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INTRODUCTION

4

Welcome to the 13th edition of Health
Europa Quarterly, which focuses –
inevitably – on issues surrounding

the Covid-19 pandemic, from the importance of
hand hygiene to control the spread of infection to
the potential repurposing of low cost antibiotics
as a prophylactic against contracting the virus.

HEQ 13 opens with Dr Agoritsa Baka, Principal
Expert for Emergency Preparedness and
Response at the European Centre for Disease
Prevention and Control, highlighting the need
for public health support in these
unprecedented times. This is followed by a
special feature, produced in partnership with
the European Federation of Nurses Associations
(EFN), celebrating the World Health
Organization’s designation of 2020 as the
International Year of the Nurse and the Midwife.
In addition to exclusive articles from EFN
Secretary General Paul De Raeve detailing the
work of the EFN and the need for collaborative
synergy across the EU’s healthcare sector, HEQ
was able to speak to nurses, academics and
policymakers around Europe about the essential
work performed by nurses.

Our celebration of nurses is followed by a special
feature on the Covid-19 pandemic: Professor
Michael Lisanti of the University of Salford details
the potential of senolytic drugs as a treatment
option; while European Institute for Gender
Equality Director Carlien Scheele explores the

gendered impacts of Covid-19 and Max
Simonovsky, CEO of Soapy Care, tells us how
‘smart sinks’ could revolutionise hand hygiene.
We then move on to the potential of technological
innovations to change the face of modern
healthcare, as Mindmore showcases its digital
cognitive testing capabilities and Person Centred
Software highlights the need for care providers to
digitise their own processes; while Cerebriu Apollo
integrates machine learning into diagnostic
medical imaging.

UK peer Baroness Jolly, Co-Chair of the UK’s All-
Party Parliamentary Group on Ageing and Older
People, highlights the challenges facing the
treatment of an ageing population as Virotea
founder Ivan Perlesi showcases the benefits of
virtual reality in elderly care. In an embedded e-
book, Susanne Kircher, co-founder of the Austrian
MPS Society, talks about mucopolysaccharide
storage disorders, rare chronic diseases which
typically manifest in early childhood.

An overview of developments in IVF and
reproductive science by Rebecca Swann and
Jason Kasraie of the Association of Reproductive
and Clinical Scientists is followed by AIVF’s
innovative use of Artificial Intelligence in IVF
treatment. We then close with a focus on
healthcare in practice, following Dr Ben Jansen
along his 500-day journey prescribing medicinal
cannabis in Australia.

Rosemary Lobley
Editor

Health Europa Quarterly 
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2020marks the World

Health

Organization’s

International Year of the Nurse and the Midwife,

in celebration of the bicentennial of Florence

Nightingale, the ‘mother of modern nursing’. In

recognition of the irreplaceable work of nurses

and midwives throughout European healthcare,

HEQ is proud to partner with the European

Federation of Nurses Associations for this special

feature, delving into the practical and policy

aspects of the profession.

In these unprecedented and incomprehensible

times, the need for widespread institutional

support for the public health system as a whole

has never been so stark – while weekly applause

may be heartwarming, the healthcare

professionals we spoke to affirmed the necessity

of well-funded, well-managed public health

institutions. Nurses, whose workload necessitates

large amounts of patient contact and who

disproportionately suffer from missing or ill-fitting

personal protective equipment, are some of the

most at risk of contagion. Their continued

essential work warrants overarching long term

budgetary and pastoral support.

What would Florence do?
200 years on from the birth of Florence

Nightingale, EFN Secretary Paul De Raeve

compares Nightingale’s legacy with the ongoing

lobbying efforts of the EFN. De Raeve’s analysis

takes in EFN lobbying both at an EU level and on

a broader scale, identifying the main outcomes

and impacts of existing campaigns and

examining potential future targets for further

endeavours.

In their own words
We speak to nursing staff from around Europe

about the challenges they face, the ways in which

their work has changed in recent months and the

broader impact of Covid-19 on the health sector. 

Examining dissemination
strategies
Paul De Raeve, along with Dean of the School of

Nursing at Johns Hopkins University Patricia

Davidson, reviews current dissemination models and

strategies to broaden impact on societal challenges.

This article assesses the societal impact of current

2020: Year of  the Nurse
and the Midwife

HEQ introduces our special feature celebrating the work of nurses
and midwives
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dissemination models and proposes a review of

social impact measurement based on multiple-

constituency theory, an approach that takes into

account multiple constituencies within the evaluation

process promoting engagement and empowerment.

The view from Parliament
HEQ speaks to Brando Benifei MEP about EU

action to combat Covid-19; the importance of

both public and political support for healthcare

workers; and the need for a wide-ranging,

cohesive funding model in public health.

Digitising the system
Paul De Raeve and Smart4Health Co-ordinator

Ricardo Jardim-Gonçalves explore the growing

necessity for a harmonised standard of digitised

European health records, with the aim of

implementing cost effective healthcare provision,

reducing the burden on frontline nurses and

facilitating cross-border care. The authors focus

particularly on the ways in which co-design and

co-creation, with extensive end user input, can

facilitate the development of sustainable

healthcare ecosystems. 

HEQ extends its collective gratitude and

pride to Europe’s nurses and other

healthcare professionals.
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Florence Nightingale was born on May 12,
1820 in Florence, Italy, and died on
August 13, 1910, in London. Her

influence on society and politics, philosophy,
science, education and literature is well
documented, demonstrating that on political
matters she was an astute behind-the-scenes
political activist. She campaigned for legislation
on what would become the Public Health Act,
which was enacted in 1874. Nightingale
challenged the poor working conditions for nurses
and set standards for hospital conditions and
patient care which became foundational to the
development of modern nursing. She advocated
to elevate the nursing profession’s reputation with
better educational standards, which in turn
encouraged more women to enter the profession
than ever before. But she was aware of the limited
effect one person could have leading to her
mission to reach the people who could put her
reforms into practice: MPs, government officials
and army officers.

Her views dramatically changed society’s
approach to nursing. She understood the valuable
contribution that nurses could make to
healthcare. She was committed to personalised
care, and thus discovered that sensitivity to
patient needs was a key to accelerator of
recovery. Her voice was strong, and she served
as an effective advocate on several important
health issues, particularly for trained nursing and
preventive health care through proper hygiene.
Through her contacts in the government, she
influenced public policy and achieved positive
healthcare reforms.

Most of her legacy is reflected in the EFN’s
ongoing lobbying endeavours at the EU level on

behalf of three million EU nurses, lobbying the
European Parliament, the European Commission
and the European Council. 

The ‘mother’ of modern
nursing
Among other issues, Nightingale campaigned for
legislation that would make connecting with main
drainage systems mandatory for all buildings.
Moreover, she raised her voice to openly
challenge the poor working conditions for nurses
and demanded new standards for hospital
conditions and patient care which would later
become foundational to the development of
nursing as we know it today.

