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ABSTRACT

The present study was undertaken to provide an understanding of the
processes underlying health visiting practice. The research strategy selected
was grounded theory (Glaser and Strauss 1967, Strauss 1987, Strauss and
Corbin 1990). A total of 21 female health visitors from a District Health
Authority in the North West of England participated in the study. Data was

collected by means of 20 formal interviews and 41 days of participant

observation in four different health centres.

To recognize the basic social process in any interaction is one of the major
aspects of grounded theory. This requires the identification of the
"Phenomenon” which motivates the development of a process and the
conditions under which it operates. The basic problem or phenomenonin
health visiting uncovered in the data was "Securing Life Trajectories”. This
forms the core of the health visitor’s work. The general set of conditions
that influence health visiting work was identified as "Working Between Two
Worlds™. This is used to describe the health visitor’s position between the
policy agenda and the client’s agenda. The process revealed in the data that
health visitors use to respond to this overall problem was "Marketing Health
Visiting™. This refers to the different tactics that they use to introduce the
policy agenda into the client’s domain. During this process the policy

agenda is adjusted to fit the client’s circumstances. Three major strategies



are identified in this process: 1) Promoting the service, 2) Adjusting delivery

and 3) Tailoring the content.

This study found that "Marketing Health Visiting" is a gradual process in
which the health visitor wins grounds as time passes. As marketing
strategies are implemented the conditions influencing the interaction change.
Hence it moves from taking place in what is labelled in this study as
"Dissociated Context", to a "Convergent Context” and finally to a "Shared
Context". The final consequence of implementing marketing strategies is
that of constructing "A Common Agenda"” with clients. This agenda is
basically the personalisation and contextualization of health visiting services.
To build this common agenda it is of crucial importance that the client
should see and feel the need for the health visiting service as well as the
development of trust between the professional and the client. Hence the
relationship that is developed between them acts as an enabling factor for

reaching mutual collaboration.

The discussion of the study focuses on its significance within the actual
debate on health visiting about introducing new ways of practice. The health
visitor’s overall role is examined and the importance of developing

relationships with clients is also highlighted.
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"Theory functions in the service of action - it has no other
purpose-but effective (and moral) action is possible only

thorugh theory that apprehends the true nature of reality”.

(Strauss 1978 p.23)
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CHAPTER 1

INTRODUCTION

1.1 BACKGROUND

This thesis presents a grounded theory study of health visiting. To recognize
the basic social process in any interaction is one of the major aspects of this
approach. This requires the identification of the "phenomenon"™ which

motivates the development of a process and the conditions under which it

operates.

My interest in examining processes underlying health visiting practice was

aroused because of the changes that were advocated for nursing in the

community and my involvement in the Spanish primary health care reform.

Since the late 70’s changes in health care systems have been advocated in
order to achieve the World Health Organization (WHO) goal "Health for All
by the year 2000" (WHA 1977). Primary health care (PHC) was identified

as the key element to achieve this goal and nursing was highlighted as

leading the way to it (Mahler 1985).

The "Health for All" movement had great repercussions in Spain. 1984 saw

the start of a major reform in health services delivered outside hospitals.

1



This reform involved the setting up of a model of PHC along the lines stated
in the Alma-Ata declaration (WHO 1978). PHC centres were built and teams
were set up to serve populations between 2,000 and 25,000. In 1988

about 30% of the population ' was covered by this new model of health

care.

For nurses working in the community this reform implied the transition from

a passive and subordinate role of medical curative services to an active role

in PHC. Hence, nursing began to move from being the resource of the
medical profession to becoming a community asset (de la Cuesta 1991). The
potential of nursing in contributing to the advancement of the reform in
Spain was broadly acknowledged (INSALUD 1985, G. Encabo 1990). During
the early days, theoretical and functional bases were laid down in official

publications (Ministerio de Sanidad Consumo 1986, INSALUD 1987) and at

practice level nurses’ new role started to evolve.

All these events influenced me greatly. Since 1984 | was actively involved
in the development of community nursing services within the new model of

PHC. | became increasingly interested in knowing about the processes

underlying practice and felt the need for reflecting and analyzing community

nursing. Beside this | also had the personal aspiration of completing my

formal academic education with a doctorate programme.

m

1 H . . »
| This refers to areas where the social security system was not yet being transferred to the
Regional Government.



It was not feasible to pursue a research project of this kind in Spain. | came

to the UK, a country with a long and well established tradition in community
services. Although desirable, it was not feasible to study both district
nursing and health visiting. Since health visiting practice is close to that
proposed in "Health for All" it seemed appropriate to decide to focus the

present study on health visiting.

During the research project | lived in one of the poorest districts of inner

Liverpool. This has undoubtedly had a bearing on the study. It has clearly
increased my sensibility to some of the realities that health visitors
encounter in their daily practice. Participating in the every day life events of
a deprived area has provided me with an insight into the living conditions of
a inner city. Living in this area has certainly stimulated my imagination and

helped me in the generation of questions posed to the data during analysis.

1.2 IM_ AND PURPOSE

The overall aim of this study was to gain insight into the processes
underlying health visiting. The study began with a general concern to know
how health visiting is practised rather than what health visitors do. Four

purposes guided the development of the study, thus:

1) To construct a picture of health visiting practice from the practitioner’s

point of view.




2) To identify and describe the general context in which health visiting is

practised.

3) To identify and describe the strategies that health visitors use in solving

contextual problems.

4) To ascertain the influence of these strategies in health visiting practice.

A qualitative research method was selected as it would facilitate a
description of health visiting from the practitioner’s point of view. Among
the different strategies used in qualitative research, grounded theory (Glaser
and Strauss 1967) was chosen as it brings process into the analysis of data
(Hutchinson 1986, Wilson 1989, Strauss and Corbin 1990). It is informed
by the theoretical perspective of symbolic interactionism (Blumer 1969) |
which regards individuals as active agents involved in an ongoing process
of shaping their environment and dealing with problems within the
limitations imposed by structural conditions. This perspective sits

comfortable with my own views and with the purposes of the study.

1.3 ORGANIZATION C HE THESIS

The thesis is organized into eight chapters. The first three chapters introduce

the study, the relevant literature and its methodology.




