VL

Universit
s of Glasgowy

https://theses.gla.ac.uk/

Theses Digitisation:

https://www.gla.ac.uk/myglasgow/research/enlighten/theses/digitisation/

This is a digitised version of the original print thesis.

Copyright and moral rights for this work are retained by the author

A copy can be downloaded for personal non-commercial research or study,
without prior permission or charge

This work cannot be reproduced or quoted extensively from without first
obtaining permission in writing from the author

The content must not be changed in any way or sold commercially in any
format or medium without the formal permission of the author

When referring to this work, full bibliographic details including the author,
title, awarding institution and date of the thesis must be given

Enlighten: Theses
https://theses.qgla.ac.uk/
research-enlighten@glasgow.ac.uk



http://www.gla.ac.uk/myglasgow/research/enlighten/theses/digitisation/
http://www.gla.ac.uk/myglasgow/research/enlighten/theses/digitisation/
http://www.gla.ac.uk/myglasgow/research/enlighten/theses/digitisation/
https://theses.gla.ac.uk/
mailto:research-enlighten@glasgow.ac.uk

A Description of a Public Health Role for Health Visitors

Pauline Craig

A thesis submitted to the University of Glasgow for the degree of Master of
Science (Medical Science), Nursing and Midwifery School, Faculty of Medicine.

May 1998



ProQuest Number: 10992319

All rights reserved

INFORMATION TO ALL USERS
The quality of this reproduction isdependent upon the quality of the copy submitted.

In the unlikely event that the author did not send a complete manuscript
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.

uest

ProQuest 10992319

Published by ProQuest LLO (2018). Copyright of the Dissertation is held by the Author.

All rights reserved.
This work is protected against unauthorized copying under Title 17, United States Code
Microform Edition © ProQuest LLO.

ProQuest LLO.

789 East Eisenhower Parkway
P.Q. Box 1346

Ann Arbor, M 48106- 1346



SLASGOW
UNIVERSITY
LIBRARY

GV LHIVERSTY
6LS LIBEARY

11369 (wm ‘)



Abstract

The term "public health nursing" was introduced to the UK before a definition was
generally agreed. Consequently, there was confusion over the use of the term
“public health” in relation to nursing as a whole and health visiting in particular.
SNMAC (1995) believed that health visitors had a particular public health role
because of their orientation to health promotion in relation to individual and
community need. However, it was not clear whether community-focused health
promotion activity could legitimately be described as a current public health role of

health visitors.

Taking "public health" to mean a population perspective, the purpose of the study
was to develop an understanding of health visitors' public health role by
examining the practices and processes of community-based health visitors. In
addition, the relevance of a community-focused health visiting role was
established in relation to current practice and policy in public health, primary care,

health promotion and social services.

Data were collected from health visitors who worked with community-focused
remits in Scotland and England using face-to-face, semi-structured interviews
within an ethnographic framework. Transcriptions of interviews were analysed by
an inductive process of identifying themes, patterns, concepts, contrasts and
irregularities. Reliability and validity were sought through a reflexive process

whereby the researcher maintained awareness of her involvement with the data.

A model of a health visiting role was proposed that emphasised a population or
community approach, and employed a range of methods of working drawn from

generic health visiting, public health and community work.
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Researcher’s Note

Abbreviations

The following abbreviations are used in this thesis:

CETHV
GP
HFA

NHS
MO(s)H
RCN
SNMAC
UKCC

WHO

Note

As a starting point for collecting data, health visitors’ public health work was
regarded as activity relating to populations or communities rather than individuals
(Billingham, 1994). However, given the confusion surrounding the use of the

term “public health” in relation to nursing, health visiting activity investigated in

Council for Education and Training of Health Visitors
General Practitioner

Global Strategy for Health For All by the Year 2000
Health Visitor’s Association

National Health Service

Medical Officer(s) of Health

Royal College of Nursing

Standing Nursing and Midwifery Advisory Committee
United Kingdom Central Council (for nursing, midwifery and
health visiting)

World Health Organisation

the study was described as “community-focused” rather than “public health”.
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Chapter 1 Introduction

1.0 Background

My interest in studying the community-focused role of health visitors developed
from attempts to find a method of evaluating the work I was doing as a health
visitor and co-ordinator in a community health project (Appendix I). At that time
there were no guidelines for practice relating to a community-focused health
visiting role, let alone frameworks for evaluation. There was a dearth of research
about any aspect of health visitors’ community-focused activity and consequently
there was confusion about the role; for example, there had been some debate at
conferences and in the nursing press over the use of the terms “public health” and

“community development” in relation to health visiting (Brown, 1994).

During my search for an evaluation framework, I began to recognise that health
visitors throughout the UK were developing community-based health promotion
work that focused on poverty or inequalities in health. While there appeared to be
some support for this work from professional organisations, at the same time,
successive primary care reforms were drawing health visitors into an increasingly
medicalised model of health promotion. Despite the medical emphasis, health
visitors appeared to be developing similar responses to community-identified

issues despite the lack of national or local strategies for their work.

I felt that there was a need to stand back from the arguments surrounding health
visitors’ community-focused work and to examine the language, activities,
processes and belief systems that health visitors in the UK were using to develop
community health activity. By so doing, I hoped to clarify health visiting practice
in relation to this activity and to identify where and how this work linked into

other health and community-based services.

11



1.1 Purpose, aim and research questions

The overall purpose of this study was to inform the debate around the public
health role of health visitors, particularly with regard to the legitimacy of the role
for future health visiting development. The aim of the study was to describe the

contemporary public health role of health visitors.

The study sought to answer the following questions:

1. What are health visitors’ interpretations of a community-focused remit?

2. How does the community-focused role of health visitors relate to the extant
principles of health visiting?

3. How does the community-focused role of health visitors relate to current

Government guidelines for health promotion and community health care?
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Chapter 2 Literature Review

2.0 Introduction

The contention that all nurses have a key role to play in public health was put
forward by the Standing Nursing and Midwifery Advisory Committee (SNMAC)
in 1995. However, SNMAC (1995) failed to address the confusion over the use
of the term “public health” in relation to nursing as a whole and health visiting in
particular (Craig and Smith, 1998). For example, preceding the SNMAC report,
“Making it Happen” (1995) the UKCC (1994) replaced “health visiting” with the
title, “health visiting-public health nursing”. Two years later, the Department of
Health (1996) removed “health visiting” from the title and described health visiting
functions under the heading of “public health nursing”. In addition, health
visitors, district nurses, midwives and practice nurses were described as “all
nurses working within public health” (Smith, 1997), while Caraher and McNab
(1996) believed that posts labelled as “public health nursing” in the UK were no

more than extended health visitor or district nurse roles.

2.1 Clarifying health visiting and public health nursing

2.1.1 Health visiting

Health visitors are registered nurses who have undertaken a post-registration
course that covers the principles and practices of health visiting, sociology,
psychology, social policy and social aspects of health and disease (Orr, 1993).
Some health visitors have additional degrees, although data regarding nurses’
higher degrees are not routinely collected (Rafferty and Traynor, 1997). However,
one study found that3.6% of 206 generic health visitors were undertaking degree

studies (Porter, 1996).
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Definitions of the purposes and principles of health visiting were developed in
1977 by the Council for the Education and Training of Health Visitors (CETHV)
following a major reform of the NHS (CETHV, 1977). The purposes of health
visiting were couched in terms of promotion of health and prevention of ill-health,
focusing on individuals, social groups or communities and were to be achieved by

working to four principles, as follows:

the search for health needs;

the stimulation of the awareness of health needs;

the influence on policies affecting health; and

the facilitation of health-enhancing activities(CETHV, 1977).

This framework was tested in the 1990s through a consultation process with
representatives from health visiting management, practice and education in
Scotland and England (Twinn and Cowley, 1992). The process includeda review
of health visiting research within the context of societal change and NHS reforms.
Twinn and Cowley (1992) concluded from the consultation that the principles

devised by the CETHV (1997) continued to be relevant to health visiting practice.

The practice of health visiting is said to be community-based and encompasses

primary, secondary and tertiary prevention, as follows:

* primary - encouraging the adoption of healthy lifestyles, such as maintaining

good nutrition or taking up immunisation, either with individuals or groups;
* secondary - surveillance or screening for early detection of problems; and

* tertiary - preventing deterioration of a condition; for example through

rehabilitation or counselling (Roberston, 1991).

14



The UKCC (1992) stated that health visitors are in a position to utilise their full
range of nursing and health visiting skills to determine appropriate health visiting

interventions in response to identified health needs.

Health visitors are usually attached to GP practices, providing a universal
outreach service with client coﬁtact established through home visits, clinics and
groupwork (Orr, 1993). Despite attachment to GP practices, health visitors are
managed by community nursing structures in NHS trusts (Symonds, 1997). The
main focus of current health visiting practice is on the individual or family, in
particular on pre-five children and their carers, and elderly people (Goodwin,

1988; Robertson, 1991; Twinn, 1991; Carney et al, 1996).

2.1.2 Confusion in health visiting
SNMAC (1995) argued that health visitors have a particular public health role

because of their orientation to promoting health, which is described as follows:

“the unique orientationto health promotion, in terms of meeting both
individual and community need, makes health visitors public health
workers in the entirety of theirrole” (p20).

However, it was not clear whether community-focused health promotion activity
could be described accurately as the public health work of health visitors. For
example, health visitors with remits for community-focused work outwith
caseload responsibilities, had various job titles, including: community
development health visitors (Dalziel, 1992); public health health visitors (Boyd et
al, 1993); public health nurses (F Lunt, personal communication); community
health workers (Swann et al, 1995); or just health visitors (Craig, 1995). In
addition, the role of health visitors in meeting community need did not sit well

with their orientation to GP practice, where a medically-defined role was said to

15



prevent health visitors from focusing on communities or on populations (Barker

and Percy, 1991; Symonds, 1997).

Confusion over health visiting roles is not a new phenomenon. There have been a
number of conflicts since the 19th century between health visiting and other
disciplines over role boundaries and professional status. For example, Davies
(1988) described clashes between health visitors and sanitary inspectors during the
early development of health visiting at the end of the 19th century. Further conflict
followed between nursing and health visiting around the time of World War II
over health visitors’ training being based in further education institutions rather
than in schools of nursing (White, 1985). In addition, in the 1950s and 1960s
conflict arose between health visiting and social work over childcare
responsibilities and professional status (Robinson, 1982). More recently, the
potential for conflict between health visiting and health promotion was introduced
when Stone (1996) argued that the NHS was recruiting inexperienced and

untrained health promotion workers directly at the expense of health visiting.

Health visiting continues to suffer from a general lack of role clarity (Traynor,
1993). Reasons for confusion over health visiting roles were suggested as arising
from a separate professional identity to that of nursing (Robinson, 1982), and
from methods of working borrowed from other disciplines (Chalmers, 1990). For
example, health visiting was said to have borrowed from medicine and social
sciences (Hunt, 1972); sanitary inspection (Dingwall, 1977); social work and

community work (Sachs, 1990); and marketing (de la Cuesta, 1994).

Attempts have been made to address the confusion over health visiting roles, such
as the purposes and principles developed by the CETHV (1997). In addition, there
is a growing body of research into health visitors’ processes and practices (Clark,

1976; Robinson, 1982; Chalmers, 1990; Cowley, 1991; Twinn, 1991; de la
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Cuesta, 1994). Despite the existence of a framework for practice and research
evidence, there have been demands from outside and inside health visiting to
clarify the health visiting role and prove its effectiveness (Traynor, 1993; Roberts,

1996).

2.1.3 Public health nursing

In the late 19th century, many countries developed some form of public health
nursing to provide both nursing care of the sick and preventive services (Khan and
Landes, 1993). Lillian Wald, the American nursing visionary, was said to have
coined the term “public health nursing” in the 1890s (Frachel, 1988). Wald’s
vision for public health nursing was as an all-inclusive service to patients in their
homes, addressing the family situation, hygienic housing and living conditions,
and providing both direct care and health teaching (Boschma, 1997). The early
public health nurses in America developed a specialised nursing role which
incorporated an ability to relate to people, scientific knowledge and the freedom to
work for the good of society (Frachel, 1988). In this way, Wald was able to use
her experiences in caring for the sick poor in the New York slums to convince
policymakers about the social, economic and environmental causes of ill health she

encountered (Frachel, 1988).

In America, the early public health nurses worked for lay organisations, outside of
the supervision of medical practitioners (Frachel, 1988). Nursing leaders were
ambivalent about the increasing authority of medicine and were said to be
influenced more by the progressive politics of the feminist movement and social
reform (Boschma, 1997). They were able to develop an autonomous role in
prevention which emphasised empowerment and advocacy for people living in

poverty (Erickson, 1996).

17



Therefore, public health nursing in America was founded on the recognition of
poverty and the need for public services to be responsive to diverse socio-
economic and cultural groups (Erickson, 1996). Frachel (1988) argued that Lillian
Wald’s successful welding of “womanly” qualities with a scientific knowledge of
epidemiology and politics gave public health nursing status and power. However,
competing views on whether sick nursing and health teaching should be separate
or combined impeded the development of a unified infrastructure for public health

nursing in America(Boschma, 1997).

