner, continuously 
improving practice and responding to any particular changing environment. Therefore, in order to enable 
the nurse to fulfill her role in the care of the elderly, the following competences are required:  

• critical thinking 
• communication  
• technology utilization 
• human valuing  
• ethical reasoning  
• global health care perspective  
• policy organization and financing 
• coordination of care 
• wellness and health promotion 
• professional role development. 
 
Each of these groups of competences includes more detailed competences. For example:  
 
Critical thinking comprises:  

• engage in problem-solving;  

• utilize clinical judgement and decision-making skills;  

• assess and understand data in order to support and achieve desired outcomes;  

• apply nursing skills and interventions appropriately in clinical practice;  

• understand technology, including thinking, learning and problem-solving with machines or 
technology; 

• use the critical thinking process soundly within real life limits.  
 
Communication comprises:  

• establish and maintain effective working relationships;  

• use strong verbal, written, and electronic communication skills; 

• function interdependently/independently, and know when and how to communicate with other 
members of the health care team;  

• understand other disciplines and health professionals’ roles;  

• utilize team-building skills;  

• organize, manage and schedule the functioning of a unit or team;  

• document one’s practice and patient outcomes;  

• counsel individuals and families regarding health care and health risks;  

• provide relevant health education/counselling to consumers: individuals, families, groups;  

• assist clients to get access to and interpret health information;  

• use new information technologies and the media to reach patients and families;  

• evaluate the ability of and educate non-professionals to care for individuals, such as the elderly.  
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Technology utilization comprises:  

• learn how to use current and changing tools to gain and exchange knowledge;  

• understand capabilities and uses for technological advances; 

• understand basic informatics concepts and applications: computer hardware, software, components 
and communication concepts; applications include word-processing, on-line bibliographic searches, 
e-mail, educational media and resources, and uses of computers in health care settings;  

• begin to document and assess health information for patient care;  

• develop a familiarity with advanced data concepts, and an ability to develop basic databases;  

• ensure data privacy and security;  

• coordinate and evaluate data information systems: coordinate and evaluate nursing and other 
health-related data as well as the respective databases.  

 
Ethical reasoning comprises:  

• apply the concepts of nursing: advocacy, accountability, cooperation and caring;  

• identify and analyse common ethical dilemmas and the ways in which these dilemmas have an 
impact on patient care or the professional;  

• evaluate ethical decision-making from both a personal and organizational perspective and develop 
an understanding of how these two perspectives may create conflicts of interest;  

• identify and help resolve ethical and or clinical issues when in conflict;  

• create a compassionate and therapeutic environment for patient care with the aim of promoting 
comfort and preventing unnecessary suffering;  

• protect the patient’s legal and social rights related to genetic medicine and technologies; this 
includes the duty to inform, recall and warn third parties, patient privacy and confidentiality; 
informed consent and decision-making;  

• practise as a member/leader of a multidisciplinary health care team which includes a responsibility 
for reporting incompetences, accepting accountability for one’s own practice and delegated 
functions; and advocating for the dignity, safety and rights of the patient.  

 
Global health care perspectives comprise:  

• understand the global environment in which the health care system functions and care is provided;  

• practise in an evolving global health care system; 

• communicate with health care professionals from other countries;  

• articulate the role of the professional nurse to other professionals from different countries;  

• collaborate with community leaders to create nursing and health care delivery services meaningful 
to and determined by culturally diverse communities.  

 
Health care policy, organization and financing comprises:  

• understand how various changing health care delivery systems are organized and financed, 
including community- and population-based systems; 

• understand how health care policy is formulated, how to affect this process, and how it has an 
impact on clinical practice and health care delivery;  

• differentiate and delineate legislative and regulatory processes, including licensure, accreditation, 
and certification processes;  
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• function effectively in a context where organizational purposes, values and structures, as well as 
treatments, are evolving rapidly;  

• understand overall economic models including the principles of throughput, access to care, and 
appropriate utilization management.  

 
Coordination of care comprises:  

• empower clients, other health care team members and community members to assume the 
responsibility for health and wellness activities;  

• appropriately delegate and supervise the care given by others while retaining the accountability for 
the quality of care given to the patient;  

• assume a leadership role, which requires specific skills: assertiveness, being an agent for change 
and the art of negotiation;  

• coordinate care across the age span;  

• collaborate with other members of the interdisciplinary team.  
 
Professional role development comprises:  

• translate the role of the professional nurse into practice 
• participate in professional organizations 
• negotiate one’s own professional career trajectory 
• mobilize a group to effect change 
• advocate for the nursing profession and actively recruit potential students into the profession, and  
• become a lifelong self-learner.  
 
To conclude, it is important to emphasize that we are creating a better future for a healthy elderly 
population. Let us not miss the opportunity to create the best future for nursing that we can. Future 
generations of nurses, but most of all, their patients, families and communities depend on it.  
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Annex 9 
 
 

QUESTIONNAIRE ON PREVENTION AND MANAGEMENT  
OF CHRONIC DISEASE 

 
 

• Please answer all the questions. 

• Please answer the questions in English. 

• Please answer the questions from the perspective of your organization. 

• Please be as specific as possible. 

• Where possible, please give actual examples of what nurses are doing. We would like to include 
examples of good practice in the Task Force Report. 

• Please continue on additional sheets if required. 