The analysis of data is presented in four chapters. Thus, chapter 4 focuses

on the general context in which health visiting takes place ie: working
between two worlds. Here, the concept of life trajectory is explored and the
major components of the policy agenda are depicted. Chapter 5 highlights
the basic social process in health visiting, that of "Marketing health visiting”.
Here causal and intervening conditions are identified as well as its major
strategies. Chapter 6 examines and describes "Fringe work", a tactic that
health visitors use to tailor their services to a client’s circumstances.
Chapter 7 examines the consequences of using marketing tactics. Creating
contexts is identified as the major consequence. The issue of the
relationship between the professional and the client is addressed in some

detail. Also the negative consequences of marketing are discussed.

Finally, chapter 8 discusses the significance of the present study within the
actual debate in health visiting about introducing new ways of practice and

examines the importance of developing relationships with clients.




CHAPTER 2

INTRODUCTION TO THE AREA OF STUDY

2.1 TRODUCTION

For qualitative research which aims to generate substantive theory, it is not
appropriate to use existing theory as a starting point (Hutchinson and Webb
1989). Hence, this research study is not set within a particular theoretical
framework. However it draws upon previous knowledge of health visiting.
A review of the health visiting literature provided a general background for

the study, acting as a framework to facilitate conceptual entry into the area

of study, namely, health visiting processes.

This is consistent with grounded theory principles, which is the research
methodology employed in this study. In grounded theory the researcher
begins with an area of study and what is relevant to that area is allowed to

emerge. Thus, the literature is used as source of data that contribute to the

forward thrust of the study (Strauss and Corbin 1990). As Stern (1985) has

pointed out, in grounded theory, the literature search is made prior to the

study and then again as the study progresses.

As an "outsider” to the health visiting system and having been unaware of

its evolution since | was trained in 1977, it seemed appropriate to learn how

o -



health visiting was currently presented in the professional literature and

what was known about practice from research and other sources. In
addition to this, as | had experienced in Spain the impact of the World
Health Organization (WHO) "Health for All" strategy in heailth policy and in

the development of nursing practice, it seemed appropriated to ascertain to

what extent this movement was influencing health visiting in the UK.

The guiding questions in this search of the literature were: What are the

current issues discussed in health visiting practice?, Are there any new
developments in health visiting?, What is known about the approaches in

health visiting? Has the international movement of "Health for All™ had any

impact on health visiting?

This chapter examines first the origins and development of health visiting
and comments on the current changes that are taking place in the health
care system. Next it examines the debate that is taking place in health
visiting. Research studies and accounts of innovative practice are used as
a means of ascertaining the significance of the debate in health visiting

practice. Lastly the "Health for AIll" strategy is examined and its

components linked to the characteristics of the debate in health visiting.



2.2 HEALTH VISITING: DEVELOPMENT AND CURRENT SITUATIC

2.2.1 riqins of health visitin

Health visiting originated in the 19th Century in the industrial cities of the
United Kingdom (UK) when there was a public alarm about cholera
epidemics and when it was realized that the health of the poor and working
classes would be inseparable from that of the rich and middle classes. It was
initially a voluntary service provided by middle class women. This consisted
primarily of the visiting of people in their homes. Later women began to be
employed to do this work and this was a strategy to reach into the working
class home. The "Mission woman"”, whom the Manchester and Salford
Ladies Sanitary Association employed in 1867, is regarded as the first health
visitor. The aim of the visits was to improve the hygiene of the people, to
protect the middle classes against epidemics, and, as a measure of social
reform to instruct people about sanitary measures. This instruction was
given by health visitors’ persuasion and by example (Dingwall 1976b and

1977a, Dingwall and Eekelaar 1988).

The origins of health visiting are connected with a religious model. In fact
it has been pointed out that the language to describe this work was "Urban
Evangelism”™ and that the use of a "Good poor woman" was a missing link
between Christian ladies and the class in need of reform (Dingwall and

Eekelaar 1988 p.176). These origins are also related to the transmission of



middle class values and the moralization of working class people. Hence the

"Sacial reform™ was in fact the social control and reform of the poor. This
view is consistent with Florence Nightingale’s ideas about community
nursing. She saw it as one means of "Depauperising” the poor. For

Nightingale pauperism was not only being poor but a state of mind similar

to that which, at the time was called "Culture of poverty” (Monteiro 1985).

Although it has been said that when health visiting services were taken over

by the Municipal Autharities, these were "Comprehensive and collectivist”
(Dingwall 1976Db), it is clear that health visitors’ interventions were mostly
of an individualistic nature. Health visitors’ work reflected a philosophy that
saw the cause of the problem as the weaknesses of the individual rather

than the defects of the social system. This is consistent with the prevailing

ideology of the time about the causes of poverty. Whereas public health at
the time grew from a basic sense of social justice and pointed to the role
played in the cause of ill health by inappropiate infrastructures in towns and
cities (Ashton and Luker 1991), poverty was believed to be due to lack of

character or moral failure (MacGregor 1981). Thus, the need to "instruct”

and individually reform all of the poor. It is important, here, to draw

attention to the difference between the universalization, or extension, of a
service and the strategies that are used in delivering it. What has changed
over the years in health visiting is the type of client to whom services are

given and the scope of their role in health services.



2.2.2 Development of health visiting

The turn of this century showed the beginning of personal as opposed to
public health services, especially for children, and also the identification of
health visiting with infant welfare and school health services (Rcn 1983). It
also began the transition from a privately founded and organized service to
a State scheme, originally at individual local authority level. Health visiting
became a welfare measure which was adopted to improve the conditions of
the poor in order to produce fitter workers and soldiers and to buy off
socialist demands for radical change. Its attention was increasingly
concentrated on mothers and babies (Dingwall 1976b). The maternity and
Child Welfare Act of 1918 enabled local authorities to set up services for
mothers and children and confirmed the concentration of health visitors in
this area of work (Rcn 1983). In time health visiting became involved with

all working class mothers and children and after the first world war also with
middle class families. In this period health visiting developed in both
numbers and in its scope by being involved for instance in ante natal care
(Dingwall and Eekelaar 1988). Also at this time, the regulations for health

visitors’ training were developed and its links with nursing and midwifery

established (Dingwall 1977a).