2.1.4 Confusion in public health nursing

The term “public health nursing” is apparently a source of confusion in a number
of countries as well as in the UK. For example in America, contemporary public
health nurses are one group of nurses within the umbrella term of “community
health nursing” which is used to describe all nurses working outside of health
institutions (Scruby and McKay, 1991). The main distinction between public
health nurses and other community health nurses appears to be that in general,
public health nurses focus on populations or communities whereas community

health nurses target their services towards individuals and families (Deal, 1994).

In parts of Canada, the terms “public health nursing” and “community health
nursing” are used interchangeably (King et al, 1995). For example, in Alberta in
1918, a public health nursing service based in public health departments was
established to provide health education for schoolchildren and families (King et al,
1995). The term “community health nursing” was introduced in the 1970s when
Alberta’s public health nursing service expanded to cover nursing the sick and
disabled in the community (King et al, 1993), ironically very similar to Lillian

Wald’s vision of public health nursing in the late nineteenth century.

18



In Ireland, itis “public health nursing” thatis used as the umbrella term to describe
all nurses working in the community (Hanafin, 1997). The present Irish public
health nursing service was set up in 1956 as an amalgamation of local authority
nurses concerned with public health and the voluntary district nursing service
(Hanafin, 1997). In general, Irish public health nurses focus on individualised
care and health promotion, mostly with children and elderly people. They work in
geographical areas and have a mandate to include work at the community level,
although community participation activity is often not supported by their line

managers (McDonald and Chavasse, 1997).

Despite an apparent lack of consensus in terminology, Khan and Landes (1993)
found that contemporary public health nurses in the UK, Finland, Sweden,
Canada and the USA shared a number of common features:

* they focused on a defined community rather than individuals or families;

* there was an emphasis on disease prevention and health promotion as well as
curative medicine;
* they performed an outreach function involving case finding and consultation;

and

¢ they had professional autonomy (Khan and Landes, 1993).

Health visitors in the UK share some features of public health nursing, particularly
those relating to health promotion and case finding. However, as noted in section
2.1.2, attachment to GP practices has prevented some health visitors from

focusing on communities.
2.1.5 Summary

While a framework exists for health visiting in the UK to work with both

individuals and communities, health visitors’ main focus is on individual children
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or families registered with a GP practice. It is argued that the concept of public
health nursing in the UK has not been clearly defined and the reasons for linking
public health nursing with health visiting have not been fully justified. In addition,
the relationship between a public health nursing role in the UK and public health
nursing services in other countries has yet to be established. Within this climate, it
is not clear what the implications of the introduction of the term "public health

nursing" are for health visiting.

In the following section, the historical factors influencing the development of
health visiting practice are identified in order to understand the apparent confusion
over the current role. In particular, the development of community-focused activity
within health visiting is traced to identify a possible relationship between health

visiting and public health nursing.

2.2 The development of health visiting in the UK

Twinn (1991) identified four paradigms of practice within health visiting, which

she illustrated in a diagram based on Beattie’s model for health promotion (Figure

2.1).

Figure 2.1 Twinn’s (1991) four paradigms of health visiting practice

Directive
Individual advice Environmental control
giving
Individual Collective
Psychological development Emancipatory care
(personal support) (networking, community health)

Non-directive
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Twinn (1991) believed that the four paradigms were not mutually exclusive or
conflicting and, ideally, any paradigm could be adopted by a health visitor in
response to a situation. Twinn’s model was used as a framework for the present
study to describe the historical development of health visiting. The model offered a
method of providing a health visiting-centred, historical account which identified
the links between health visiting and other professions, such as public health and
social work. This method enabled the diverse influences on health visiting practice
to be identified, including the potential sources of some of the current role
confusion. The historical development of each paradigm s taken in turn, although
there was some overlap between paradigms in chronology as well as influences on

practice.

2.2.1 Paradigm 1: environmental control (directive/collective)
Origins of the public health movement

The epidemiological approach described in this paradigm was a significant
influence in the development of health visiting (Twinn, 1991). Dingwall (1977)
noted that antecedents to health visiting had been recorded as far back as 1769.
However, itis widely believed that the development of current health visiting was
initiated at the same time as the early development of the public health movement

in the 19th century (Dingwall, 1977).

The 19th century public health movement arose in response to the need for
sanitary reform which accompanied the rapid growth in British towns as a result
of industrialisation (Hamilton, 1981). Employers took advantage of the lack of
social controls and the large pool of unskilled labour, subjecting workers to
extended working hours and inadequate nutrition, sanitary and safety
arrangements (Doyal and Pennell, 1979). Consequently working class families

became particularly susceptible to infectious diseases (Doyal and Pennell, 1979).
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The greatest force for public health reform is often credited to the sudden high
mortality rates caused by the cholera epidemics that swept through Europe in the
19th century (Hamilton, 1981). However, cholera epidemicsrose and fell rapidly,
while typhus, tuberculosis and childhood diseases were the main endemic causes
of death in the early part of the 19th century (Webster, 1990). Typhus, known at
that time as “fever”, was recognised as the “poor man’s disease” and was directly
related to squalor, overcrowding and insanitary conditions (Flinn, 1965). From
the 19th century, there have been marked differences recorded in mortality rates
between poor and affluent areas; for example, in 1901 in Glasgow the. overall
infant mortality rate per thousand births was 149, ranging from 69 in the “best”

areas to 217 in the “poorest” areas (McGregor, 1967).

In the 1800s, government took little responsibility for safeguarding the health of
the population (Webster, 1993). There was only one reference to health care
within 16th century Elizabethan legislation; medical care was included in the social
welfare programme to support the poor (Webster, 1993). Government
responsibility for health care was made more explicit in The Poor Law
Amendment Act of 1834 (usually described as the New Poor Law) which replaced
the Elizabethan welfare framework (Webster, 1990). However, the New Poor
Law created a harsh and unpopular system that set a trend for long-stay,

institutional care for vulnerable groups (Webster, 1990).

The sanitary movement, launched in the 1820s, represented the first involvement
by government in disease prevention (Webster, 1993). Edwin Chadwick’s radical
document of 1842, “Report on the Sanitary Condition of the Labouring Population
of Gt. Britain” laid the foundation for the Victorian public health movement and
led to the first Public Health Act in 1848 (Flinn, 1965). This Act stimulated a
steady growth in sanitary reform and increased powers for public health doctors,

particularly relating to housing and sanitation (Webster, 1990). In addition, as a
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result of the Public Health Act (1848), Medical Officers of Health (MOsH) were
created in local authorities (Webster, 1990). MOsH were eventually to oversee a

number of health and social services, including health visiting.

Origins of health visiting

The UK system of health visiting towards the end of the 19th century arose from
the sanitary movement’s "volunteer visiting of the poor" (Webster, 1993).
Volunteer visitors, known as “lady visitors”, were usually middle-class women,
often from temperance movements and the voluntary social work predecessor, the
Charity Organisation Society (McGregor, 1967). They were said to be acting out
of concern for the high mortality and dreadful living conditions of the urban poor
and their aim was to promote independence and self-reliance, in line with the
philosophy of the New Poor Law of 1834 (Robinson, 1982). The most frequently
repeated account of the first health visitor is that of the Manchester and Salford
Ladies Sanitary Reform Association who employed a "respectable" working class

woman in 1867 to assist the lady volunteers (Dingwall, 1977).

In addition to the work of the women philanthropists, a major influence in the
development of health visiting was women’s roles in sanitary inspection. While in
some areas women were employed on an equal basis with men, most female
sanitary inspectors were encouraged increasingly to focus on home visiting and
counselling, leaving male inspectors to deal with the higher status, legislative
work (Dingwall, 1977). Davies (1988) argues that male sanitary inspectors
objected to women taking on their work and effectively blocked them from
achieving equal pay and employment status as sanitary inspectors. In addition, the
dominant male, medical ideology in public health conspired to maintain the lower
status of women and to undermine their contribution to the public health
movement (Davies, 1988). However, at the same time, MOsH apparently held the

supporting and counselling abilities - the “womanly” qualities - of health visitors



in high esteem (Dingwall, 1977; McGregor, 1965).

Advice on health and hygiene by volunteers gradually evolved into maternal
instruction on the care of infants as part of the fight against infant mortality
(Davies, 1988). In 1907 the Notification of Births Act was passed as a result of
lobbying of the Government by the powerful pressure group, the National
Association for the Prevention of Infant Mortality (McGregor, 1967). This Act
enabled a direct approach to be made to all mothers of newly born infants and, for
the first time, accurate information could be gathered on all births. Under the Act,
every birth had to be notified to the MOH within 36 hours and this led to the
expansion of paid and voluntary family visitors (Chalmers, 1930); for example in
1908 in Glasgow (populatic;n 678,000) there were 300 voluntary helpers working
with a handful of paid health visitors to visit families and give advice on infant
care (Chalmers, 1930). Health visiting services were delivered across districts
(Dingwall, 1997), and the early, employed health visitors were expected to live in
the districts in which they worked, acting as role models for the women living

around them (Davies, 1988).

Establishing the health visiting service

The numbers of employed health visitors began to increase steadily from 1908
(McGregor, 1967). Early health visitors were drawn from a range of occupations
including medicine, sanitary inspection, midwifery, teaching and nursing (White,
1985). Separate training courses were soon established for nurses and for non-
nurses (White, 1985). By the beginning of World War I, most large cities had
some form of health visiting training in place in higher education establishments;
for example, in Scotland the training course for nurses consisted of six months
theory in the School of Social Study at Glasgow or Edinburgh University and
practical training under the Senior Medical Officer of the Maternity and Child

Welfare Department (McGregor, 1967).

24



By the 1920s, health visiting was an established part of the expanding public
health departments within local authorities, accountable to and fully supported by
MOsH (Davies, 1988). During the 1920s, health visiting gradually extended to
middle class families enabling it to become a universalist, non-stigmatising service

(Dingwall and Robinson, 1993).

It should be noted that health visiting in the UK developed quite separately from
domiciliary nursing of the sick, despite the fact that some early health visitors were
expected to care for any sick family members they encountered (Webster, 1993).
District Visiting Societies emerged from the Victorian Christian practice of visiting
the sick poor, preceding the trend towards home visiting at the end of the 19th
century (Webster, 1993). Florence Nightingale was said to have been committed
to the development of public health nursing and home care although she is usually
associated with the development of hospital nursing and education in the 1860s

(Baly, 1991).

Summary

The early development of health visiting was closely intertwined with the
development of public health. Recognition of the extent of infant mortality and
sub-standard living and working conditions helped to shape the health visiting
service. Consequently, under the influence of MOsH, the main focus for health

visiting became advice for mothers on the care of young infants.

2.2.2 Paradigms 2 and 3: individual advice giving and personal
support

In the 1990s, the predominant approach to childcare in health visiting continued to
be the provision of advice and health teaching to mothers (Twinn, 1991).
However, there was increasing emphasis on a partnership approach within

nursing in general which was more focused on support than advice-giving
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(Salvage, 1993). The historical development of both advice giving and personal
support were intertwined. Therefore, the development of both paradigms relating

to individual-focused work are discussed together.

Advice and support for mothers

Towards the end of the 19th century, opinion on the causes of ill-health began to
change with increasing bacteriological understanding and the development of the
germ theory of disease (Webster, 1993). Public health began to move away from
its environmental focus on housing and sanitation, to take on a more
individualistic approach based on personal preventive services (Ashton and
Seymour, 1988). Responsibility for health began to be levelled at the individual,
particularly at mothers, with maternal inefficiency deemed to be a major influence
on the health of the working class (Webster, 1993). Recognition of the poor
physical state of young male recruits to the Boer War highlighted the need for
improving general health, and this prompted the development of advice for
mothers, child welfare services, ante-natal clinics and free school meals (Berridge,
1994). Public health, housed within local authorities, led the campaign to educate
mothers with the development of maternal and child welfare services such as

infant welfare centres and better maternity services (Lewis, 1991).

In 1867, duties of the volunteer visitors included teaching hygiene and child
welfare, social support, and teaching mental and moral health (Robinson, 1982).
Assisting doctors at child welfare clinics was added to the duties of health visitors
at the turn of the century (McGregor, 1967). MOsH gave full support to the
“mother’s friend” role of health visitors as a means of addressing the high infant
mortality rates (Davies, 1988). For example, an MOH for Glasgow in the 1920s,

recognised that for health visitors working with mothers:
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“time was requiredto create a friendly atmosphere in which to
insinuate new ideas and practices and to discuss domestic
difficulties, common in these years of recurring poverty and
privation” (McGregor, 1967, p 111).

While health visiting was shaped by the collectivist public health philosophies of
the early 20th century, Dingwall (1977) argued that it became less political and
more focused on individualism as recruits were increasingly drawn from hospital-
trained nurses. Between the wars, nurses began to make up the largest group of
recruits to health visiting, although entry to health visiting training remained open
to non-nurses until 1962 (Robinson, 1982). This gradual shift towards
individualism reflected a shift in political reforms, which began to move away
from a collectivistideology towards individual remedies for social problems such

as poverty and unemployment (Dingwall, 1977).

