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 ABSTRACT  

To take forward the concept of the family health nurse in 
primary health care, the meeting examined mechanisms of 
financing and implementing this concept in different health 
care systems. The aims were: to discuss how to introduce 
the concept of the family health nurse into different health 
care systems; to assess the implications of the concept; and 
to identify the structural and financing arrangements that 
would be required. The participants comprised a consumer 
representative, nurses, midwives, doctors and third-party 
payers. 
 
The participants formed working groups to discuss various 
themes: integration, financing, and the range and coverage 
of nursing services in primary health care. Three models of 
health care systems were considered: the Beveridge model, 
the Bismarck model, and that of countries in the transition 
phase. Based on the discussions in the working groups, the 
participants made specific recommendations for the 
implementation the concept of the family health nurse in 
different health care systems. 
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Introduction 

The health care reforms of the 1990s in Europe have had two common features: rising health 
care expenditure and decentralization of decision-making. Objectives such as prevention and 
pursuit of equity have not been high on the agenda. Consumers’ rising expectations and 
unfulfilled health needs must be seen as challenging market gaps where nurses, among others, 
can provide real opportunities related to the health of all people. 
 
In recent years it has become clear that significant contrasts in health inequities, unemployment, 
homelessness and poverty are not confined to the developing countries but also to many of the 
richer ones. The WHO Regional Office for Europe has, therefore, introduced HEALTH21, the 
health for all policy framework for the WHO European Region, as a comprehensive model to 
meet this new situation. By being more productive, having a longer working life and 
participating more actively in their communities, healthier people can contribute to society and 
become more effective citizens. 
 
As defined in HEALTH21, the family health nurse model provides a comprehensive approach to 
nursing in primary health care (Annex 1). Together with eight Member States, WHO will select 
demonstration areas to test appropriate models of family and community-oriented nursing in 
different countries. Representatives of government, health insurance funds, nursing associations 
and consumers were invited to attend a meeting in Barcelona in April 2000 to discuss the 
implications of the family health nurse model, its infrastructure and financing requirements, and 
the pilot schemes. 
 
Family health nurses act as front-line workers in listening to consumers and are a new resource 
for the public through empowering clients to take responsibility for and make informed choices 
regarding their health development. The target groups of the family health nurse will include a 
number of families and individuals living within a defined geographical area, covering all age 
groups as well as the community itself. The activities of the family health nurse include health 
promotion and disease prevention, curative care of illness, care in the final stages of life and 
rehabilitative care. 
 
The literature suggests that excellent outcomes can be achieved in effectiveness, cost-
containment and patient satisfaction by employing nurses and using their expertise in the 
community. The implementation of the family and community nursing services appears to be 
easier in countries where the national health care system ensures universal coverage and a 
comprehensive range of health services than where health care systems are predominantly based 
on health insurance. In countries with experience of public health nurses’ services, all social 
groups accept them and about 95% of families use them. These positive results would suggest 
that the role of family health nursing is worth further exploration. 
 
The meeting was held at the WHO European Centre for Integrated Health Care Services in 
Barcelona on 28 and 29 April 2000. It was attended by 20 representatives and observers of 
ministries of health, nursing education, nursing and midwifery associations, health insurance 
funds, consumers and the WHO Regional Office. The participants formed an expert group 
representing health care systems based on the Beveridge model, the Bismarck model and 
countries in the transition phase from central control. Ms Gillian Biscoe from Australia was 
invited to facilitate the meeting (list of participants in Annex 2). Ms Ragnheidur Haraldsdottir 
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chaired the meeting and Dr Mårten Kvist was nominated as rapporteur until the arrival of 
Dr Marjukka Vallimies-Patomäki, who thereafter continued as rapporteur. 
 
Ms Anita Simoens-De Smet and Ms Ragnheidur Haraldsdottir were the chairpersons and 
Ms Madrean Schober and Dr Grazyna Wojcik the rapporteurs of the working groups. 

Objectives and process of the meeting  

Ms Gillian Biscoe described the purpose and the process of the meeting. The objectives of the 
meeting were: 

• to discuss how to introduce the family health nurse concept into different health care systems 
• to discuss the implications of this expanded model, and 
• to identify the structural and financing arrangements that will be required. 
 
The programme is in Annex 3. During the opening presentation Dr Mila Garcia-Barbero 
described the main roles of WHO and the main tasks of the WHO European Centre for 
Integrated Health Care Services in Barcelona. 
 
During the first day the objectives of the meeting were dealt with in discussions and in a 
presentation given by Mr Harald Kesselheim in a plenary session. Discussions continued in 
parallel working groups on the following two themes, which were introduced through two 
presentations of ten minutes in each working group: 

• How can family health nursing services be integrated into and financed as part of primary 
health care in different health care systems? 

• How can the comprehensive range and the universal coverage of the family health nursing 
services and direct access to them be ensured in different health care systems? 

 
During the second day the working groups reported their conclusions to a plenary session. After 
the feedback session the participants discussed the possible family health nurse models in 
different health care systems in groups of three or four people. The smaller groups again reported 
their final proposals to a plenary session. 

