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Community nursing in Belgium, Germany and the Netherlands

This paper contains a comparative study on community nursing in the
Netherlands, Belgium and Germany, carried out in the region around
Maastricht, where the borders of the three countries meet The well-known
problem of comparative studies (the incomparability of concepts and data) has
been solved by using the same measuring instruments 1n the three countrnes
The companson between the countries was on three aspects the level of care
dependency of the patients, the type and number of services provided and the
nurses’ job interpretation and job satisfaction During 1 week 1n June or
September 1991, 89 community nurses made records of all their home visits
and nursing activities In total the community nurses paid 5165 home visits to
provide care to 1796 patients The results indicate that both the level of care
dependency of the patients as well as the type of care provided differs between
the three countries Belgian community nurses have the highest number of
patients with a high level of care dependency Curative services like technical
nursing care and domestic care are most frequently provided by the German and
Belgian commumty nurses Informing, educating and supporting care 1s most
frequently provided by the Dutch community nurses The German community
nurses spend less hme on admimistration activities With respect to job
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interpretation and job satisfaction the following results were found The Dutch
community nurses mentioned in their job interpretation many more preventive
tasks, whereas the German commumty nurses more often mentioned domestic
tasks Concerning the hygienic and technical tasks, no significant differences
were found between the three countries Finally, job satisfaction 1s lowest 1n the
Netherlands Dutch community nurses are less satisfied with the work
orgamization and the possibilihes of autonomy and professionalization than the
German and Belgian community nurses

INTRODUCTION

International comparison of health care systems 1s both
fascinating and comphlicated Financial and legal regu-
lations determine concepts 1n different ways, even when
terms themselves do not indicate differences The term
‘community nursing’ implies both home nursing and well-
baby care provided by the same person in one country (the
Netherlands) while 1n other countries (Belgium, Germany,
Umited Kingdom) these services are organmizationally separ-
ated So, one can never be sure, confronted with compara-
tive studies, whether results found are due to differences
In concepts, defimtions or admimstrative peculiarities of
routinely available statistics, or reflect real differences

The solution to this problem 1s the use of similar and
comparable measurement 1nstruments, an approach fol-
lowed 1n this study In the area around Maastricht, where
the borders of Belgilum, Germany and the Netherlands
meet and offer excellent logistic opportunities for com-
parative studies, community nurses have provided infor-
mation about patient charactenstics, service provision and
Job 1nterpretation/satisfaction with the aid of standardized
measuring instruments

This paper contains the results of this study and has
been structured around the following research question

‘To what extent can differences in the utihzation and provision
of community nursing services be derived from charactenstics of
the health care and social security system 1n a situation where
comparable measuring instruments have been used?®

Before we can specify and answer this question we need
to give an overview of the general features of community
nursing 1n Belgium, Germany and the Netherlands and
what 1s known from previous studies From this over-
view expectations and specific research questions can be
derived

COMMUNITY NURSING IN BELGIUM,
GERMANY AND THE NETHERLANDS

The scheme shown in Table1 contains the essential
charactenstics of community and home nursing 1n the
countries studied The categories (financial and legal
conditions, supply/provider charactenistics, demand/
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consumer characteristics) were borrowed from the
Canadian economist Robert Evans (1981) who provides a
systematic framework for the description of health care
systems

Legislation

One of the most striking differences 1n legislation concerns
the obligation for children to support their indigent par-
ents In the Netherlands this obligation was abolished with
the itroduction of the ‘Algemene Bystandswet’ (General
Support Act) 1n 1965 providing the entitlement to financial
support from the local government 1n case of indigence
For the indigent elderly this support usually mcludes the
payments required for a place in a home for the aged In
the other two countries this obligation still exists, although
1n practice many exceptions mitigate the principle

The considerable differences 1n the proportion of elderly
people living 1n 1nstitutions like homes for the aged and
nursing homes 1n the Netherlands compared with the other
two countnies 1s partly due to this basic difference 1n legis-
lation Another striking feature 1n legislation regards the
dependency of the medical professions no authorization
by a physician 1s needed for the use of community nursing
services 1n the Netherlands, physician authorzation 1s
needed for all services 1n Germany, and a mixed system
exists 1n Belgium (authorization for technical services like
mjections and free access for general nursing services for
heawily dependent persons) These differences shape the
professional content of the nurses’ work