From public health into nursing

Health visitors remained under the MOsH in local authorities until 1974 when they
were taken out of public health to become accountable to hospital nurses at
divisional level (Robinson, 1982). The divisional nursing structure had been
created by the Salmon Report in 1966 to cope with technological developments in
hospitals and was based on an industrial model of professional management

(Carpenter, 1977).

Community nurses did not fit easily into the hospital management structure as their
work was in carrying out direct care rather than supervising other staff, although
they were of similar status to a ward sister (Carpenter, 1997). Consequently,
community nurses were seen as being resistant to the bureaucracy (Carpenter,
1977). In addition, few nurse managers had community experience, leading to a
lack of understanding of the preventive work of health visitors (Robinson, 1982).

Health visitors had to fight to maintain both their status in relation to hospital
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nurses and the higher education basis for their training. By so doing, they were
successful in preserving their separate identity within the main body of nursing

(Robinson, 1982).

In the 1960s, health visiting began to abandon their district, or neighbourhood
approach, adopting casework philosophies and selective visiting of those in
proven need (Dingwall, 1977). However, health visitors have since been criticised
for focusing on individualistic and victim-blaming approaches (Goodwin, 1988;
Billingham, 1994), suggesting that their supportive role (section 2.2.2) had been
lost over the years. However, the loss in status for caring roles appears to have
affected nursing as a whole. Tudor Hart and Dieppe (1996) argue that the very fact
that nursing takes place at the caring end of the health service places it at a
disadvantage in the current NHS structures, where managers are compelled to

ignore caring skills because they are difficult to measure.

Evaluating health visiting

Health visiting has been regarded as notoriously difficult to evaluate (Robinson
1982; Luker 1985) and has been described as an “untestable assertion” (Roberts,
1996). Campbell et al (1995) undertook a review of evaluative research
concerning the effectiveness of health visiting. While there was evidence that
health visiting had a positive impact on health and was valued by clients, there was
no robust theoretical base from which randomised controlled trials could be

conducted to assess effectiveness (Campbell et al, 1995).

Suggestions have been made as to why there are difficulties in providing scientific
evidence for the effectiveness of health visiting. First, the principles underpinning
health visiting are based on a positive concept of health as a value which sits
uneasily within the bureaucracy of the NHS (Robinson, 1985; Barker, 1992;
Symonds, 1997). Secondly, while Robinson (1985) argued that effective health



visiting depended on a relationship-centred approach in order to distinguish
between clients' presenting and underlying needs, health visiting activity is
recorded only by contact counting (King, 1995). Consequently, there is limited
information available regarding health visitors’ therapeutic or public health

activities (King, 1995; Smith, 1997).

Summary

Health visiting began as a supportive, advice-giving service where “womanly”
qualities of building relationships were important. The relationship-building aspect
of health visiting was discouraged as the NHS became increasingly technical and
based on scientific principles. Health visiting was encouraged from within to
move back to a relationship-centred approach, but it is argued that the demand for

evidence-based practice within the NHS mitigated against this.

2.2.3 Paradigm 4: emancipatory care

Although the main focus in health visiting continued to be on the individual or
family (Goodwin, 1988; Carney et al, 1996), health visitor-led, community-
focused health promotion initiatives became more visible in the 1990s (Cowley,
1996). Emancipatory care was described by Twinn (1991) as a collective, non-
directive approach where health visitors participated in community health
initiatives, sharing their expertise and making decisions jointly with community
members. While health visitors’ roots in the public health movement pointed to an
early background in collectivism, Dingwall (1977) argued that health visiting had
become more focused on individualism by the 1920s. Therefore, the development
of the community-focused role of health visitors appears to have been a more

recent phenomenon.

In addition to historical, collective roots, there were three other influences on

emancipatory care in health visiting. First, the CETHV (1977) stated that the
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purposes of health visiting included working with groups or communities as well
as individuals (section 2.1.1). The second influence was the endorsement in the
1980s by both the Royal College of Nursing and the Health Visitors’ Association
that community work was a method of working appropriate to effective health
visiting (Robinson, 1982). The third factor, also arising in the 1980s, was the
development of the concept of “new nursing”, which moved away from a

biomedical model towards enabling patients’ participationin care (Salvage, 1993).

The “new nursing” concept was adopted and developed by the World Health
Organisation (WHO) who subsequently defined a role for all nurses, midwives
and health visitors in Europe in the Global Strategy for Health For All by the Year
2000 (HFA) (WHO, 1981). This role was to be responsive to people’s health
needs rather than to the needs of the health care system (Salvage, 1993). The
WHO’s European policies of HFA and primary care provided the background to

the principles of the HFA nurse which were described as follows:
* positive health promotion;

* participation of individuals, families and communities in care;
* working towards equity;

¢ collaborative working; and

e assurance of quality of care (Salvage, 1993).

Boomer (1987) argued that the principles of health visiting related closely to the
principles of HFA, i.e. equity, empowerment, collaborative working, community
participation and localised health care. However, it is argued that there is little

evidence that the HFA nurse concept has taken hold in the UK.

Summary

Emancipatory care became more visible within health visiting in the UK in the
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1990s. This approach developed in line with professional nursing organisations

and appeared to conform to the WHO’s vision of the HFA nurse.

2.2.4 Summary of the development of health visiting

The early development of health visiting was influenced heavily by the public
health movement and focused on support and advice to mothers. Emancipatory
care has been regarded as integral to health visiting practice since the late 1970s,
but itis only in the 1990s that it has become more visible. Both generic and public
health roles of health visiting have been criticised in the 1990s for being unable to

provide scientific evidence of effectiveness.

Disciplines which have informed the development of health visiting have also
continued to develop in relation to changing needs and resources within society. In
order to establish the legitimacy of health visitors adopting a public health role, the
relationship of health visiting to current practice within related disciplines has been
examined. In particular, current health visiting practice has been appraised in
relation to public health practice, primary care, health promotion and social
services. The following section begins by examining the relationship of health

visiting to public health.

2.3 Health visiting and public health

2.3.1 Public health departments

The administrative function of public health departments in local authorities grew
in the inter-war years so that by 1939 they had a remit to provide maternal and
child welfare services; school medical services; TB clinics and treatment;
infectious disease, ear, nose and throat and VD services; health centres; regional

cancer schemes; and to run the old Poor Law hospitals (Lewis, 1991).
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In addition to their administrative duties, MOsH collected and analysed medical
statistics, although figures such as mortality and birth rates had been collected
since the 16th century (Webster, 1993). Up until the 1940s, a number of reports
were produced by MOsH showing an association between poverty,
unemployment and overcrowding with, e.g. death rates among the poor (Webster,
1993) and infant mortality (Womersley, 1987). However, public health doctors
neglected to bring these issues to public notice, concentrating instead on their
administrative functions (Lewis, 1991). Public health was criticised in the 1940s
for not responding to the general dangers to the population of the time such as
unemployment or malnutrition in depressed areas, with MOsH unwilling to

challenge the dominant orthodoxies (Berridge, 1994).

There was a view that public health doctors expected to continue their
administrative "empire" after the advent of the NHS in 1948, but instead found
themselves considerably weakened when control of the NHS did not go to local
authorities (Berridge, 1995). Consequently, public health departments lost many
of their administrative functions (Lewis, 1991). McKeown (1965) has argued that
the public health movement was compromised at this time because it lacked a
clearly defined philosophy. Public health had been introduced initially to control
infectious disease but was subsequently extended to compensate for deficienciesin

other medical services (McKeown, 1965).

Attempts were made to establish a philosophy for public health through academic
departments of social medicine in the 1940s, and later, the development of the
concept of community medicine in the 1970s (Lewis, 1991). However, social
medicine was seen as too clinical and too ready to dismiss local authority public
health departments, creating divisions between academic departments and practice
(Lewis, 1991). Community medicine, as a later development, comprised

epidemiology and medical administration but the combined remits for management
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and advice were difficult to reconcile (Webster, 1993). By the 1970s, the
responsibilities of MOsH were divided between the tripartite system of prevention,
family practitioners and hospital services and this led to difficulties in ensuring

coverage of the whole population (DoH, 1988).

Public health doctors finally became responsible for planning health services in the
1970s when public health in the form of community medicine was integrated into
the NHS. However, integration into the NHS removed community medicine’s
contact with communities and gave it lower status in relation to the rest of the
medical profession, despite the establishment of the Faculty of Community

Medicinein 1972 and the broadening of public health training (Webster, 1993).

The aim of the reorganisation in the 1970s was to unify the tripartite NHS (DOH,
1988) but Lewis (1991) argues that public health doctors were unsure of their role
within the NHS management structures which led to further confusion rather than
successful integration. In the 1980s, the Department of Health (1988) review of
public health renamed the specialty "public health medicine", couching its function
in terms of prevention and promotion within the context of the WHO’s definitions

of public health, HFA and the Ottawa Charter for Health Promotion, as follows:

“the science and art of preventing disease, prolonging life and
promoting health through the organised efforts of society”.

Lewis (1991) argues that, despite the emphasis on prevention, NHS public health
departments focused on the analysis of health service needs. However, other
specialisms, such as environmental health, general practice, and health promotion
also had a role in developing policies that prevent illness and disease (Webster,
1993). Consequently, the definition has raised conflict between public health and

other health-related services (Webster, 1993).
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2.3.2 Nurses, health visitors and public health

Health visitors were managed as part of local authority public health departments
until public health moved into the NHS in the 1970s (Lewis, 1991). Current
nursing functions within NHS public health departments were identified as needs
assessment and infection control (SNMAC, 1995). In addition, public health in
nursing, midwifery and health visiting was said to be about commissioning health
services as well as providing care (SNMAC, 1995). However, nursing posts in
public health departments in the 1990s were and are rare (SNMAC, 1995) and
there are no established career pathways for nurses within commissioning and

purchasing (Salvage, 1993).

In addition to needs analysis, commissioning and infection control, SNMAC
(1995) included health visitors carrying out community-focused health activity as
examples of public health in nursing. Health visitors carried out community-
focused activity by adopting community development methods of working, using
collective action and collaboration, and emphasising personal and community
empowerment for promoting health and well-being (Dalziel, 1992; Boyd et al,
1993; James and Buxton, 1994; Craig, 1995; Swann et al, 1995; Gilbert and
Brett, 1996). It is argued that health visitors’ community-focused activity bears
some resemblance to the concept of the HFA nurse discussed in section 2.2.3.
HFA, along with other WHO definitions and strategies, was also said to underpin
the current definition of public health (section 2.3.1). Therefore, there is a
potential link between the community-focused health visiting role and public health

through the principles of HFA.

2.3.3 HFA and the new public health movement
In the 1980s the Black Report (Townsend and Davidson, 1988) stimulated debate
in the UK concerning health inequalities and the adverse effect of poverty on

health. The perspectives of the Black Report were supported by the principles of
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HFA, which also provided a platform for the “new public health movement”

(Ashton and Seymour, 1988).

The “new public health movement”, which originated in the 1970s, recognised
health as a combination of lifestyle and the environment as well as being
influenced by human biology and health care provision (Donaldson and
Donaldson, 1993). The movement combined environmental change - i.e. physical,
socio-economic and psychological circumstances - with personal preventive
measures, eschewing a victim-blaming approach and recognising the importance
of the social aspects of health problems which are linked to issues of local and

national public policy (Ashton and Seymour, 1988).

In addition to the “new public health movement”, HFA acted a springboard for
developing the concept of health promotion. In 1986 the Ottawa Charter for Health
Promotion was adopted whereby health promotion was to be based on five

principles:

build public policies which support health;

* createsupportive environments;

* strengthen community action using community development;

* develop personal skills to take control over health and environment;

* reorientate health services so that individuals, communities, health
professionals and governments can work together towards a health care

system that contributes to “health” (Ashton and Seymour, 1988).

The Ottawa Charter and HFA provided the basis for the WHO Healthy Cities

Project which was set up to develop practical structures in cities to implement the

WHO health promoting policies (Curtice, 1993).
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Despite the WHO’s vision for nursing (section 2.2.3), nurses’ activity relating to
HFA principles was not integrated into either core nursing services or HFA-
inspired work in the UK. For example, health visitors working with families in
poverty who adopted approaches similar to those advocated by the Ottawa
Charter, worked in isolation from their generic colleagues, outwith mainstream
services (Blackburn, 1996). Irish public health nurses were in a similar position;
they found that they did ﬁot receive support from their managers when they
focused on community participation (McDonald and Chavasse, 1997). In
addition, descriptions of UK activity of the European Healthy Cities Project
included the perspectives of policy-makers, academics, community members and
health promotion officers, but made no mention of nursing (Davies and Kelly,

1993; Curtice, 1993).

The work of health visitors in relation to the effects of poverty on health provides
an example where health visitors have adopted methods of working consistent
with the principles of HFA. The following section explores the roles some health

visitors have developed in relation to poverty and health.