After the mid 20s the rationale for developing health visiting disappeared
and during the second world war health visiting was drastically cut back and

lost ground (Dingwall 1977a). Dingwall and Eekelaar (1988) had argued that

10



health visiting at that time failed to resist the encroachment of social work

in its traditional domain of child welfare. Despite health visitors’ purported
responsibility for other client groups such as the chronically ill, the

handicapped and the mentally disordered, they have never developed this

aspect of their work.

The years after the second world war saw the revival of individualism but
this time the agent was the State and not the private charities. It was
argued that with the establishment of the Welfare State in 1948, the
problems of ignorance, sickness and poverty would be solved by providing
free education, health care and full employment. Hence, the remaining
problems were due to individual deficiencies requiring individual treatment
(Dingwall 1976b). Health visiting remained a universal service provided
without a test for need, but it was delivered on the basis of a client’s
vulnerability to some particular social or medical problem (Dingwall 1977a).
The pre 1946 practical orientation towards the care of mothers and young
children and the legislative definition of health visiting in 1946 which
reinforced this, justify the statement that this is the traditional work of

health visitors (Health Visitors Association [HVA] 1987c¢).

With the establishment of the Welfare State two trends were initiated and
continue in health visiting: the removal of functions which were once part
of health visiting to specialist agencies, and the administrative separation

of services to meet health and social needs. The structural and policy

11



changes that took place in the National Health Service (NHS) in the
subsequent years, did not benefit health visiting. Health visiting found itself
constricted by the "Developing Empires” of social services, hospital
dominated health services and general medical practice (Rcn 1983 p. 13).

Since the post war years, health visiting has been in a policy vacuum, not

so much for lack of a policy for health visiting but for a lack of follow

through or because of rival interests (Dingwall and Eekelaar 1988).

To sum up: Health visiting has developed from being a voluntary service to

the "deserving” poor, that is those entitled in the 19th century to charity,
to become a universal State service to all mothers and young children, From
being a service delivered by middle class ladies it has become a part of
nursing. From having strong links with public health measures it has become

a child welfare service. Lastly from increasing its numbers and scope it has
decreased them, losing its identity and becoming, on Dingwall’s (1976b)
terms "Stagnated” ever since the mid 20s. Hence its "Development”
appears to be more of a "Backsliding”. However, all along, it has remained
an instrument of social control based on individualistic measures of

intervention. Its "Development” has been closely linked with the policies on

child welfare.

12



2.2.3 Current changes

In recent years there have been Government proposals that affect the
structure and the organisation of community nursing. There are three major
documents: 1) Government’s White Paper on Primary Health Care {(PHC)
Promoting Better Health (DHSS 1987), 2) The Griffiths Report on
Community Care (Griffiths 1988) and the follow up White Paper Caring for

People: Community Care in the Next Decade and Beyond (DOH 1989a), and

3) The NHS Review Working for patients (DOH 1989b).

The Paper on PHC (DHSS 1987) aims at transforming the NHS from a

"Sickness” service to a "Health service" by putting the emphasis on health
promotion and disease prevention. However the invisibility of nursing here
(Clay 1988) has been pointed out and claimed that it is medical services

which increase General Practioner (GP) power and threaten the health
visitor’s role (Fatchett 1990). The community care proposals focus on the
community care for the mentally ill, mentally handicapped, elderly and
physically disabled groups and aim at providing more care and support for
these groups in their own homes . However, there is little mention of the
role of the health visitor. Health visitors are left once more to focus their
work on child welfare with the aggravation that in the PHC paper (DHSS

1987) part of this territory is now being passed over to the GP (Fatchett

1990). The NHS review (DOH 1989a) proposes a separation between

purchaser’s and provider’s functions. Health Authorities would not then be
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involved in provider issues but focused on the monitoring and evaluation of
the services that they "Purchase”. This review places the GP at the centre

of the PHC team. It expands GPs role in child surveillance and health
promotion. The implementation of these changes would effect a change in

the health visitor’s role in child surveillance and health promotion.

It seems that health visiting is again in a situation similar to that of the post
war years, that is of being in a policy vacuum. The Government papers
(DHSS 1987, DOH 1989a) refer vaguely to health visiting and the NHS
review (DOH 1988b) implies that the health visiting policy would be dealt

with by management at the local level. In this NHS review (DOH 1989b),

Health Authority operational and management functions are delegated or
contracted out. The Report on Community Nursing (DOH 1990) reflects this
point clearly. Here the need is stated for the providers of services to issue
a "Mission statement” or "Shared vision of care” which will set out the
overall goal of the organisation. This statement will act as a framework to
an agreement on priorities, responsibilities, resource allocation and service
delivery. Hence it will determine to a large extent the role and scope of
health visiting. It is worth noting that this report focuses on the organization
and management of nursing services in the community. It offers different
models of organization but it does not set guidelines about the content of
the services to be delivered. General statements are made about the need

for joint efforts, putting patients first, assessment of needs and commitment

to quality. Policy issues seem to be left to managers.
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However, the Government document Health of the Nation (DOH 1991) can
be regarded as an opportunity for development in health visiting. It sets out
proposals for the development of a health strategy in England in which
health promotion and disease prevention are the core aims. It includes
several targets for improving the health of pregnant women, infants and
children. However, bearing in mind that GPs would be at the centre of the
PHC team and that they would have the facility to "Purchase" services, this

could mean a missed opportunity for health visiting.
2,.2.4 Definition of health visiting

The statutory definition of health visiting is found in the NHS regulations of
1972 (Health Visitors’ Association [HVA] 1987c). Here it is stated in a
succinct way, that health visitors’ educative and preventive work in the
home is to focus on maternal and child health and the control of
communicable diseases. This definition sets a rather general framework

which does not provide for a clear identity in health visiting nor for guidance

in developing the health visiting role in accordance with population needs
and changes in the system. Health visitors’ organizations have developed
the scope of the health visitors’ work. Hence, under the auspices of the
Council for the Education and Training of Health Visitors (CETHV) there
beganin 1974 a major analysis of health visiting practice, which resulted in

the development of a definition of health visiting and the principles

underpinning practice.
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Health visiting was defined as:

"The professional practice of health visiting consists of planned
activities aimed at the promotion of health and the prevention
of ill health. It thereby contributes substantially to individual
and social well being, by focusing at various times on either
the individual, a social group or a community. It has three

unique functions:

1) Identifying and fulfilling self-declared and
recognized as well as unacknowledged and
unrecognized health needs of individuals and

social groups.