Family and community-oriented nursing services in primary health care in 
different health care systems 

Mr Kesselheim introduced the nursing perspectives in home care in Germany (Annex 4). Health 
policy in Germany has changed considerably during the last decade. The aim has been to 
promote the integration of medical care, nursing, rehabilitation, and preventive and social 
services and at the same time to prevent excessive use of the services. Since the long-term care 
insurance came into force in 1995, the amount of home care has increased by 75% and the 
number of institutional care providers has doubled. However, there are deficits in the structures 
and processes of the current nursing services which need to be addressed if the use of expensive 
institutional care is to be reduced, efficiency increased, and integrated care and evidence-based 
and quality-oriented nursing services developed. 
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According to Mr Kesselheim, health insurance funds in Germany support the use of nursing 
services in long-term care. He was of the view that the implementation of the family health nurse 
concept would contribute to the necessary changes in nursing in Germany. 
 
During the ensuing discussion, the participants paid attention to the definition of the family 
health nurse on the basis of the HEALTH21 policy, the expanded versus the traditional roles of 
nursing and the implications of the changed structure of primary health care. They emphasized 
the development of patient, family and community orientation in basic and continuing nursing 
education. However, there were some concerns about the possible paternalistic approach of 
family health nursing. 

Working groups 

Mr Kesselheim (Annex 4), Dr Marjukka Vallimies-Patomäki from Finland (Annex 5), 
Dr Grazyna Wojcik from Poland and Ms Elena Stempovscaia from the Republic of Moldova 
(Annex 6) introduced the first theme in the working groups. The second theme was introduced 
by Ms Anita Simoens-De Smet from Belgium (Annex 7), Ms Teresa Icart from Spain (Annex 8), 
Ms Ragnheidur Haralsdottir from Iceland and Ms Monika Klampfl from Austria (Annex 9). 
 
The presentations and ensuing discussions resulted in the following conclusions. 

Nursing services in primary health care in Finland, Iceland and Spain 
representing countries based on the Beveridge model 

Finland and Iceland have primary health care systems going back about 30 years, while the 
current health care system in Spain was established in 1986 and the reform has not yet been 
completed in the entire country. 
 
Financing: 

• In Finland and Iceland nursing services are financed mainly through tax revenues via the 
state budget. 

• In Spain financing is based on the participation of the communities in the general health 
care budget, but there is a general trend towards private insurance. 

 
Legislation: 

• In Finland and Iceland, legislation defines primary health care as a cornerstone of the 
health care system and the responsibility of the local authorities. 

• In Spain, Catalonia, Andalusia, the Basque country and Valencia have their own public 
health services while the National Institute of Health is the largest public health service in 
communities which do not have autonomy in providing health services. 

 
Coverage: 

• Coverage is universal. 
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Service providers: 

• In Finland and Iceland nursing services in primary health care are provided in municipal 
health centres across the country. 

• In Spain the national network of public health care centres forms the basic level of health 
care. 

 
Range of nursing services: 

• Comprehensive. 
 
Other aspects: 

• In Finland and Iceland, legislation and education provide the necessary requirements for 
the expanded nursing role in primary health care. 

• In Spain, the health care reform has improved the opportunities to provide preventive 
services for the public. 

Nursing services in primary health care in Austria, Belgium and Germany, 
representing countries based on the Bismarck model 

Financing: 

• In Belgium and Germany, nursing services in primary health care are financed through 
statutory insurance. Money is allocated directly to the agencies against a bill. 

• In Austria, nursing services are financed by the state, provinces and municipalities. Health 
insurance funds do not cover health promotion or illness prevention. 

 
Coverage: 

• Coverage is universal in Austria and Belgium. 

• In Germany, the long-term care insurance covers 98.5% of the population. 
 
Service providers: 

• In Austria, welfare associations and the municipalities are the providers. 

• In Belgium, general practitioners (GPs), centres for general medical care, the private 
sector, cities, the Roman Catholic church and associations related to patient groups all 
provide services; different health centres provide services for children, young people and 
industry. 

• In Germany, GPs, groups of nurses, church, charity and welfare organizations and the 
community are the providers. 

 
Range of nursing services: 

• Nursing services in primary health care mainly comprise home nursing; preventive 
services are quite limited. 

• The grade of the home nursing services is based on the professional assessment of the 
patient’s needs. The number of the grades of the benefits varies in different countries. 
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• In Germany the modes of the benefits in home care consist of monetary benefits, 
professional care or a combination of both and institutional care. 

• In Belgium an alternative pattern of care has been developed and resources have been 
allocated for home nursing services and short periods of institutional care. 

• In Austria nursing services cover home nursing care, home help provided by auxiliary staff 
and meals on wheels. Only few health promotion and health education activities are 
provided in home nursing. 

 
Other aspects: 

• The purpose of the benefit system is to diminish the use of institutional care. 

• The great diversity of health service providers may cause overlapping and the need to 
coordinate the services. 

• Quality assurance is essential to gain financing for nursing services. 

• Home nursing is provided by nurses with hospital-based education. 

Nursing services in primary health care in Poland and the Republic of Moldova, 
representing countries in the transition phase 

The health care reform in Poland starting in 1995 has focused on the development of primary 
health care and resulted in an increasing number of GPs, restructured hospitals network, 
communalization and privatization of the health care infrastructure and an increasing number 
and diversity of non-public service providers. In the Republic of Moldova the health care reform 
is also focusing mainly on primary health care. 
 
Financing: 

• In Poland nursing services except school nursing are financed through insurance funds. 

• In the Republic of Moldova the financing of family nursing is based on the national 
budget. Health insurance is supposed to be implemented in the future. 

 
Coverage: 

• In Poland coverage is universal. 
 
Service providers: 

• In Poland nursing services are provided by public and non-public health care 
organizations, GPs, non-public nursing organizations and independent nursing practices. 

• In the Republic of Moldova the family doctor and the family nurse systems have been 
introduced. Certain people in vulnerable groups are assisted by charity organizations and 
the church. 