2.3.4 Poverty as a public health issue for health visitors

Since the publication of the Black report (Townsend and Davidson, 1988),
research studies have shown significant differences in death rates between
different socio-economic classes (Marmot et al, 1991; Wilkinson, 1992; McLoone
and Boddy, 1994; Phillimore et al, 1994). Greater inequality is more likely to lead
to ill-health, with the excess mortality associated with lower social status deemed

to be a major health problem (Wilkinson, 1994).
Inequalities in health are said to be caused by two sets of factors: risk factors such

as smoking, drinking, diet, blood pressure; and vulnerability, including pre- and

post natal conditions, maternal and personal nutrition states, housing and poverty
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(Forwell, 1993). The Black Report concluded that to improve health and reduce
inequalities, priority must be given to reducing the number of mothers and
children living in poverty; developing local and national policies in areas such as
housing, employment and social services; and better co-ordination between
government departments (Townsend and Davidson, 1988). As one in three
children in the UK (1994 figures) is born into a family who qualifies for social
fund payments (Laughlin and Black, 1995), it is argued that health visitors, with
their focus on improving the health of mothers and young children, cannot avoid

the need to respond to vulnerability factors that affect families’ health.

Following a comprehensive review of the effects of poverty on the health of
families, Blackburn (1991) identified that health visitors took action with three

broad types of response, as follows:

¢ profiling and monitoring to gather information which can be used for planning

and working for social change;

* prevention and alleviation for families coping with the material and health

affects of poverty; and

* social change responses - directly challenging team, local and national policies.

Health visiting responses to families in poverty are comparable to Whitehead's
(1995) findings regarding policy responses to inequalities in health. According to
Whitehead (1995) effective policies act at one of the following four levels:
strengthening individuals; strengthening communities; improving access to
essential facilities and services; and encouraging macroeconomic and cultural
change, with the most powerful focus for change being at level four. Examples of

health visiting developments acting at each of the four policy levels are as follows:
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1. Strengthening individuals

Maximising material income: in a small study of health visiting and mothers living
in poverty, health visitors were found to aim to increase women’s resources, for
example, by helping them to claim welfare benefits (Billingham, 1994). Other
methods used by health visitors to strengthen individuals were counselling,

support or developing self-esteem and skills for mothers (Whitehead, 1995).

2. Strengthening communities

Collecting and using information at community level: for example, through
community profiling (Cernik and Wearne, 1994) or use of health visitor caseload
information to identify the relationship between health and material deprivation
(Shepherd, 1996). In addition, a community development approach was used by
health visitors to support community groups in taking action on issues raised

through profiling (Boyd et al, 1993; Craig, 1995).

3. Improving access to essential facilities and services

Advocacy at an individual or community level for example, in pursuing adequate
housing or social services (James and Buxton, 1994); and “fringe work” including
providihg food, clothes or money, and setting up support groups (de la Cuesta,

1994).

4. Encouraging macro-economic and cultural change

There were no examples found of health visitors being involved in addressing
poverty at a macro-economic level. However, professional bodies provide
practical resources for health visitors working at local policy level, for example in

poverty profiling (Blackburn and HVA, 1992; RCN, 1996).
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2.3.5 Summary of health visiting and public health

There was little evidence of a relationship identified between health visiting and
public health departments within the present NHS structures. However, there are
links between the community-focused role in health visiting and the definition of
public health through the principles of HFA nursing and the Ottawa Charter for
Health Promotion. However, despite the existence of a public health function,

most health visiting work is carried out through GP practices in primary care.

2.4 Health visiting and primary care

2.4.1 Health visitors and GPs

Health visitors were drawn away from neighbourhood-based preventive work into
individualised, medical models of practice by successive NHS reforms (Barker
and Percy, 1991). Health visitors began to work with GPs after 1948 while they
were still managed by MOsH (White, 1985). MOsH were not entirely happy with
this situation and sometimes objected that “their” nurses were working with GPs
who did not appear to value their services (Jeffrys, 1995). In the 1950s, GPs
were criticised for their lack of co-operation with health visitors (White, 1985).
However, GPs were divided in their views, as some wanted health visitors to be

made redundant, while others asked for more to be employed (White, 1985).

In the 1960s some MOsH persuaded GPs to provide accommodation for health
visitors, district nurses and midwives in the new health centres that were being
built (Jeffrys, 1995). Attachment gradually spread and by the mid-1970s, the
majority of health visitors were attached to GPs. While health visitors are now
usually attached to GP practices, they are managed through community nursing

structures (section 2.1.1).
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There is some evidence to suggest that GPs continue to be divided in their views
of health visitors. For example, in a study of GP surgeries and clinics, Symonds’
(1997) found that GPs reported some suspicion regarding health visiting practice,
about which they knew very little. Symonds (1997) concluded from her study that
health visiting care in community clinics was very different philosophically to both
general practice and to the managerial ethos of the health service. However, in a
study of health visiting in two districts, Carney et al (1996) found that GPs had a
good understanding of the health visitor’s role, and both professional groups

reported positive, collaborative relationships.

2.4.2 Policy context

The policy context until the late 1990s continues to emphasise the individualistic
approach for health visiting, with 1996 NHS reforms seeking to maintain health
visiting firmly within GP-led primary care service provision (DoH, 1996; Scottish
Office DoH, 1996). The most recent NHS White Papers for England (DoH, 1997)
and Scotland (Scottish Office DoH, 1997) suggest that health visitors and other
community nurses might have the opportunity to work across primary care
practice boundaries and have a greater voice in commissioning local health
services. This may enable community-focused activity to take place within primary

care, as follows:

“Primary care will be able to pool resources, work across
organisational boundaries and develop shared aims and objectives”
(Scottish Office DoH, p19)

“Primary Care Groups will.......share expertise such as public
health skills” (DoH, p38).

In addition, there may be potential for primary care groups to adopt community

development approaches, for example:



“Primary Care Groups....will be encouraged to play an active part
in community development and improving healthin its widest sense.
Health visitors and health promotion professionals will have a
strong contribution to make in identifying health needs and
implementing the programmes that best address them” (DoH, p40).

However, it is not yet clear as to how the new primary care reforms will affect

nursing in the community.

2.4.3 Summary of health visiting and primary care

GPs and health visitors have a long history of working together, but apparently
with reservations and suspicion. It is too early to understand the full implications
of the most recent NHS reforms for primary care and whether barriers to

collaboration between GPs and health visitors can be overcome.

It could be argued that health visiting is heading for yet another inter-disciplinary
clash, this time with health promotion. In the light of the DoH’s (1997)
recommendation for health visiting and health promotion, and Stone’s (1996)
comments regarding health promotion developing at the expense of health visiting,
it may be particularly important that the relationship between health visiting and

health promotion is clarified.

2.5 Health visiting and health promotion

2.5.1 Defining health education

Health education began with health and hygiene advice in the early public health
movement (Naidoo and Wills, 1994). Until fairly recently, the main emphasis of
health education was on mass campaigns to encourage the uptake of healthy
choices (Naidoo and Wills, 1994). By the 1980s, health promotion had developed

and the belief was that the major killer diseases could be avoided if individuals
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took greater responsibility for their own health (Naidoo and Wills, 1994). In
1992, government strategies for improving health set priorities for tackling the
main causes of death in the UK; i.e. coronary heart disease, cerebro-vascular
disease and cancer (DoH, 1992; Scottish Office, 1992). These strategies have
been criticised for focusing only on death, disease and disability and ignoring

health inequalities, a major determinant of health (Seedhouse, 1997).

Health education has been defined by Naidoo and Wills (1994) as a facilitative
process that allows people to make an informed choice about health. It seeks to
enhance positive health and prevent ill-health by influencing beliefs, attitudes and
behaviour (Downie et al, 1996). However, Seedhouse (1997) warned that those
providing health education could use their own lifestyles inappropriately as models
for changing others and that it was difficult for health educators to maintain a

value-free stance.

2.5.2 Defining health promotion

In general, health promotion has been regarded as a wider approach than health
education (Naidoo and Wills, 1994). Tones (1993) argues that health promotion
was derived from different ideological positions and therefore was open to several
interpretations. Seedhouse (1997) believed that this lack of core values resulted in

health promotion being driven by political philosophy rather than theory.

Some attempts have been made to define health promotion. For example, health
promotion has been described as an umbrella term for a range of activities which
include preventive health services such as immunisation, healthy public policies
and community development (Ewles and Simnett, 1992). Similarly, Downie et al
(1996) believe that health promotion encompasses health education, ill-health
prevention and health protection, and is a major component of HFA and public

health. However, Seedhouse (1997) argues that existing definitions of health
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promotion was misleading, as authors have not addressed the issue of whether

they believe that health promotion is value-based or evidence-based.

2.5.3 Who does health promotion?

Health promotion is often carried out by health promotion officers, who may or
may not have had specific training or education (Stone, 1996). In addition, health
promotion is integral to other disciplines, particularly health visiting (CETHV,
1977) as well as other types of nursing (Naidoo and Wills, 1994). Ewles and
Simnett (1992) identified a list of core competencies required for carrying out

hea]th‘promotion, as follows:

* managing, planning and evaluating;
* communicating;

¢ educating;

* marketing and publicising;

¢ facilitating and networking; and

¢ influencing policy and practice.

While there are some similarities between this list and the principles of health
visiting (section 2.1.1), Gallagher and Burden (1993) believe that nursing
individual patients does not fit with the practice of health promotion. They argue
that nursing is about developing a therapeutic relationship through assessment and
negotiation, while health promotion is paternalistic, making decisions about
changes on behalf of the population without consent (Gallagher and Burden,

1993).
SNMAC (1995) used health promotion at individual or community level as the

justification for health visitor’s public health role (section 2.1.2). However,

health promotion at community level does not fit well with health visitors’
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attachments to GP practices. Within primary care, health promotion is usually
understood to be based on a biomedical model shaped by the GP health
promotion contract which has been criticised for narrowing the definition of
health promotion (Russell, 1995). In line with GP health promotion contracts,
health visitors carrying out health promotion activity within primary care teams
are expected to focus on an individualistic, medical model of health promotion

(Barker and Percy, 1991).

2.5.4 Summary of health visiting and health promotion

Reaching a consensus on definitions of health promotion is problematic. For
health visitors in particular, there is conflict between an individualistic model of
health promotion in primary care and a community approach that justified
SNMAC'’s (1995) public health title. Although there was no evidence that health
visitors and health promotion officers have come into conflict, it is argued that the

boundaries between health visiting and health promotion have not been clarified.

2.6 Health visiting and social services

2.6.1 Social work

The relationship between health visiting and social work has been fraught since the
1940s (Robinson, 1982). For example, the Children's Act in 1948 had created
children's officers with a remit for the care of deprived children who were to be
educated to degree level (Robinson, 1982). These new officers not only
encroached on health visitors’ child welfare work, but as graduates, had higher
status. The contention that health visiting was a female occupation providing a
service predominantly for women compounded health visitors' low status,

particularly among those controlling the welfare services (Orr, 1981).



By the 1960s, two major reviews by the Younghusband and Seebohm
Committees had analysed the function of social work, and while they recognised
the existence of health visiting, they failed to clarify the relationship between social

work and health visiting (Sachs, 1990).

In the 1990s, social workers developed a care management role, responsible for
assessing need and referring clients on to domiciliary and day care workers,
usually contracted through the GP surgery (Cheetham, 1993). In a study
assessing the need for health visiting, Camney et al (1996) found that health
visitors and social workers demonstrated difficulties in distinguishing between
health and social need and misunderstanding of respective client referral systems.
Carney et al (1996) concluded that needs identification was the main area of

conflict between health visitors and social workers in their study.

2.6.2 Community work

Another potential area of conflict between social work and health visiting in the
1990s, is in the overlap between community workers and health visitors carrying
out community-focused activity. Community workers were employed from the
1960s as a result of the 1959 Younghusband report conceptualising community
work as part of social work (Thomas, 1983). Prior to this, supported community
action had been recorded as far back as the 1880s, but had not been associated
with any one particular professional group (Baldock, 1980). The Younghusband

report (Sachs, 1990) defined community work as:

“helping people within a local community to identify social needs
and consider the most effective ways of meeting these .... (within)

...... available resources” .

In the 1980s, community work was endorsed as a method of working appropriate

to effective health visiting by both the Royal College of Nursing and the Health
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Visitor’s Association (Robinson, 1982). Munday (1980) believed that other
professions, including personal social services, health services and the clergy
embraced community work as a way of involving non-agency personnel to cope
with increasing demand on official services. Community work had links with
professional groups and protest movements and was concerned primarily with
improving the flow of information between communities and state organisations as
they increased in size (Smith, 1980). Thus, community work was essentially
educational in nature, contributing to the evolution of the democratic process

(Thomas, 1983).

Community workers were generally accountable to the groups they worked with
and were more likely to be influenced by the needs and perceptions of the
communities they were associated with rather than by other professionals or their
employing agency (Smith, 1980). This community-based approach may have led
to threats around community worker’s job security as local authorities began to

reduce services in the 1970s and early 1980s (Thomas, 1983).