Much of her advocacy work aimed at elevating
standards in nursing education, which in turn
encouraged more women to enter the profession
than ever before. 

Nightingale worked as a nurse during the Crimean
War. On her return to London in 1856 she set

about publicising her statistical findings as well

as her proposed medical reforms – but she was

aware of the limited effect one person could have

on practices within the armed forces and the

nursing profession. Her mission was to reach the

people who could put her reforms into practice:

MPs, government officials and army officers, few

of whom had statistical or scientific training. One

of Nightingale’s most significant innovations was

a diagram which showed the causes of soldiers’

deaths over two successive years in the Crimea

(Fig. 1).

The diagram illustrates two key points: the first is

that the reforms Nightingale implemented and

campaigned for made a huge positive difference

to mortality. The second, more shocking result is

that more soldiers died from preventable diseases

during the war than from injuries. Nightingale was

one of a small group of mathematicians who

Florence Nightingale’s
legacy

European Federation of Nurses Associations Secretary General Paul
De Raeve and President Elisabeth Adams detail the ways in which

EFN’s current lobbying efforts parallel the pioneering work of
Florence Nightingale

2020: YEAR OF THE NURSE AND THE MIDWIFE
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seized on the power of graphics to describe
statistical findings to a non-specialist readership.

Following the example set by Nightingale, the EFN
is continuously working at the EU level to improve
the nursing profession at all levels possible, and
to empower those who are devoting its life
towards it. With this goal in mind, the EFN is
actively working on a series of EU files which
affect the nursing profession, as detailed below. 

The European Pillar of
Social Rights
The European Union, as an economic project,
oversees the Single European Market for the ‘free
movement’ of people, goods, services and capital:
to include the nurses’ voice in the co-design of
new EU legislation is key. In this context, the
project of building a social Europe comes high on
the political agenda, with civil society taking a
proactive approach to lobby strategies which aim
to make a difference. The European Commission
has adopted that idea and developed it into the
European Pillar of Social Rights, a ‘soft law’
designed to act as a policy tool for EU
policymakers to foster the involvement and rights
of the civil society on the EU’s policy development
and outcomes. 

The 20 principles enshrined in the European Pillar
of Social Rights aim to address crucial topics such
as equal opportunities and access to the labour
market; fair working conditions; and social
protection and inclusion. The key for the EFN,
therefore, is ensuring that these principles can be
integrated into concrete policies and actions
which support the daily practice of three million
EU nurses. 

Considering the increasing pressure faced by the
European healthcare and social systems, it is
central to invest in a motivated and skilled nursing
workforce delivering frontline care. Addressing the
unmet needs of nurses throughout the EU cannot
be further postponed, with the situation for nurses
deteriorating beyond terrible levels, impacting on
their ability to deliver appropriate safe and quality
care many nurses see the only choice is to leave
the profession. Without appropriate and timely
policy measures from within the European Pillar
of Social Rights, nurses will become difficult to be
recruited to and retained into the job. Anyone who
has ever experienced, either as patient or relative,
the need of receiving healthcare knows that
without the nurses, these high qualified services
could be no longer provided. 

Cross-border healthcare
Although health policy, including the organisation,
financing and management of healthcare,

remains a national responsibility of Member
States, the development of health policies at EU
level, although the EU as a body has no direct
expertise in this field, has been coming at speed
since 2000; and at even higher speed since
2010. As the EU institutions reached a political
agreement on the Directive on Patients’ Rights in
Cross-Border Healthcare in 2014, implemented
weakly since 2013, nurses play an important role
in understanding better the potential upcoming
challenges for patients and making sure the
European Commission recognises their input. 

The EFN and the nurses’ role in the continuity of
care within this Directive, next to designing
nursing sensitive criteria, is central in co-
designing health policies. The EFN advocated for
the key principles and strategies required for the
optimal implementation of continuity of care,
which relate to continuity of communication and
information between primary and secondary care
and between health and social care providers, in
order to provide a holistic and integrated care for
European citizens based on individual needs.
Deployment of community care facilities equipped
with interoperable telehealth services to support
channels of communication is central. The EFN
believes that high standards of co-operation,
active flows of communication, team working and
a multidisciplinary approach within integrated
delivery systems are key to put flesh on the bones
of the Directive 2011/24/EU on patients’ rights in
cross-border healthcare. 

The legal framework is highly complicated and
unless simplified, it creates a dysfunctional
system. Reasons such as high costs and
language barriers are often cited as factors in the
Directive’s failure to achieve its full potential. This
shows that besides informed patients, we also
need a better systemic collaboration. The EFN has
cross-border healthcare on its political agenda
and continues lobbying at the EU level to make it
a tangible reality.

Nurses’ education in EU law
The 1957 Treaty of Rome established the
principle of free movement, which acted as a
catalyst for many subsequent developments in
health and education. This, in turn, translated into
some professions being regulated at the EU level,
in order to ensure automatic recognition across
all EU countries. These seven sectoral professions
– midwives, nurses responsible for general care,
doctors, dental practitioners, pharmacists,
veterinary surgeons and architects – have a
special regime, while all other regulated
professions benefit from the general system. 

The Sectoral Directives set out the minimum
standards required for the nature, content and
length of education and training programmes
leading to a qualification which would be
automatically recognised by all Member States for
seven specific professions. The battle to establish
these minimum standards – and the developing
co-operation within EFN which enabled nursing
to play a significant role in their creation – is a
key part of the history of the European nursing
movement, and a major landmark for nursing.

Then, in 2005, after three years of active lobbying
at National and European levels, a new ‘Directive
36’, simplifying and consolidating the existing
rules and procedures, was adopted; thus
safeguarding the European Nursing Directive. The
new Directive provides better protection of public
interest and public health in the free provision of
services and the legal certainty for the direct input
of the professions within the consultation
mechanism is safeguarded. High quality nursing
saves lives: a 2016 study1 showed that a slight
increase of 10% in the proportion of nurses
holding a bachelor’s degree in nursing reduced
the risk of patient death by 5%.

The EFN continued lobbying MEPs and Council
representatives, as well as tabling amendments
to the rapporteurs of the relevant committees in
the European Parliament. There may have been
stumbling blocks and setbacks along the way, but
the persistence and grit shown by the EFN and its
members have not gone unnoticed by key
politicians. During the EFN roundtable held in the
European Parliament in September 2012,
discussions showed the willingness of permanent
representations, MEPs and the European
Commission to collaborate with nursing leaders
in shaping the compromises that will ensure the
right balance between mobility and high-quality
delivery of health care. “Our major concern as
policymakers is to ensure that our policy goals
when legislating in the Internal Market do not
hamper the highest possible levels of quality and
safety in healthcare provision to our citizens”, said
Phil Prendergast MEP. 