2) Providing a generalist health agent service in
an area of increasing specialisation in the health
care available to individuals and communities.

3) Monitoring simultaneously the health needs
and demands of individuals and communities;
contributing to the fulfiiment of these needs; and

facilitating appropriate care and service by other
professional health care groups."(CETHV 1977

p8).

Four principles were identified to achieve health visiting goals: 1) The search
for héalth needs, 2) The stimulation of the awareness of health needs, 3)
The influence on policies affecting health, 4) The facilitation of health
enhancing activities (CETHV 1977 p 9). The CETHV's statement shows a
shift in the previous conceptualization of health visiting services. It widens

the scope of health visiting actions by including interventions at group and

community levels. It positions the profession not as an agent of control but
of social development and puts the emphasis on health and needs rather
than infirmity and problems. However, the idea of a participating

community, the basis for a collectivistic approach as opposed to the
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traditional individualism, was not tackled. This came in the subsequent years

and forms very much part of the actual debate in health visiting.

Despite numerous policy documents issued by professional organizations
about the role and contribution of health visiting (CETHV 1977, 1982, RCN
1983, HVA 1987c) they have not made an impact on the Government’s
health care proposals discussed (Section 2.3.2). Nor do they solve the
"Dilemma of identity” that Hunt (1972a, 1972b) addressed twenty years
ago. The Government did not consider health visitors’ concerns for clarifying
their role. Thus, it did not undertake a national inquiry into the proper role
and functions of both health visitors and school nurses requested in 1982
by the HVA (Editorial 1982). Furthermore, the traditional approach to health
visiting practice has been questioned. Hence the question of how to
reconcile, in health visiting, an individualistic approach with one which
concentrates on group needs rather that individuals has been highlighted

(RCN 1983).

The next sections focus on the current debate that is taking place in health

visiting about its approach to practice. It will highlight the tension between
traditional and new ways of practice represented by "Individualistic™ or

"Collectivistic™ visions of practice.
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2.3 THE DEBATE IN HEALTH VISITING

In recent years a change in health visiting practice has been advocated in
the professional literature. The proposalis to move away from the traditional
individualistic mode of practice connected to the health visitors’ role in
social control, to a "Collectivist" or community oriented approach which
regards health visiting as enabling and supporting social change. New ways
of health visiting are proposed as an alternative to traditional ways which

are thought to belong to other times and circumstances. The debate is

hence about health visiting development versus the stagnation that has

remained unchanged since the mid 20s (Dingwall 1976a).

This section examines the discussion and highlights the features of both the

new ways of practice which have been advocated and the traditional ways
which are now discouraged. Research reports and accounts of innovative

practice are commented on to shed light on the reality of this debate.

2.3.1 A "New" approach to health visitinc

The inclusion of new ways of health visiting practice has been advocated
from different professional sources, such as the Health Visitors’ Association
(HVA) and the Royal College of Nursing (Ren), to health visitors educators
and practitioners. The reason the different authors give for advocating a

"New" approach in health visiting is the need to respond to the population’s
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health needs. However, here is proposed a "Collectivist” or "Community"”
approach to practice, which puts the emphasis on joint action and people’s
capabilities. Consistently with this view, "Community work" in public health
has been defined as work that is based on the belief that people have the
capacity to join together and take action on their own behalf. Community

work engages groups rather than individuals and priority is given to

interventions based on local needs {Ashton and Luker 1991).

The recurrent themes or major traits proposed in this approach to health

visiting practice are:

- To focus on the Community and groups by mostly two

means: Assessing community needs and intervening at

group level.

- Needs oriented practice or "Proactive approach" as

opposed to a passive or reactive health visiting.

- Partnership with clients. Community and the client’s

participation in their care.

- Facilitative and empowerment style when relating to

clients.

- Team work with other health care professionals.
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In some recent reports and publications, the HVA has included the majority
of the above features. Thus, it is suggested that health visitors should work

in partnership with clients and hence the need to empower them in order to
enable their participation in health care. Also the necessity to include the

wider community in the health visitors’ assessment of needs and

interventions has been stated. Hence group work as a method of practice
is supported. It is also considered necessary to place more emphasis on
health promotion and primary prevention, and to assume an enabling and
facilitative style in health visiting (HVA 1985, 1987a, 1987b, 1987c). These
views clearly emphasise a community or collectivistic dimension in health

visiting. The RCN (1983) in its previous document, contains the above

elements. When it comments on unannounced visits to clients, states that

"Social policing” is not a part of the health visiting role (p. 46).

Goodwin (1988), speaking as General Secretary of the HVA, proposed a
framework for future health visiting practice which included these issues and
pointed to the need to assesscommunity health needs in consultation with
other agencies and representatives of the community. She also highlighted

the need for health visitors to work more closely with members of the PHC

team and with other local agencies.

These views were also reflected by the National Standing Conference of
representatives of Health Visitor Education and Training Centres (NSC). In

a report this organization expressed the need for health visitors to elaborate
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and use community health profiles as a basis for practice, to empower
individuals to participate in health care, and to work in collaboration with

other members of the health care team. It also stated the need to attain a
proactive approach in health visiting practice (NSC 1989).

Other authors, from both health visiting practice and education, reiterate
some of these ideas. The necessity for assessing community health needs
in health visiting has been stressed for the past ten years (MacFarlane 1982,
Orr 1985, Boomer 1987, Denny 1989, Gooch 1989). Caseload and health
visiting profiles are thought to be the methods to achieve this aim (Orr
1985, Boomer 1987). Partnership with clients and a "Consumer” oriented
health visiting service has also been highlighted in the literature (Orr 1980
and 1985, Fatchett 1989, Gooch 1989). Group and community work,
considering clients’ expressed definitions of need, are identified as the

means for a more community oriented health visiting service (Drennan

1988a, 1988Db).