Financing

Dafferences can also be found in financing home nursing
organizations, 1n the Netherlands this 1s by a budget partly
based on the proportion of persons over 70 years and some
other mdacators of a region, in Belgium by a mixed system
of payment per 1tem of service and per diem remuneration,
and 1n Germany by a complete fee-for-service system
Germany differs from the other countries 1n the fact that
home help and home nursing have been integrated in
many cases Both services are often provided by one single
Sozialstation (social station) In Belgium these two ser-
vices are completely separated In the Netherlands there
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Table 1 Essential charactenstics of commumty and home nursing 1n the countnes studied (situation 1n 1990/91)

Essential

charactenstics Belgium Germany The Netherlands
Financing/msurance

{a) General Part of public health 1nsurance Part of public health 1nsurance Since 1981 part of (public)

{b) Remuneration of
organization

(c}) Remuneration of
personnel

Legal conditions
(a) General

{b) Vocational
(c) Relationship with
medical profession

Supply
(a) Type of
organization

(b) Type of services

25% out of pocket payment, but
not for wxdows, orphans, the
disabled and pensioners

Technical services per item of
service
Care-dependent patients per
diem depending on seventy of
case

Monthly salary (mostly part-time
employment) for employees’
home care organization
Independent nurses are paid
directly by mnsurances

Obligation for children to
maintain parents 1f indigent

Title ‘nurse’ protected

For severely care-dependent
patients direct access
For 1njections and technical
interventions authorization
from physicians needed

White/Yellow Cross—nationwide
orgamization for home nursing,
plus independent nurses in
private practices

Home nursing

(60%) plus federal or state taxes
private health insurance,
umbrella organizations and out
of pocket payment
Governmental subsidy depending
on the number and
qualifications of personne}
Fee for service payment by
1surance companies

A fixed monthly salary or
pavment on an hourly basis

Obligation for children to
maintain parents 1f indigent

No protection of title ‘nurse’
All home nursing requires
authorization by physician

‘Pillarized’ welfare orgamization
(Roman Catholic, Protestant,
Socialist)

Home nursing and home help (1n

catastrophic illness insurance
plus membership fee of appr
20 ECUs per year

Organization receives budget
dependent on percentage of
those over 70 and 1n region, and
some other indicators, plus
membership fees, plus budget
for well-baby care

Salary dependent on qualhification
{full nurse~nurse auxihary)

No obligation for children to
maintain parents since 1965
{General Support Act)

Tatle ‘nurse’ protected

Directly accessible no physician
authorization needed

Single national home care
organization plus imited
number of private nurses

Home nursing and well-baby care

provided by many cases)
orgamzation
(c) Type of care Personal care, technical nursing Helping the patient with basic Mother and child care 1n child
provided by procedures and psychosocial needs, more technical nursing health clinic sessions and nursing
personnel activities activities and home help activities during home visits
Demand
(a) Population over 65 89% 14 2% 10 7%
in Euregion
Population over 75 34% 5 9% 4 0%
in Euregion
(b) Population 51% 45% 7 7%
permanently
residing 1n
institutions
(c) Life expectancy at 72 (men) 73 (men)* 74 (men)
birth 79 (women) 79 (women)* 80 (women)
(d) Age adjusted death 107 105 92
rate {direct
standardization)t
* Figures from 1989
1 Figures from 1985

Sources Philipsen (1985), van de Ven (1988), Derksen (1991), Nykamp et al (1991), Verher) & Kerkstra (1992), Boerma et al (1993)
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1s a growing tendency to merge the governing boards of
home help and home nursing organizations, but, certainly
1n 1991, the practical integration of both services was
exceptional

Traditionally Dutch commumty nurses provide both
well-baby care and home nursing services, i both other
countries (as in the Umted Kingdom) these pre-
ventive well-baby services are provided by a different
organization