The EFN also agreed on and finalised common
amendments with five other sectoral professions
– midwives (EMA), dentists (CED), doctors
(CPME), pharmacists (PGEU) and veterinarians
(FVE) – which were tabled to the European
Parliament. The continuous dialogue between EFN
and the European Commission has been crucial
in exchanging views on the 12-year entry
requirement, the update of Annex V, partial
access, and delegated acts. 

2020: YEAR OF THE NURSE AND THE MIDWIFE
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The EFN continued monitoring developments very
closely. The European Commission Internal
Market Directorate General, the Cypriot and Irish
EU Presidencies, ‘the trialogue partners’ and the
EFN supported Bernadette Vergnaud MEP in
getting the Council to introduce eight learning
outcomes, with the opportunity, through delegated
acts, to reform nursing education in the EU. We
can therefore say that the successful point from
the challenge of updating nurse education
requirements is the inclusion of eight key
descriptors as learning outcomes that focus on
the content and quality of the nurse education and
as such tries to harmonise the different nursing
education pathways.  

The approved modernised Directive became a
positive legislative outcome which strengthens the
minimum requirements for the nursing profession
and empowers the nurses in the future healthcare
systems. The EFN continued leading the design
of Annexe V through delegated acts and made
sure the profession and regulators started
speaking with one voice. 

Therefore, in 2016, the EFN held several meetings
with the European Commission representatives
from DG GROW (DG Internal Market, Industry,
Entrepreneurship and SMEs) to discuss the
preparation of a delegated act updating the Annex
V, involving as many stakeholders as possible in
the process. The EFN Secretary General also
presented the importance of a delegated act
updating Annex V at the European Professional
Card (EPC) conference, held on 18 March 2016,
embracing future alliances with key stakeholders.
As a result, a text that could replace the existing
Annex V in the area of nursing has been
developed by the EFN and agreed upon by a
variety of stakeholders, including the European
Regulators Network. The EFN will need to
continue the pressure on the European
Commission and the National Co-ordinators for
the Directive to deliver ASAP a delegated act.  

In May 2015 the EFN published its Competency
Framework,2 which describes the competences
required for nurses responsible for general care.
The framework has been translated into several
languages by EFN members and used by the
National Nurses Associations to encourage and
guide nursing schools at national level to
implement the competences listed under article
31 of the Directive. 

The next step for the EFN in this process is the
development of a delegated act by making sure
that the legislative EU requirements have been
correctly and totally implemented at national and
regional levels as this is crucial for the quality and

safety of the health services delivered by nurses.
Therefore, the challenge for the third decade of
the 21st century remains again how to strengthen
the Directive and the nursing profession, whilst
safeguarding it against shortsighted economic
austerity measures which aim to reduce cost at
the expense of public health. 

The Proportionality Directive 
The EFN has opted in favour of the controversial
Proportionality Directive, adopted in 2018, on the
basis that it could arrest the tremendous
downgrading of nursing in many Member States.
Some national governments kept creating new
teaching programmes and legislation for the
development of a ‘lower level nurse’. Therefore,
the Directive was perceived by EFN as a positive
tool to develop new regulation related to advanced
roles for nurses. 

We need EU legislative tools to help the NNAs
developing nursing in the coming years. The
Proportionality Directive became an extra
safeguard in trying to ensure that countries do not
get around the minimum nurse education
requirements by creating new nursing professions
and assistant roles which are not ‘general care’
nurses. In some countries, the Professional
Qualifications Directive is being flouted, with
governments trying to bypass the European
legislation and create a new model of nursing
education, replacing general care nurses with
cheaper, lower qualified nurses, with a lower
salary; and outsourcing tasks from general care
nurses to lower qualified staff. 

Transparency and stakeholder engagement are
key in the Proportionality Directive, a concept
which is more talked about then implemented. We
need EU legislative tools to support the NNAs
developing nursing throughout the EU and Europe
as governments often decide without any
consultation. As such, the EFN will continue
ensuring that the level of protection of public
health will not be undermined by the new
provisions and that EU citizens will continue
enjoying access to appropriately trained and
regulated professionals. 

The Sharp Injury Directive
An important example of impact the EFN has on
European policymaking is one which strikes close
to home for nurses. Sharps injuries, and
particularly needlestick injuries, bring the risk of
potentially life-threatening infections into the daily
working life of millions of health care providers.
More than 30 dangerous bloodborne pathogens
are transmitted by contaminated needles,
including hepatitis B, hepatitis C and HIV. The bore
of the needle acts as a reservoir for blood and

other body fluids and small amounts of blood can
result in potentially life-threatening infection.
Additionally, the emotional impact of a sharps
injury can be severe and long lasting, even when
a serious infection is not transmitted. 

Sadly, every year in Europe approximately 1.2
million needlestick injuries are suffered by
healthcare staff (European Commission, 2009). A
study from one European country reported that
needlestick injuries were the most reported type
of significant exposure, with 63% of those injuries
caused by hollow bore needles. 45% of these
occurred amongst nursing professionals and 37%
amongst medical professionals. A much lower
incidence was identified amongst professions
allied to medicine and ancillary staff, with most
being sustained from inappropriately discarded
needles in rubbish bags. Another European
country study reveals that the highest risk area
for the likelihood of needle-stick injury is venous
blood drawing (>38%), and that only 20–50 %
of all needle-stick injuries are reported. 

There is a huge body of independent evidence
demonstrating that most of these injuries are
avoidable if workers are provided with the correct
protection. As well as safeguarding the safety of
healthcare staff and making this a more attractive
profession, prevention measures have been
proven to be cost effective (Wittmann et al, 2000).
The EFN campaigned to eliminate the risk of
needle-stick injury for nurses, focusing upon
developing European standards to reduce the use
of needles, ensure protection for exposed sharps
through the use of medical devices, and ensuring
safe work practices including through better
education and training.

Conclusion
Considering Florence’s Nightingale huge
contribution to nursing, it is worth noting that most
of her legacy reflects what the EFN is still fighting
for at the EU level. The mission of the EFN is to
strengthen the status and practice of the nursing
profession for the benefit of the health of the
citizens and the interests of nurses in the EU and
Europe; proactively providing nurses’ input to the
European Commission and the European
Parliament is key for setting the agenda of the
European Council. This is a proactive process
consisting of equipping the civil servants of the
EU institutions with the available nursing evidence,
both qualitative and quantitative, to enable actions
initiated in those fields in which the EFN Members
have agreed on taking action. 

For the daily lobbying work carried out by the
EFN, it is fundamental that all information,
knowledge and experience is shared among all

Health Europa Quarterly 13 www.healtheuropa.eu
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involved EU decision makers, EU stakeholders,
and the EFN members. When new laws and
policies are developed in co-design with end
users, policy outcomes benefit from being better
and faster adopted. The EFN’s ‘federal-like’
structure, in which the National Nurses’
Associations decide on the strategic priorities and
the lines of lobby action, ensures there is
congruence between the policies and priorities
in the national arena and the actions taken by the
EFN in the EU’s policy and political environment.
Lobbying is a fact of public life in all countries. It
has the potential to promote democratic
participation and can provide decision makers
with valuable insights and information, as well as
facilitate stakeholder access to public policy
development and implementation.