 
Range of nursing services: 

• In Poland the reform has resulted in a diversity of the roles of the community and family 
nurses. 
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• In the Republic of Moldova the minimum benefit package guaranteed by the state covers 

emergency care, immunization and care of patients with cancer, tuberculosis and diabetes. 
Nursing services are based on the comprehensive development of family nursing. 

 
Other aspects: 

• In Poland nurses and midwives working in primary health care have gone through an 
intensive process of preparation, including family nurse and nursing director education. 

Conclusions 

The working groups drew the following conclusions on the basis of the presentations and 
discussions. 

1. In countries based on the Beveridge model, nursing services in primary health care are 
available to everyone throughout their lifetime. 

2. In countries based on the Bismarck model, nursing services in primary health care focus on 
insured people while the poorest part of the population may opt out. 

3. Countries in the transition phase are reforming primary health care and developing family 
and community-oriented nursing services. 

4. In the insurance-based systems, financing is also available for the family health nursing 
services but reallocation of the resources will be required. 

5. The health insurance funds will finance nursing services based on the family health nurse 
concept if the quality of the services meets their requirements. 

6. The implementation of the family health nurse concept will give rise to about 1.6% 
additional costs, mainly due to education. 

7. The legal position of the nurses is an essential requirement for the implementation of the 
family health nurse concept. 

8. In the insurance-based systems, there is overlapping in home nursing services while the 
supply of health promotion services is quite rare. 

9. Nursing practice is not based on family and community-oriented education in many 
countries. 

Final proposals 

Participants gained a better understanding of the financing of family and community-oriented 
nursing services, how they are integrated into primary health care and their range in different 
health care systems. However, the objectives related to the provision of the models of financing 
family health nursing services, particularly in countries based on the Bismarck model, were not 
entirely achieved. 
 
The following proposals were made on the basis of the discussions. 
 
1. Implications of the family health nurse concept from the perspective of people’s needs: 

• primary health care should be strengthened as a base line of the health care system; 
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• the focus should be on the entire population and different target groups in a certain 
area; 

• access to nursing services in primary health care based on the needs of individuals and 
families should be improved; 

• clients’ involvement should be strengthened; 

• a complementary option should be provided for clients; 

• quality, continuity and the range of the nursing services should be improved as 
compared with existing services; 

• there should be greater understanding of people’s needs and the effects of lifestyles; 

• there should be greater awareness of the need for information and social support; 

• comprehensive working patterns and a holistic approach in nursing practice should be 
strengthened; 

• integration of the health and social services as well as between health services at the 
different levels should be improved; 

• networks should be promoted with other sectors and consumers’ organizations; 

• the division of work between health care professionals should be developed. 
 
2. The changed health care structure should result in the development of: 

• regulatory and financial arrangements to ensure equal access to family health nursing 
services; 

• primary health care services according to the needs of the population and local 
circumstances; 

• a comprehensive range of family health nursing services as an integral part of the 
multidisciplinary approach in primary health care; 

• mixed payment systems to promote health policy priorities and the same value to be 
attached to nurses as to other health care professionals. 

 
3. The implementation of family health nursing services in countries based on the Beveridge 

model should: 

• be in accordance with the legislation regulating primary health care; 

• be based on the current primary health care service and financing system; 

• develop nursing education and working patterns in primary health care on the basis of 
the family health nurse concept and within the primary health care definition adopted 
at the Alma-Ata Conference in 1978 and re-affirmed twenty years later in Almaty, 
Kazakhstan. 

 
4. Implementation of family health nurse services in countries based on the Bismarck model 

should: 

• increase an understanding of the family health nurse concept and its impact on health; 

• allocate the existing resources and funds to family health nursing services; 
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• yield evidence related to the quality and effectiveness of the family health nursing 
services for the insurance funds; 

• assess the cost-effectiveness of the family health nursing services at the national and 
European level; 

• ensure that clients may choose between different options and have equal access to 
nursing services; 

• coordinate the different health care service providers in primary health care; 

• expand the range of nursing services covered by the insurance funds from home 
nursing to health promotion and preventive services; 

• reorientate the working patterns in primary health care on the basis of the family 
health nurse concept; 

• develop both basic and continuing education on the basis of the family health nurse 
concept. 

Closure of the meeting 

Ms Ainna Fawcett-Henesy expressed her warmest thanks to the participants. She said that the 
Regional Office will continue collaborating with the pilot countries over the preparatory work 
related to the provision of the appropriate financing and structural models for the implementation 
of the family health nurse concept in different health care systems. 
 
Ms Ragnheidur Haraldsdottir also expressed her gratitude to the participants for their contribution 
during the meeting and emphasized the remarkable efforts and achievements by Ms Ainna 
Fawcett-Henesy in developing and strengthening nursing in Europe. 
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Annex 1 
 
 

SCOPE AND PURPOSE 
 
 
The family health nurse is a relatively new concept promoted by WHO in HEALTH21: an introduction to 
the health for all policy framework for the WHO European Region.1 The concept was developed out of a 
belief that the family was the most important unit in society and could benefit from having direct access 
to the services of a nurse competent to work along the health illness continuum. Additionally, there was 
an increasing body of evidence which suggested that nurses who worked in this way could reduce the 
burden of disease, provide valuable support to families (especially those in need), and be cost- and 
clinically effective as well as being well accepted by the public. 
 