In this context, it is proposed that health visitors should act as agents of
social change (Boomer 1987). In the literature the means to achieve a
community approach to practice and group work are even regarded as
legitimate "political action™ (Rcn 1983 p. 51). The implications for practice
are not discussed. The debate about new ways in health visiting tends to
elude the political dimension of this approach. Community work aims at

changing the environment or situation rather than to adapt people to it
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(Ashton and Luker 1991). Hence it clearly aims at social change and thus

has political implications.

The above proposals are not new in health visiting. The concepts of

proactive health visiting, partnership with clients, team work and consumer

participation are included in the five principles of health visiting (CETHV
1977). The contribution to social change is considered to be a health visiting

activity. However, as was previously commented {Section 2.4 p. 13) the
role of the community in promoting change is not considered. Clients, to a
certain extent, were still regarded as passive recipients of, in this case,

"Change".

It is necessary to draw attention to the fact that these proposals do not
intend that health visitors substitute group and community work for
individual work with children and mothers. The aim, as expressed in the
documents consulted, is to enlarge the health visitor’s scope of action in
order to meet the client’s health needs in a more effective way. This idea is
clearly expressed in the report of (NSC) when it identifies three
complementary approaches to practice: 1) One to one, 2) With small groups:

3) With the wider community (NSC 1989 p. 17).

This shows a clear attempt to incorporate both individualistic and
collectivistic approaches in health visiting. While this is acknowledged as 3

dilemma (Rcn 1983 p. 25) the contradiction of this proposal is not explored
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in the literature. Both approaches have a different ideological basis.
Individualism tends to regard the person as the one responsible for his/her
health and puts the blame on the individual when he/she becomes ill
(Crawford 1977). This view gave ideological support for the "Social reform”
of the poor in 19th Century which in fact was their social control, and
health visiting was one of the measures taken to achieve this. Contrary to
this view, community work considers the material and social conditions as
the precipitating factors for ill health, and places the power to change, not
on the professional, but on the people. It can be said that while
individualistic approaches have the effect of disabling people, community or

collectivistic approach empowers them to produce change.

This discussion about health visiting practice has not being echoed in the
Government’s proposals about community care (DHSS 1987, DOH 1989a
and 1989b). The exception is the "Cumberlege” report which studied
nursing services in the community (DHSS 1986) and took into consideration
some of the issues proposed by the HVA (HVA 1985). In its proposals the
report includes the concepts of a proactive and a team approach to practice;
states the need to work in partnership with clients, to deliver services with
an enabling style and to consider neighbourhood profiles as a basis for
practice. However, the recommendations of this report have hardly been
implemented. This hints atinsufficient commitment at National level towards

more community orientated nursing services.
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At the National nursing policy level there has been another initiative that

could have backed up a change of approach in health visiting practice. The

document on general Strateqy for nursing, issued by the Department of

Health (DOH 1989c), includes all the components mentioned in the "New"
approach. Although targets for practice are set in the document which
include the need for the client’s participation, health promotion and relevant
practice according to the client’s needs and to existing knowledge, specific
time for completion or providing for the resources needed to implement them
are not included. It only states that managers of health services, nurses,
midwives and health visitors should examine the targets for action and

should set a timetable for implementation. Thus the strategy is poorly

focused and ineffectively committed towards its implementation.

Regarding policy, support for a change in health visiting is similar to that of

the post war years (Dingwall and Eekelaar 1988). There is a vacuum of
policy about health visiting development (Section 2.3 p. 10) and a lack of
follow up to proposals that could bring about some change in health visiting
along the lines just discussed. However, the Government’s proposals on the

"Health of the Nation™ (DOH 1991) could be a back up for both the strategy

in nursing and for the introduction of new ways of health visiting practice.
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2.3.2 Accounts of innovative practice

In spite of the absence of a clear policy to support the changes advocated,
some of the traits described in the "New" approach to health visiting are
evident in practice. The literature on innovations in health visiting provide us

with examples of implementing new ways of practice.

This section does not pretend to be an exhaustive account of all the
innovations that have taken or are taking place in heaith visiting. This is out
of the scope of the present study. It will, however, aim at giving the reader
an idea about the nature of innovative practice, and of supporting the claim
that practitioners are seeking different ways of working. However, it could
not be assumed that all the innovations are relevant to the client’s needs or
that they are effective. While some of the experiences reported in the
literature clearly stated that it was a response to clients’ needs assessed in
some objective way (for example questionnaires, health profiles) in others
this has not been clearly acknowledged. Evaluation of the experiences are
not always included and some of them are pilot studies or activities that

have no continuity.

Nevertheless, innovations in health visiting seem to be quite widespread. In

1984 the HVA conducted a survey to ascertain the involvement of Health
Visitors in community initiatives. This survey provided information from 96

of the 206 Heaith Districts in England, Wales and Northern Ireland. Here it
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was concluded that in each Health District there was a minority of health
visitors involved in community health initiatives and "It was not necessarily
a feature of their work throughout the year™ (Drennan 1985, p.6). They were
implicated in a wide variety of community groups and organizations, also in

different initiatives such as health campaigns, screening schemes, provision

of market stalls or shops fronts, involvement with the local media to give
their point of view on health topics, and in developing information directories
(Drennan 1986a). Innovation in health visiting seems to be not only
widespread but the need for it is felt by many Health Visitors (West 1989).
In a study about innovation in health visiting, it was concluded that the
health visitor’s role was seen as one demanding change and innovation. It
was reported that 45% of the participants said that they needed to improve
the way in which they delivered services whereas 18% did not feel this
need? (West 1988).

The content analysis of the innovations consulted reveals four categories

namely to:

1) Extend the availability of the service to other groups.

2) Introduce novel work methods group work and assessment

means.

3) Provide a different approach to practice.

2 This article does not state the total number of participants in the study. For the research
methodology employed in this study, the reader is referred to a previous article which states that
92 health visitors participate in the study (West M, Jones A, Savage !. (1988) "Stress in Health
visiting: A Quantitative Assessment” Health Visitor 61 (9) 269-271).