• Please return to Irene Feet by 15 April. 
 
 

Thank you for your help. 
 
 
 
 

1. What is the name of your organization? 

..............................................................................................................................................................  
 

2. Does your organization provide support to people who have a specific chronic disease/illness? 
Yes/No (please delete as appropriate) 

 
3. If “yes” to question 2, which chronic disease/illness do you focus on? 

..............................................................................................................................................................  

..............................................................................................................................................................  
 

4. What support do nurses currently provide for: 

(a) people who have chronic disease/illness? 

..............................................................................................................................................................  

..............................................................................................................................................................  

(b) families/carers of people who have chronic disease/illness? 

..............................................................................................................................................................  

..............................................................................................................................................................  
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5. In which setting(s) do nurses provide this support? (Please tick all those applicable) 
 

 Acute hospital 
 Community clinic 
 Family home 
 Community residential facilities 
 Schools 
 Workplace 
 Other (please state) 

 
6. Which of the following professionals do nurses work with when providing this support? 

(Please tick all those applicable) 
 

 Doctors 
 Physiotherapists 
 Speech and language therapists 
 Other therapists 
 Teachers 
 Social workers 
 Pharmacists 
 Others (please specify) 

 
7. Have research-based practice guidelines been developed in this area of nursing practice? Yes/No 

(Please delete as appropriate) 
 
8. If “yes” to question 7, please give further details: 

..............................................................................................................................................................  

..............................................................................................................................................................  
 
9. What support do you feel nurses should be providing for: 

(a) people who have chronic disease/illness? 

..............................................................................................................................................................  

..............................................................................................................................................................  

(b) families/carers of people who have chronic disease/illness? 

..............................................................................................................................................................  

..............................................................................................................................................................  
 

10. What has helped to develop nursing practice in this area (i.e. providing support to people with chronic 
disease/illness and their families/carers)? 

..............................................................................................................................................................  

..............................................................................................................................................................  
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11. What is needed to develop nurses’role in supporting people with chronic disease/illness and their 

families/carers? (For example, education, research, finance, equipment.) 

..............................................................................................................................................................  

..............................................................................................................................................................  
 
12. Who should be involved in these developments? (Please tick all those applicable)  
 

 Patients 
 Families/carers 
 Individual nurses 
 Professional organizations 
 Patients’ organizations 
 Educational organizations 
 Health authorities 
 Governments 
 Others (Please specify) 

 
13. Is there any other information that you would like to bring to the attention of the Task Force? 

Please give us details: 

..............................................................................................................................................................  

..............................................................................................................................................................  
 
14. We would like to include in our report a list of organizations that have responded to this questionnaire. 

Do you give your permission for us to include the name of your organization in such a list? Yes/No 
(Please delete as appropriate) 

..............................................................................................................................................................  

..............................................................................................................................................................  
 
15. Please could you give the name and address of someone who could be contacted should we require 

further information: 

..............................................................................................................................................................  

..............................................................................................................................................................  
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Annex 10 
 
 
DEVELOPMENTAL PLAN FOR THE TASK FORCE ON SMOKING CESSATION 

by 
Jennifer Percival 

Task Force Leader, October 1999 
 
 
Background information 
National nursing and midwifery associations take the issue of tobacco seriously. To provide support to 
nurses working in this area the European Forum of National Nursing and Midwifery Associations 
(EFNNMA) and WHO have set up a Smoking Cessation Task Force. 
 
The Task Force was set up with the aim of (i) mapping the endorsement of the health professions’ roles in 
tobacco control; (ii) influencing smoking habits of health professionals; and (iii) maximizing the 
effectiveness of professionals in smoking cessation. 
 
In practice, it is the task force’s intention to become a focal point for information gathering and exchange 
between nurses and midwives working with tobacco issues across Europe. Ongoing work will include 
sharing of key research, medical evidence, models of good practice and their likely transferability 
between countries, and ways to support nurses themselves to stop smoking. 
 
Progress to date 
Jennifer Percival (Royal College of Nursing, United Kingdom), the Task Force leader, gave a 
presentation in Budapest on 17 April to the Third Annual Meeting of EFNNMA describing the work of 
the Task Force with the aim of encouraging those countries who are not in the steering group to join the 
information exchange network. A growing database of members has now been established, although more 
members are essential for the future success of this work. 
 
To ensure that the work of the Task Force remains in harmony with the regional and global aims of the 
WHO Tobacco and Health Initiative, Jennifer Percival has been asked to join the steering group of the 
WHO/TOH Partnership Project. She attended meetings in Copenhagen in May and September. 
 
The Smoking Cessation Guidelines for Health Professionals have now been published in the United 
Kingdom. The Royal College of Nursing has developed a new pack, Clearing the air, which includes 
these new guidelines. Copies of this book will be disseminated to all members of the Task Force as an 
example of good practice. 
 
At the International Council of Nurses Centennial Conference in June, the Royal College of Nursing ran a 
smoking cessation stand showcasing the work of the Task Force and encouraging further membership and 
interest in this area. 
 
Taking this work forward into the year 2000 
A European conference is to be held in Stockholm on 11–12 March 2000 to which representative 
nurses/midwives from each of the 15 EU member states will be sponsored to attend. This conference has 
been funded from the Europe against Cancer programme in conjunction with WHO, and aims to 
strengthen and enhance the role of nurses and midwives in Europe working on tobacco control issues. 
 