In Germany and Belgium home care 1s not provided by
one single orgamzation (like in the Netherlands) but by
different denominations (Roman Catholic, Protestant and
Socialist 1n Germany, Roman Catholic and Socialist
m Belgium) A comparable situation existed mn the
Netherlands until the mud-seventies (with one Roman
Catholic, one general and one Protestant orgamzation)
until all orgamzations merged 1nto the National Cross
Association

EXPECTATIONS

From these general differences a set of expectations can
be derived These can be divided 1nto expectations regard-
ng the seventy of the patient’s situation (the ‘level of care
dependency’), the actual provision of services and the
nurse’s job 1nterpretation and job satisfaction

Expectations regarding the level of care
dependency

The higher proportion of mstitutionalized elderly people
1 the Netherlands maght lead to a relatively lighter case
load in the Netherlands compared with the other two
countries, especially because community nurses do not
provide services in homes for the aged 1n the Netherlands

The living situation of elderly people will also be differ-
ent, we expect more elderly people to be hving wath therr
children 1n Belgium and Germany than 1n the Netherlands

Expectations regarding the provision of services by
community nurses

The financing by budget of the Dutch home nursing associ-
ations and the reluctance of Dutch home nurses to comply
with medical supervision will most probably lead to a
lower number of technical services performed by Dutch
commumnity nurses

Direct access of home nursing in the Netherlands and
an 1increasing degree of medical authorization mm the
Netherlands, compared with Belgium and Germany, will
lead to the Netherlands having the lowest proportion of
patients arriving via the medical profession and the high-
est number of direct arnvals Germany will show the
opposite pattern and Belgium 1s expected to occupy the
position 1n between

794

The integration of home help and home nursing in
Germany will probably lead to a less strict separation of
home help and home nursing activihies 1n Germany com-
pared with the other two countries This will show both
n the actual services and 1n the job interpretation

The greater dispersion of the German Sozialstationen
due to the different denominations might lead to higher
travel times for the German nurses

Expectations regarding job interpretation and job
satisfaction

1t was already predicted that German community nurses
would be more likely to describe domestic services as part
of their job Finally, we predict that Dutch commumty
nurses will have a higher job satisfaction due to their
greater 1ndependence (especially from the medical
profession}

Previous studies

Some of these expectations are (partially) supported by
previous studies Kerkstra & Voskuilen (1992) compared
the work-profiles of Dutch and Belgian community nurses
based on a secondary analysis of a Dutch nationwide
survey of community nurses’ activities (Vorst Thissen
et al 1990) and two Belgian studies by Geys & Van Loon
(1989, 1990) who used routinely available data on Belgian
commumnity nurses’ services They found that Belgian
nurses provided more curative and technical services than
their Dutch colleagues and less preventive and supportive
care The authors state however that the differences found
could be due to the differences 1n data sources, Belgian
data consisting of admimistrative and financially relevant
items and Dutch data stemming from self-recorded survey
registration

Further specificahion of the research questions

After formulating the expectations, the research questions
can be specified as follows

1 To what extent can differences between community
nursing 1n Belgium, Germany and the Netherlands in
{a) patients’ level of care dependency, (b) services pro-
vided by community nurses, and (c) job interpretation
and job satisfaction, be dernived from charactenstics of
the health care and social secunty system according to
the expectations formulated 1n the introduchion?

2 Will differences found 1n previous studies (especially
between community nursing in the Netherlands and
Belgium) also be found if comparable and similar
measuring mstruments are used?
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THE STUDY

The study was carned out mn the ‘Euregion’, the area where
the borders of Germany, Belgium and the Netherlands meet

Several home nursing organizations (in Maastricht and
the surrounding area, 1n the Dutch speaking Belgian prov-
mce of Limburg and 1n several Sozialstationen of different
denominations 1 the region of Aachen/Stolberg) were
approached for cooperation The organizations passed this
request to nursing units who participated on a voluntary
base A target of approximately 30 nurses per country was
set 1n order to allow for some crude testing of differences
{(by chi-square or t-tests)

The nurses were asked during 1 week in late summer
and early autumn 1n 1991

1 to assess (at the first contact) the physical and mental
health status and living conditions of all home nursing
patients during this week (for the Dutch nurses this
implied the exclusion of well-baby care),