While there is evidence that nurses working in community settings can be found in most of the 51 
European Member States, there are huge variations in how that role is carried out. The proposed new 
model offers a comprehensive approach to the modern family along the whole health-illness continuum, 
paying special attention to the empowerment of individuals, families and communities. The role is 
envisaged to take account of the critical periods along the life course as well as meeting the special needs 
of marginalized and vulnerable groups. 
 
The aim of the meeting in Barcelona is to discuss how best to introduce this expanded model of nursing 
in the countries of Europe and the implications of this model, and to identify the structural and financing 
arrangements that will be required to realize this objective. The outcome of the meeting will be used to 
develop guidance as well as a methodology to test the family health nurse concept in some selected 
Member States. Representatives of government, health insurance funds, nursing associations and 
consumers are invited to participate in the meeting 
 

                                                 
1 Copenhagen, WHO Regional Office for Europe, 1998 (European Health for All Series, No. 5). 
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Annex 2 
 
 

PARTICIPANTS 
 
 
Ms Gillian Biscoe  Tel.: +61-3-6225.47.10 
Nurse Consultant  Fax: +61-3-6225.07.40 
622 Sandy Bay Road  E-mail gbiscoe@bigpond.com 
7005 Sandy Bay 
Tasmania 
Australia 
 
Ms Dolors Costa-Sampere  Tel.: +34-93-310.15.64 
President, Catalan Midwives Association Fax: +34-93- 310.51.16 
Coordinator, Women’s Attention Programme  E-mail llevadores@maptel.es 
  in the “Centre” Public Health Region E-mail PAD@sapall.scs.es 
Tapineria, 10, 2n  
08002 Barcelona 
Spain 
 
Mr Fons Dekkers  Tel.: +31-30-29.70.302 
Federation of Patients and Consumers  Fax: +31-30-29.70.606 
  Organizations in the Netherlands  E-mail npcf@npcf.spin.nl 
P.O. Box 1539 
NL 3500 BM Utrecht 
Netherlands  
 
Ms Ragnheidur Haraldsdottir (Chairperson) Tel.: +354-56-09.700 
Department Head: Fax: +354-55.19.165 
Ministry of Health and Social Security  E-mail ragnheidur.haraldsdottir@htr.stjr.is 
Heilbrigdis og Tryggingamalaradune  
Laugavegur, 116 
IS 150 Reykjavik 
Iceland 
 
Ms Teresa Icart  Tel.:  +34-93-231.72.73 
Nursing School, University of Barcelona  Fax: +34-93-402.42.97 
Infermeria, 3a planta, despatx 115  E-mail ticart@bell.ub.es 
Av. Feixa Llarga, s/n 
08907 L’Hospitalet de Llobregat 
Barcelona 
Spain 
 
Mr Harald Kesselheim Tel.: +49-228.84.35 
AOK Bundesverband  Fax: +49-228.84.37.26 
Postfach 200344  E-mail Harald.Kesselheim@bv.aok.de 
D 53170 Bonn 
Germany 
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Ms Monika Klampfl  Tel.: +43-316.877.35.22 
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Austria 
 
Dra Myriam Ovalle Bernal  Tel.:  +34-91-334.55.20 
General Board of Registered Nurses Schools  Fax: +34-91-334.55.03 
Fuente del Rey, 2  E-mail movalle@smail1.ocenf.org 
28023 Arabaca (Madrid) 
Spain 
 
Ms Blanca Prats Viedma  Tel.:  +34-93-227.29.00 
Catalan Ministry of Health Representative  Fax: +34-93-227.29.90 
Travessera de las Corts, 131–159  E-mail promain@dsss.scs.es 
Pavelló Ave María 
08028 Barcelona 
Spain 
 
Ms Madrean Schober  Tel.: +1-812-339.91.00 
ICN Virginia Henderson Fellow  Fax: +1-812-339.97.00 
International Council of Nurses  E-mail madrean@attglobal.net 
3, place Jean-Marteau 
CH 1201 Geneva 
Switzerland 
 
Ms Glòria Seguranyes  Tel.: +34-93- 402.42.47 
International Confederation of Midwives  Fax: +34-93- 402.42.97 
Head, Midwifery Teaching Unit  E-mail gseguranyes@bell.ub.es 
Nursery Schoool, S.P., S.M. and Maternal and  
  Child Care Unit, Campus Bellvitge 
Feixa Llarga, s/n 
Pavelló de Govern, 3ª planta 
08907 L’Hospitalet de Llobregat (Barcelona) 
Spain 
 
Ms Anita M. Simoens-De Smet  Tel.: +32-2-21.04.777 
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Belgium 
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Republic of Moldova 
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Poland 
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Annex 3 
 
 

PROGRAMME 
 
 
Friday, 28 April 2000 

09:30 – 10:00 Registration 

10.00 – 10.10 Opening and nomination of chairman and rapporteur, Mila Garcia Barbero 

10.10 – 10.20 Introduction of the scope and purpose of the meeting, Ainna Fawcett-Henesy 

10.20 – 10.40 Family health nurse – a new opportunity to provide comprehensive nursing services for 
the public, Ainna Fawcett-Henesy 

10.40 – 10.50 What is the added value of family and community-oriented nursing? Research results 
and country evidence, Marjukka Vallimies-Patomäki 

10.50 – 11.00 Discussion period  

11.00 – 11.30 Coffee break 

11.30 – 12.00  Perspectives of nursing in home care, Harald Kesselheim 

12.00 – 12.20 Introduction to the working groups, Gillian Biscoe, Facilitator 

12.20 – 13.00 Working groups: How can family health nursing services be integrated into and 
financed as a part of the PHC system in different health care systems? (Brief 
introductions to the theme) 

