
Introduction

In the UK, general practice has developed as a
reactive medical service for individuals and their
families (Peckham and Exworthy, 2003). For
Health visitors (HVs) there is increased emphasis
on nursing in teams, through being based in gen-
eral practitioner (GP) practices, termed GP
attachment. The role is now changing from a focus
on the health of mothers and children to a broader
community public health role. HVs along with

other colleagues in primary care are facing the
challenge of responding to the public health
agenda.

The increased emphasis on public health is as a
result of international and national changes. In the
international field, the Alma Ata Declaration and
its resolve to achieve ‘Health for all by the Year
2000’ (World Health Organisation, WHO, 1981),
later updated in ‘Health 21’ (WHO, 1998), incorp-
orated principles of equity, community participa-
tion, partnership and addressing local health
inequalities thus suggesting the promotion of pub-
lic health through primary care (Cowley, 2002).
‘Health for All’ is informed by a socio-ecological
model of health which recognizes that the com-
mon causes of ill health and a sense of well-being
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is created and lived by people within the settings
of their everyday life (Hamer and Ross, 2000).

Health care policy has shifted from an emphasis
on secondary care towards primary care, resulting 
in national policy changes.The various primary care
organizations across the four UK nations, were
charged with improving population health and nar-
rowing the health gap between the most affluent
and the most disadvantaged people (Hunter,2003a).
In Scotland, Local Health Care Co-operatives
(LHCCs) were established in response to ‘Designed
To Care’ (Scottish Office, 1997), which set out the
main proposals for reorganizing Primary Care.
LHCC’s consisted of voluntary co-operatives of GP
practices serving an average population of 50 000–
100 000, with health visiting as a key discipline
within GP practice teams. Following evaluation and
review of LHCC’s, further reorganization in April
2005 established Community Health Partnerships,
with the expectation of co-terminosity and closer
partnership working between Primary Health Care
and Local Authorities (Scottish Executive, SE,
2003d; 2005).

A national review of public health (Department
of Health, 1998) highlighted the need for a multi-
disciplinary public health workforce to address the
determinants of health, and suggested HVs are
well placed to take a lead role in public health
work in primary care. In Scotland ‘Nursing for
Health’ (SE, 2001) defined a distinct public health
role for HVs and school nurses, establishing a new
discipline of public health nurse (PHN) which
combines the two disciplines. Public health practi-
tioner (PHP) posts were also created in each area
with a key remit to support the development of
the public health function in primary care by
working to build skills for effective partnership
planning and delivery of public health pro-
grammes and projects.

The PHN role requires a radical change from
the traditional health visiting role, with its focus on
child and maternal health, to a broad community
orientated public health approach. This approach
can complement and build on a family focused
role by identifying and addressing targeted action
on common health issues in communities (Craig
and Lindsay, 2000). The expectation is that PHNs
will play a key role in supporting the primary care
contribution to public health action, by strength-
ening individuals, strengthening communities and
reducing structural barriers to health.

However, in this study the traditional nomen-
clature of HV is used, as the participants were
employed as such, and this is the title still in com-
mon usage at this time of transition.The use of the
term HV/PHN in Scotland demonstrates the shift
towards the new identity.

This study aims to explore HVs’ perceptions of
the new public health nursing role.

Literature review

The term ‘public health nurse’ was introduced in
the 1990s, with very little definition. Craig and
Lindsay (2000) found that the bulk of the literature
related to public health nursing in North America,
which developed through a community-focused
health improvement role, rather than the UK GP
attachment model. Across the UK, HVs are mem-
bers of GP practice teams and this arrangement
currently continues for HV/PHNs in Scotland. In
each area, support is offered by PHPs, but the chal-
lenge is for all primary care practitioners to inte-
grate public health practice with their clinical
practice. HV/PHNs are an important resource in
influencing this change agenda (SE, 2003c).