On completion of this project a Europe-wide network of nurses and midwives will have been identified 
who will be supported in the continuation of their work by the EFNNMA/WHO Task Force. 
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The final conference report will provide the Task Force with information on the current activities of 
European nurses and midwives on smoking cessation. It is envisaged that by May 2000 a networking 
group of nurses and midwives will have been identified and established. 
 
As the work of the WHO Tobacco Free Initiative progresses, nurses and midwives will be kept informed 
of both the national and pan-European initiatives by Jennifer Percival who represents them on this group. 
Collaborative working is essential to the success of tobacco control and, wherever possible, nurses and 
midwives will be encouraged to join multiprofessional alliances. 
 
Current members of the Task Force on smoking cessation  
Jennifer Percival – Coordinator  
Royal College of Nursing Smoking Cessation Adviser 
P 0 Box 78 
Kings Langley  
WD48ZB United Kingdom 
 
Ms Brigitte Pontoppidan  
Head Nurse 
Physiotherapeutic Hospital  
Skovridergaardsvej 12  
DK-2830 Virum  
Denmark 
 
Ms Theodora Pappa  
General Oncology  
Hospital Kifissia St Anargycoi 
15 Lambeou Katsoni Street  
134-51 Kamatero 
 
Ms Jolanta Jaksiene 
Zygimanto 2 
2051 Vilnios  
Lithuania 
 
Ms Yvonne Bergmark Broske  
Curteliusv 10  
S-982 39 Gallivare  
Sweden 
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Annex 11 
 
 

COMMUNITY HEALTH NEEDS ASSESSMENT: 
THE NURSING CONTRIBUTION 

 

Introduction 
Thank you for inviting us to address the Forum. In our presentation today we will be describing the 
important rote that community health needs assessment can play in ensuring that nurses are able to 
address the health challenges that face all of us and in meeting the WHO HEALTH21 targets. 
 
Across the European Region nurses are facing increasing and often overwhelming demands for health 
care from the communities within which they work. They are struggling to deliver a nursing service that 
responds to the most urgent needs, but at the same time nurses have to ensure that their services improve 
health and reduce inequalities in health. For many this means moving from traditional patterns of work 
based on demand to one based on health need and evidence of effectiveness. All nurses and policy-
makers have to evaluate what they do and why they do it. Health needs assessment is a necessary part of 
the process. 
 
In this paper we will outline how health needs assessment can help nurses to plan their work and address 
priority health needs. We will describe the major components of needs assessment and demonstrate the 
valuable contribution nurses are able to make to this process. We will also identify the changes that need 
to take place within nursing and midwifery if the potential for assessing need and planning, implementing 
and evaluating interventions to improve health is to be realized. 

Health issues facing the European Region 
Firstly, we need to identify why community needs assessment is so important in Europe today. 

Inequalities 
Governments, policy-makers and nursing leaders are facing common challenges to health and health 
services across Europe. The severity of these problems may vary but there are common issues that have to 
be addressed. Although life expectancy is, on the whole, improving, Europe is faced with increasing 
inequalities in morbidity and mortality between rich and poor both within and between countries. 
 
While health status and rates of morbidity and mortality vary across Europe according to race, gender and 
age, socioeconomic disadvantage and poverty remain a constant threat to health. Inequalities in health 
reflect inequalities in the socioeconomic status of the population. The increase in diseases that are related 
to lifestyle appears to be falling disproportionately on the poor, particularly in countries of central and 
eastern Europe and the newly independent states. This is further increasing inequalities in health. The 
importance of addressing these problems is recognized by WHO and reflected in the first two targets of 
HEALTH21: the health for all policy framework for the WHO European Region, which are directly 
concerned with achieving greater equity in health between and within countries. 

Increasing health needs 
At the same time European countries are faced with increasing health needs as a result of aging 
populations as life expectancy increases and fertility rates fall. Furthermore, migration and the 
displacement of populations mean that health problems are no longer the sole province of individual 
countries. International interdependence in addressing common health problems requires countries to 
learn from each other and develop common health programmes and strategies to address inequalities in 
health. 
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Changing disease patterns 
Communicable diseases are re-emerging as a priority in eastern Europe with tuberculosis, hepatitis B, 
infectious diseases and sexually transmitted diseases endemic in some countries. At the same time 
noncommunicable diseases such as coronary heart disease and cancers remain the largest cause of deaths 
in adults. Chronic diseases and mental health are also on the increase. 

Containing costs and managing public expectations and concerns 
In addition to changing patterns of disease, health services in all countries are coming under increasing 
pressure as governments, often faced with economic difficulties, struggle to contain costs and manage 
public expectations and concerns. There is an explosion in new knowledge and technologies taking place 
against a backdrop of economic difficulties and a lack of social cohesion. Faced with the need to contain 
costs and manage public and professional expectations, governments are reforming their health care 
systems, trying to set evidence-based priorities and control the introduction of new technologies. 

Key trends 
Given these common pressures, it is possible to identify a number of trends in health care across the 
European Region. 