Methods of community work

The community work process started with the understanding of the problems and
strengths of communities; moved on through supporting the development of local
organisations and informal learning; ensured that groups were properly resourced
and can collaborate with other groups or agencies; and engaged with the political
process in order to ensure a community voice in decision-making (Barr et al,
1995). In an analysis of community work practice in the 1980s, Thomas (1983)
identified five approaches to developing communities as follows: community
action, community development, social planning, community organisation and
service extension. Community workers, community members and practitioners
from other disciplines used the five approaches to some extent either individually

or in combination (Thomas, 1983).



One of these approaches, community development, emphasised self-help, mutual
support, development of neighbourhood integration and problem-solving
capacities, and the promotion of collective action to inform political decision-
makers (Thomas, 1983). A community development approach corresponded to the
descriptions in the literature of health visitor’s community-based activity. From a
study of health visiting and womens’ groups, Dalziel (1992) concluded that
community development and health visiting shared common beliefs, taking a
holistic approach, developing action based on need, recognising the importance of
social support and networks, and emphasising the individual’s potential to achieve

health.

Community development and health

A community development approach had been applied in UK government policy
for over 100 years although community development in health developed only
over the past two decades (Adams, 1991). A community development approach in
health was said to have been supported by HFA and the new public health
movement, with community action cited as a cornerstone in addressing inequalities
in health (Farrant, 1991). Collective action by communities was said to benefit
communities in a number of ways including attracting resources, tackling a major
issue such as crime or poor housing, or building social networks (Whitehead,

1995).

Doyle and Thomas (1996) argued that individualistic health promotion might be
more effective when it was backed up by a community development approach,
particularly in deprived communities. Health visitors’ community development
work was focused on areas of deprivation, addressing inequalities in health and
recognising the wider factors affecting health such as poverty, housing,
environment, education and social networks (Boyd et al, 1993; Billingham, 1994;

James and Buxton, 1994; Gilbert and Brett, 1996). However, there was a lack of
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evaluation and evidence of effectiveness for this activity.

Summary

Role confusion between health visitors and social workers existed in the past
around childcare responsibilities. The current focus for conflict is needs
identification. There is some overlap identified between health visitors and
community workers in the use of community development approaches, but no

evidence was identified for conflict between the two disciplines.

2.6.3 Summary of the relationship between health visitors and
related disciplines

It is clear that health visiting development has been influenced by a range of
professional practices and theories. There is no structured relationship between
health visiting and public health within the NHS in the 1990s, although the WHO
principles of HFA and health promotion underpin some of health visiting practice
and public health principles. Attachmentto GP practices appears to prevent health
visitors from carrying out public health activity, but recent primary care reforms

might prove to enable health visitors’ public health role.

There has been no conflict described between health visiting and the disciplines of
health promotion and community work, but it is argued that the lack of clear
boundaries between health visiting and these disciplines has the potential to lead to
conflictin the future. Some of the conflict between health visiting and social work
regarding status appears to have disappeared. However, the difficulties in
demarcating boundaries between health and social needs has given rise to further

conflict between health visiting and social work in the area of needs assessment.



2.7 Summary of literature relating to health visiting

The early UK health visitors shared some of the public health concerns of the first
American public health nurses. Where their underlying principles differed was that
American public health nurses were said to have targeted communities in order to
improve community health (Frachel, 1988), whereas health visiting aimed to
educate mothers in order to reduce infant mortality (Lewis, 1991). Current health
visiting practice is identified primarily with pre-five children and their carers
(Twinn, 1991; Carney et al, 1996). However, there appears to have been a lack of
confidence within health visiting since the 1970s regarding the child health role

(Robinson, 1985; Goodwin, 1988) despite the extent of children living in poverty.

Bhopal (1993) suggested that improvements in public health would be more likely
to occur if public health doctors collaborated with other health service employees
to “inspire” them to analyse determinants of health and health service needs, and to
carry out health promotion. It could be argued that health visitors have a remit
already to work in this way through adherence to their principles and training

(section2.1.1).

The question for health visiting appears to lie in the difficulties of adopting modes
of practice other than individualistic, medically-oriented activity. It appears that
borrowing methods of working from other disciplines has led to conflict between
health visiting and related professional groups. However, where health visitors
have adopted a collective approach, their work was regarded as outside of

mainstream health visiting.

A clue to the reasons for the collective, emancipatory care paradigm of practice
remaining outwith the core of health visiting may be found in identifying the route
for policy support for health visiting. Robinson (1982) examined health visiting

practice within the social policy framework of legitimacy, feasibility and support.
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She concluded that health visiting had initially achieved legitimacy through its
association with the infant welfare movement; feasibility as a low cost service to
disseminate health education knowledge; and support from MOsH initially with
subsequent support coming from the family centred philosophy of post-war social

policy.

It is argued that the emancipatory care paradigm of health visiting practice neither
targets child welfare exclusively nor does it work with the individualistic focus of
present-day health and welfare systems. Therefore emancipatory care does not fit
into the social policy framework that currently supports the individual paradigms
of health visiting practice. Consequently, community-focused health visiting
activity is not reflected in mainstream health visiting monitoring systems (section
2.2.2) and the role is not recognised in purchasing and contracting processes

(Goodwin, 1992; RCN, 1994; SNMAC, 1995).

A collectivistapproach appeared to be gaining ground in health visiting (Cowley,
11996) despite the lack of policy support. However, describing health visitor’s
public health role as a community approach to health promotion ignores the fact
that, at present, neither public health nor primary care structures support this
approach for health visitors. For these reasons, it is argued that a definitive
conclusion cannot be made on whether community-focused health promotion

activity can legitimately be described as health visitors’ public health work.

In order to further examine health visitors’ public health role, a qualitative study to
gather health visitors’ perceptions of a public health role was undertaken. The
starting point was to use a simple definition of public health as being a population
perspective rather than an individual one (Billingham, 1994). Therefore, health
visitors working with population or community-focused remits were targeted for

the study.



2.8 Literature relating to the method

For the present study an ethnographic approach was adopted, using semi-
structured interviews with 24 respondents interviewed individually, and two
interviewed together. Observation and written information were used to provide
further information about their posts. In addition, one focus group was carried out
late in the study for further data collection and checking ideas and analysis. Issues
of ethics, validity and reliability were taken into consideration throughout the

study.

2.8.1 Introduction to qualitative research

It has been argued that the universal laws aspired to in quantitative research cannot
be applied to the social world because human actions are determined by individual
intentions, motives, attitudes and beliefs (Hammersley and Atkinson, 1983).
Rather than producing broad comparisons, qualitative research provides in-depth
detailed understanding (Patton, 1990) and is generally concerned with how the
social world is interpreted, understood, experienced or produced (Mason, 1996).
Silverman (1993) believes that the aim of qualitative research should be to develop
a dialogue between the academic world and everyday life. In addition, qualitative
analysis enriches the description of empirical findings and increases conceptual

skills (Dey, 1993).

Qualitative research is usually carried out in a naturalistic setting with the
researcher making no attempt to place experimental controls on the phenomenon
being studied (Morse and Field, 1996). Consequently, findings produced in one
setting at a particular time may not be true for other settings or for other times
(Hammersley and Atkinson, 1983). The qualitative researcher’s task is to move
beyond primary data collection towards generalising at a more abstract level of

generic concepts and formal theory (Coffey and Atkinson, 1996).
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2.8.2 Qualitative methods in health services research

Pope and Mays (1995) believe that a qualitative approach should be an essential
component of health services research as it can enable access to lay and
professional health beliefs. However, it is clear that qualitative research has not
been fully accepted by the medical profession (Jones, 1995). Biomedical research
continues to dominate the medical profession, relying on methodologies derived
from laboratory-based medical science and focusing on medical care, disease,
individualism and researcher control (Baum, 1995). The research ethos within
health services, and consequently funding, apparently continues to be biased

towards the norms and expectations of biomedical research (Barker, 1996).

Since the 1980s, there has been a shift towards qualitative research in a number of
disciplines including health care, despite continued biomedical domination (Miles
and Huberman, 1994; Baum, 1995). Miles and Huberman (1994) suggest that
practitioners, researchers and policymakers may be becoming more convinced by
qualitative research because of the insight offered and also because descriptive

reports are often more easily understood than pages of summarised numbers.

There is some evidence that triangulation of methodological approaches is
increasingly being used in the development of health care policy (Pope and Mays,
1995; Barker, 1996). Baum (1995) attributes the shift towards qualitative
approaches in health care research to the increasing acceptance of the WHO’s 1947
definition of health which focuses on well-being rather than on the biomedical
model of absence of disease. In addition, qualitative research has been gaining
credibility in nursing since the 1980s (Morse, 1991a), reflecting the recognition of

the social nature and the wide knowledge base of nursing practice (Shutz, 1994).

Qualitative methods have been used to study the process and practice of health

visiting, particularly health visitor’s individual and family-oriented activity (Clark,

52



1976; Chalmers, 1990; Cowley, 1991; De la Cuesta, 1994). Qualitative methods
have also been used to establish perceptions of nursing roles in the community for:
district nurses (Mackenzie, 1992); public health nurses (Reutter and Ford, 1996);
and community psychiatric nurses (Hummelvoll, 1996). To date, there has been
little research into the process of health visitors’ community-focused activity,
although, Drennan (1985) and Dalziel (1992) studied health visitors’ roles with
groups. In addition, Rowe (1993) evaluated clients’ perceptions of outcomes from

attending young mothers’ support groups facilitatedin part by a health visitor.

Judgements about the quality of qualitative studies are difficult to make, as
reports, articles or books rarely provide enough details of the methods (Rogers et
al, 1997). Rogers et al (1997) suggested that explanatory power and appropriate,
flexible methodology are important in assessing quality. Therefore, it is argued
that few of the above studies can be adequately judged in terms of quality without
more detailed information. However, some of the results from the UK studies
provide insights into processes used by community nurses which informed further
research and health visiting education. For example, Chalmer’s (1990), Cowley’s
(1991) or de la Cuesta’s (1994) research studies are regularly cited in later
research, such as for health visitors and child protection (Appleton, 1994); the role
of health visitors in accident prevention (Ehiri and Watt, 1995); evaluating
community nursing health promotion practices (Sourtzi et al, 1996); and
assessment of need for health visiting (Carney et al, 1996). It is argued that while
qualitative studies cited above were not generalisable across UK health visitors,

they provided insight that influenced the continued development of health visiting.

2.8.3 An ethnographic approach
Qualitative research developed from a range of philosophical underpinnings and
methodological techniques (Mason, 1996). “Qualitativeinquiry” is described as an

umbrella term for a number of widely divergent research methods including
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grounded theory, phenomenology, ethnography and historical and philosophical
enquiry (Sandelowski, 1986). Qualitative research in nursing draws on
approaches from a number of fields which have gradually become incorporated

into nursing research and nurse teaching (Morse, 1991a).

The method chosen to provide the framework for the present study was
ethnography, a social research method used to study beliefs and practices of a
culture (Morse and Field, 1996). Ethnography was developed by pioneering
anthropologists Franz Boas, B Malinowski and Margaret Mead in the 1920s as the
principal method of discovering unknown facts about cultural groups (Leininger,
1985a). Ethnographers study human behaviour in its cultural context from an
insider’s point of view, learning from people rather than studying them objectively
(Morse and Field, 1996). Participant observation is the main route for collecting
data, usually through informal interviews and supplemented through observation
and documentation (Boyle, 1991). The ethnographer participates in people’s daily
lives watching, listening and asking questions in order to find the meanings of
everyday human experiences and social processes (Hammersley and Atkinson,

1983).

Within nursing research, data from an ethnographic study are used to gain new
insights, to interpret behaviour or to inform policy changes (Leininger, 1985a).
Melia(1982) conducted an ethnographic study of student nurses and argued that a
qualitative approach was an appropriate means of investigating nursing, to access
“rich” data which allowed interpretative understanding of the nursing roles.
Leininger (1985a) developed the ethnographic method of “ethnonursing” which
aimed to discover new nursing knowledge as perceived or experienced by nurses
and their clients. It was predicted that ethnographic studies in nursing would
become more common (Leininger, 1985a), and it appears that this has been an

accurate prediction. Ethnography has since been applied to nursing in a number of



ways, such as in studying groups of patients, groups of nurses or nursing
students and for studying particular settings, such as wards or units (Williams,

1995).

An ethnographic approach offered the present study a framework for gaining an
insight to an under-researched area of health visiting and interpreting the reasons

behind health visitors developing community-focused activity.

2.8.4 An additional influence

While ethnography provided the conceptual framework, the present study also
drew on methods developed by feminist researchers. In an examination of gender
issues in nursing, Davies (1996) contends that nursing, as a female occupation,
struggled for recognition within the male medical bureaucracy of the NHS. This
contention echoes Harding’s (1987) explanation of the lack of understanding of
women’s participation in social life as a result of the dominance of traditional,
male-oriented theories of social science. Drawing parallels between the position of
nursing within the NHS and women as a whole within wider society, it could be
argued that the dominance of biomedical research in the health services has

prevented the development of a true understanding of nursing.