Historically, while some authors argue that HVs
have a tradition of being involved with public health
work to varying degrees (Goodwin, 1992; Twinn,
1993; Cowley, 1995), others suggest that HVs’ public
health activity is concentrated on individual health
education and preventative medicine with lower
involvement in community-focused public health
(Caraher and McNab, 1997; Poulton et al., 2000;
Brocklehurst et al., 2003). There are concerns about
the capacity to deliver this agenda (Hall and
Elliman, 2003, SE, 2003a; 2003b) and possible con-
straints include the emphasis on GP attachments,
the creation of the internal market and a contract
culture (Billingham, 1994; Caraher and McNab,
1996; Symonds, 1997; Cowley, 2002).There could be
a lack of clarity about the public health component
of HVs’ work and how it fits with primary care team
priorities (Symonds, 1997), with the possible com-
peting clinical and public health priorities identified
as a barrier (Billingham and Perkins, 1997; Craig
and Lindsay, 2000; Cowley, 2002; Brocklehurst et al.,
2003). Caraher and McNab (1996) and Billingham
and Perkins (1997) recommended that HVs
develop their community-wide public health role
and break from the confines of the traditional focus
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on screening and surveillance of children and fam-
ilies, and individualized health promotion.

The literature review of Hawksley et al. (2003)
aimed to uncover the extent to which HVs have
developed their public health role. Of 344 examples
of public health practice, only a small number
related to community empowerment, suggesting
that a broader public health approach to health
visiting is still at an embryonic stage.

Smith (2004), in focus groups with 27 HVs, high-
lighted the need for greater connection to public
health through local leadership and facilitative
management, and clarification of the health visiting
role.The evidence for wider public health work was
presented by Elliot et al. (2001) in their systematic
review of the effectiveness of PHN.

Plews et al. (2000), investigating practitioner
understanding and practice of public health nurs-
ing, found that there were various interpretations
and a lack of collaborative working to support a
move to community focused public health. Jinks 
et al. (2003) presented some limited evidence of a
reorientation of practice towards the adoption of
models of public health. Carr et al. (2003) found a
lack of a distinctive model for public health prac-
tice in England and Wales, in contrast to the spe-
cific model in Scotland.

In view of the expectation of the new PHN role
in supporting change in practice towards greater
focus on community-wide public health activity, a
small exploratory study was planned in one LHCC
area in Scotland.The aims are to elicit the views of
a purposive sample of HVs about public health,
and contributory helping and hindering factors to
the implementation of the new model of public
health nursing practice.

Methods

Design
An exploratory, descriptive design was used to

carry out a focused exploration of the participants’
understanding of public health nursing and the fac-
tors they considered important to the development
of that role. This research study focused on HVs
within their natural working environment in
Primary Care and aimed to examine their opinions,
perceptions and attitudes to the new public health
role.The use of a qualitative approach lends itself to
more description and use of intuition, which assisted

in the production of rich data with detailed descrip-
tion of participants’ perceptions.

The researcher, as a PHP and former HV, has a
remit to support change towards broader public
health activity across the LHCC workforce. This
remit and background stimulated an interest in
understanding the factors which currently constrain
or support HVs’ willingness to become involved 
in community focused public health work.

This can be interpreted as a source of bias, and
so was discussed with all participants, and
addressed by detailed feedback to participants
through member checks, peer review and sharing
transcripts with a supervisor.

Limitations of the study are listed in Box 1.

Participants
Using the principles of purposive sampling appro-

priate to exploratory, descriptive studies, currently
practising HVs were invited for interview. These
HVs met the criteria of 2 years experience and thus
trained prior to the introduction of a named public
health nursing degree course.The geographical unit
of one LHCC was selected. This unit represents a
grouping of general practices in one area, respon-
sible to the primary care trust, who are charged with
planning and delivering local services. All HVs
within this one local area who met the criteria were
approached by letter to invite them to participate.

Ten HVs from a sample of 31 volunteered to be
interviewed. Later verbal responses from non-
respondents indicated their tentative interest, but
for this small-scale study the sample of 10 was con-
sidered manageable and concurrent analysis also
supported that a range of experiences was elicited.
However, as the participants were self-selecting, it

� This was a small exploratory study related to
a specific context, at a time of transition.