13.00 – 14.00  Lunch 

14.00 – 15.00 Working groups (continued) 

15.00 – 17.00 Working groups: How can the comprehensive range and the universal coverage of the 
family health nursing services and direct access to them be ensured in different health 
care systems? (Brief introductions to the theme) 

17.00 – 17.15 Brief reports from working groups: Work in progress 

17:15 Closing – first day 
 
 
Saturday, 29 April 2000 

09.00 – 10.00 Working groups: Final conclusions and development of plenary presentations  

10.00 – 11.00 Feedback from working groups: How to employ family health nurses, ensure direct 
access to clients and finance family health nursing services in different health care 
systems, Gillian Biscoe, Facilitator 

11.00 – 12.30 Discussion: Implications and strategies how to implement the family health nursing 
services in different health care systems on the basis of the working groups, Gillian 
Biscoe, Facilitator 

12.30 – 12.50 Conclusions and final strategy, Ainna Fawcett-Henesy 

12.50 – 13.00 Closing, Mila Garcia Barbero 

13.00 – 14.00 Lunch 
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Annex 4 
 
 

PERSPECTIVES OF NURSING IN THE GERMAN HOME CARE SYSTEM 
 
 

Harald Kesselheim 
Head 

Long Term Care Department 
AOK-Bundesverband 

[Federal Union] 
 
Ladies and Gentlemen, 
 
The German health-care policy has changed considerably in the last decade. Demographic changes and 
the knowledge that the approximately 280 billion DM available in the health-care system from health 
insurance and long-term care insurance together - that’s more than 15% of the salaries - have to suffice, 
has led to a series of reforms. 
 
For German politicians at least, new terminology has played its part in these reforms, i.e. managed care 
and disease management. 
 
The aims of this discussion are not new for nurse practitioners: for a long time it has been their aim to 
administer the complex situation of those requiring care. It must incorporate the correct amount of 
medical care, nursing, rehabilitation, preventative and social nursing and services in each individual case 
and at the same time forego superfluous and questionable methods of treatment and aids. 
 
The scope of action of nursing is characterized by structural defects. In particular, there are intricate 
supplies and financing structures as well as a surplus in services offered, which determine the demand. 
 
In the period between the start of the new long-term care insurance in 1995 and today, the total amount of 
home care services has increased by 75% to around 12 000. 
 
In the same period, the amount of providers of institutional care has about doubled. Altogether, there are 
also around 12 000 institutions. The waiting lists we had in former days are now history! 
 
In comparison to 1995, there were only around 200 000 more beneficiaries in 1999. 
 
During 1999, health insurance and long-term care insurance paid out more than 30 billion DM to the 
service providers. If you include payments made by individuals and welfare institutions, altogether 
around 50 billion DM is made available annually for the nursing of those requiring it. 
 
The care for those requiring it is characterized by: 

− the overvaluing of nursing on the part of the medical profession, which always takes second place to 
rehabilitation – especially of old people; 

− the hospitalization and giving of medication for, amongst others, chronic illnesses; and  

− the lacking interconnection and the considerable deficit in quality assurance. 
 
This situation requires the control of the existing nursing care structures, nursing care procedures and 
scope of nursing care. The following expectations by those requiring care are the focus of this process: 
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− promotion of the network; 

− involvement in the expansion of an efficiency-increasing incentive system; 

− elaboration of guidelines for the determination of health-care standards; 

− the application of nursing care based on evidence. 

And a quality-oriented supply of services which bring the people out of short-term care and the 
institutional long-term care. We know: especially the elder people want to stay or to go back to their 
beloved home very soon! 
 
Ladies and Gentlemen, 
 
Whoever is chronically ill, must often learn in difficult processes, to live with his illness and to know how 
to adequately deal with complications and deteriorations of the situation. Nursing practitioners can help to 
maintain a bit of autonomy. 
 
Home care is therefore more than just medically orientated care in the doctor’s shadow. It must be in the 
position to offer integrated help in managing everyday life and holistic nursing concepts. It must serve the 
purpose of maintaining or regaining as much independence as possible despite the need for care and/or a 
chronic illness. 
 
Home care is unthinkable without the family network and care by the layman. Around 70% of the 
beneficiaries of home care in Germany are nursed exclusively by relatives, friends and neighbours. This 
clearly shows that this network is an imperative link in the nursing chain. 
 
However, the families need professional help in the form of advice, instructions, support and also relief 
for the running of the nursing procedure. This requires an increased turn towards procedural-orientated 
and situation-related treatment concepts in home care. These concepts must be characterized by respect 
for the individual and the ability to make autonomous decisions of the individual requiring care. 
 
The important function carried out by the layman, therefore, is not realisable without the support of nurse 
practitioners. It is however necessary to dislodge nurse practitioners from their traditional duties. The 
German health insurers want - also by financial incentives - to encourage the use of nurse practitioners for 
planning the nursing processes and to promote the ability of those requiring care and their relations to 
look after themselves.  
 
This change in structure is a lengthy, difficult process. The carers’ associations predominantly pursue the 
goal of maintaining the current structure. Even initiatives to quality-assured work and to market 
transparency have hardly been welcomed with open arms.  
 
Models and work organizations for the fields of outpatient and inpatient treatment are being developed 
with the accompanying help of the science of nursing – and with a look at our European neighbours. The 
basis for these models are nursing assessment procedures, on which the case history can build on, 
referring in fact to the individual’s requirements. 
 