• a shift in the location of care from the hospital to primary care; 

• an increasing emphasis on health promotion, illness prevention and health education; 

• decentralization of budgets and decision-making to local level; 

• greater participation by individuals, families and communities in their own health care, health care 
decision-making and public health programmes; 

• a recognition that intersectoral partnerships are essential to tackling the determinants of ill health, 
i.e. health problems not addressed by health services alone; 

• the search for methods of prioritizing that are evidence-based, open and fair; 

• the need to demonstrate health gains from health interventions; 

• a recognition that multidisciplinary team working is needed to provide integrated and effective care; 

• a holistic approach to health care, seeing the person as a whole integrating physical, psychological 
and social elements in assessing need and in delivering health care and public health programmes. 

 
These developments demand a widening of responsibilities and the adoption of new ways of working. 
The primary care practitioners of the new millennium will have to target their services on the basis of 
need, use evidence-based interventions, integrate health promotion with their clinical care, work within 
multidisciplinary and multisectoral teams and enable individuals and communities to participate in their 
own health care. This demands that they develop a population-oriented approach, undertake health needs 
assessment, focus on health promotion and illness prevention, and use community development methods 
working with other agencies to improve health. In this way it is possible to move from an individual/ 
demand-led service to one based on needs that incorporates working at a population and community level 
(Fig. 1). 
 
Traditionally the immediate pressures of service demand and political pressure have tended to dominate, 
resulting in inequity in access to and uptake of health services. Health needs assessment and a public 
health perspective are ways to rebalance service delivery. 
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Fig. 1. Moving from an individual/demand-led service to a service  
based on needs working at population and community level  
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So what is community health needs assessment? For us, the key elements in the process of health needs 
assessment are as follows 

• profiling: the process begins with the collection of relevant information to inform the nurse about 
the health needs of the population she/he is responsible for; this is followed by analysis of this 
material to identify the major health issues; 

• determining priorities for action: once the health issues become apparent, priorities for action must 
be chosen, using explicit criteria; 

• planning programmes of care to address the priority areas: once priorities are set, detailed 
collaborative plans for addressing the problems must be made, which should then be put into action 
and their success evaluated; 

• implementing the planned activities; 

• evaluating the health outcomes. 
 
I will now consider each of the major components of community needs assessment in a little more detail. 

Components of community needs assessment  
Information collection 
Health needs assessment begins with the systematic collection of information on the health status 
(morbidity and mortality), factors influencing health and local resources for health within a given 
population. The type of information that needs to be included will normally fall into four key areas. 

• Firstly, the characteristics of the community will need to be defined. What are its geographical 
boundaries, its age and gender distribution, its ethnic mix, is it growing or shrinking, largely stable 
or highly mobile? 

• Secondly, the health status of the community must be considered. What are people dying from? 
How many have chronic health problems? What do local people think about their health and how 
do they use current health services? 

• Thirdly, information must be gathered on local factors influencing health. Where do people work? 
Is there sufficient work available? How much poverty exists and where? What is the housing, 
sanitation and transport like? Issues of social cohesion and existing community resources should 
also be considered. 

• Lastly, the local and national priorities must be detailed, as these will influence priority-setting. 
 
The information needs to contain not only statistical information but also qualitative data and local 
community and professional views. 
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Analysis 
After as much relevant information as possible has been collected it must be analysed in order to identify 
health needs. Analysis requires comparison of the population with another to ascertain whether a health 
issue or disease rate is higher or lower than expected, and comparison of current information with that 
collected in previous years to identify trends over time. 
 
Any significant gaps in the information should also be identified. Analysis also requires familiarity with 
different types of information, which will need to be compared and contrasted. For example, statistics, 
clients’ and professional views, surveys and questionnaires may well all be used. The data must also be 
interrogated for positives as well as negatives – even the most disadvantaged of communities have 
strengths that can form the building blocks for achieving change. 
 
Finally, others must be involved in this process so that a consensus view of the needs of the community is 
developed 

Setting priorities 
Having identified the health needs of a community, it is inevitable that some prioritizing and targeting of 
services is necessary. A systematic process ensures that this is done according to need and the ability to 
maximize health gain. In order to achieve change, some customary work practices may need to be 
stopped. Systematically assessing competing health needs and engaging in debate with service users and 
communities can help overcome professional and community concerns regarding such changes. Priorities 
should be made on the basis of the application of criteria which can be applied to a disease or population 
group. This process will include a consideration of the following questions. 

• How many people are affected? 

Most people or relatively few? 

• What is the potential impact on health? 

Some health needs may only affect a small number of people but the impact for those people may 
be so severe that a response is required. Significant minority groups, such as those with learning 
difficulties or those with rare chronic diseases, would fall into this category. Minority groups such 
as the homeless or refugees who have significantly greater health risks than average should also be 
highlighted here. 

• Are there are appropriate and effective interventions? 

Where health interventions are planned it is important that they are based on evidence of 
effectiveness, that positive outcomes will be delivered by the health care planned and that the cost 
equates with the benefit. This includes an assessment of the intervention most likely to produce the 
greatest health benefit, which may not, of course, be provided solely by the health service. Health 
care interventions also have to be appropriate in that they should be targeted towards the right 
people, and be culturally relevant and acceptable 

• How adequate are current services? 

Analysis of the information may highlight a lack of services in treatment, prevention, age or 
disease group. The population profile might describe a growing elderly population but the service 
may not have changed over the same period or there might have been a change in local 
circumstances or the arrival of new diseases. 

• What are the local and national priorities? 