� The sample was restricted to HVs who had
trained prior to the introduction of the new
PHN education programme.

� The sample was self-selecting, and the partici-
pants who volunteered may not be represen-
tative of the breadth and depth of views of
HVs/PHNs.

� The familiarity of the researcher with the
context and participants, and vice versa.

Box 1 Limitations of the study
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could be speculated that the staff who volunteered
might not have been fully representative of the
widest range of views.

The 10 participating HVs had varying years of
experience in practice and were currently working
in either rural or urban settings attached to GP
teams of different sizes.The range of years since ini-
tial training as an HV was between 6 and 28 years.
Six participants trained over 15 years ago.

Method
Individual in-depth, semi-structured interviews

were chosen as a particularly useful method of find-
ing out about people’s perceptions or opinions 
on specific matters (Pontin, 2000). Both the local
research ethics committee and the local research and
development department approved the study. A 
participant information sheet included aims of study,
measures to protect confidentiality and a consent
form.

After reviewing the literature, a topic guide was
created (Box 2) which addressed possible areas of
confusion about views of public health and the pub-
lic health nursing role. The guide was used to gain
an overview of current activity of perceived public
health work and to capture their understanding of
the new PHN role, identifying which factors sup-
ported or hindered their involvement in public
health work.

All interviews were tape recorded and fully
transcribed and all the identified themes and quota-
tions verified with participants.

Data collection
One pilot interview was held, to test the sched-

ule. Ten local HVs were interviewed during July
and August 2003.

In qualitative interviewing the researcher is an
active participant in the process. The researcher
explicitly addressed possible role confusion by
emphasizing that the participants’ own experi-
ences and opinions were the important element in
this study.

Participants were encouraged to describe and
explain their understanding of public health nurs-
ing and public health work, using their own frames
of reference.

Data analysis
The data collected during this study consisted of

‘wordy’ transcripts and field memos which required
systematic sorting and handling to assist data analy-
sis. Sensitivity to the data was facilitated by person-
ally typing all transcripts and repeated listening to
the interview tapes (Patton, 2002). Thematic analy-
sis of transcripts was informed by constant compari-
son method, a systematic tool for developing and
refining theoretical categories (Strauss and Corbin,
1991; Coffey and Atkinson, 1996).

The transcripts were analysed line by line to gen-
erate concepts. Software to assist analysis was con-
sidered but rejected in favour of manual sorting to
aid the researcher’s own learning. Concepts were
coded and used to link segments of narrative to
create categories with common properties and the
interview topic guide was used to cluster related
categories together. Through use of constant com-
parison nine key categories emerged. Sections of
the participants’ words were highlighted as poten-
tial quotations.After the emergence of the key cat-
egories a further literature search was instigated to
investigate these in greater detail.

Issues of rigour such as trustworthiness and a deci-
sion trail were addressed through the reflexivity of
the researcher, who was constantly vigilant, reflect-
ing on field notes and regularly listening to the tapes.
The transcripts and coding were shared with her
supervisor to assist confirmability. The study’s find-
ings and quotations were checked with participants
to check their authenticity and credibility.

Results

Analysis organized the wealth of data from the
interviews into nine key categories (see Box 3),
which are supported by the participants’ own
words.
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� The public health component of participants’
education.

� Participants’ current public health activity.
� Participants’ understanding of public health

nursing.
� The factors they considered supported their

public health work.
� The factors they thought hindered their pub-

lic health work.
� Any other comments.

Box 2 Topic guide
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Theory practice gap for public health practice
The majority of participants had difficulty recall-

ing the public health component of their health
visiting course:

The training didn’t prepare me for practice.
The theory only touched on public health.
But the format was mostly lectures with little
structure and no real teaching.

We had very little public health, a few lec-
tures, but they were about home and work-
ing conditions and given by a consultant in
public health. It was very limited and had no
resemblance to the public health content
that public health nurses get nowadays.

These quotes are from both the most experienced
and most recently trained participants and imply
that there was little social science theory or prac-
tical public health skills training within the course
curricula which participants experienced. A
review of the content of curricula revealed that
these aspects are now included. However, these
participants expressed gaps in knowledge.