In this context, we are concerned with RAI for example, with managed care and with the procedure 
P.L.A.I.S.I.R. in institutional care. Maybe situation-related nursing standards can be developed from this 
in the long term, nationally as well as institution-related. 
 
A further keyword is “integrated home care”, which however requires a new appreciation of the role of 
professional nursing. We are holding the specialist discussion of how high-quality nursing can be 
achieved for all those who require it. It must be made clear in the future which nursing activities can be 
delegated, and which ones should be left to the professionals. 
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Through the inclusion of semi-skilled staff, professional nursing obtains a new value as long as the 
professional staff are capable of making decisions about specific participation and the inclusion of other 
people into professional nursing and if the professional carers are given the necessary time, training and 
control. 
 
This does not limit professional competence, but rather strengthens it. The decision of which team 
member takes over the professionally correct nursing is fundamental. This decision must be reserved for 
the responsible professional on the grounds of his/her knowledge of the specific situation. It is necessary 
to have a reasoning that is also comprehensible for the colleagues. 
 
In perspective, this means that comprehensible and controllable indicators for various nursing situations 
within the nursing institution should be drawn up, with which the method and scope of professional and 
other services should be determined.  
 
Of course, these indicators should be supplemented by evaluation instruments which make result-
orientated care measurable. Planned and evaluated nursing procedures ensure the comprehension and 
quality-orientation for those requiring care, care institutions and service providers. With this, nursing 
could provide a comprehensive contribution to the whole quality of care, including preventative and 
rehabilitation aspects.  
 
Ladies and Gentlemen, 
 
This description of the environment of nursing activities shows that the discussion about the family health 
nurse has important pace-making functions for the necessary changes in the nursing profession. This 
approach is best suited to bringing out more intensely the advisory and coordination duties of the nurse 
practitioners and to secure them firmly in the public’s consciousness. 
 
Nursing must succeed in determining its place within the framework of an integrated care concept. At the 
same time, nursing will need to distinguish itself from other job outlines.  
 
This German impression of nursing in the German home care system doesn’t move as unisex t-shirt either 
in my mother country nor in this other country. Cooperation, in particular with nutritionists, social 
workers and social education workers seems to me to be imperative. These occupations cannot be 
replaced by nurse practitioners. 
 
In this way lost attraction of nursing will come back. 
 
Thank you for your attention. 
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Annex 5 
 
 

INTEGRATION AND FINANCING NURSING SERVICES IN 
PRIMARY HEALTH CARE IN FINLAND 

 
WHO meeting in Barcelona, 28–29 April 2000 

Dr Marjukka Vallimies-Patomäki 
 
Three features can be identified in health care in Finland: 
 
1. Health services are mainly financed through tax revenues. 
2. Everyone in Finland has the right to health care regardless of one’s economical or social status or 

place of residence. 
3. Municipalities are obliged to arrange health services.  
 
The Finnish health care system is mainly financed through national and local taxation. On the whole, the 
share of public funding has decreased while households pay a larger proportion of health care costs. 
 
Under the Primary Health Care Act (1972) the functions of the health centre are to provide: 
 

• health promotion and health education including family planning advice 
• diagnostic procedures and treatment for diseases, rehabilitation and screenings for local people 

as well as emergency services 
• maternity and child health services 
• school, student and occupational health care services 
• dental services 
• home nursing services 
• non-specialist medical care in health centre wards 
• those mental health services which can be provided at the level of primary health care 
• local ambulance services. 

 
The Finnish health care system is very decentralized, because a considerable part of the responsibilities 
and decision-making power has been delegated to the local level. Legislation does not regulate in details 
the range and method of providing the health care services. Therefore municipalities can organize health 
services according to the needs of the local population and local circumstances. 
 
Nurses, public health nurses and midwives work in all health services in primary health care and they are 
employed by municipalities or federations of them. In most health centres physicians and nurses form 
teams which are responsible for geographically defined areas covering from 1500 to 5000 persons. This 
system is called a small area population responsibility. 
 
There has been a great emphasis on the development of nursing services already for decades in Finland. 
The Primary Health Care Act (1972) supported the development of nursing workforce and services in 
primary health care. Nurses, public health nurses and midwives are in a position to come into contact with 
the entire population. Their work covers health promotion and illness prevention but also care of the ill 
patients. The acceptance of for example maternal and child health services by the families is very high. 
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Annex 6 
 
 

INTEGRATION AND FINANCING OF FAMILY HEALTH 
NURSING SERVICES IN PRIMARY HEALTH CARE IN MOLDOVA 

 
 

The reforms taking place within the health sector are mostly focused on primary care. For the 
time being Moldova has assumed family doctoring and family nursing. The activity of a family 
nurse (or community nurse) is based on the following four principles: 
 
I. Elaboration of a new model for family nursing: 

– regulation of functional responsibilities of family nurse; 
– staff training; 
– specialization and skills improvement of nurses in accordance with the new demands 

and programmes; 
– practical implementation of community nursing; 
– elaboration of standards for primary care quality improvement; 
– development of legislative documents; 
– collaboration with mass media in order to make public the new roles of a family nurse, 

such as coordinator, consultant, lawyer, tutor, etc.; 
– popularization of services provided by family nurses; 
– multidisciplinary teamwork; 
– research work; 
– tutorship. 

 
II. Health education 

– healthy lifestyle promotion; 
– creation of health schools in medical centres; 
– family education to maintain health; 
– promotion of national programme on cancer, tuberculosis, sexually transmitted 

diseases, alcoholism, drug abuse, diabetes care, etc.; 
– promotion of HEALTH21 targets; 
– special disease prevention through vaccination, prophylaxis of certain diseases. 