Finch (1991) believes that women’s experiences can be made visible through a
systematic, detailed qualitative study, producing an understanding of the meaning
of those experiences. The findings can then be made available to the group under
study to be used to improve conditions (Webb, 1993). Webb (1993) suggests that
feminist methodology provides a useful and appropriate model for researching
nursing. Drawing from feminist methods, the present study focused on an under-
represented group (i.e. nursing within the NHS) and utilised the researcher’s
knowledge and experience (Finch, 1991). In addition, the study emphasised a

non-hierarchical relationship between researcher and informants, and proposed
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that findings from the study would be made available to informants for their own

use (Webb, 1993).

2.8.5 Collecting data from interviews

Hammersley and Atkinson (1983) believe that all social research takes the form of
participant observation and that data can be drawn from informal and formal
questioning, observing actions and written material. In order to access personal
interpretations of events and processes, people need to be encouraged to express
their constructions in their own terms, rather than being expected to express them
as isolated fragments of information on a questionnaire (Jones 1985).
Consequently, interviews are the most commonly recognised form of data
collection method in qualitative research (Mason, 1996). Qualitative interviews
aim to go below the surface of a topic, explore people’s views in as much detail as
possible and uncover ideas that were not anticipated at the outset of the research
(Britten, 1995). They also provide an opportunity to explore concepts that are not

necessarily formed in people’s minds (Mason, 1996).

In feminist research, researchers use their own experiences as a research resource
(Stanley and Wise, 1983). However, Platt (1981) argues that when a researcher is
interviewing their peer group, the shared community membership and continuing
relationship between researcher and respondents can potentially, adversely affect
the interview. With shared community membership, a researcher draws on
background knowledge as well as collecting data from explicit questioning, which
may create problems such as: accessing thinner data from respondents; reliance on
the interviewer’s interpretation of background knowledge rather than the
respondent’s; and difficulty in separating formal and informal interaction (Platt,
1981). In addition, shared community membership raises ethical issues, with the
potential for compromising the respondent’s autonomy in deciding whether or not

to participate in the study (Singleton and McLaren, 1995). On the other hand,



shared experience can also benefit a study in ensuring access to the respondents

and gaining a deeper understanding of the topic (Platt, 1981).

In conversational interviewing the informant is given more freedom and control of
the information compared with questionnaires or survey interviews (Mason,
1996). The nature of conversational interviews is such that they are structured by
both the researcher and the informant (Hammersley and Atkinson, 1983). While a
non-hierarchical relationship was preferred for the present study, equality between
researcher and researched cannot always be assumed (Platt, 1981). For example,
an assumption of equality cannot be made when middle-class researchers
interview working-class subjects, or the research topic includes interviewing

informants with higher status within an organisation or in society (Platt, 1981).

Interviewers are usually advised to build a rapport with their informant, which
suggests a degree of manipulation by the interviewer (Hammersley and Atkinson,
1983). Platt (1981) points out that equality is violated in an interview if one party
manipulates or dominates another, but reciprocity and symmetry is more likely to
be achieved when researcher and informant are of equal status as in normal social

interactions.

Hammersley and Atkinson (1983) distinguished between survey interviewing
which uses standardised formats, and ethnographic interviewing which uses a
reflexive approach. However, they argue that both types of interviewing had some
structure in place. Other authors describe interviewing in qualitative research as
either unstructured or semi-structured. Unstructured interviews are said to be used
when the researcher has little prior khowledge of the topic (Morse and Feld,
1996). Interviews can become more structured as the study progresses when the
researcher wants to explore particular areas or test findings (May, 1991). Semi-

structured interviews, also called focused interviews (May, 1991), range from a
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format that uses a prepared list of open-ended questions (Morse and Field, 1996),
to interviews organised around areas of interest, allowing the respondent

flexibility but maintaining a degree of consistency (May, 1991).

Questions in a semi-structured interview are designed to probe respondents’
answers (Britten, 1995), and both directive and non-directive questioning are used
(Hammersley and Atkinson, 1983). Rather than a prescriptive set of questions,
semi-structured interviews are often guided by a prepared topic list or aide-
memoire (Patton, 1990). Pre-testing in ethnographic interviewing is regarded as
unecessary because interview data are collected from the perspective of the
participant (Leininger, 1985b). Ethnographic interviews are carried out with single
interviewees or as group interviews, which allows a number of people to be
interviewed at the same time and may help to reduce strain on the interviewees

(Hammersley and Atkinson, 1983).

2.8.6 The Interview Process

While interviews in qualitative research are described as “conversations with a
purpose” (Hammersley and Atkinson, 1983), interviewers need a range of
technical skills beyond the social skills required for more common forms of social
interaction (Boulton and Fitzpatrick, 1994). Skilful interviewing depends on the
extent to which the interviewer establishes rapport, elicits information without
controlling the interview and records information accurately (May, 1991). The
interviewer is urged to plan and prepare for the interviews but must be able to
think on their feet to decide how best to ask what they really want to know

(Mason, 1996).

Active listening is an important skill for the interviewer to employ in order to
assess the relationship of the answers to the research focus and to plan the future

course of the interview (Hammersley and Atkinson, 1983). There should be a



good balance between talking and listening, and the balanceis likely to be different
in each situation (Mason, 1996). Morse and Field (1996) suggest that interviews
should start with small talk, a description of the interview procedures and then
begin by asking the demographic information before moving on to the main
issues. Questions must be open-ended, sensitive, neutral and clear, starting with

the easier topics, proceeding to more difficult or sensitive ones (Patton, 1990).

Most studies involving formal interviewing tape record the interviews and add
information from written sources and field notes (May, 1991). At any one time
during an interview, the interviewer may be listening, interpreting, deciding on
appropriateness to the research topic, thinking about new ways to find out what
they want to know, assessing body language or changes in demeanour,
formulating a response, reflecting on something that was said earlier in the
interview, keeping an eye on the time and the tape recorder, or taking notes

(Mason, 1996).

2.8.7 Focus groups

The focus group interview is a data collection method that uses group interaction
to explore different perceptions of a defined area of interest (Nyamathi and Shuler,
1990). The method is used to explore people’s knowledge and experiences, and to
examine how they think and why they think that way (Kitzinger, 1995). The
technique of focused interviewing in groups was said to have been developed
from social scientists’ concern in the 1930s to reduce the potential domination of
researchers in gathering data from individuals through structured interviews
(Kreuger, 1994). Group discussions, alternatively called focused interviews or
focus groups, are used extensively in market research, communications studies
and to involve grass roots participation in action research (Kitzinger, 1994) and

are increasingly used by public sector organisations in collecting information that
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is helpful to decision makers (Kreuger, 1994). It is only in the 1990s that focus

groups have become popular in nursing research (Clark et al, 1996).

The relationships that develop between members of a focus group are said to help
in stimulating discussion and exploration of a topic (Frey and Fontana, 1993).
Focus groups are empowering for participants, particularly in action research,
where participants can become an active part of the process of analysis and also
when the expression of criticismis appropriate, for example in research aiming to
improve services (Kitzinger, 1995). However, Parahoo (1997) believes that
sharing of experiences exposes underlying conflicts that may otherwise have

remained hidden.

Focus groups are used before, during and after a research study in a number of
ways, including:
* before, to develop a questionnaire or to carry out a needs assessment;

* during, to collect qualitative data on perceptions of an issue or a service; and

* gfier, to evaluate a project or to explore survey results (Kreuger, 1994).

In addition, they are used at the end of a study as a source of validation for
individual interview data and events observed (Frey and Fontana, 1993).
Hammersley and Atkinson (1983) warn that feedback to respondents in a study
should not be taken as direct validation of an observer’s analysis, but should be

treated as another, valuable source of data.

The limitations of focus groups listed by some authors are perceived by others as
advantages; for example, Parahoo (1997) believes that a focus group is an
inappropriate method for exploring personal issues due to the potential for creating
discomfort amongst the group. Other researchers have found that focus groups

can be used successfully in discussing many personal and emotional topics
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(Morgan and Kreuger, 1993; Kitzinger 1994). Cost and time-effectiveness are
also cited as advantages, with the ability to interview many people at the one time
(Kreuger, 1994; Lankshear, 1993). However, the method can be costly in terms
of skills required by the researcher (Kingry et al, 1990) and in the time taken to

organise the groups (Clark et al, 1996).

Many of the criticisms that have been levelled against focus groups in the past
appear to be similar to those used against qualitative techniques in general, such as
those discussed by Clark et al (1996) which included methods used for sampling,
lack of generalisablity of results and questionable validity. However, one
advantage of focus groups over individual interviews is that the group interaction
may stimulate the introduction of more concepts than in individual interviews
(Thomas et al, 1995). In a comparison of 67 patients interviewed in focus groups
and 83 patients interviewed individually, Thomas et al (1995) found that more
concepts were introduced in focus group discussions, although there was no
difference in the depth of discussion between the groups and the individual

interviews.

The researcher’s role with focus groups is to develop the questions, to facilitate
the group, to document and analyse the data and to interpret the results (Kingry et
al, 1990). The group facilitator must be skilled enough in groupwork techniques
to prevent domination of the group by individual members and to ensure that all -
members have the opportunity to participate in the discussion (Thomas et al,
1995). When discussing sensitive issues the role of the facilitator is particularly
important in order to encourage appropriate self-disclosure and avoid
overdisclosure (Morgan and Kreuger, 1993). Facilitators are advised to have an
assistant to help set up the room and recording equipment and to help in picking
up cues, noting quotes and body language of participants (Kreuger, 1994; Clark et

al, 1996).
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There are a range of suggestions in the literature as to the ideal number of
participants in a focus group. Between four and eight is recommended by
Kitzinger (1995), but Frey and Fontana, (1993, p29) described a focus group as
“two or more members of the population under study”. Kreuger (1994)
recommended an ideal number for a group being between six and 10, and Clark et
al (1996) ran successful groups with up to 12 participants. The recommended
number of focus groups used in a study depends on the topic and reason for the
study, with fewer focus groups being required if the participants have a similar

background and experience (Kreuger, 1994).

Focus group discussions are carried out with existing groups in their usual
meeting place or with groups of strangers in a central location (Kitzinger, 1995).
Kreuger (1994) advises that it is unwise to have mixed-sex focus groups
particularly when the subject matteris experienced differently by men and women

and also because there may be a tendency for either sex to perform to the other.

Participants should be invited formally to take part in the focus group, with
information about the subject and format of the discussion available before the
group meets (Lankshear, 1993). Clark et al (1996) recommends that it is prudent
to invite more participants than needed, suggesting over-recruitment by as much as
50-100% in nursing to achieve the required number. Refreshments or food can be
used to welcome participants in order to create a relaxed atmosphere (Lankshear,
1993). Opening instructions should be given to encourage participants to share
their views, feelings and experiences and to encourage the group to collectively
guarantee confidentiality (Clark et al, 1996). The group discussions are tape
recorded, transcribed, analysed and written up in the same way as for other
qualitative data, but with the added dimension of indicating the impact of the group

dynamic (Kitzinger, 1995).
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2.8.8 Purposive Sampling

If the aim of qualitative research is to uncover new meanings the sampling
technique should ensure a rich source of data (Reed, Procter and Murray, 1996).
Purposive sampling (also called purposeful sampling; Morse, 1991b) may be used
in qualitative research to select informants who are articulate, reflective and
appropriate to the study (Glaser and Strauss, 1967). The sample should be
selected to test the researcher’s argument and not only to support their theories
(Mason, 1996). There are different types of purposive sampling, including
snowball (also called chain) sampling with initial contacts being asked to suggest
further, potential subjects who could be approached either by the informant or by
the researcher (Patton, 1990). The underlying assumption of this technique is that
those within the group in the study can distinguish between other “insiders” and
“outsiders” of the group in question, and know who could provide the best
interview (Morse, 1991b). However, a disadvantage of snowball sampling is that
the researcher must rely on others’ interpretations of the inclusion criteria (Morse,

1991b).

It is also important to recruit negative cases into the sample to introduce variation
and reduce bias (Glaser and Strauss, 1967). Miles and Huberman (1994) stress
the importance of questioning interpretations of data by following up instances of

extreme cases and surprises in order to increase validity of the findings.

2.8.9 Data Analysis

The overall aim of qualitative analysis is regarded as the transcendence of factual
data to theoretical ideas by finding coherent patterns of ideas, thought, utterances
and beliefs (Coffey and Atkinson, 1996). Analysis includes a wide range of
activities, from sorting and organising the data, to attempting broader theoretical

generalisations (Mason, 1996). The process of analysis in qualitative research
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should inform all stages of the research including data collection and should not be

seen as the last phase (Coffey and Atkinson, 1996).

There is no prescriptive system for all qualitative researchers to follow in
analysing their data as the process is inductive and based on their unique study
(Burnard, 1995). Mason (1996) suggests that the researcher reads textual data on
three levels: literally, i.e. what is there; an interpretative reading, i.e. looking
beyond the data to what you can infer from them; and a reflexive reading, i.e.
locating the researcher as part of the data. Miles and Huberman (1994) provide a
list of steps to guide the process of generating meaning from qualitative data, as

follows:

* noting patterns and themes

* seeing plausibility but staying open to changing ideas

* clustering

¢ metaphors and integration between pieces of data

¢ counting

* making contrasts and comparisons

s partitioning variables and differentiation

* subsuming particulars into the general and developing general classes
* looking for common factors

* noting relations between variables, e.g. by using a matrix

* finding intervening variables e.g. finding out why two variables relate
* building a logical chain of evidence

* making conceptual coherence.