2 to record their activities during all contacts with these
patients, and

3 to complete a questionnaire on job interpretation and
job satisfaction

The basic charactenistics of the sample are shown n
Table 2 No male nurses were employed 1n Belgium The
age of the nurses did not differ sigmficantly (due to the
high standard deviation 1n Germany) Employment did
differ nurses 1n Germany were predominantly full-time
employed, 1n the Netherlands approximately 60% had a
full-ime job, but 1n Belgium most nurses worked 20-28
hours

The size of the teams varied considerably, 1n Germany
and the Netherlands 1t was between 10 and 15 persons and
1n Belgium the average was 53 persons The Belgian home
nursing orgamzation with large teams of part-ime nurses
differs strongly from the other two countries

Measurement mstruments

The three core concepts the condition of the patients (the
level of care-dependency), the services provided and the

nurses’ job interpretation and satisfaction have been elab-
orated as follows

Patient’s condition
The condition of the patient has been operationalized by
taking the standard condition assessment scale used (since
Spring 1991) by Belgian commumity nurses to assess the
degree of care dependency of their chents The instrument
consists of the onginal Katz ADL-scale (Katz et al 1963)
and has been extended by the White/Yellow Cross
Orgamzation to include mental condition (restlessness/
nervousness and memory problems), housing and living
conditions and the availability of informal care, this all
resulting 1n a score of which the physical condition scale
{the Katz-scale) has a direct relationship with the per diem
remmbursement This ADL-scale has a six-point range, the
highest scores are obtained for incontinent patients or
patients who cannot eat or drink without help For scores
of 0-2 no per diem rexmbursement 1s apphcable (fee for
service only and medical authorization required, with a
maximum), for scores of 3 and 4 the lowest reimbursement
category apphes (1991, BF 450, ECU 10,65) and for scores
of 5 and 6 the highest category (1991, BF 750, ECU
17,76) apphes

The mental condition scale consists of two elements
(0-3 rating scale) an estimate of time and place onentation
and/or assessment of the degree of restlessness Finally,
the availability of informal care (under the same roof or
elsewhere) and the housing quality (bathing and warm
water facilities, 0—2 rating) complete the list

As the Belgian scales were available in Dutch (including
mstructions) no translation problems existed for the Dutch
situation, 1n order to be apphcable in Germany a trans-
lation took place Dutch and German nurses were
mstructed by the investigator who did the study as a
master’s thesis 1n nursing science (Derksen 1991) The
Belgian nurses were already famihar with 1ts use

Services provided

The community nursing care provided was measured
using the patient contact registration form developed by

Table 2 Sample characteristics

and basic mformation Bel Ger Net Total
Number of nurses 30 22 35 87
(of which male nurses) 0 4 5 9
Average age 30 36 32 324
Number of years job expenence 7 7 6
Number of patient profiles (/wk) 729 361 706 1796
Number of home visits (/wk) 2178 1569 1416 5163
Average team s1ze 50-55 13-14 11-12
Number of working hours (/wk) 27 38 34 328
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Kerkstra & Vorst-Thyssen (1991) for a nahonwide survey
on community nursing 1n the Netherlands For each home
visit a form was completed containing information regard-
1ng the patient’s name, sex, age, living situation, diagnosis,
the motives for visiing the patient at home, whether or
not the patient 15 recerving informal care, the time of
arnval and departure of the community nurse and the type
of care provided A detailed hist of activities was divided
into the following main headings

1 Hygienic care help with washing, dressing and the lava-
tory, bathing the patient, and care of hair, nails and feet

2 Self-care stimulation of the patient’s self-care

3 Domestic care preparing food and drinks, and cleaning
the bathroom, etc

4 Technical care care of pressure sores and wounds, sto-
macare, catherization, etc

5 Injections all sorts of injections admimstered durng a
home visit

6 Moral support listening, empathic understanding and
advising

7 Famuly support giving advice to relatives, giving
mstructions on nursing care, and discussing the work-
load of the informal caregivers

8 Health education giving information to the patient
regarding the nature of the 1llness, the use of medicines,
the possibility of self-care and informal care, auxiliary
apparatus and adaptation of the house