 
III. Secondary prevention 

– curative intervention for disease treatment and prevention of aggravation and 
complications; 

– early evidence of problems through home visits and regular community work; 
– regular control with prophylaxis aim (micro radiography, etc.); 
– creation on services – home care inpatient department, hospice. 

 
IV. Tertiary care 

– health rehabilitation services: 
i. massage; 

ii. physiotherapy; 
iii. cenetotherapy; 
iv. ergo therapy. 



EUR/00/5019315 
page 19 

 
 
 

Financing of family nurses is made from the national budget. The salaries are 20% higher than 
those of usual nurses. In general, primary care is funded by 35% of the total sum allocated for 
the Ministry of Health of Moldova. 
 
All the services to the population should be paid for. Children, invalids, retired people have a 
discount of 50%. 
 
The minimum guaranteed by the state is for emergencies as well as for the patients with cancer, 
tuberculosis, and diabetes and for immunization. 
 
Until now health insurance has not been introduced in Moldova. However it is supposed to be 
implemented in the future. 
 
Certain part of vulnerable patients is assisted by different charity organizations like Caritas 
Moldova, Emanuel Medical Centre, Humanitas Association and churches. 
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Annex 7 
 
 

NURSING SERVICES IN PRIMARY HEALTH CARE IN BELGIUM 
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Annex 8 
 
 

FINANCING AND STRUCTURAL ARRANGEMENT FOR THE 
FAMILY HEALTH NURSE. WHO. 

 
Ms Teresa Icart Isern. BCN: 28–29 April 2000 

 
In this presentation two topics will consider: 

• the Spanish Health Care System, and  
• the current position of the nurse in the Spanish PHC 

 
I. The current Spanish Health Care System was established in 1986 when the General Health Law 

passed Parliament. 
 
The most important aspects of this law were (Table 1): 

Table 1. Main characteristics of the Spanish Health Care System 

The Spanish Health Care System 

• Creation of the National Health System 
• Decentralization of the organization 
• Universal insurance 
• Changed financing 
• National network of PHC centres 

 
 
• Creation of the National Health System. This system is made up of all health services of central 

government and the autonomous communities 
 
• Decentralization of the organization of health care. The National Institute of Health (INSALUD) 

is the largest public health service in the communities without autonomy in health care delivery. 
The rest of the communities have competencies in public health, social services, education; this is 
the case for Catalonia, Andalusia, the Basque country and Valencia, where the health competencies 
have been transferred. So these regions have their own public health services that organize the 
health care. 

 
• Universal insurance of medical costs for all. We have moved from insurance system to national 

health system. The government provides direct health services through health centres, general 
hospitals, surgical units, maternity centres, children’s hospitals and psychiatric units. 

 
• Changed financing. The present system of financing is based on the participation of all Spanish 

communities in the general health care budget which is built up through taxes. Thus when people 
use health care services, they do not pay directly; so except in case of medication and some other 
services, like psychotherapy, dental care, etc, they pay a percentage. Briefly our health system 
relies on general taxation, but there is a general trend to pay for a private insurance to ensure our 
future. 

 
• The General Law set a national network of PHC centres. In Spain PHC is the basic level of 

medical attention, the one closest to the population and thus the most extensively used. 
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So, the reform of PHC began in 1986, and since then a lot of changes took place. This reform has not yet 
been completed in all Spain; causes are mainly lack of resources and sometimes lack of willingness to 
change. Table 2 summarizes some of these changes, some of them are related with nursing. 

Table 2. Features of Spanish Health Care System, before and after reform 

Features Before reform After reform 
Major focus Hospital and treatments and curative 

interventions 
Primary health care and prevention of 
diseases and health promotion 

Teamwork No. Isolation. Doctors work isolated 
with a nurse assisting them 

Yes. Multidisciplinary teams 

NG responsibilities A lot in hospitals. 
Few in PHC centres 

More independent 

NG recognition More in hospitals More in PHC centres 
NG salaries Higher in hospitals Have raised in PHC 
NG education: pre-graduate 
 postgraduate 

0% practice in PHC 
No courses in PHC 

50% practice in PHC 
Diplomas (1 year) and Masters in Public 
Health Nursing (2 years) 

Consultation rooms Doctor and nurse together Each one have its own room 
Clinical records (HCAP) No use of HCAP Use of multidisciplinary HCAP 
Basis for work No protocols, no programmes Protocols and programs. Clinical 

guidelines 
Nurse/Physician ATS (assistant in health/general 

practitioner 
Nurse/family doctor 

 
 
The nursing community saw this reform as a major opportunity to offer the public, continuous and 
substantial preventive care. Nurses made it clear in every conference and meeting that they intended to 
use the new structure to force physicians to work with them as a team. 
 
II. Current position of the nurse in PHC 
 
Within its own consultation, the nurse perform the following activities: 
 
1. Follow up of chronic patients (diabetes, obesity and hypertension) 
 
Nurses are involved in: 

• the detection and control of diabetes mellitus and the complications derived from it; 
• detection and prevention of modifiable risk factors which predispose to worsen chronic obstructive 

pulmonary disease; 
• nurses formulate recommendations on the management of patients with chronic cardiovascular 

diseases. 
 