26



4) Become involve in innovative programmes.
1) Several studies reported in Baker, Bevan, McDonnell and Wall (1987)
describe the extension of the availability of health visitors’ services to other
groups. Some of them are about making the same type of services more
available. This is clearly the case of schemes for extending the health
visitor’s time availability in a "Crying baby service" and telephone advice on
child health problems. This shows that the focus of the service has not
really changed. However, other reports give accounts of making health
visiting available to other groups of the population such as intravenous drug
users, by setting up a "Drop in" centre at night (Thompson 1989): the
elderly by introducing routine visiting (Neil 1982), sections of the community

in general by setting up a 24 hour health visiting service supplemented by

evening clinics (Haylock 1981).

Examples of establishing "Well Man” clinics reported in Baker et al (1987),
setting up market stalls (Copenhall 1990) and health shops (Robinson and

Roberts 1985, Peen Green Experience, undated leaflet) also show health
visitor’s attempts to reach other sectors of the population. However, these

reports do not highlight a community approach to practice. This becomes

very clear in the next category.

2) Introduce novel work methods. Group work is an example of health
visitors’ attempts to introduce change in practice. Health visitors’

experiences in group work are well documented by Drennan (1985 and
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1988b). According to her, the term group work has been used frequently
but rarely defined. When she identifies the different types of activities that
group work incorporates (Drennan 1988a) she provides an operational
definition of the term. These range from those forms that can be regarded
as current ways of health visiting such as teaching health education topics
to a group of people in a structured formal manner, to the most innovative,
such as health visitors’ influencing policy. Foliowing Drennan’s classification

(1988a), the types of group work which had a connection with a community

approach are as follows:

a) Sharing health information in a dialogue with a group that is already
formed. The examples of this category given by Drennan (1988a) are a
health visitor work with a community based mothers’ group in which she
joined offering her knowledge in an informal way, and another health
visitor’s involvement in a local women’s health group already established.
In these experiences the group members used health visitors as resource

persons. Drennan (1988a) points out that health visitors are increasingly

looking at this category as a means of supporting and empowering people.

b) Forming and/or supporting groups for the purpose of self help, mutual

support and health information. Examples of this category are Dunscombe’s
(1985) experiences of setting up groups for single parents; Hiskings’ (1981)

account of establishing a postnatal support group and withdrawing when

group leaders were identified; Pettigrew and Falconer {1982) report of the
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slimming group that they set up; and Palfreeman’s (1982) account of the

mother and toddler groups.

Drennan (1988a) notices that the majority of groups initiated by heaith
visitors seem to involve women with young children and states that this
reflects their caseload. However, drawing on the findings of the 1984 HVA
survey she further comments that health visitors are involved in groups of

a wider range such as pensioners, menopause support, bereavement,

smoking cessation and exercise groups (Drennan 1988a).

c) Becoming part of a group, made up of local people and/or professionals,
formed to influence policy and/or services. As examples of this category
Drennan (1988a) reports the health visitor’s involvement in a campaign for

a community centre for elderly people and the heaith visitor’s participation

in a housing estate campaign to provide a family centre.

Other examples within the category of health visitors introducing novel work
methods, are the reports about health visitors’ involvement in developing or

using assessment tools such as the development of a child health record
booklet {Owen 1982), a scoring system to set priorities (Hills et al 1980)

and the use of a vulnerability index to identify at risk families (Burns 1985).

3) Different approach to practice. Here examples refer to team approaches

to the child abusing family (Laing 1986), the use of an empowering style in
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the Child Development Project (CDP 1984) and, working in partnership with

clients (Billingham 1989, Sloan and Webster 1989).

4) Involvement in innovative programmes. Finally, there are projects such as
the Oxfordshire "Change for the better” which uses a needs based approach
and community health profiles to deliver health visiting services (HVA
undated). According to Goodwin (1988) this project is the best known
current example of the systematic attempt to change health visiting.
Dauncey (1988) has reported some of the results achieved by the project,
such as increased immunisations rates and higher level of activities toward
promoting health. Another project is the Riverside Child Health project

(Pearson 1985) which provides a good example of practice based on the

client’s needs, client’s participation and a team approach.

From what has just been described, it can be said that health visitors engage
In innovative practice in three different ways: 1) By setting up themselves
a particular scheme or service, 2) By collaborating in a general project

launched by the health care sector, and 3) By supporting lay and local

initiatives aimed at influencing policies and services.

However,it can be argued that the above experiences do not have similar

degrees of innovative work. Scott Samuel (1989) believes that innovations

range along three broad types, thus:
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1 - Progressive conventional. That is those experiences which have an
apparent modification of current practice but the underlying principles remain
the same, ie: an individualistic ideology. This can be the case in preventive

campaigns and the introduction of some clinics centred on pathology or
symptoms where professionalroles are practically, not altered. It can be said

that these innovations create the illusion of a change.

2 - Introduction of progressive services. This refers to experiences where
professionals are doing "Unusual" things for clients and in a different
manner. This can be the case in the examples given in health visitors’

support to already established self help groups.

3 - Community development experiences which involve a major change In
the approach to the delivery of services and in the role played by

professionals and the community. These are the examples which reflect
more closely a "Collectivist” or "Community” ideology. Examples of this are
health visitors participation in local groups to influence policy or services,
and the schemes in which health visitors use an empowering or enabling

approach to clients.

The innovations discussed incorporate some of the components advocated
as new ways in health visiting practice. These innovations can be regarded

as a response to the call for changing practice, as well as a response to
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population needs. On the whole they are advancing professionals’

aspirations for change in practice.

2,33 2ditional ways of health visitine

When a different approach to health visiting is advocated in the professional
literature, quite frequently undesirable ways of practice are referred to.

These are called "Traditional” and act as a background against which

changes are proposed.

A traditional approach to health visiting practice is associated with the

following traits:

- Individually focused and child centred.

- Mechanistic and task oriented.

- Authoritarian and directive.