9 Observation observation of new physical symptoms,
and mental or social problems

10 Administration recording 1nformation about the

patient and the care given to the patient on the
patient’s card

In order to explore the dimensionality of these activities
a factor analysis (principal components with orthogonal
varimax rotation) was performed (Table 3)

The three-factor solution, accounting for 62 4% of the
variance 1s presented 1n Table 3 The first factor, contain-
ing health education, psychosocial care, the support of
informal care and observation can be labelled as ‘care’ It
refers to the personal, general and affective aspects of treat-
ment, generally and for a long period considered as crucial
for therapeutic effectiveness (Carkhuff 1969, White 1988)

The second factor contains hygienic personal care, sti-
mulating self-care, domestic care and technical activities,
while 1njections load negatively This can be interpreted
as a typical instrumental factor to be labelled as ‘cure’,
although the negative loading of mjections justfies
exclusion of this variable from the actual factor construc-
tion The mndicator for homogeneity (Cronbach’s alpha) 1s
much better (0 73) when 1njections are excluded than
when included (047) Both dimensions form the core
elements of health care, both 1n the medical sector and 1n
nursing Finally, administrative procedures form a cate-
gory of therr own
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Table 3 Factor analysis of aggregated data on service provision by
community nurses (n==87) (Principal component analysis with
varimax rotation, three factor solution)

Factor1 Factor2 Factor 3
Type of care Care Cure Administration
Health education 090 018 017
Psychosocial care 089 007 019
Support informal care 075 004 018
Observation 066 017 017
Hygienic care 004 090 —001
Domestic activities —-005 078 022
Techmcal nursing care 038 061 —-034
Stimulating self-care 036 050 014
Injections —-020 —048 —-016
Admimstration 016 010 089
Explained vanance 36 4% 16 8% 11 0%
Cronbach’s alpha 082 047 na

073*

* Without 1njections

Job interpretation and job satisfaction

The term ‘job interpretation’ refers to the set of tasks that
nurses consider to form their job As no vahdated question-
naire on this particular subject was available, an ad hoc
scale was constructed containing 10 separate tasks
(Table 4), derived from the hiterature on home nursing
{Vorst-Thyssen et al 1990, Verhely & Kerkstra 1992} and
some common sense The nurses had to judge whether
they considered the specific tasks as part of their jobs (on
a three-point scale) In order to reduce the number of
dimensions the 1tems were subjected to a similar factor
analysis as presented in Table 3, the results are presented
in Table 4

The factors ‘preventive/supportive care’, ‘domestic care’
and ‘curative/technical care’ are clearly interpretable The
first and the third factors are similar to the care and cure
factors 1n the actual activities, domestic care appearing
separately This 1s most probably due to the fact that in
the questionnaire more attention was paid to the subject
than 1n real hfe Scores were obtained by adding the items,
the alpha for the preventive/supportive scale was 0 53 (and
for the other two diumensions respectively 0 65 and 0 56)

No available scale could be found to measure job satis-
faction of community nurses So a scale was derived from
Stevens et al (1992), who studied the tension between
professional responsibility and independence and the
orgamzational requirements of medical specialists 1n
general and umversity hospitals

Factor analysis (Table 5) yielded three easily interpret-
able factors, satisfaction with the orgamization, satisfaction
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Table 4 Factor analysis of

nurses’ job imterpretation Factor 1

(n=87), principal component Preventive/ Factor 2 Factor 3

analysis with orthogonal Type of tasks supportive Domestic care Technical care

varimax rotation three factor

solution Coordination of care 070 004 004
Health education 069 -0 14 004
Preventive home visits 059 —-017 —026
Psychosocial care 054 038 021
Improving self-care 046 0 00 -014
Domestic care combined with

nursing activities 008 085 012

Domestic care 005 081 -021
Technical nursing care 002 005 087
Hygienic/personal care 013 010 079
Explained variance 211% 17 5% 17 0%
Cronbach’s alpha 053 065 056