Nurses carry out: 

2. Preventive activities such as: 
• vaccinations; 
• screening (measuring blood pressure and blood glucose levels); 
• nurses are trained for the early detection of cognitive and behavioural disorders, like dementia; 
• they give health education related to smoking, nutrition, physical exercises, hygiene habits; 
• use of medicines. Nurses are involved in the administration of drugs so they develop health 

education activities and they train patients and their relatives in the use of medicines; 
• nurses are encouraged to give educative counselling and to promote the social support system and 

self help groups, because family, peer groups, and self help groups as the informal and community 
resources play an important role in the promotion of healthy habits and lifestyles. 
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Particularly, nurses are involved in giving: 

• information and health education to prevent and detect excessive consumption of alcohol, tobacco, 
high fats food; 

• counsel for the general population especially vulnerable groups, in order to prevent HIV infection 
and AIDS. They insists in the need of avoiding the practices entailing a risk of HIV infection, like 
the consumption of intravenous drugs and unprotected sexual relationships. 

 
3. Care of children. Nurses carry out  

• the immunization of the infant population in according with Regional health authorities and they 
follow children development; 

• the few nurses that work at schools take care of the program for mouth-washing with fluoride 
solutions and give advice to prevent accidents that involve children. 

 
But community nurses move from PHC centres to patients’ homes and they provide: 
 
4. Home nursing care. In this sense we can divide our patients or clients in two groups: 

– those who need acute care at home, because they have left hospital after surgery, and  
– those who have a chronic disease which interfere to go by themselves to the PHC centre. Almost 

all of these patients are elderly, have cancer or are terminally ill. 
 
So our community Nurses at PHC level, take care for critically ill chronic patients and terminally ill, but 
in some cases those patients can benefit more from the palliative care. 
 
• It is admitted that health professionals, nurses and physicians, who work in the palliative care 

teams show more skills to reduce pain and the risk of complications and have more knowledge 
concerning the procedures and the palliative treatment of the terminally ill. 

 
I think nurses are essential in giving psychological support for patients and their families. Sometimes 
nurses facilitate the contacts with mutual self-help groups and social support resources like social and 
family workers. 
 
Now let’s see what aspects are not covered by nurses at PHC level and, from my point of view, should 
be. 
 
• Nurses should evaluate the quality and efficiency of the services and process they used. 

• They should do more to improve communication between different services and levels (hospital 
and PHC) to ensure a more broad based continuity in the nursing care process. 

• They should adopt criteria based on scientific evidence, for improving the quality of the health care 
process and reduce the variability in the nursing management of very common problems like sore 
pressures. 

• They should analyse their activities in terms of health quality, the satisfaction of the citizens and 
the impact on the health system. 

• They should improve the channels of communication with citizens and self-help groups and 
voluntary organization. They must inform the population about what they do. 
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Annex 9 
 
 

PHC-NURSING IN AUSTRIA 
 

Country Source of 
funds 

Benefit 
package 

Population 
coverage 

Nursing 
services in 

PHC 

Employer of 
nurses in 

PHC 
Fees for 

customers 
Reform 

trends in 
nursing 

 
Austria 
 

 
The funding of 
the PHC 
nursing takes 
different forms 
in the various 
provinces. 
 
Largely the 
powers 
granted for 
nursing 
services in 
PHC are 
divided among 
the federation, 
the provinces 
and the 
municipalities. 
Health 
insurance 
funds pay for 
medical 
nursing care 
only. 

 
The most 
important 
services are: 
• Home 
nursing care 
(nursing 
service) 
• Home 
help carried 
out by 
auxiliary 
nursing staff 
(help in the 
household, 
simple 
nursing 
services) 
• Meals on 
wheels 
 
Very little 
health 
promotion 
and health 
education 
activities are 
done in home 
nursing. 

 
Universal. 
 
Whether the 
provided 
home nursing 
activities are 
according to 
health care 
need is 
questionable. 
 
The number 
of home 
nurses vary 
between the 
provinces 
and is 
calculated on 
a ratio base. 
 
In total, about 
310,000 (4%) 
Austrians 
were 
receiving 
nursing 
benefits* at 
the end of 
1997. Nearly 
half of them 
were 
receiving 
stage two 
nursing 
benefits. 
Nursing 
benefits of 
stage seven 
were 
received by 
about one 
percent. 

 
Home nursing 
only. 
 
The use of 
home nursing 
services in 
private 
household is 
to allow 
physically and 
mentally 
handicapped 
people to 
maintain their 
situation in 
life. 
 
Home nursing 
is provided by 
nurses with a 
hospital based 
three years 
full-time 
education. 
 
A 
specialization 
in any of the 
PHC nursing 
fields is not 
required by 
the nursing 
law, which 
was passed in 
1997. 

 
Home nursing 
activities 
across the 
country are 
provided by 
welfare 
associations 
and 
municipalities. 
 

 
The clients 
pay a fee 
which is 
calculated on 
the basis of 
gross income 
and their 
nursing 
benefit.  
 
*Nursing 
Benefit: The 
nursing 
benefits are 
provided so as 
to enable the 
affected 
people to 
obtain the 
required care 
and help to 
carry on a life 
based on their 
personal 
requirements. 
The amount of 
the nursing 
benefits is 
based on the 
required 
nursing 
needs. 
The 
assessment of 
nursing needs 
is made by 
doctors. 
 
The nursing 
benefits are 
graded into 
seven stages. 

 
Reducing the 
duration of 
hospital stays 
and moving 
into PHC. 
 
Community 
Chief Nurse 
 
Training for 
nurses and 
reforms in 
financing are 
needed! 
 
 

 
Monika Klampfl, RN, MPH 
April 2000. 
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