The success of the EFN has been marked by its
ability to take advantage of the opportunities
which the European Union has offered in the last
50 years; and as such has strengthened the

profession of nursing in the EU and Europe.

Initially those opportunities were mainly restricted

to policies directly related to one of the original

aims of the Union – that of freedom of movement.

The EFN seized upon this opportunity to foresee

a legal foundation for the minimum standards for

nursing education throughout the EU, with

consequences which have gone far beyond what

might have been envisaged in the seventies.

Within this political context, the EFN was able to

create window opportunities for change and

demonstrating the tenacity to keep raising the

voices of nurses to policymakers until they could

make change happen. 

Finally, nurses are and will continue to be part of

the objective of the EU in promoting peace, its

values and the wellbeing of its people. Nurses

continue to advocate for the weakest, the most

vulnerable in society; and developed political

mechanisms leading to successful policy

outcomes and ensuring that Europe’s citizens get
the health and social services they need.
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INrecognition of 2020 as the

International Year of the Nurse

and the Midwife, HEQ asked

nursing staff around Europe about their work, the

challenges they face and how their roles and

burdens have changed in recent months.

Asija Delalic, Croatian
infection control nurse
working in the UK
Here’s my story.

I work in a district hospital in England as Infection

Prevention and Control nurse. We started

preparations for the Covid-19 outbreak in late

February, when it was obvious that the outbreak

was taking its toll in Italy and increased spread of

deadly virus was witnessed in Spain. 

The workload for my team has increased. Besides

out regular work there have been lots of meetings,

teaching sessions, ward visits. We had to start

working on weekends. The workflow in the Critical

Care had to be reorganised. In the early stages

our main concerns were the capacity and the

staffing in the critical care, number of ventilators,

safe and secure patient flow, isolation of Covid-

19 patients and PPE reserves.  

We have faced lots of changes since then. The

hospital has been completely transformed with

cancellations of all surgical cases and non-urgent

care. Medical teams were reorganised, all teams

have become Covid-19 teams.

The nursing staff was deployed in different areas,

with scrub nurses working in critical care,

anaesthetic nurses providing care for Covid-19

patients on ventilators, staff from elderly care

working in medical Covid-19 wards, staff from

surgical wards working in the Covid-19

assessment area. In general, nurses are multi-

skilled; but for many nurses these circumstances

were highly stressful. They were working in totally

new teams in different wards, with new team

leaders. Time was too short to adopt all the

necessary nursing skills. They were stretched to

perform in new roles. 

It is difficult to say in the simplest way how the

workload has changed – simply because

suddenly everything has changed!

The fear from the virus is not surreal – it is the

fear of unknown. The fear is hidden behind the

Celebrating nurses

We ask nurses about their work and the challenges they face

2020: YEAR OF THE NURSE AND THE MIDWIFE
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masks and feeling hot under all these layers. We

are living in the times of palpable uncertainty.

Under the masks and visors and long sleeved

impermeable gowns are beating hearts of the

nurses who are giving their best to provide safe

care to the patients. 

These hearts are heavy from burden of the

responsibility and mixed emotions. Feeling

worried for their life as they have witnessed how

many lives were taken. In UK 110 healthcare

workers died of Covid-19 in just one month. Many

elderly patients have died in the hospital without

the physical contact or presence of their family

members. So many nurses have witnessed the

last minutes of their lives gasping for air.

Witnessing such death. The phone calls – family

members inquiries, anxiety, bad news.

Some nurses were having difficulties organising

care for their children. Some had to provide

homeschooling for their children after coming

home from work. For some everyday travelling

has become a challenge. There is widespread fear

of contracting or spreading the virus. 

And here it is. Last Thursday I was tested for

coronavirus. I have received a phone call today

reporting that my test was positive. I couldn’t

recall when I have contracted the virus. My

concern was – what about my colleagues? Who

were my contacts? Are they going to catch it

from me? 

If I had a family here, I would have concerns for
everyone. It is unpredictable of how serious the
illness will be. Today it’s me – tomorrow it can be
you. So, I let you be with that. This is how it is to
be a nurse in the time of coronavirus.

Paola Obbia, Italian
community care nurse
I am an ‘old nurse’ working part time in a Family
Health Clinic. Usually I work six hours a day, then
I have to take care of the Italian family and
community nurses’ association. This is a voluntary
activity that takes a lot of my spare time.

As we are a preventive service, most of our
activities have been suspended. The clinic where
I work is near the local hospital which has become
a Covid-19 treatment centre, so we have had to
relocate in other locations. Our activities shifted
from front office meetings with people to
telephone and video contacts: we had to learn fast
how to use the safe media provided by the local
health unit to try to get in touch with pregnant
women and new mothers dealing with babies in
this difficult time. But vulnerable women and
families are more difficult to reach, and we
missed a lot of cases during the lockdown. Our
contacts with the other services have been
increased to reinforce the network. We are calling
all the new mums to assess their needs: we are
still trying to help foster a healthy beginning of life.

We have to improve the primary care
organisation. At present every activity is based on
the general practitioners’ role as gatekeepers and

first actors. We need to give a stronger role to the

nurses, let them be independent in care planning,

including the prescriptions of drugs, medications

and e-health delivery. Our National Federation of

Nurses is trying to lobby the Italian government

to introduce the Family and Community Nurse as

a new and proactive role. At present the nurses

working in primary care are mainly working to

provide the care prescribed by the GPs. We miss

a lot of preventive interventions. 

In Italy we have a strong health system, but the

organisation which manages the delivery of care

exerts a number of limits on the ability of

employees to act. Organisations have become

‘egosystems’, with small powers and complex

bureaucracy to deal with. When we have to face

an emergency like the present pandemic, we

need a strong ecosystem to enable its

professionals to network together, to find new

solutions, to be safe, and to respond to the needs

of people fast.

We need the full co-operation of the people living

in our communities, but we need to help them to

be safe. The level of health literacy in Italy is poor;

and there is a lot of fake news and

misinformation. We need the public to recognise

that nurses are keen to help, not only in the

hospitals but also in primary care; and that they

should request the ability to get in touch with

nurses, not only with doctors, as first point of

contacts with healthcare services.
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Improving health outcomes is dependent
on a range of factors. The efficacy of
dissemination and implementation

science relies on sowing the seeds of change
in policies, service delivery, and societal
behaviour in order to raise awareness and
provoke audience engagement.

Dissemination science –
setting the scene 
The US National Institutes of Health (NIH)
describes dissemination as the targeted
distribution of information and intervention
materials to a specific public health or clinical
practice audience. Dissemination is seen as
playing a key role in building sustainable health
and social ecosystems while supporting society.
Securing a long term societal, political,
economic, environmental and scientific impact
through dissemination efforts can lead to
broader societal changes. 