Table 5 Factor analysis of

nurses’ ]0b satisfaction (n= Factor 1 Factor 2 Factor 3

87), principal component Organization Professional Social

analysis with orthogonal Job aspects conditions conditions conditions

varimax rotation (3 factor

solution) Homecare organization as a whole 071 041 007
Organization of night and weekend duties 063 026 029
Career possibihties 060 040 017
Income 058 004 036
Tune for your work 057 018 021
Working conditions 051 015 004
Contacts with other disciplines —-048 031 -008
Opportuntty for high quahty care 007 072 009
Continuous education/training with practice 016 066 001
Autonomy 1n patients’ care 006 066 008
Supervision management 023 053 028
Opportunity for independent working 004 053 046
Opportumty for postgraduate education 009 043 004
Relations with colleagues 010 011 068
Contact with other comm nurses 022 014 057
Appreciation by outsiders 040 014 057
Appreciation by patients 032 022 045
Explained variance 25 9% 9 8% 88%
Cronbach’s alpha 068 068 049

077*

* Without contacts with other disciplines

with professional conditions, and satisfaction with the
social aspects of the job Cronbach’s alpha’s were respect-
wvely 0 68, 0 68 and 0 49

RESULTS

In Table 6 some background charactenstics of the patients
are presented German patients were the oldest and Dutch
patients the youngest, there was an average difference of

5 years between Germany and the Netherlands The age
differences also have an indirect effect {there are more
older women than men) on the sex distribution 35% of
pahents were male 1n the Netherlands and 26%
Germany In Belgium the lowest percentage of persons
were hiving alone, 35% against 44% and 42% respectively
1n Germany and the Netherlands The availability of infor-
mal care does not differ significantly between the countries
but there are differences in the type of informal care, 1n
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Table 8 Basic charactenistics

of patients under treatment Bel Ger Net Significant
(n=729) (n=361) {(n=706) differences
Average age 74 4 77 6 728 Ger vs Bel , Net **
% under 65 years 20 11 21 Ger vsBel , Net.*
% over 75 years 55 67 47 Bel vs Ger vs Net *
% male patients 30 26 35 Bel vs Ger vs Net *
% living alone 35 44 42 Bel vs Ger, Net *
% living with partner 40 31 41 Ger vs Bel , Net *
% living with children or other fammly 32 35 25 Net vs Bel , Ger *
Type of referral to community care
Self-referral (%) 43 47 51 Bel vs Ger vs Net *
General practitioners (%) 30 50 12 Bel vs Ger vs Net *
Hospital/nursing home (%) 11 13 30 Net vs Bel , Ger *

* Dhfferences tested by chi-square, P<0 05
** Differences tested by t-test, P<0 05

the Netherlands 25% of patients lived with children or
other family, 1n Belgium 32% and 1n Germany 35% The
difference between the Netherlands and the two other
countries 1s significant

The number of patients referred by general practitioners
15, as predicted, highest in Germany (50%]), followed by
Belgium (30%) and the Netherlands (12%) It was not pre-
dicted that the Dutch nurses had almost three times as
many patients referred from institutional care

The level of care dependency {physical and mental) 1s
presented 1n Table 7 The scores of the Katz scale are
presented separately (including the average) and cate-
gorically, the categories being derived from the Belgian
remuneration system Mental health status 1s presented
per item (orientation problems and restlessness)

From Table 7 1t can be seen that the average rate for
physical dependency 1s highest 1n Belgium, mn Belgium
the maximum rate (6) has the highest frequency The pro-
portion of patients with ‘low need of care (0-2)’ 1s 67%
(the Netherlands), 70% (Germany) and 49% (Belgium)
Mental health status 1s lowest 1n Germany and does not
differ between Belgium and the Netherlands The Belgian
nurses give the maximum score 1n a significantly higher
number of cases, possible financial explanations for this
phenomenon will be discussed 1n the discussion section
The poorer mental health status in Germany cannot be
explamned with previous knowledge or ad hoc
interpretation

Provision of services

From the factor analysis presented 1n Table 3, two dimen-
sions were denved, care and cure, while injections and
administration were considered separately As specific
expectations about domestic care were formulated, this
type of care should also be considered separately
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The differences regarding the services provided by com-
munity nurses 1n the three countries are shown 1n Table 8
This table also includes information about the number and
duration of home visits and travel time As predicted,
Dutch nurses provide sigmficantly more care than nurses
in both other countries Belgian nurses record more dom-
estic activities and German nurses record almost no
admimistrative duties The largest differences, however,
are found 1n the number of 1njections {especially for dia-
betic patients) Dutch nurses record an injection 1n 16%
of the home wisits, Belgian nurses 1n 29% and German
nurses 1n 45%