Local health needs have to be matched to these as part of national and international public health 
programmes. 
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Action planning 
The most common problem encountered in health needs assessments is developing and implementing an 
action plan. All too often profiles of the health of the community are left on office shelves to gather dust, 
while needs go unmet and practitioners carry on delivering care based on custom and practice or the 
demands of the most articulate consumers. There are a number of points that need to be taken into 
consideration when considering action planning: 

• involving the community will ensure that plans are appropriate and that those involved are 
committed to their implementation; 

• collaborating with others is essential, as it will rarely be possible for a single agency or individual 
to effect change on his or her own; in addition, collaboration to develop interprofessional or inter-
agency plans will often enhance working relationships; 

• setting clear and measurable objectives is essential to ensure clarity and to allow evaluation of 
outcomes; 

• explicit methods of evaluation should be detailed which will assess whether objectives have been 
met and health outcomes achieved. 

The nursing contribution to health needs assessment: why nurses? 
Having described the needs assessment process and outlined the potential benefits that this approach can 
offer, we need to ask ourselves why and how nurses can contribute to this work. For a number of reasons 
nurses are ideally placed to take an active part in needs assessment work. 
• Where they are 

Firstly, nurses are found everywhere! There are approximately five million working nurses in the 
European Region, making them the largest group in the health care workforce. In many countries 
nurses are found not only in hospitals but also in the workplace, schools, homes, health centres and 
clinics, refugee camps, prisons and community centres. This gives nurses unparalleled access to 
large sections of the population, often providing the first point of contact with health services 

• What they see 
This multitude of settings puts nurses in an ideal position to collect information on health status and 
needs and to witness the impact of social, environmental and economic factors on health. Through 
their sometimes prolonged and often intimate contact with families, nurses bear witness to the 
impact of poverty, homelessness, displacement and economic upheaval on people’s health. In the 
struggle to reduce inequalities in health it is often nurses who provide essential evidence and who 
act as powerful advocates on behalf of excluded and marginalized groups. 

• What they do 
Nurses are increasingly taking on responsibilities that make them key players in leading and 
implementing programmes to improve public health. In many parts of Europe nurses are running 
health promotion programmes on issues such as breastfeding, accident prevention, alcohol misuse 
and nutrition. They carry out surveillance and infection control programmes, monitoring health and 
ensuring universal access to preventive services such as immunization and cervical screening. 

• How they work 
In addition to their access to the community and the range of their work, the philosophical 
approach of the profession embodied in the nursing process also means that nurses are able quickly 
to understand and appreciate the similar approach taken in community needs assessment. The 
method used in the nursing process of holistically assessing individual needs so that care can be 
planned and evaluated has great similarities to the process required for undertaking health needs 
assessment at a community level. 
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• How they see health 
Finally, the focus of nurses on health rather than disease and a partnership approach that 
encourages self-reliance and self-determination provides them with an understanding and the 
ability to adopt the model of health needs assessment outlined in this paper. The education and 
experience of nurses gives them the potential skills needed to work in a multidisciplinary and 
multisectoral environment. They are able to meet health care needs directly and help others to 
address health problems that fall within their area of responsibility. 

 
The model of the family health nurse being developed by WHO and promoted in many countries of 
Europe will provide a generation of nurses who are able to take on more responsibility and develop nurse-
led programmes of care within the community. These nurses will bring the skills, knowledge and attitudes 
necessary for developing a systematic process of health needs assessment. 

Developing the nursing contribution to health needs assessment: what needs to 
happen? 
In this paper we have argued that health needs assessment must be a core activity if primary care is to 
tackle inequalities in health, improve the health of populations, plan health care effectively and ensure 
community participation. In many countries health needs assessment is already an explicit element of the 
strategy to develop the public health approach in primary care. Nurses, with their wide range of skills, 
knowledge and experience, are a key resource in health needs assessment. 
 
For some countries the contribution of nurses to health needs assessment may just need articulating and 
making explicit. For others it will mean expanding and developing existing roles, or it may require a 
radical change and the development of new roles. There are many examples of nurses in different parts of 
Europe using needs assessment to address health problems in different and more effective ways. 
 
The plans for the WHO family health nurses and the HEALTH21 strategy provide templates for 
government and policy-makers across Europe to use as a basis in the strategic planning of their nursing 
services. However, the current education, status and organization of nursing vary greatly across the 
Region and in many countries nurses are not yet in a position to take up this role. The potential of nursing 
needs to be harnessed, not only in relation to health needs assessment but also as part of the workforce 
required to tackle the health problems facing the Region. 
 
If nurses are to play a central role in meeting the health challenges facing all of us, a number of issues 
need to be addressed. 

• Responsibility 
 

The model of health needs assessment described in this paper assumes that nurses can contribute to 
or lead this process. In order to do this nurses need to have responsibility for a given population, 
community or caseload and should be expected to undertake preventive health promotion work as 
well as clinical care. 

• Autonomy 
 

Autonomy goes hand in hand with responsibility. At an individual level this means that the nurse 
has the flexibility and freedom to decide what nursing care his/her patients require. But this has to 
be based on an assessment of need and knowledge of the effectiveness of different nursing 
interventions. It also means having the autonomy to determine whom, within the community, can 
benefit most from his/her care so as to achieve equity and improve health outcomes. 
 