On completion of training the reality of the type
of practice these HVs experienced is closely
aligned to the traditional health visiting role with
its focus on mothers and children. All participants
stated they had limited experience in working with
groups other than mothers and families. The lack
of opportunity to become involved in wider com-
munity focused public health work seemed to be
an influencing factor in participants’ limited confi-
dence and enthusiasm for the PHN role.

One participant who had 10 years experience
working in a variety of HV posts throughout the
UK summed up her experience as follows:

My early experience of health visiting was
mainly crisis visiting and coping with a very
large 0–5 caseload, with lots of problems and
public health was a very small component of
the work and only in relation to the core
under 5 work. I can’t remember doing any
groups or development work.

Mindset
The qualitative interviews facilitated partici-

pants in expressing their inner feelings about tak-
ing on the PHN role. Many indicated the proposed
change would require people to move out of their

‘comfort zone’ and this caused fear of not being
adequately skilled or supported to plan and
deliver on appropriate public health interventions
to wider community groups. The majority seemed
willing to embrace the public health role and felt
they had many transferable skills, but there were
issues around letting go of traditional work:

I think it’s very daunting, because I think
however much people are bogged down in
their caseloads and however they see their
work, like we all do they probably feel quite
safe and any suggestion of working differ-
ently is threatening. Particularly, if you’re
taken away from the structure of caseloads.

… individuals being scared that this is going
to happen and they’ll be expected to do
strange things with strange people. Maybe
they feel inadequate to work differently and
with partners. Some people don’t feel
they’ve got the skills or knowledge.

The interviews explored the factors participants
considered supportive and restrictive to the devel-
opment of their public health nursing role.A num-
ber of the key categories illuminate these factors.

Political influence
Seven participants mentioned central govern-

ment or national policy as key influencing factors in
supporting or hindering their public health role.The
earlier Conservative government rule of 1979–1997
was highlighted as an era when specific policies
inhibited public health work and prioritized clinical
and routine surveillance activity in primary care.
Participants perceived the New Labour government
as supportive of the public health nursing role and
alluded to the increasing emphasis on public health
work in primary care. There was some concern and
uncertainty about the future.

There seemed to be a general feeling that public
health work in primary care is politically driven
and controlled by specific government targets.
Participants recognized that targets dictate alloca-
tion of resources and work priorities in primary
care. One participant saw this as helpful, while
others associated targets with restriction of HVs’
public health work:

We don’t know what’s going to happen in the
next few years because health policy is bound
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by the political party in power. A change of
government may mean public health is no
longer the way forward for health visitors.

When I started health visiting the role was
more like a public health nurse role, but
from around 1991, when the GP contracting
system came in that changed. The GP’s did-
n’t want us out there doing community clin-
ics. The targets coming in had to be the main
focus.That really limited what health visitors
could do.

Integrated GP teams
Participants confirmed that all HVs in this

LHCC are required to work within an integrated
GP practice team. These teams are made up of
doctors, practice nurses, district nurses, administra-
tive staff and one or more HVs. When asked if
their team colleagues were supportive of public
health work, all the participants indicated that
public health is not a priority for their teams. This
resulted in some support in principle, but little
actual support, and in many cases objections to
any activity perceived as outwith the treatment
and care of the practice population. Participants
implied that GP’s prefer to have ‘their’ HV visible
in the clinic and available to deal with patients.
These HVs seemed to feel they needed permission
from their team to allow time for any public health
activity:

Our GPs are not that interested in public
health. They’d much rather see us doing
clinic-based work. I think they’re feeling a
bit disgruntled, because they’re running a
business and paid to do chronic disease man-
agement clinics, so that’s the aspect of our
work that they value most.

GPs like their health visitor to be around to
see patients in the clinic whenever problems
arise, like headlice or whatever. I think a lot
of GPs would like less home visiting and
health visitors to be around the surgery more.