Schipper et al. (2016) suggest that innovation in
healthcare often does not include end users and
that as a result, it is only understandable for those
who have developed it. A way to tackle this
challenge would be to start defining the
dissemination at the very beginning and to run
parallel throughout the project life cycle: if the end
users are involved in all the stages of
development, the outcome will adapt to their
needs and capabilities. 

Visser et al. (2005) argue that in co-design,
different experts come together. These are
researchers, designers/developers, and end
users – the latter are ‘experts in their
experiences’. The designers benefit from co-
design because it facilitates the creative process
and organises the project more efficiently and

effectively; end users create a better fit between
the project’s offer and their needs; and the
organisations involved improve their creativity, put
their focus on the end users, and enhance their
capabilities for innovation. 

Lafrenière et al. (2013) examined knowledge
dissemination interventions, determining their
effectiveness on knowledge acquisition,
modifications in attitudes, and changes in
practice; and concluding that interventions have
a stronger impact on the acquisition of knowledge
and changes in attitudes than on changes in
practice. Dissemination resources, compared to
the overall management of the project resources,
are often not taken seriously by consortium
stakeholders. Increasing the emphasis on
implementation science has the potential to
address this.

Neta et al. (2015) claim that a major challenge for
practitioners and policymakers is that most
evidence-based interventions are not ready for
dissemination, and when they are, they take a
long time to gain traction. Including stakeholders,

practitioners, and other end users from the early
stages of research, development and planning
would address this issue. It is important for end
users to understand how project developers think
that their work has an added value for end user’s
daily life and wellbeing. 

Stakeholder and end user
engagement on co-design
Positive dissemination engages with the end user
and understands the needs of the audience. The
end user should be engaged from in the early
definition of the conceptual model of the project,
throughout its entire lifecycle, and after the
project’s output is released. Regardless of the
framework, model or strategy developed, it is key
to measure the impact of dissemination on
deployment (exploitation) and societal change
achieved. The EU Commission defines
dissemination as the sharing of results with
potential users; however the authors believe that
the framework should take citizen empowerment
as its point of departure. The steps to follow to
achieve excellence should be laid out in the

Moving from tokenism

EFN Secretary General Paul De Raeve and Patricia Davidson, Dean
of the School of Nursing at Johns Hopkins University, review the

social impact of current dissemination strategies
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project’s proposal with key performance
indicators (KPIs) linked to dissemination. 

In the current health and social care ecosystems,
three key stakeholder groups should be
considered in dissemination frameworks:
n Policymakers and politicians: engagement is

needed to consider the extent to which what
has been planned is achievable, cost effective
and sustainable;

n Service providers (public or private): assess
what is planned and decide whether it can be
delivered as part of their current activity within
allocated resources and considering feasibility
and affordability; and

n Citizens/end users: engage them in developing
research questions and engage in study
design. Importantly, they need to actively
participate in the implementation of research. 

Costa and Pesci (2016) conclude that social
impact measurement depends upon the
perceptions and judgements of different
stakeholders with various needs, depending on
their relationships with the organisation.
Consequently, to measure impact, it is important
to explore the coalition network properties and
activities and evaluate how these properties in
relation to measuring the dissemination impact.
It is key to use reliable and valid measures of
assessment. There is a clear need to move
beyond traditional approaches to innovative
methods of engagement.

Determining impact
As part of Horizon 2020, measuring impact is
crucial to advance research and innovation. The
‘Implementation research call for scaling up digital
solutions’, as an example, refers to impact when
the proposal: 
n Has the availability of methods and strategies

for the implementation of innovative, ethically
and legally sustainable solutions aiming at
improving people-centred care;

n Gives a better understanding of organisational
and system changes, as well as social and
behavioural changes required to successfully
embed evidence-based innovative solutions
involving digital tools into daily practice and
ensure their sustainability;

n Increases scaling up and transfer of innovative
solutions improving people-centred care in
Europe; and

n In the medium and long term, health
services get more responsive to the needs
of people and their carers (formal and
informal), more effective, efficient and
equitable health systems.

Nursing researchers, often in contrast to
policymakers, see impact as what makes the
difference between rhetoric and frontline change.
It is therefore key that the conceptual model used
to measure impact in general terms relates to the
change in attitude/practice and knowledge
through citizens empowerment. Effective metrics
about the scale, scope and impact at the micro,
meso, and macro levels are critical to guiding
excellence in research.

The authors agree with Costa and Pesci’s (2016)
argument that it is useless to establish metrics of
social impact without having a theoretical
framework. The multiple-constituencies-based
approach (De Raeve, 2014), an organisational
theory that argues that the effectiveness of an
organisation cannot be considered as an objective
reality; rather, as a social construction that
depends on the viewpoints of the different
stakeholders, is a useful framework for better
measuring impact. 

Achieving societal impact
The primary long term goal of dissemination is to
have an impact in the form of behaviour change
and/or knowledge transfer. However, the concept
of social impact has been defined as the long
term results of an organisation’s activity in terms
of economic, environmental and societal change
(Ebrahim & Rangan, 2010); and as such the
concept of impact becomes anchored in the
theory of change: in a focused theory of change,
the relationship between cause and effect is linear
and clearly understandable; while in a complex
theory of change, the relationship between cause
and effect is explained by multiple causal factors
and is more challenging to understand.

We agree with Costa and Pesci (2016) that this
approach to social impact measurement primarily
affects the viewpoint of investors. Other scholars
have suggested that stakeholder engagement
should be about detecting real stakeholders’
needs (Arena et al., 2015). McLoughlin et al.
(2009) present a holistic impact measurement
model: social impact for local economies. In
defining the scope of an organisation, this model
considers an understanding of what is most
important for key stakeholders. 

Conclusion
Within the health and social care ecosystem,
dissemination relates to the successful
engagement of all healthcare professionals, and
patients/citizens with the latest advances brought
by healthcare innovation. To achieve societal
impact for different stakeholders, dissemination
strategies need to focus on co-designing a
common consortium strategy, prior to submitting

any proposal, for dissemination with measurable
targets. Therefore, an understandable and clear
proposal, including a dissemination plan, in a
suitable format for citizens and stakeholders to
engage, facilitates better outcomes and
deployment. As we strive for greater accountability
and value-based health systems, strengthening
methods of dissemination and engagement are
critically important. Further research on the
effectiveness of these strategies as well as the
barriers and facilitators of implementing these
methods is required.
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There is increasing interest across EU

institutions, national governments,

healthcare industries and stakeholders

to digitalise the healthcare ecosystem, mainly

aiming at deploying more cost effective healthcare

provisions, reducing the frontline nursing

workload, easing lifelong learning activities for

healthcare professionals, facilitating cross-border

care, and fully developing EU Electronic

Healthcare Records (EHR). 