A system of health care that is dominated by hospitals or where nursing tasks are delegated or 
prescribed by others, such as doctors, limits nurses’ ability to respond effectively to individual or 
local community needs. 
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• Education 
 

Undertaking community needs assessment requires a well educated nursing workforce, who are 
valued within society and respected by their communities. Improving the status of nursing and 
increasing their role at a policy level is essential to increased autonomy and responsibility at a local 
level. 
 

No single professional group can undertake health needs assessment alone, and nurses have to be 
able to work as part of a multidisciplinary and multisectoral team Everyone involved in health 
needs assessment should be able to work with and learn from others, recognizing the expertise, not 
only of other professionals, but also of local people. Preparing nurses to take on this agenda 
requires an educational programme that gives them the skills, knowledge and attitudes needed to 
promote health, make decisions, manage resources, collaborate with others and work in partnership 
with local people. In particular, health needs assessment work requires the specific skills and 
knowledge in epidemiology, health economics and effectiveness methodologies, community 
development, research methodologies, health promotion and health education which would have to 
be integrated into post-registration and continuing education programmes for nurses working in 
primary care. 

• Developing a common approach 
 

In some countries health needs assessment will be a new development, while in others engaging 
nurses in this activity will be new. All practitioners will also need guidance in how to carry out 
health needs assessment. A simple and straightforward model that has the flexibility to respond to 
local circumstances, data collection and health care systems will assist those who are new to health 
needs assessment. 
 

The principles and methods of health needs assessment are universal and applicable to all, 
whatever the setting. This means that health needs assessments are applicable to countries that have 
been torn apart by armed conflict or where infrastructures have been destabilized due to economic 
upheaval, or where there is long established universal primary health care and economic and social 
stability. We are currently developing a health needs assessment guide for nurses in Europe with 
WHO. This is an example of nurses working together across the Region, learning from each other 
and adapting experiences and knowledge to suit local circumstances. This reflects both our 
increasing interdependence and the development of a shared understanding of our common health 
problems and possible solutions that can be provided by the nursing professions. We have copies of 
the first draft of the document here with us today, and hope very much that you will take one and 
send us your comments. In that way a truly collaborative and jointly owned format will emerge. 

Conclusion 
Health needs assessment is a key mechanism that assists practitioners, managers and policy-makers to 
develop services based on need, to tackle inequalities in health and involve local people in decision-
making. It can also help provide a means for allocating limited resources to achieve maximum health 
gain. This paper has briefly described the process of undertaking health needs assessment and the 
important contribution to be made by nurses. 
 
The successful implementation of such a new way of working depends on community-based health care 
provision and the ability to provide basic public health services. It also demands a nursing workforce that 
is well educated, has responsibility for its own workload and the freedom and ability to respond flexibly 
to changing health needs. The responsibility of nurses for the promotion of health and the prevention of 
illness is central to the role of the family health nurse and the other public health nurses within the 
European Region. It is these practitioners who, with the right support, knowledge and skills, can take 
forward the challenge of implementing health needs assessment. 
 

Kate Billingham, Ann Rowe 
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Annex 12 
 
 

OPEN SPACE SESSION 
 
 
You will notice from the Provisional Programme that there will be an Open Space meeting from 10.00 to 
13.00 hrs on day 2 of the Forum meeting (during the technical discussion). 
 
Attached, please find a general description of what an open space meeting generally comprises. Due to 
the short amount of time allotted during the technical discussion, we will be using the same approach as 
described in the attached brief, but with some aspects left out. 
 
In principle, the steps would be: 

• Introductory PLENARY session to: 
− introduce the theme 
− identify specific topics of interest to participants for discussions in groups 
− identify Convenors for group work. 

• Convenor names and topics for group discussion are put on sheets of paper and placed on a notice 
board for all participants to view. 

• Participants sign up to the group with the topic of most interest to them. 

• The groups will convene for approximately 45 minutes 
(It may be that one group decides to split to work out a “sub-topic” to the original topic) 
(It may be that you are bored with a group and want to move on to another group) 

• The Convenor of the group will then note the results of the group discussion. 

• The Convenor reports will be placed on the notice board for all meeting participants to add their 
comments. 

• Final PLENARY session to: 
− share conclusions 
− clarify collective and individual responsibility 
− next steps to continue action 
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Annex 13 
 
 
KEY POINTS AND RECOMMENDATIONS FROM THE OPEN SPACE SESSIONS 
 

Nurses’ role in care of the elderly person living alone 

Key points 

• Maintain individuals’ independence. 
• Maintain/improve quality of life. 
• Reduce overall expenditure levels while improving quality of outcome. 
• Empower/provide the nurse with tools to provide a wider range of services. 

Recommendations 

Governments 
• Improve data collection regarding health services to the elderly. 
• Ensure the rights of the elderly to be protected by legislation. 

The profession 
• Empower through skill and knowledge 
• Increase potential for becoming greater advocates of need. 
• Increase range of services required by the elderly persons. 
• Encourage retired nurses to remian involved in issues affecting senior citizens. 

Individuals 
• Improve awareness of the needs of the elderly in society. 
• Voice those needs and improve the awareness of others. 

Inequity in access to health care between workers with employer-funded health 
care and those without 

Key points 

• It is an ethical problem. 
• It “rations” care. 
• It involves the population. 
• Requires open and critical debate. 