Alien culture
Participants agreed that GPs and other com-

munity nurses in the teams favoured a medical
approach to public health work, and that approaches
that are more appropriate in tackling the social

determinants of health were usually discarded by
the team in favour of advice-giving to patients.
Participants suggested their community focused
public health work had often been blocked by
other priorities agreed by the team so that any
public health work was marginalized and not
included in the team agenda or discussions. Several
participants emphasized the tension this created
for HVs working in GP teams:

Different people in the team have different
ideas about what health is and what they’re
there for. Some people think public health 
is what the public health department do.
Health visitors are the only ones who start
from a fundamental very different perspec-
tive. Everyone else is banging a different
drum. It can be very difficult to keep pushing
our perspective as worthwhile when nobody
sees the results.

Workload pressures
Participants explained that their capacity to

undertake public health work was constrained by
current workload pressures and competing prior-
ities. The under-five caseload, a range of clinic
commitments and child protection work were fre-
quently cited as accepted priority areas of work
for these HVs:

It may be difficult for some health visitors to
prioritize any public health work. Caseloads
and clinics have to take priority, certainly as
long as our key responsibilities stay the same.
The day to day work of health visitors is the
stuff that lands on your desk and public
health work has to fit round that.

Lack of resources to support public health nursing
emerged as a theme across the 10 interviews.
Although lack of resources can be used as a con-
venient ‘catch-all’ to resist change, participants
reported they are expected to continue with cur-
rent commitments while also addressing the wider
public health remit.

Time to plan and deliver public health, and pub-
lic health skills training, including knowledge to
access funding, and negotiating and influencing
skills, were identified as needs by the majority of
participants.
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Powerlessness
Participants gave various examples of the lack

of power of HVs as a discipline:

Certain professional groups have the power
and they’re not going to hand it over to any-
body else … doctors have money and power.
We don’t.

There is no recognition of the expertise of
health visitors and we have no access to
funds or how they’re used … our partners
don’t see us as important players. They need
to recognize at strategic level the contribu-
tion public health nurses can make.

Several participants shared that they have experi-
enced a lack of confidence to voice opinions and
challenge decisions at Primary Care and partner
agency fora. In view of the fact that it may be the
more assertive PHNs who volunteered to share
their views in this study, this aspect is particularly
crucial.

Lack of strategic direction
Participants recognized the need for clear

strategic direction for how and why practice needs
to change. Several people indicated that they had
no clear picture of the strategic direction for pub-
lic health nursing within the wider NHS organiza-
tion.This contributed to participants feeling vague
and confused about the process of change and
how they could positively influence development
of their PHN role:

There needs to be a strategy for what we’re try-
ing to achieve and we need an infrastructure,
that includes other agencies to begin to take
small pieces of work forward, at the minute it
seems so ad hoc and so huge. Without any
structure, without any direction, I don’t know
how we’re going to achieve anything.

Participants felt, given the lack of an agreed vision,
that managers and planners had unrealistic expect-
ations of HVs’ ability to effect change. They
expressed a feeling of being ‘rudderless’, which pre-
vented their progress towards a new PHN role:

There’s no managers in place and you’re left
to pick things up yourself and not really sure
where you’re going with things. It’s difficult
in such a big organization that you don’t

know what’s going on. You don’t get the
whole picture.

Support for implementation
Several participants identified three key areas

that require support, the appropriate tools and
implementation skills. These were, how to set real-
istic priorities for public health work, negotiation
with GPs and planning for partnership work.There
was a general feeling that effective leadership and
adequate resources would facilitate realistic pro-
ject planning and delivery of appropriate needs led
public health improvement locally:

People are feeling a bit in the dark at the
moment, especially about how to get started,
how to get resources, all the processes that
need to be gone through and a chance to speak
about and share this type of information.

There was a general plea from participants for a sup-
port infrastructure to help collective planning and
co-ordinated activity for public health work. Several
participants suggested this process should be partici-
patory, so HVs could be meaningfully involved in
development of public health nursing locally.

Participants identified that HVs themselves
require leadership skills so they can effectively
deliver on their contribution to the huge and com-
plex public health agenda. Several mentioned that
working collectively as teams would support
development of public health work:

I think we need better leadership and co-
ordination to pull it all together. We’re too
busy doing our day-to-day work to do this.