Goodwin (1988) while she was General Secretary of the Health Visitors
Association, (in her key note speech at the Association Conference), made
a comprehensive statement of this approach in health visiting. According to
her, traditional health visiting is individualistic and child care is based on a
medicalized model in which health visitors have a directive style with their
clients. She also drew attention to a routinized, mechanistic and check list

approach in health visiting as exemplified by developmental screening. On
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similar lines, Fatchett (1989) also refers to a traditional approach in health
visiting in which the client is a passive recipient of services. The health
visitor's work is individually focused, task oriented and peformed using a

directive style. Further, she claims that activities are mostly reactive, that

is they respond to immediate health problems and needs instead of
anticipating them. Several other authors have emphasized the individualistic
(Ren 1983, Drennan 1985 and 1988b, Denny 1989, Copenhall 1990) and

authoritarian approaches in health visiting (Drennan 1988b, Smith 1989).

Goodwin (1988) pointed out that because health visiting is trapped in the

traditional routine home visiting, child centred model, it is responding to

historical health needs rather than present ones. Indeed, traditional traits just
described had their roots in the origins and development of health visiting
during the late 19th and early 20th Century (Sections 2.2.1 and 2.2.2).
They are part of the individualistic mode of practice which is connected to

the health visitor’s role in social control.
2.3.3.1 Research studies

Research studies in health visiting give some evidence of the presence of

these traits. However, there are shortcomings. Much of the research on

health visiting in the past three decades has sought to describe the work of
health visitors with little analysis. Its focus is to address the issue of what

health visitors do rather than how they do it. The lack of research into health
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visiting skills and expertise was noted by Luker in 1978. Hick’'s (1976)
account and Clark’s (1981) review of 37 studies shows clearly this phase
in health visiting research. Most of these early studies used a quantitative
approach which for the most part used survey techniques and focused on
counting or classifying the client’s contacts into various categories. These
studies were poorly reported, the instruments were not adequately tested
for reliability and validity and the sample size was frequently too small (Clark
1981, Chalmers 1990). From the 1970's qualitative studies in health visiting
began to be undertaken seeking to describe the processes involved in

practice. An emphasis was also placed on effectiveness and consumer views

formed part of this evaluation.

Research shows that children are the major concern of health visitors both
in terms of time spent, pattern of interaction and focus of work. Clark’s
(1981) review concluded that the major component of health visitors’

clientele are families with young children. The Office of Population Census

and Surveys (OPCS) survey also found that most of the time spent by health
visitors in clinics and home visits was concerned with babies and children
(Dunnell and Dobbs 1982). This trend is confirmed in the latest publication
of national statistics. Here it is shown that in 1987/88, health visitors

visited 113 %> of live births and 65 % of under five years of age

3 Each person is counted at the first visit in the year in a district, by any member of the health
visiting staff. A person moving to a new district will be counted more than once.
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population, whereas the visits to the elderly reached only 5.3 % of all of

them (DOH 1990b).

Consequently, studies in the late sixties and early seventies reported by
Clark (1981) that looked into the topics discussed during visits found that
those were concerned with child care issues. Later on, Turner {1982) found
in her study that 25 out of 37 topics discussed in a home visit were related
to problems specific to children. Qualitative studies also inform us that the
centre of the health visitor-client interaction is the child (Robinson K 1986b)
and that health visitors see their work as focusing on women and children
(Drennan 1986Db). In this sense, Connolly (1983) claims that health visiting

has not changed much over the last 100 years and that the major areas of

health visitors’ concern, throughout the century, has been health education

and work with children.

Referring to work methods, studies tend to confirm a predominance of
individualistic techniques in health visiting. Clark’s (1981) review of 25
research studies found that one third of the health visitor’s time was

devoted to home visits. In her previous research study, she found that this
was the activity preferred by health visitors and considered to be most
important (Clark 1973). Two more recent qualitative studies have similar
findings. Drennan (1986b) reports that health visitors perceived home visits
and work with individuals as important areas of their work, and Gregory

(1982) found that the majority of health visitors interviewed tended to
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spend their time focusing on individuals. Almost 20 years ago Hobbs (1973)
found that group teaching in health visiting was considered an optional
extra. Later Drennan (1988) found that, when it is undertaken, it is largely

as formalized teaching. It seems then, that an individualistic approach to

practice dominates health visiting.

Although it has been found that health visitors plan and initiate most of the
contacts with clients (Clark 1973, Wiseman 1979), this proactive approach
does not necessarily mean that interventions are based on an assessment
of needs. Indeed, in a exploratory study, Bolton (1980) found that health

visitors were vague about the assessment of priorities. Harrison (1986)
found that health visitors in setting priorities tended to adhere to a traditional
model of health visiting, ie: antenatal visits, visits to the under fives and
child health clinics. In a further study she concluded that the health visiting
service is not planned on the basis of the health needs of the population

(Harrison 1988).

Other research studies, most of them qualitative, give some insight into the
health visitor’s general style or approach to clients. Although clients prefer
a partnership style in health visiting (Cameron 1990, Foster and Mayall
1990) and an informal and non-authoritarian approach (Orr 1986, Cameron
1990), this tends not to be the norm. Health visitors tend not to encourage
clients to participate and use a dominant style of interaction. Hence Orr

(1980) reported that clients felt themselves not included in the assessment
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of their babies and that they were given little explanation. Sefi (1 985) found
that the style that was adopted by all the heaith visitors within the
interaction was largely educational and therefore health visitors were placed
in a dominant position. Foster and Mayall’'s (1990) work shows similar
results. They report that the majority of the health visitors interviewed
stated that they used a top down style of education aiming at changing the
mother’s behaviour. On similar lines, Robinson K (1986a) found that in home

visits professionals control the conversation thus playing a predominant role

in the interaction.

These findings contradict to some extent Watson’s (1981) study as she
found a degree of equality between health visitors and clients. Also Warner
(1982) in her research found health visitors using more commonly a

"Supporter role” than a "Detector role". This apparent contradiction

suggests that even in a traditional model, health visiting is variable.