To develop sustainable healthcare ecosystems,

co-creation and co-design with the end user

becomes essential. Due to the current lack of end

user co-creation, there is a lot of patchwork, too

many digital health apps and tools, leading to a

kind of ‘blockage’ for the end user. Many tools are

not systematically supportive of the healthcare

ecosystem or its frontline workforce. However, if

there is one product for the digitalisation of

healthcare that is key for frontline, it is the EU

Electronic Health Record (EHR). Patients and

citizens are increasingly demanding the possibility

of having their complete health history accessible

via smartphone or any other digital device, to be

able to share it with their nurse and other

healthcare professionals at different facilities and

across borders. 

The state of play of EHR in
the EU 
At the time of writing, there is not a single

common EHR system operating across all EU

Member States. Instead, some countries have it

and some do not; and those which do often have

different EHRs implemented at regional and

municipal levels.

An example of a country which has successfully
implemented EHR in its national systems is
Finland. The coverage of EHR across the country
is 100% in healthcare facilities in both the public
and private sectors. Functionalities are
implemented continuously in Finnish EHR
systems, as well as e-services for citizens and
patients. The digitalisation of healthcare in Finland
is now an obligatory municipal strategy, with the
whole country moving towards an integrated ‘e-
Government’. This is motivated by the expectation
that it will reduce the administrative burden and
improve patients’ satisfaction. Finnish authorities
aim to provide equal health services across the
whole of Finland. The Finnish municipalities which
previously used different health management
systems that did not ‘speak’ to each other have
been all integrated and now have a centralised
data archive for citizen’s health records and data.
Close to Finland is Estonia, whose online portal
‘Digilugu, operating at the national level, enables
citizens to see their health records and determine
who can view their data. 

In contrast, Germany does not have a nationally
operated EHR system in place, due to the
resistance of physicians, who are mainly
concerned about data protection issues. There are
EHR systems in some German federal states, but
with limited data. In the case of Belgium, a country
marked by its linguistic complexity, different
regions have developed different EHR systems
which do not communicate across regions. A
similar situation is Denmark, which developed
several EHR systems operating at the national
level, to meet differing regional needs. Across 98
municipalities, about four different systems of EHR

are used: two regions use the EPIC system while
the other three regions use the systematic
system. The 98 municipalities are using three
different systems: KMD, CSC and Systematic. In
other countries, such as France, the system for
EHR is developed at the national level as the
Dossier Medical Partage (DMP). As of 2019, four
million citizens are in the DMP system, which
stores and secures the patient’s health data and
allows authorised healthcare professionals to
share this information, with the patient’s consent
and under her or his control. Patients can create
their personalised DMP online, and healthcare
professionals can also do so on their behalf if the
citizen allows. Italy has an operating Electronic
Health Dossier, the Fascicolo Sanitario Elettronico,
containing the citizen’s entire health record. It
allows for traceability, consultation and sharing of
health data with healthcare professionals. In
Portugal, all primary health care providers use
electronic health records and most hospitals use
electronic health records, with some
interoperability between different software. 

Croatia has the national Central Healthcare
Information (CEZIH) system, providing IT services
and basic e-health functions including e-orders
and e-lists, e-prescriptions, e-records, national
preventive programmes, e-infant cafe and the
HZZO insurance portal. The inclusion of hospitals
in the e-lists and e-ordering started in 2012. The
Czech Republic started preparing for the launch
of EHR in 2009 with the University Hospital Motol
using the IntelliVue Clinical Information Portfolio
(ICIP) tool developed by Philips. It became fully
functional since 2011 and is mainly deployed in
the Department of Anaesthesiology and Intensive

Digitalising the 
healthcare ecosystem in the

European Union

Paul De Raeve and Smart4Health Co-ordinator Ricardo Jardim-
Gonçalves highlight the growing need for EU-wide electronic

healthcare records
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Care. Other departments still rely on paper-based

health records!

The examples above show one of the biggest

challenges facing the prospective adoption of an

EU-wide EHR system: different systems

communicating with each other. Stakeholders

have discussed interoperability and semantics for

over 20 years now, but the healthcare competition

environment stops us from using an EU EHR that

empowers citizens within an EU people-centred

care ecosystem. Instead, the very wide range of

EHR platforms and tools leads to oversaturation

of the healthcare ecosystem and developing

market solutions which will not be used by the

end users, although big industries and SMEs

continue to develop apps and platforms with no

end user connection. 

Research conducted by the Organisation for

Economic Co-operation and Development (OECD,

Oderkirk, 2017)1 concluded that many countries

are investing in the development of EHR, but that

only a few of those are studying the possibility of

data extraction for research, statistics and other

uses serving the public interest. 

End user co-creation 
and co-ownership
In the digitalised healthcare system, the end users
are the healthcare providers, with the nurses
representing the largest health professional
group. Co-creation, also referred to as co-design,
is what happens when the developers of an
innovative product engage with the expected end
users of that innovation during all the phases of
the design process. This translates into end users
being asked in a systematic way, at the very
beginning of the development phase, what their
needs are within different EU contextual
situations; and then being engaged throughout
each stage of development, leading to fit-for-
purpose solutions.

With the EHR, co-creation implies that IT
developers need to engage with the nurses from
the very beginning, asking them what their
needs are regarding data transfer and visibility
and what tools nurses need for better outcomes
while lowering down their workload. If the end
user and the developer define workload and
health outcomes together, the tools can answer
unmet needs. 

IT developers and end users should engage in the

co-creation process, which would ideally include

all the steps needed in developing the EHR

system, giving each other input and learning from

each other, moving away from the silo thinking.

When the EHR is deployed, the engagement of

end users will ensure that full deployment and

impact are achieved. Co-creation implies that end

users have been involved in developing ideas and

concepts for the EHR, that they are actively

engaging with the different stakeholders on an

equal basis, facilitated by a trusted third party,

identifying shared value on which the EU EHR is

built. Nurses can provide substantial contribution

to any innovation within the healthcare

ecosystem, as their pragmatic views and

expertise leads to fit-for-purpose IT solutions. 

Equally important for co-creation is

communication. Dissemination, communication

and exploitation plans are essential components

to reach success outcomes. Having a common

idea and understanding of what the exploitation

can be, is key when designing EHRs. Increasing

dissemination efforts, at the start of the co-

creation, are needed to effectively communicate

2020: YEAR OF THE NURSE AND THE MIDWIFE

http://www.healtheuropa.eu


22

evidence emerging from the implementation of
the co-designed solutions. This level of
dissemination will determine the trustworthiness
in the digital healthcare ecosystems in the EU.

Building that trust is a key element, with nurses
having a unique and privileged position of having
direct access to daily care needs and an in-depth
knowledge of patients’ experiences. Building trust
at EU level relates to the end user exchanging
views with MEPs, the European Commission,
industry and SMEs, on the policies and steps to
be undertaken to co-design the EHRs. The
European Commission’s paper on ‘Digital
transformation of healthcare’ focuses on how to
give EU citizens better access to their health data
in the EU by using digital services which empower
them; and as such, install person-centred care,
fostering the use of shareable health data for
research, enabling better diagnosis and better
health outcomes.