The number and duration of the visits also differs con-
siderably Dutch nurses (who, one should keep 1n mind,
also provide preventive/well-baby care) have the lowest
number with the longest duration (eight wvisits, 30
minutes), the Belgian nurses, who usually have 24-28
hour working weeks, do twice as many visits (15 to 16)
with half of the duration (17 minutes), and the German
nurses can be found somewhere 1n between (12 visits, 22
minutes) The predicted differences 1n travel time (hughest
1 Germany due to the denominational lower density of
home care orgamizations) are confirmed Belgian nurses
live very close to therr clients (42% of the visits have only
0-2 minutes travel time compared with 15% 1n Holland
and 9% 1n Germany), they apparently do not start their
work from the office but live amidst their patients

Job interpretation and job satisfaction

The factors presented in Table 4 were preventive/support-
1ve care, domestic activities and curative/techmcal care
Table 9 contains the differences between the three groups
of nurses

No differences 1 job interpretation with regard to
hygienic and techmical care were found All nurses
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Table 7 Physical and mental

condition of patients under
treatment (KATZ

ADL + mental health
assessment)

Table 8 Services provided by

commumty nurses during
home visits

Table 9 Job interpretation
of nurses 1n the three
participating countries,
average rating on three
dimensions

Bel Ger Net Significant
{(n=729) (n=361) {n="706) differences
KATZ ADL scale
Average score 30 23 21 Bel vs Ger, Net **
Standard deviation 24 23 20
Proportion 0 21 31 22 Ger vs Net , Bel *
1 15 21 29
2 13 12 19
0-2 49 64 70 Bel vsGer, Net *
Proportion 3 10 3 4
4 4 7 6
3-4 14 10 10
Proportion 5 6 9 9
6 31 17 11
5-6 37 26 20 Bel vs Ger Net *
Mental condition
Restless/nervous
% occasionally 25 37 28 Ger vs Net, Bel *
% permanently 9 4 8
Memory problems
% occasionally 23 28 18
% permanently 9 7 6
* Dafferences tested by chi-square, P<0 05
** Differences tested by t-test, P<0 05
Bel Ger Net Significant
(n=2178) (n=1569) {n=1416) differences
Av number of home visits
per nurse per day 155 120 80 Bel vsGer vs Net **
Av duration of the visit
{(1n minutes) 175 224 290 Bel vs Ger vs Net **
Travel time per visit (min) 40 76 57 Bel vsGer vs Net **
Care provided (% visits) 41 35 75 Net vs Bel , Ger *
Cure provided (% visits)
Excl injections 77 71 84 Net vs Bel vs Ger *
Domestic achivities 42 22 31 Bel vs Net vs Ger *
Injections 29 45 16 Ger vs Bel vs Net *
Administration (% visits) 33 4 33 Ger vs Bel , Net *
* Differences tested by chi-square, P<0 05
** Dhfferences tested by t-test, P<0 05
Bel Ger Net Sigmificant
Type of tasks (n=30) (n=22) (n=35) differences*
Preventive/supportive tasks 13 4 135 147 Net vs Bel , Ger
Domestic tasks 37 46 33 Ger vs Net , Bel
Hygienic/technical tasks 59 58 59

* Differences tested by t-test, P<0 05
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consider these aspects as belonging to their job Dutch
nurses differ sigmificantly from their Belgian and German
colleagues 1n the degree they consider preventive and sup-
portive tasks as part of their job, while German home
nurses consider domestic tasks as part of their job signifi-
cantly more often than their colleagues 1n the other two
countries

Job satisfaction has been split into three categories
organizational conditions, professional conditions and
social aspects of the job In Table 10 the results per country
are presented

We predicted that Dutch nurses would have the highest
satisfaction rates due to their greater independence from
medical supervision and the diversity of their activities
The results show the opposite, Dutch nurses are the least
satisfied with organizational conditions, while the Belgian
nurses show the highest satisfaction with their pro-
fessional conditions Satisfaction about social aspects of
the job does not show differences between the countries