Coffey and Atkinson (1996) also describe a number of techniques for generating

meaning, but both these authors and Miles and Huberman (1994) stress that their



suggestions should not be followed prescriptively and that the researcher should
be guided by the context of their study. Burnard (1995) summarised the process
of analysis by identifying common characteristics shared by most qualitative

approaches as follows:

¢ volume of the text reduced;

* categories or types of responses identified;

* similartypes of responses grouped together;
* similarideas brought togetherin a report; and

* attempts are made to stay true to the text.

The first step for most qualitative researchers is to break down the data by
assigning codes or categories. Coding helps the researcher to sort the data and to
uncover underlying meanings (Morse and Field, 1996). The important analytic
work lies in establishing and thinking about the linkages between codes, data
categories and concepts, and the process of coding should be seen as part of the
interrogation of the data (Coffey and Atkinson, 1996). In line with the discussions
above on sampling techniques and later in establishing validity, Coffey and
Atkinson (1996) pointed out that contrasts and irregularities should be searched

for during analysis as well as themes and patterns.

Informants’ use of metaphors was described as enlightening in moving towards
deeper interpretation of data (Miles and Huberman, 1994; Coffey and Atkinson,
1996). However, analysis is not about trying to find out what people might “really
mean”. Burnard (1995) suggests that the data collectedon any one day are unique
to that particular encounter; for example, people may not be able to express their
thoughts clearly, or they may tell the researcher what they think s(he) might like to
hear. The issue of data being valid or invalid is not as important as the inferences

drawn from them by the researcher (Hammersley and Atkinson, 1983). The goal
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is to produce a meaningful explanation which may then lead to an understanding

of why something happened (Rogers et al, 1997).

2.8.10 Use of computer software

There is a wide choice of software on the market designed to assist the qualitative
analysis process. Choosing the right software depends on the task the researcher
wants it to perform (Miles and Huberman,- 1994). Coffey and Atkinson (1996)
advise that researchers should use available resources such as word processors to
the full before searching out more complicated and not necessarily better tools.
There is a danger that inexperienced researchers become too involved with
learning about a new programme and the mechanics of coding, consequently
losing sight of their data (Morse, 1991c). As an example of simplicity versus
complicationin the use of computer software, Morse (1991c) described the use of
Microsoft Word to analyse qualitative data in a journal article of five pages: in
contrast the manual for the NUD.IST programme (Richards and Richards, 1991)
ran into hundreds of pages. In the present study, NUD.IST was considered for
use, but was found to be inappropriate (section 3.7.2). Microsoft Word was

therefore used to support the process of data analysis.

2.8.11 Ethical Considerations

There are a number of ethical issues that must be considered when conducting
qualitative research. Ethical principles should be adhered to throughout every stage
in the research process, as follows: reasons for the research should be explicit at
the design stage; clear boundaries should be set during data collection; and the
final product should be good quality research that protects the rights of informants
(Mason, 1996). Respect for the rights of individuals means that potential
informants can decide whether or not to participatein research, with the researcher
obliged to obtain informed consent (Singleton and McLaren, 1995). Informed

consent may vary for different participants, depending on their level of



understanding of the research process or their need to have consent from others,
e.g. parents, teachers or managers (Mason, 1995). In addition, while informed
consent may be gained for carrying out interviews, researchers often use other
data sources to corroborate primary data, such as information from significant
others or observation, without explicitly obtaining consent from the participant

(Platt, 1981; Smith, 1992).

If research is to do no harm to participants, researchers must be appropriately
qualified and must consider the potential effect of their questions on participants
(Singleton and McLaren, 1995). However, questions intended for data collection
may unintentionally encourage disclosure by the participant of sensitive issues
requiring the researcher to compromise between the needs of the research and
needs of the participant (May, 1991). Researchers must be sensitive to the fact that
interviews, particularly with women, may uncover issues unrelated to the process
of data collection (Smith, 1992). Consequently, they may have to justify their
subsequent actions, for example in providing information about where to go for

help (Smith, 1992).

There is some debate about whether the researcher should disclose personal views
or opinions. For example, Smith (1992) stressed the need to remain as objective
as possible, although acknowledging that this was very difficult particularly when
her interviewees were obviously distressed. On the other hand, Wilde (1992)
recognised that researcher intervention in the form of giving support to the
interviewee had beneficial effects on the interview as it opened up additional
avenues for exploration. Therefore, the researcher should plan for responding to
participants appropriately, but also must be aware that they may have to take quick
decisions about altering their original plan during the data collection process

(Mason, 1995).
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In data analysis, the researcher has an ethical responsibility to ensure that
conclusions are well founded and that appropriate generalisations are made which
are relevant to public concerns (Mason, 1995). In addition, researchers have an
obligation to publish and disseminate results in a way that represents the group
under study without distorting the group’s interest (Smith, 1992). Anonymity and
confidentiality must be maintained in the reporting and disseminating process,
including measures taken to ensure restricted access to data; for example,
preventing identifying information being logged on to a computer and maintaining

locked files (Singleton and McLaren, 1996).

2.8.12 Reliability

Reliability of a research study relates to the accuracy of the research methods and
techniques (Mason, 1996). Three kinds of reliability were described as follows:
making the same observation from the same question; the stability of an
observation over time; and the similarity of observations using different methods,
for example, through triangulation (Kirk and Miller, 1986). Sandelowski (1993)
warns that convergence in data may be inappropriately sought and that researchers
should ensure that the methods chosen for establishing trustworthiness are

relevant to their study.

In quantitative research reliability is measured by the degree of repeatability of the
research tool (Sandelowski, 1986). However, qualitative methods lack the
standardised tools of quantitative research and instead, the researcher is regarded
as the research instrument (Hammersley and Atkinson, 1983). Reliability of a
qualitative study is assessed by following the “decision trail” where the researcher
clearly justifies, and describes the reasons behind, decisions taken (Sandelowski,
1986). Silverman (1993) suggests the following methods for demonstrating

reliability in qualitative data from four different sources:



Observation: keeping detailed field notes, a fieldwork journal and a record of
analysis and interpretation.

Texts: using inter-rater reliability where different analysts come to an agreement
about data categories.

Interviews: pre-testing interview schedules and comparisons between at least two
researcher’s analyses of the data.

Transcripts: availability of transcripts satisfies the documentation procedure, as in

observation. In addition, inter-rater comparison of analyses can also be applied.

A number of questions should be asked to judge the reliability of an analysis of
qualitative data regarding the consistency of inclusion or exclusion of data, and
whether the coding categories are mutually exclusive and encompass all the data
(Brink, 1991). Mays and Pope (1995) add that the relation between the
interpretation and the evidence should be made clear by including referenced

quotations from respondents.

In the present study, reliability of data was tested by checking interview data
against written reports of respondents’ work where appropriate. Detailed field
notes, and a record of analysis and interpretation were kept (Chapter 3). Finally,
intra-rater reliability was established by re-coding early interviews at a later stage

in the analysis.

2.8.13 Validity

Validity in qualitativeresearch is defined by Morse and Field (1996, p200) as “the
extent to which the research findings represent reality”. The emphasis in
qualitative analysis on unique interpretations by individual researchers introduces
the potential for multiple sources of bias (Miles and Huberman, 1994). Therefore,
there is a need to check that researchers do not verify their own preconceptions

(Webb, 1993).
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Sandelowski (1986) argued that in assessing the trustworthiness of qualitative
research there is a tendency to evaluate qualitative methods against quantitative
criteria which favoured quantitative research and failed to address the artistic
nature of qualitative inquiry. For example, qualitative researchers, particularly
those using a phenomenological approach, are sometimes advised to increase
objectivity by “bracketing out” personal biases in order to avoid influencing the
collection and interpretation of the data (Jasper, 1994). Alternatively, other
qualitative approaches, for example in feminist research, actively encourage the

use of the researcher’s knowledge and experience (Finch, 1991).

Using one’s own experience means that self-awareness can be exploited as a
source of insight (Lipson, 1991). Validity in a study using an openly subjective
approach is increased by the process of reflexivity, where the researcher is
acknowledged as being part of the social world under study, and also part of the
process of developing theory from the data (Hammersley and Atkinson, 1983).
Commonsense knowledge of the world is recognised as affecting the phenomena
under study but data are not treated as valid in their own terms. Instead, it is the
theory drawn from the data by the researcher that is tested for validity

(Hammersley and Atkinsoh, 1983).

There are no standard systems for assessing validity in qualitative research. A
number of authors (e.g. Sandelowski, 1986; Koch, 1994; Miles and Huberman,
1994) used criteria established by Guba and Lincoln to establish trustworthiness

of qualitativeresearch, as described by Sandelowski (1986):

* truth value or credibility where the findings are credible if descriptions or
interpretations of experience are recognised by people having that experience

and by others;
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applicability or transferability, when the study’s findings fit into contexts
outside the study situation and when the audience views the findings as

meaningful to their own experiences;
auditability or dependability where the researcher leaves a decision trail about

theoretical, methodological and analytic choices; and

confirmability, the criterion for freedom from bias, where the researcher clearly
shows how interpretations have been arrived at. Confirmability is established

when the above three measures have been achieved.

Miles and Huberman (1994) warn that analytic bias can invalidate findings, for

example, by interpreting events as more congruent than they are, or over-

weighting data from articulate, high status informants. They suggest the following

list of thirteen tactics for preventing researcher bias and increasing readers’

confidence in findings:

1.

© W N W

checking for representativeness of coding categories and examples used to
reduce and present the data;

checking for researcher effects such as stimulating behaviour in interviewees
that would not have occurred under normal circumstances, e.g. posturing;
using triangulation of data source, method, researcher, theory or data type to
determine congruence of findings;

weighting the evidence, for example, some settings might have been more
informal than others, stronger data may be those collected later in the study,
etc;

checking the meaning of outliers, i.e. results that do not fit with others;

use of extreme cases;

following up surprises;

looking for negative evidence by having someone check field notes;

making if-then tests;
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10. ruling out spurious relations;

11. replicating a finding e.g., by testing an emerging hypothesis in another part of
the case or data set, or replicatingin a brand new case, saving certain subjects
for later;

12. checking out rival explanations; and

13. getting feedback from informants, e.g. feedback during data collection with
new or key informants or feedback after final analysis which can back it up.

(Miles and Huberman, 1994).

For the present study, the criteria and tactics suggested above were taken into
account throughout the study. In addition, validity of the findings was checked by
the researcher presenting the study design and findings to four professional

groups while carrying out the analysis (section 3.7.4).

2.8.14 Summary

Each researcher’s interpretation of a set of data is unique to them. The emphasis
should be on identifying the essence of a phenomenon rather than following a
prescribed set of procedures (Sandelowski, 1993). There is a danger that
attempting to remove the subjectivity of a researcher in qualitative research risks
losing meaning by measuring qualitative research against the criteria of quantitative
research (Sandelowski, 1986). Shutz (1994) believes that the personal perspective
is important in nursing research in order to generate knowledge and increase
understanding of experiences of nurses, patients and clients. The task for nursing
academics is to find ways to accept the differing interpretations of qualitative
research in order to achieve deeper understanding that advances knowledge and

influences practice (Sandelowski, 1993).

The following chapter details the materials and methods employed in the main

study.
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Chapter 3 Materials and Methods

3.0 Research Questions

1. What are health visitors’ interpretations of a community-focused remit?

2. How does the community-focused role of health visitors relate to the extant
principles of health visiting?

3. How does the community-focused role of health visitors relate to Government

guidelines for health promotion and community health care?

3.1 Overview of study design

Background investigations established that there was a potential for health visitors
to work with a population or a community perspective through the researcher’s
previous experience of working in a community health project (section 1.0), a
comprehensive literature review (chapter 2), and a series of informal discussions
with leaders in the public health field (section 3.5.3). The study was conducted
over a period of eighteen months, from May 1996 to November 1997. Data were
collected between July 1996 and July 1997 from health visitors who worked with
community-focused remits in Scotland and England using face-to-face, semi-

structured interviews within an ethnographic framework.

Transcriptions of the interviews were analysed by an inductive process of
identifying themes, patterns, concepts, contrasts and irregularities from which an
understanding of the health visitor’s community-focused role was developed
(section 2.8.9). The health visitors’ interpretations were set in context with current
policy and practice in primary care and public health. This process led to the
development of a description of a public health role for health visiting. Reliability

(section 2.8.12) and validity (section 2.8.13) were sought through a reflexive
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process whereby the researcher maintained awareness of her involvement with the
data and offered a description of decisions taken during the progress of the study.
In addition, on completion of the interviews the interim findings were presented to

a focus group for clarification (section 2.8.7).