EU EHR H2020 Project
Smart4Health and
InteropEHRate: towards a
citizen-centred healthcare
ecosystem in the 
European Union
The European Commission’s 2017 mid-term review
of the Digital Single Market2 lists three priorities: 
n Citizens’ secure access to electronic health

records and the possibility to share it across
borders and the use of e-prescriptions; 

n Supporting data infrastructure, to advance
research, disease prevention and personalised
health and care in key areas including rare,
infectious and complex diseases; and  

n Facilitating feedback and interaction between
patients and healthcare providers, to support
prevention and citizen empowerment as well
as quality and patient-centred care, focusing
on chronic diseases and on a better
understanding of the outcomes of healthcare
systems.

A 2015 report3 by PwC estimates that digital
health could save the EU €99bn in healthcare
costs. The same report indicates that digital health
could enable 11.2 million people with chronic
conditions and 6.9 million people at risk of
developing chronic conditions to extend their
professional lives and improve productivity. This
would add a further €93bn to the EU’s GDP.

Smart4Health addresses these priorities and
responds to the European Union Digital

Transformation in Health and Care with an

outstanding team of European researchers to

develop, test and validate a platform prototype

for the Smart4Health citizen-centred health

record. Using the 4HealthPlatform, citizens will

be empowered with electronic healthcare

record exchange, personal connected health

services, and the ability of data donorship to the

scientific community.

Smart4Health enables citizens to manage their

own health data throughout the EU and beyond,

advancing own and societal health and wellbeing,

enabled by a citizen-centred EU EHR exchange by

dynamic extendable mapping. This will pave the

way for the full deployment of citizen-centred

solutions and services in a digital single market.

It will provide for interoperability and co-existence

with profiles that are currently used e.g. by

Member States, regions. Smart4Health will enable

the integration of citizen-generated health data

and connect to science and innovation. 

Activities surrounding the Smart4Health platform will

enable citizens to manage, collect, access and share

own health and healthcare data. Smart4Health

provides an easy-to-use, secure, constantly

accessible and portable health data and services

prototype within the EU and beyond, thus advancing

citizen health and wellbeing, nurturing digital health

innovation by enhancing interoperability and

bridging the gap between political intent and

capability for action by the citizen: 

n Citizens managing and generating their own

health data in the EU and beyond, with data in

actionable formats providing for smart

processing and analysis;

n Digital health and acre with validated open

source interoperability assets and new tools; and

n Secure, seamless communication of health-

related data through clarity and oversight. 

The platform development will significantly 

go beyond the current state of development 

by providing:

n Citizen-centred health platform

using/compliant with EU legislation electronic

ID, GDPR on data access and portability;

n Citizens’ secure access to own health 

data and sharing, eDelivery and 

cybersecurity package;

n Citizens’ empowerment to provide feedback,

to co-operate and interact with healthcare

providers; and

n Citizens’ empowerment to provide/donate data

for societal benefit and use by the scientific

community connected to the European

science infrastructure, while complying with

EU and national legislation and requirements.

Smart4Health will advance the current state of

development and implementation especially on

three key issues:

n Introducing a European EHR exchange

platform based on dynamic extendable

mapping and ‘bridging’ between existing

manifold different EHR and PHR systems,

while dynamically including progress on

harmonisation and standardisation;

n Using actionable data and comprising clinical

and citizen-generated data, in all life situations:

at home, at work, travelling; and

n Operating a citizen-centred programme on a

zero-knowledge base involving the citizen in

the co-design.

Smart4Health will empower citizens and

caregivers to manage their health and to

collaborate with medical doctors and researchers

via shared decision-making that considers citizens’

preferences. Medical doctors and researchers can

gain a better understanding of the patient’s health

over time and reduce office visits and hospital

readmissions, resulting in better patient outcomes

and experience. With Smart4Health citizens will

become more engaged and knowledgeable

partners in their own health, care and research.

Citizens will be active participants in the data

collection process, observe how their health may

fluctuate over time, and understand how certain

actions and behaviours may influence their health

outcomes. Smart4Health will contribute to reduce

the time, effort, and costs of visiting a medical

doctor and optimise the value of these encounters. 

Smart4Health impacts on nurses and docors,

supporting clinical care delivery by enabling

medical doctors and care teams to make timelier,

better-informed decisions and to create

personalised treatment plans. It will enable

healthcare professionals to obtain insight into their

patients’ health in real life settings. On health and

healthcare research, Smart4Health will enable

researchers to expand their studies by

incorporating digital tools that embed CHGD into

their study design and protocols, such as mobile

health devices, online discussion boards, and

health-data sharing platforms. 
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As a key end user, EFN is engaged in a second

EU EHR project, InteropEHRate, selected from the

same H2020 call, from which only 2 EU projects

on EHR were selected. The InteropEHRate project

aims to provide European citizens with a complete

view of their health history, shareable with health

operators and researchers, by means of a multi-

alternatives strategy based on: 

n The adoption of personal EHRs; 

n The incremental integration of existing EHRs;

n The support of different levels of

interoperability;

n The usage of blockchain and a decentralised

architecture; and

n The human aspects of governance. 

In doing so, it has developed three use case

scenarios: a face-to-face scenario, in which the

patient shares her/his health data with the

healthcare provider; an emergency scenario in

which patient’s health data is retrieved from a

cloud by the healthcare providers; and a scenario

in which patients donate anonymised health data

to health researchers.

The exchange of data as part of EHRs normally

happens with the authorisation of the patient but

without their control. Moreover, this exchange is

organised by a superior authority: namely

governments or hospitals. The idea behind this

project is to give control back to the citizens and

patients. Hence, the InteropEHRate project will

release an open specification to securely

exchange health data using the InteropEHRate

protocols between different EHRs, as well as

different applications of researchers and

healthcare professionals of different countries.

End users need to co-create with the developers

of this format to ensure that it delivers to their

needs. Part of the co-creation, in this project, is

testing the developed solution but also testing

how it impacts the end user organisations. In this

context, the EFN and its project partners, aim to

support the transformation of healthcare. To foster

co-creation, focus groups are not enough:

businesses need to understand the added value

of end user engagement in co-creating new

technologies and then deploy them at the frontline

of healthcare. 

Covid-19 and EHR
In the context of the ongoing Covid-19 outbreak,

a fully deployed EHR system could have greatly

alleviated emergency situations and intensive care

units. Direct access to patients’ health data could
have saved medical professionals significant time
and resources in caring and treating Covid-19
patients. Many healthcare systems are under
pressure due to shortages of nurses, with many
staff leaving the frontline due to becoming sick
themselves; a fully operating system of EHR would
have been a real support to co-ordinate care. It
would had decreased the amount of time expend
on routine and first-admission related tasks,
enabling them to put all the focus in caring and
treating patients in need. 