Discussion

Analysis of these nine categories (Box 3) identi-
fied three core themes: the dominant clinical
agenda, theoretical perspectives, and the need for
leadership.

Dominant clinical agenda
The biomedical model informs the way primary

care is currently structured and organized. The
participants felt their capacity for public health
work was reduced, because like all primary care
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nurses they were expected to prioritize delivery of
services to patients registered with the practice and
comply with the accepted team approach to health-
care delivery. Robotham (1999) in her article about
the doctor–nurse relationships, suggests that
although the patriarchal nature of doctors’ relation-
ships to nurses is changing there is still a tendency
for nurses to adopt a task orientated role that is
directed by doctors. The fundamental issue of
whether team colleagues perceived the HV as a pri-
mary care nurse or a PHN with a remit for meet-
ing the needs of communities in a more proactive
way in line with ‘Nursing for Health’ (SE, 2001),
appeared to underlie the tensions around the
reported lack of dedicated resources and support
for their public health work. Participants reported
an increase in clinical orientation and practice popu-
lation focus of their workload since moving to inte-
grated GP teams and a sense of powerlessness to
effect change in the alien culture with its prevailing
medical dominance. Similar barriers due to primary
care team working have been highlighted in a range
of previous studies, where HVs experienced con-
straints in developing their broader community
focused public health practice (Billingham and
Perkins, 1997; Symonds, 1997; Brocklehurst et al.,
2003). Wiles and Robison (1994) in a study of the
experiences of HVs and nurses in primary care
teams in one area of England, identified that the
HVs’ public health role was weakened by attach-
ment to GP practice teams, which was identified as
an ‘alien culture’ which marginalized their public
health role. Kuokkanen and Leino-Kilpi (2000) sug-
gest that a perceived lack of power and support de-
motivates and disables practitioners. Empowerment
is a core component of public health practice,
explicit in international public health policy (WHO,
1981), at the root of the fundamental reform of

health visiting and the PHN programme in
Scotland. Nursing For Health (SE, 2001) specifies
the expectation for HVs as a new public health nurs-
ing discipline to continue to work within GP prac-
tice teams while re-focusing on wider community
public health. Implementation of the new model of
public health nursing will require a supportive
empowerment process, which affords the PHN
workforce appropriate support at local level and
incorporates significant organizational development
investment, to develop more effectively their collect-
ive negotiation and influencing skills, to present a
convincing argument for re-focusing their practice.

Theoretical perspective
It could be argued that the traditional education

of HVs prior to the PHN education programme of
2001 lacked exploration of how to implement public
health practice, which draws on social scientific the-
ory.The findings from this study confirm that partici-
pants perceived this theory to practice gap. In her
analysis of published literature within the last 5
years Haycock-Stuart (2004) highlights the need for
theoretical underpinnings of both the Public Health
Nursing evidence base and practice to make explicit
the knowledge that is informing the design of effect-
ive public health work. The use of theory acknow-
ledges intellectual, experiential and emotional
preconceptions and enables them to be measured
against tested theoretical frameworks of explan-
ation (Jones, 1994). Further inclusion of social 
science theory in continuing as well as professional
PHN education, may support HV/PHN’s to present
a cogent argument for appropriate public health
methods in the predominantly biomedical culture in
which they operate.

Health related sociological literature indicates
that the health system usually reflects and seldom
leads the broader prevailing political agenda
(Baggott, 2000; Hunter, 2003b). Now that renewed
concern for health improvement focused on tack-
ling inequalities is equally explicit in policy along-
side health system efficiency targets, PHN’s who are
adequately supported and educationally prepared
would be in a good position to seize the opportunity
to develop public health nursing practice.