3.2 Population

Initial investigations through professional contacts and snowball sampling
established that there were too few community-focused posts in Scotland to
confine the study to Scotland. In addition, the literature review revealed some
health visitors with long experience of community-focused work based in
England. Therefore, it was deemed necessary to extend the study outside Scotland
in order to develop a greater understanding of health visitors’ community-focused

role.

From initial investigations it appeared that health visitors within English, Scottish
and Welsh health services were developing community-focused roles in the
absence of supportive policy processes. In contrast, health visitors in Northern
Ireland with community development remits potentially had policy support. In
Northern Ireland, health and social services departments had a Regional Strategy
for Health and Wellbeing that set targets for health and encompassed community
development as a method (Barr et al, 1996). The differences suggested that direct
comparisons could not be made across cases from mainland UK and Northern
Ireland without full consideration of both sets of policy processes. It was decided
that health visitors working in Northern Ireland would be excluded on the grounds
that their administration system was different than that for mainland UK.
Therefore, the population from which the sample was drawn included all health

visitors working in Scotland, England and Wales.
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3.3 Sample

Health visitors’ work of relevance to the study was deemed to be activity that
related to the emancipatory care paradigm of practice as identified by Twinn
(1991) (section 2.2). Other paradigms of practice identified by Twinn (1991) had
recognisable public health roots and mainstream support (sections 2.2.1 and
2.2.2). In contrast, the emancipatory care paradigm (section 2.2.3) lacked a clear
definition and mainstream recognition (section 2.7). Therefore, this study focused
on health visiting activity that could most closely be described as emancipatory
care (Twinn, 1991) and excluded activity defined by medical or public health

services.

Health visitors working with community groups who had full-time generic remits
were also excluded from the study. They were regarded as having less opportunity
than those with explicit, community-focused remits to have established a public
health role in addition to their caseload work. In order to allow full exploration of
the community-focused role, health visitors were targeted who had been in

community posts for some time and had dedicated, community-focused remits.

A purposive sampling framework (section 2.8.8) was adopted to ensure that
health visitors with the longest and richest experience of community-focused work
would be identified and invited to participate in the study. In particular, snowball
sampling (section 2.8.8) was used to identify further, potential respondents.

Inclusion criteria for recruiting health visitors were drawn up as follows:

* having a defined remit for one or more of the fdllowing: public health;
community development or community work (including health visitors
employed by or seconded to community health projects); health promotion
projects; community profiling or health needs assessment (in primary care or

public health);
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* having worked for a minimum of one year with remit(s) as above;
* working with a community focused remit for at least two days per week;

* if not working currently in a community focused post, should have been

employed as above within the last five years;

* having a community remitin Scotland, England or Wales.

The present study was funded and based in Scotland. As there had been few
Scottish contributions to the health visiting/public health debate apparent in the
literature review, a Scottish perspective on health visitors’ community focused
activity was regarded as crucial. To ensure that a Scottish perspective was

represented, the study aimed to include at least eight Scottish respondents.

Some potential respondents were already known to the researcher from previous
community health work, professional bodies’ relevant special interest groups and
national public health networks. Other respondents were identified through the
established networks, by tracking down authors of relevant papers and reports and
through snowball sampling. Neither the literature review nor snowball sampling
revealed potential respondents in Wales. One health visitor in Wales was
suggested by a professional contact unrelated to the study, but this came at too late
a stage to arrange an interview. As a result, there were no respondents from Wales

included in the study.

In total, 32 health visitors with specified community-focused responsibilities for
some or all of their job remits were invited to participatein the study. All agreed to
be interviewed. The first three interviews comprised the pilot study (section
3.6.1). A further three health visitors were unable to attend pre-arranged

interviews due to illness but difficulties with time and distance mitigated against
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re-arranging their interviews. Consequently, the main study consisted of 26

health visitors, with nine respondents based in Scotland and 17 in England.

Time management was one factor in deciding to stop interviewing as the
researcher had a limited period of funding for the study. However, the main factor
was that sufficient data had been gathered to identify processes and underlying

principles of the community-focused role.

3.3.1 Access to respondents

Initial contact with respondents was usually made by telephone and occasionally
through personal introductions at professional meetings. On initial contact,
respondents were told about the purpose, aim and method of the study and asked
if they would be interested in participating in interviews. Once interest was
expressed, an offer was made to approach formally the respondent’s line manager
for permission to organise an interview, preferably in their own workplace where
possible. This offer was taken up only on a few occasions, whereupon a letter and
further information was sent to the appropriate manager (Appendix II). Some
respondents preferred instead to request permission from their managers in person
while others were no longer working or had moved into senior positions at a level
where they were self-directing. A letter confirming the interview (Appendix III)
and stressing confidentiality was sent to respondents before the agreed date.
Enclosed with the letter of confirmation was a summary of the study (Appendix
IV) and an interview schedule (Appendix V) for their own and their manager’s use

if necessary.

3.3.2 Use of inclusion criteria
Efforts were made to ensure that snowball sampling resulted in recruitment of
participants who were relevant to the study. In particular, clear instructions were

provided about inclusion criteria to respondents who offered to help recruit further
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health visitors to the study. Despite this, one of the first respondents identified by
snowball sampling was found at interview to be outwith the criteria. Data from
this interview were believed to be limited in both breadth and depth compared to
interviews with more experienced respondents. Consequently, the researcher was
struck by the necessity of the inclusion criteria for future interviews in order to
ensure access to rich data. The data from this interview provided limited insight
into the community-focused role of health visitors. However, it added to the
researcher’s understanding of the research process and was therefore deemed to be

of value to the study.

3.4 Ethical issues

Guidance was followed on protecting the rights of informants and taking

responsibility for utilising data appropriately, as detailedin section 2.8.11.

The study did not require access to health service patients or clients. In addition, it
was a multi-site study which was likely to include one respondent from each of an
unpredictable number of health board or health authority areas. Consequently, line
managers or respondents themselves were asked to decide on participation as
appropriate. In addition, codes of confidentiality and anonymity were made
explicit in order to protect respondents. Therefore, no ethics committee approval

was sought.

Confidentiality and anonymity in use of quoted speech were assured by the
researcher in writing, as part of the letter of confirmation sent to respondents
before the interview (Appendix III). Verbal consent to tape record interviews was
sought before interviews began. In addition, assurance of both confidentiality and

anonymity was repeated at the beginning of each interview.
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Respondents were identified only by number and date of interview on tape
recordings and on the interview transcriptions. The computer database of
respondents’ details did not include their identifying number and information
regarding respondents was used only for the research purposes in line with the
Data Protection Act 1984. Typists were asked to delete transcriptions from their
computer hard disks once the researcher had received her copy and recorded tapes

were kept in a secure location.

3.5 Development of data collection tools

Data were collected from respondents using an interview schedule, a self-
completed information sheet, field notes on observation in places of work and
written reports. Development of the data collection tools was shaped by the
literature review, a consultation process with local practitioners and leaders in the

public health field, and the researcher’s prior knowledge of the role.

3.5.1 Literature review

It was evident from the literature review that there was confusion surrounding the
potential public health role of health visitors. An understanding of the underlying
processes as well as practitioners’ interpretations of their roles were required in
order to identify any congruence in the community-focused roles. In addition,
more information was needed on the conditions regarding community-focused
posts, such as the health visitors’ qualifications, the areas in which they worked

and the management of their posts.
3.5.2 Consultations with public health practitioners

The literature review had confirmed the confusion around the use of the term

“public health” and its relationship to nursing. To make sense of the conflicting
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views in the litérature, an attempt was made to build a picture of current public
health research and practice before proceeding with the study. Two groups were
approached to explore current definitions of public health. The first group were
participants in a seminar organised by the researcher immediately prior to the
commencement of the research study. The seminar focused on the role of
Glasgow’s health visitors in relation to public health and community development,
and included a presentation on the researcher’s role as a health visitor in a
community health project. It was attended by health visitors, community nurse
managers, academics, health promotion officers and service planners. The
researcher was able to include a short discussion between participants about
definitions of public health as part of the seminar workshops. Discussions were
recorded in note form and produced as a report for seminar participants (Craig,

1995b).

The second group comprised senior figures in the public health field who were
invited to take part in short, informal discussions to elicit their understanding of
definitions of public health and whether nurses and health visitors had a role to
play. Eight Directors of Public Health, Professors of Public Health and General
Practice and a Health For All Project Co-ordinator were invited to participate by
letter (Appendix VI), with seven agreeing to take part. The letter was followed up
by a telephone discussion or a face-to-face meeting. Enclosed with the letter of
invitation was a report written by the researcher about her previous work as a
community based health visitor to stimulate discussion and to ensure respondents

understood the researcher’s involvement in the topic.

Both consultation groups suggested that public health was about improving quality
of life, focusing on populations rather than on individuals. The first group
believed that methods of working for public health should include empowering

communities and encouraging participation. The second group expressed similar
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views in that all participants stated their commitment to the WHO definitions of
health and health promotion (section 2.3.3). There was concern among both
groups that GPs might experience conflict between the individual and the
population approaches but there was also a recognition that there was potential for
nurses, and particularly health visitors, to develop a more visible role within

public health.

3.5.3 Previous experience

Personal experience of a community-focused health visiting role was utilised to
focus on the issues of most relevance to the topic. Specialist knowledge
particularly helped the process of identifying the most appropriate study design as
well as accessing the respondents most relevant to the study. The potential
disadvantage of close involvement in relation to data collection was that it
introduced researcher bias (section 3.6.4). This was taken into account in the
development of the data collection tools by using an interview schedule in the form
of an aide-memoire (Appendix V) rather than a questionnaire. Thus the interviews
were designed to maximise the potential for the respondents to lead discussions.
With an aide-memoire, the researcher provided the topics for discussion but did

not control the interview (section 2.8.6).

3.5.4 The interview schedule

As noted in section 3.5.1, an interview schedule (Appendix V) in the form of an
aide-memoire was devised in order to give respondents maximum opportunity to
lead discussions during interviews. It was clear from background investigations
previously described that the activities (the “what”), the processes (the “how”) and
the underlying reasons (the “why”) of community-focused health visiting must be
described in order to gain a full understanding of the role. The interview schedule
split the “what”, “how” and “why” into three sections as logically as possible

(practice, process and personal), with the more straightforward topics coming
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first. The schedule was not intended as a prescriptive sequence of questions but
was organised in a way that would assist the researcher in ensuring that all the

topics were covered.

In addition to the interview schedule, a short, self-complete information sheet
(Appendix VII) was developed to collect demographic information about the health
visitors’ professional profiles, the structures of their community-focused job and
area characteristics. An indication of the level of need in respondents’ areas of
work was included in the information sheet by requesting estimates of deprivation
indicators. The three indicators included were levels of unemployment, single
parents and elderly people which were drawn from established deprivation indices
(Morris and Carstairs, 1991). These were chosen as issues that would be of
particular relevance to health visiting practice with its traditional focus on children

and the elderly (Carney et al, 1996).

3.6 Data collection

3.6.1 The pilot study

The pilot study aimed to test the method of accessing respondents, to check the
usefulness of the interview schedule and information sheet, to assess the
researcher’s interviewing skills, to practise using the tape recorder and to
experiment with organising data. In addition, it was important to identify any bias
created by differences in the relationships between the researcher and respondents

with regard to:

* interviewing someone familiar and interviewing someone previously
unknown, as some of the potential respondents were well known to the

researcher;
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* level of experience, as some potential respondents were less experienced than
the researcher in this work and others were more experienced or had moved

into promoted posts within nursing or commissioning; and

* gender, as most respondents were expected to be female with the researcher

being aware of only three potential respondents who were male.

Three full interviews were conducted as the pilot study. The pilot study was
designed to include a relatively inexperienced respondent who was well known to
the researcher, a respondent unknown to the researcher with a high profile for
community-based work and currently in a promoted post, and a male respondent,
also previously unknown to the researcher. Due to illness, the interview with the
male respondent had to be postponed until a later date, and a third female
respondent, also previously unknown to the researcher was included in the pilot
study. Two respondents were no longer working in their community posts and
their interviews took place in their current workplaces. The third interview was

carried out in another respondent’s home.

As a result of the pilot study, one question on the self-complete information sheet
was clarified. The information sheet and interview schedule appeared to elicit
useful data and respondents welcomed the opportunity to see the interview
schedule in advance. All three interviews were interrupted with telephone calls or
someone entering the room. These interruptions had been dealt with and it was
accepted that interruptions might happen wherever the location of the interviews.
The pilot study also provided insight into the researcher’s own interview
performance, highlighting techniques that could be modified or introduced to
maximise the effectiveness of the data collection process. For example, the use of
anecdotes to prompt further exploration of a topic, or allowing silences for

reflection were explored.



All three respondents had referred to reports that had been written by themselves
or others describing their work or associated project. The researcher had been
aware of two of these reports before the interviews. Reading the reports added to
the researcher’s understanding of the context for respondents’ activities. It was
decided that respondents would be asked to provide any relevant written reports of
their work at the interviews. It was understood that reports would not always be
available, therefore written information was treated as providing additional insight

into interview data and not analysed separately.

Written information already in the public domain was acquired before interviews
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