Recommendations 

Governments 
• Ensure open debate to develop a framework for difficult ethical solutions. 
• Involve nurses and other health care groups. 

The profession 
• Make it public. 
• Make nurses politically aware. 
• Start ethical debates, and bring in political parties. 
• Debate the subject of equity in professional groups. 
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Individuals 
• Start a discussion in a popular magazine. 
• Bring in health teams to discussion. 

How do people with no documents receive health care 

Key points 

• Should nurses obey the law or should they treat people. 
• Perceive health care as a fundamental right. 
• An important (moral) question is: only emergency care and what is emergency care. 

Recommendations 

Governments 
• Create the financial opportunities and legal possibilities to provide health care. 

The profession 
• Raise awareness to the problems in collaboration with other institutions, e.g. churches. 

Individuals 
• Follow the code of ethics of nurses (ICN) regarding these people. 

How can nurses influence the political level on equity questions 

Key points 

• Through national action plan. 
• Through multidisciplinary conferences. 
• Through WHO influence in several countries. 
• Ensure that there is a chief nurse in the ministry of health (authority). 
• Increase women power. 
• Encourage nurses in parliament. 
• Linkage between style of government and instability. 
• Involve other departments. e.g. education, social affairs. 
• Focus on low pay. 
• Focus on unemployment. 

Recommendations 

Governments 
• Nominate chief nurse with authority/autonomy. 
• Develop strategy and action plan. 
• Promote professional associations to work with governments. 
• Promote association involvement in development and monitoring of policy documents. 

The profession 
• Convince professions of nurses and midwives role in public health. 
• Promote political awareness in professions. 
• Ensure inclusion in education of prevention/promotion/equity.  
• Promote the role of organizations – broader social issues through education e.g. position papers. 
• Work with the media. 
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Individuals 
• Personal development. 
• Individual responsibilities. 
• Broader social issues. 

HEALTH21 nurse HEALTH21 campaign – how to use to promote equity 

Key points 

• Good idea. Exciting. 
• Integrate with national campaigns. 
• Work at different levels. 
• Prioritize key issues – don’t do everything. 
• Use good practice. 
• Work politically – not party-based. 
• Increase assertiveness – more thinking and planning. 
• Engage media. 
• Use events (World Health Day) and newsworthy issues as platform for communication. 
• Model behaviour. 
• Build into education systems. 
• Survey barriers in need of change. 

Recommendations 

Governments 
• Endorse support. 
• Address equity issues. 

The profession 
• Link hospital and community 
• Link to other professions. 
• Link patients. 

Individuals 
• Model behaviour. 
• Tell own and others’ stories. Link to media. 

How to make nurses and midwives more interested in influencing policy decision 
making with emphasis on the gender issue 

Key points 

• Two issues: nurses – particular individual; women – role.  

• Women – conditioning of role from family and mainly women workforce; responsibilities for 
family; men have a more defined role and status and strong base. 

• Nurses – low self-esteem: doing, not reflecting. 

• Nurses – hard work, individualization; no right to speak in multidisciplinary teams and role not 
defined; feel subservient. 

• Women are in the lowest paid occupations and have poor working conditions. 
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Recommendations 

Governments 
• Survey number of nurses and midwives on governmental representative bodies. 
• Associations to demand nurses and midwives be involved in decision-making. 
• Education and socialization – gender issues. 
• Support associations through research projects and activities. 

The profession 
• Education of members of associations – tell nurses their role in the associations. 
• Associations – need to strengthen the role of nurses in political activity. 
• Meet with important administration personnel i.e., accountants, CEO, etc. 
• Improved structure in organization politics, increased nurses’ involvement in hospital committees. 

Individuals 
• Talk to children (male and female) in schools about gender issues. 
• Different professional conditions for women to became involved in politics. 
• Education, socialization from home, nursing organizations. 
• Nurses and midwives to discuss the role of men – women with their patients, e.g. children. 
• Good women as role models. 

Tackling the underlying causes of inequities in health 

Key points 
• Think broadly – not just vulnerable groups but differences across society. 
• Information – present evidence. 
• Crossministerial connections. 
• Strategy for nursing profession to work at different levels and with different members of team (not 

only health team). 
• Lobby. 

Recommendations 

Governments 
• Crossministerial connections and flexible budgets. 
• Nursing advisers – direct links to different ministries. 
• Monitor health gaps to suggest strategies. 
• Standards for data on health. 
• Make equity in health a priority. 

The profession 
• Develop infrastructure to enable lobbying. 
• Develop infrastructure to collect data from nurses and other disciplines. 
• Think proactively and strategically. 
• Renew how profession is perceived and present an assertive profile. 

Individuals 
• Work at local level – in workplace and improve working conditions: with families – as family 

health nurse; on streets – support vulnerable people and advocate for their needs. 

• “Infiltrate” and lobby monitoring groups. 
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Access for marginalized persons to health care  

Key points 

• Marginalized groups don’t fit into the health system – neglected. 
• Street nurses meet the groups where they are “between worlds”. 
• Multidisciplinary group and multisectoral groups. 

Recommendations 

Governments 
• Many models of structuring health care, not only one. 
• Try different projects – pay for these projects to facilitate the right models.  
• Education – government to finance. 