DISCUSSION

Returning to the mmtial questions of this paper, (a) can
differences 1n commumty nursing between Belgium,
Germany and the Netherlands with regard to patient
characteristics, service provision and job interpretation
and satisfaction be derived from differences 1n the respect-
1ve health care and social secunty systems, and (b) will
differences found 1in previous studies be refuted when
comparable methods and research instruments are being
used, we can state that the second question can be answ-
ered positively and that the answer to the first question 1s
‘to a certain extent’ The higher amount of supportive and
preventive care provided by Dutch compared to Belgian
nurses as found by Kerkstra & Voskuilen (1992) was con-
firmed in this study and was not due to differences 1n
methods Differences 1n curative care turned out to stem
from differences 1n the number of 1njections, especially for
diabetic patients The nurses’ policy of stimulating self-
care 1 this respect has probably influenced this result It
15 not true that Dutch nurses provide less technical nursing
care such as dressing wounds, preventing decubitus and

applying catheters, the major source of differences 1s the
number of 1njections

Regarding ‘method’ one element of doubt turned up with
respect to the assessment of the patients’ care dependency
when 1t became clear that the Belgian nurses, who use the
Katz physical condition scale to determine the per diem
remuneration, had significantly more often used the maxi-
mum score of 6 However, as the remuneration cut-off
point was 5 and not 6 and a confusion between the rates
m the middle scores and the extreme score 1s not very
plausible, we consider the effect of the different use of the
rating scale in Belgium versus the other countries as a
possible but not very probable effect and conclude that,
by and large, the need of care 1s highest 1n Belgium, second
1n Germany and lowest in the Netherlands, the latter being
as expected

The following expectations were also confirmed In the
Netherlands the proportion of chients living with their chil-
dren or other family members was lower than in the
other two countries This was expected, no expectations
were formulated about differences between Belgium and
Germany The higher travel times 1n Germany were cor-
rectly predicted, the very low travel times 1n Belgium were
a surprise Belgian community nurses apparently carry out
their work 1n an area around their homes

Some expectations were partially confirmed It was
expected that due to the differences 1n the requirement of
medical authorization the proportion of patients referred
by doctors would be highest in Germany and lowest 1n the
Netherlands This was correct, but 1t was not true that the
Dutch nurses had the highest number of self-referred
contacts This was due to a rather large proportion of
patients referred by hospitals and nursing homes, 1n the
Netherlands 35% of the patients came from 1nstitutional
care, compared with 13% m Belgilum and 13% 1n
Germany

German community nurses considered domestic tasks
as part of their job sigmificantly more often but 1n fact did
not provide these tasks more often than the nurses 1n the
other two countries (with the exception of preparing food
and dnnks) The matter of domestic tasks 1s apparently
more complex than it seemed to be

Table 10 Job interpretation

of nurses 1n the three Bel Ger Net Significant
participating countries, Type of satisfaction (n=30) (n=22) (n=35) differences*
average rating on three
satisfaction dimensions Satisfaction with orgamzational 234 234 210 Net vs Bel , Ger
conditions
Satisfaction with professional 240 240 220 Net vs Bel , Ger
conditions
Satisfaction with social 158 158 15 4
aspects

* Dhfferences tested by t-test, P<0 05
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Finally, the expectation that the Dutch nurses would
have the highest job satisfachion was not confirmed This
might have different causes Firstly, the hypothesis might
be wrong, relative independence from medical supervision
mught increase the burden of responsibility

Secondly, the almost permanent state of reorganization
of the Dutch home care associations might be reflected 1n
the lower rates Finally, the Dutch culture might allow
more complaints than the Belglan and German culture
According to the studies of Hofstede (1984) the Dutch cul-
ture 1s a typical north-west European culture with fem-
nine and egahitarian elements, while the Belgian culture
forms part of the more masculine and authoritanan Latin
tradition, and Germany finds itself somewhere 1n between

The major conclusion, however, that can be denved
from this study, 1s that the role of commumty nurses 1n
the treatment of diabetic patients forms the most important
difference between the countries This points to a more
specific follow-up study in the way diabetic patients are
being detected and treated by primary versus secondary
nursing and medical care
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