This study was limited to HVs educated before
the introduction of the PHN programme. In the
absence of any published research of the impact of
newly trained PHN’s, a consensus conference report,
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� Political influence
� Integrated GP teams
� Alien culture
� Workload pressures
� Powerlessness
� Lack of strategic direction
� Support for implementation

Box 3 Nine key categories
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‘Developing Public Health Nursing in Scotland’
(Scottish Executive Health Department, SEHD,
2004), after nearly 4 years, identified that the new
programme is well established, with newly quali-
fied PHN’s thinking and seeking to work differ-
ently.An American study (Smithbattle et al., 2004)
of how their PHN workforce develop public
health knowledge and experience after qualifica-
tion found that inexperienced PHN’s enter the
field with the theoretical knowledge but great gaps
in practical know-how and take considerable time
before they can translate formal theory into prac-
tical situations. The findings illustrate how novices
benefit from experienced colleagues to support
their practice development. In Scotland, one way
of supporting this collective development for pub-
lic health theory to practice is to establish PHN
teams, possibly with the PHP as a facilitator for
the process within local areas.

Leadership
Participants identified lack of strategic leader-

ship which would provide clear direction and
inspiration to support change and development of
public health nursing locally.

A key element of the vision for public health
nursing set out in ‘Nursing For Health’ (SE, 2001)
is the development of effective leadership at all
levels, including PHN teams. Managers need to
demonstrate strategic support and direction for
significant cultural change through communicating
that public health is an organizational priority, by
identifying PHN capacity and restructuring work-
loads accordingly (McMurray and Cheater, 2004).

Participants in this study identified a flattened
hierarchy within the LHCC affording little contact
with managers which led to feelings of isolation
from core planning for public health across the
wider organization. This resonates with Hyett’s
(2003) findings that nurse managers are unfamiliar
with the daily challenges for HV’s in taking forward
public health work, and to Smith’s (2004) study,
which suggested that HVs working in GP teams felt
isolated from public health colleagues.

Supportive networks are recognized as integral
to the ‘Nursing for Health’ model for public health
nursing (SE, 2001; 2003c). Presently due to the
developmental stage of public health nursing there
is little evidence of structures in primary care to
support the collective empowerment process for

HVs. This raises concerns, since they have been
challenged with developing a leadership role for
public health within a clinically focused team struc-
ture that currently does not recognize public health
as core work. Locally public health nursing teams
have been formed in localities and are being facili-
tated by the PHP to develop local public health
nursing plans linked to strategic planning. The
team sessions focus on team building, wider part-
nership working and reflection on theory and evi-
dence for public health practice.

This study highlighted that local leadership for
public health nursing in primary care will be crucial
to stimulation of a co-ordinated, planned approach
to evidence-based public health work.

Conclusion
The categories identified from this small study

require further research to find out if they are
common across the wider health visiting popula-
tion, and whether similar barriers exist to develop-
ment of their wider public health nursing role.

Recommendations are listed in Box 4, and 
suggestions for further research are made in 
Box 5.

It is clear from national policy in Scotland that
HVs are expected to adopt the new public health
nursing role with support from educational estab-
lishments, public health departments, nurse man-
agement and primary care.

Recent work demonstrates that little progress
has been made UK wide towards a shift in emphasis
from individual health promotion towards com-
munity empowerment approaches to public health
(Hawksley et al., 2003; Jinks et al., 2003).This small
qualitative study in one geographical area was not
designed to produce conclusive evidence regard-
ing the present experience or future implementa-
tion of public health nursing. However, it does
identify common themes within the sample popu-
lation that mirror the UK picture of HVs’ slow
progress towards implementation of broader pub-
lic health.

The findings indicate that competing clinical
and public health priorities, an alien culture, lack
of resources, lack of influence of HV/PHNs to
drive change and lack of vision orientated leader-
ship for public health nursing, conspire to impede
the shift towards greater emphasis on community
orientated public health work.
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If HV/PHNs are to develop a service that works
effectively in partnership to deliver public health
programmes which tackle inequalities and
improve the health of local people, they must be
adequately supported and empowered to build
corporate public health knowledge and skills. The
findings from this study suggest a participatory
process that supports team building with
HV/PHNs and local partners, and supports project
planning for focused areas of public health work,
could begin to develop a service that practises true
empowerment for workers and the communities
they serve.
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