EU countries are facing unprecedented
challenges to guarantee sustainable and
accessible healthcare solutions for its citizens,
that simultaneously protect the frontline
healthcare professions. Research and innovation
are instrumental to upscale system level
developments and engage frontline knowledge,
understanding and know-how through life-long
learning programmes. This becomes particularly
timely due to the Covid-19 outbreak. 

If another pandemic or health-related crisis
comes, the broader European population would
benefit from finally having an EU EHR system. It
would alleviate pressure on the nurses and the
other healthcare professionals. Nursing
researchers and frontline professionals can
successfully integrate innovative EHR solutions
into the nursing care process to boost
personalised healthcare. We believe that nursing
care research could be a strong driver to inform
EU policies impacting European citizens by
accelerating integrated and person-centred
approaches and improving health outcomes. 

Conclusions
EHRs are a healthcare innovation greatly
demanded by EU citizens and other stakeholders.
However, for these to be fully deployed and
succeed at the EU level, it is essential that they
are interoperable across all EU countries. This is
what the InteropEHRate and Smart4Heealth
projects are trying to achieve. Both of these
projects are doing something that is paving their
way to success: engaging with the nursing
profession, as end users of these new systems
for EHRs, from the very beginning to the
outcome’s full deployment EU-wide (which will
happen in a few years’ time). This will ensure the
take-up of the project’s outcomes by healthcare
professionals and citizens. 

The projects are working on overcoming one of
the major hurdles to adoption of EHR in the EU

Member States, which is finding an agreement

across developers and end users on the minimum

data content of the electronic record. EU projects

are tackling the use of different languages for

EHRs, addressing the potential difficulties to

understand records made by healthcare

professionals in contact with patients.

In the context of Covid-19 outbreak, not having a

fully deployed system of EHR at the EU level was

a missed opportunity. There are many other things

that could have be done to have our healthcare

systems better prepared, but having an

operational EHR is an old demand from the EU

citizens that could have greatly alleviated the

situation at the frontline for healthcare

professionals and patients. In a context in which

already existing workforce shortages got even

more acute due to the quick spread of the virus

among the frontline workforce, fully operating

EHRs could have saved a lot of time in routine

administrative and first-time-admission-linked

tasks. 

However, even though this opportunity was

missed once, it does not have to be missed the

next virus wave. EU institutions can, and should,

take the initiative in co-ordinating and actively

encouraging Member States to adopt a system of

EHR that is interoperable for the benefit of all EU

citizens. It is key that all involved stakeholders get

to know, and then deploy, the outcome of the

Smart4Health and InteropEHRate projects. 
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The nursing profession plays an

essential role in the wider field of

healthcare. At a time of drastically

heightened public awareness of the need for a

well-maintained public health system, we spoke

to Member of the European Parliament Brando

Benifei and Patricia Davidson, Dean of the School

of Nursing at Johns Hopkins University, about the

challenges facing nurses and the deleterious

effects of Covid-19.

What can the public do to
better support nurses and
healthcare professionals,
other than by observing
government and 
medical guidelines on 
social distancing 
and self-isolation?
Benifei: During the past months, healthcare

professionals have been working under an

unthinkable amount of pressure to try to contain

the Covid-19 pandemic. They have my complete

gratitude. As citizens, we have to do our best to

show our solidarity and support to these brave

workers at the frontline of this unprecedented

crisis. Of course, the most important and urgent

thing to do is to follow government guidelines

regarding social distancing. This is the only way

to reduce the pressure on healthcare facilities.

Besides this, I have seen wonderful gestures of

support to nurses and doctors from citizens

around the world; from bakers sending pies to

hospital workers, to people clapping and singing

every day to honour those fighting against the

virus. This crisis shows once for all the importance

to boost our investments in healthcare facilities

and personnel. 

How important is it for EU
Member States to work
together during this
unprecedented crisis? 
What is the European
Parliament doing to support
Member States?
Benifei: At the beginning of the pandemic we

saw countries taking very different approaches to

address the crisis – but viruses don’t know

borders, and this initial unco-ordinated approach

didn’t work very well. Thankfully, Member States

understood that co-operating and cooordinating

our actions would make the fight against the

pandemic more effective. At the European

Parliament we have approved several measures

in order to support the efforts to address the crisis

by the Member States. The measures already

proposed by the European Commission and

approved by the Parliament include the Corona

Investment Initiative, which allocates €37bn to

contain the economic impact of the crisis, the

suspension of certain rules regarding budget

deficits and state aid to industries; and the

reduction of bureaucracy for organisations which

want to access to the Fund for European Aid to

the Most Deprived, for which I have been shadow

rapporteur. Finally, the Parliament also recently

adopted a resolution to call for stronger solidarity

between EU Member States through the

establishment of a Recovery Fund to restart the

European economy.

What further action could
be taken at a policy level to
support nursing and
healthcare in your country?
Benifei: In Italy we are very proud of our

healthcare system, since anyone can access a

“They have my 
complete gratitude”

We speak to Brando Benifei MEP and Professor Patricia Davidson
about the essential role of nurses
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quality service regardless of their economic

conditions. Nevertheless, in the last decades the

system suffered from a lack of investments and

we witnessed to some of the consequences in the

last months. One of the most visible results is the

vast shortage of nurses and doctors in multiple

Italian regions. We therefore need a

comprehensive plan to hire thousands of new

healthcare workers in order to reduce the

pressure on those working in hospitals and

medical facilities. Fortunately, our government

decided to act decisively on the issue by allocating

billions of euros to the health system. It is our

responsibility to ensure that these investments

persist in the future.

How has the Covid-19
outbreak affected the
wellbeing of nurses and
midwives in particular? 
Davidson: There is fear of the virus, fear of

bringing the virus back to their families. Facing

uncertainty, surrounded by death and suffering

has led many health professionals to experience

moral distress, particularly because of the feeling

of being unable to meet the needs of patients and

colleagues.  This distress has also been fuelled

by feelings that healthcare systems have not been

prepared for the pandemic and that patients and

health care professionals have been put at an

unnecessary risk.

We have seen evidence of stress and burden, as

well as mourning for colleagues.

Are you satisfied with the
levels of support given to
nursing staff in your
country?
Davidson: This is highly variable dependent on

the location of the hospital – robust, well

organised systems with robust governance such

as Johns Hopkins Health System have done

relatively well. There are certainly areas of the

United States where robust systems have not

been in place.  Many professional organisations

are actively providing support. 

What challenges do nurses
face that the public may not
be aware of?
Davidson: Balancing professional roles with

responsibility for family. Being flung into a

pandemic not by choice; or guilt of not being able

to be at the front line.

What can the public do to
support nurses and
healthcare professionals,
other than by observing
government and medical
guidelines on social
distancing and self-
isolation?
Davidson: The public can support nurses by

showing support and recognition for their work.

It would be beneficial to advocate for adequate

training and resourcing of nursing education;

and to promote the projection of realistic images

of nurses.
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