The profession 
• Seek more education – also in ethics. 
• Advocate for the marginalized groups. 
• Cooperation between professions (1+1=3). 

Individuals 
• Train ourselves to be more professional. 
• Be aware of the problem and talk about it. 
• Advocate for those groups – to politicians / health care system. 
• Don’t be afraid – meet people where they are. 

Distribution of nurses and midwives according to local health care needs 

Key points 

• Inequitable distribution of nurses and midwives – often areas of greatest needs have the least. 

• Problem of nurses/midwives having to spend more time on reporting/documenting care – however 
can be beneficial. 

• Look at job descriptions/functions. 

• Problem of encouraging patients/clients to complain. 

• Assessment of patients/clients – often by different professions. 

• In some countries, acute nursing is a more attractive career choice. 

Recommendations 

Governments 
• Promote community nursing and midwifery as a career choice. 
• Ensure nurses can use their professional judgment in assessing and providing care. 
• Support nurses and midwives in demonstrating impact of care/interventions on patient outcomes. 

The profession 
• Involve nurse-teachers in local communities to create links. 
• In British Columbia, student nurses are allocated a family to observe during their training. 
• The nursing and midwifery associations should start coalitions with patient/client organizations. 
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Individuals 
• Become more aware of socioeconomic factors that affect health in communities. 

• Renew community health needs against demands for health care. 

• Support individuals in the community to work with community. 

• Nurses and midwives to be more aware of benefits/other services available. 

• Encourage nurses and midwives to be more aware of other cultural attitudes to health. 

• Nurses and midwives to open discussions with patient groups and be less inward focused, 
e.g. WHO could invite a patient group to the next meeting.  

How can we be advocates for equity in health 

Key points 

• Points to equity – professions must care about equity. 
• Education – leadership skills. 
• Government advice in profession with training in political skills. 
• Patient representation at all levels. 

Recommendations 

Governments 
• Promote nurses and midwives as adviser to government. 
• Recognize patient and citizens’ rights. 
• Ethics – respect for ethical principles. 

The profession 
• Equity of qualification. 
• Confidence in ourselves. 
• Use the evidence that we already have. 
• Pool our evidence. 

Individuals 
• Confidence in ourselves! 

“Demedicalization” of childbirth 

Key points 

• Centralization of maternity services. 
• Impact of obstetricians. 
• Cesarean sections. 
• Expectation of women and families. 

Recommendations 

Governments 
• Legislation for legitimizing the role of the midwife. 
• Policies on all women having access to a midwife. 
• Allocate resources to underpin policies. 
• Institute policy for future consultations. 
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The profession 
• Lobby for a chief nurse/midwife at government level. 
• Develop a campaign strategy. 
• Build alliances with users and other professions. 
• Develop a culture of evidence-based information and practice. 

Individuals 
• Nurses and midwives need to become more politicized. 
• Develop audit and research. 
• Become technologically knowledgeable. 
• Keep up to date on knowledge and skills. 

Equity in allocation of resources between hospitals and public health 

Key points 

• Inequitable distribution of financial resources between hospitals (70-80%) and public health. 

• Human resources allocation mainly for hospital care. 

• Nurses as a main human resource for public health. 

• Health systems focus on short term cure rather than prevention and promotion of health. 

• Although public perception is changing slowly, demands are mainly for cure and not for health 
promotion and prevention. 

• Power of hospital medical establishment. 

• Reduction of financial resources where good community services already exist. 

Recommendations 

Governments 
• Identify two or three HEALTH21 targets and provide the resources implementation. 
• Education of the public about health and healthy lifestyles. 
• Use of nurses’ knowledge as a main resource for public health. 

The profession 
• Develop strategies to work with governments at national, regional, local levels. 

• Demand the opportunity to be included as members of decision-making bodies for resource 
allocation in the health sector. 

• Look at the targets identified by government and focus on how to use the nurses’ potential to 
achieve the targets. 

Individuals 
• Demand services for health promotion and prevention. 

• Advocate public health services for risk groups in the community – elderly, drug addiction (drugs, 
alcoholics, etc.) 
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Annex 14 
 
 

STATEMENT – THE EUROPEAN FORUM OF NURSING AND MIDWIFERY 
ASSOCIATIONS AND WHO 

 
 
The European Forum of Nursing and Midwifery Associations and WHO, 
 
Conscious of the increasing inequalities in health and health care, both within countries and between 
countries; 
 
Recognizing that the most disadvantaged people have the worst health, as well as the least access to 
health care services; 
 
Understanding that social and economic factors are major determinants of people’s health;  
 
Aware that countries introducing market economies as part of their reform process may further 
disadvantage the worse off; and  
 
Concerned that access to quality health and health care should be the right of every human being, 
 
Urges: 
 
Nurses and midwives to: 

• commit their knowledge, skills and experience 

• advocate for professional, institutional and government policies, and 

• support twinning and other international programmes of solidarity; 
 
so as to ensure: 

• that the most vulnerable and marginalized people in society have access to adequately funded 
quality health and health care services; and 

• that policies are developed to improve their life skills and circumstances; 
 
Governments to: 

• identify the inequities in health and the reasons for them; 

• commit the necessary resources to improving the life skills and circumstances of those most in 
need; and 

• recognize and support the role of nurses and midwives in working to improve the health of these 
groups and the rest of society. 

 
Copenhagen, 4 March 2000 
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