When discussing the reasons for these traditional ways still being in place,
some authors mention the influence that the prevailing individualistic and
- physical oriented model of health care is having on health visiting (CETRV
1977, Orr 1980 and 1986, RCN 1983, Robinson 1985, Goodwin 1988,
Denny 1989,). Linked to this, nursing traits such as focusing on individuals
and being task oriented, transferred to health visiting, are also thought to

have a bearing on traditional approaches to health visiting (Rcn 1983, Orr

1985, Drennan 1988a).
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In this respect, research studies point to several factors, some of them are

linked to the individual practitioner, some to the area where he/she works
and the type of clients the health visitor encounters. Thus, Hobbs (1973)
found that the amount of group teaching undertaken by health visitors varied
considerably between both individual and group practitioners while Luker
(1978) highlighted health visitors’ personal preferences in setting priorities
in their work. Health visitors’ ages have been identified as a factor in
influencing health visitors’ styles of interaction. Hence Clark (1973)
accounts for young heaith visitors using a less dominant approach and

Watson (1976) found a directive style among older health visitors.

Further, the area where health visitors work has been considered as
influencing practice. In areas of non poverty Harrison (1988) found that
there were more visits to children within the assessment programme and
more visits to the elderly. In areas of poverty very little health education was
carried out. Lastly Drennan (1986b) reports that health visitors recognized
that a certain amount of their activity was shaped by the client’s own

perceived need and by the inadequacies of other services.

Authors also refer to management policies as promoting a traditional
approach (Goodwin 1988, Orr 1980 and 1985). Indeed Luker and Chalmers
(19390) argued that the use of authoritarism in health visiting is sometimes

part of a strategy to gain access to clients. Child surveillance is clearly, part

of health visiting policy.
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The above factors account for an apparently outdated practice. However,
there is an overall embracing issue that is: The relevance of the health
visitor's traditional ways to current practice. Health visiting is still an

instrument of the State’s control of family life which is appropriate in liberal

democracies {Dingwall and Eekelaar 1988, Dingwall and Robinson K 1990).

Child welfare is a Governments’ responsibility and health visitors are

important instruments in surveying this welfare. Health visiting contributes

to the Welfare State’s basic functions ie: 1) The provision of health and
social services, and 2) The regulation of private activities (Gough 1982).
Consequently, the health care structure and management policies reflect and
reinforce traditional traits in health visiting. For example, policy to appraise

health visiting efficiency and resource allocation reflect traditional ways. The

criteria tends to be on the visibility and on the measurable aspects of

professional activities (Goodwin 1988). Hence, the statistics for appraising
health visitors’ work tend to be focused on the number of contacts with
different clients giving high priority to the under fives, and on where the

contact takes place giving priority to the home. Thus traditional ways in

health visiting are reinforced.

Research into health visiting suggests that traditional traits are still in place
in health visiting practice. Studies report that generally health visitors’ major
concern is children and that they focus work on the individual. It has also
been reported that services tend not to be based on clients’ needs and that

health visitors are inclined to adopt directive styles leaving little room for
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clients to participate. However, recent qualitative studies suggest that this
could be a tactic to gain client’s collaboration. In discussing the presence of
traditional traits in health visiting, structural, contextual and personal factors
have been identified. Policy plays a major role in encouraging traditional

health visiting whereas professional leaders are encouraging a different way

of practice.

It seems then that the debate on health visiting goes between policy rules
that are individualistic and reflect the State’s role in controlling family life
and a professional view of practice that is close to a collectivistic ideology,

which does not consider the need to control people but to support them in
achieving better health. The next and last section attempts to trace and

examine the origins of the collectivistic or community vision.

2.4 WIDER SCENAR

The discussion that is taking place in health visiting is connected with a
major revision of the health care systems that started in the mid seventies
and reached its peak when in 1984, The World Health Organization’s (WHO)
member states endorsed 38 targets to reach better levels of health for all
the people in Europe. Underlying this plan of action is the issue of
collectivist or community development views versus individualistic
approaches to health care. This section examines the movement of "Health

for All", which was launched by WHO and gives direction to change
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proposed in health care systems, and discusses its implications for nursing.

It shows the connection between the changes advocated in nursing in order

to contribute to this goal and to those proposed in health visiting and

previously discussed (Section 3.1).

2.4, Health for All

"Health for All" is a global strategy which was launched by the World Health
Organization (WHO). It dates back to 1974 when the World Health
Assembly (WHA)? recognized the striking disparities in health and in health
services between countries (Reid 1986). In 1977 the WHA resolved that the
main social target of governments and WHO in the coming decades should
be "The attainment by all citizens of the world, by the year 2000, a level of
health that would permit them to live a socially and economically productive

life" (WHA 1977). Here Primary Health Care (PHC) was identified as the

means to achieve this goal and, in 1978, a declaration which defines its

principles and activities was endorsed. This has become know as "The Alma

Ata declaration”.

A common policy to attain "Health for All" in Europe was approved in 1980.
This European Strategy called for a basic change in countries’ health

policies. It urged member states to give higher priority to health promotion

* The WHA is the governing body of the WHO. It is made of WHO member state delegates and

WHO Executi\fe Board. It meets once a year at WHO headquarters to discuss, monitor and endorse
the Organization’s policy. Their resolutions are unanimously endorsed.
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and disease prevention, it stated the need to involve all sectors that have an
impact on health including the community, and finally to use PHC as the
major approach to bring about this change. The 38 targets to achieve this

goal were approved in 1984 (WHO 1985). Europe had now a specific plan

of action for achieving better health by the year 2000.

The European targets refer to the specific improvements to be made by the

year 2000, to the changes needed to bring them about, and to the support
needed for these changes (See appendix 1 for list of the targets). It is
important to notice that these targets are directed not only at changing

people’s behaviour but also at changing the environment and the health care

system. They put the emphasis on community participation in health care

recognising people’s capability to produce change. Thus, there is clearly a

move away from individualistic ideologies which place the blame on
individual behaviour and undermines people’s capacity to participate. In
addition, the targets address the need for policies that support a change in
the health care system and, in this document, it is acknowledged that there
are "Prerequisites™ for health such as equal opportunity for all, satisfaction

of basic needs and social support. Without providing for these, the targets

would not be reached. This reinforces the displacement of individual blame

for ill health and points to considering it as a "Social failure”. Hence the

need for a community oriented approach to health care.
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Consequently, "Health for All" has important political implications. The 38
targets place health in a wider context: that of a basic human right in which
policies and social material conditions play a major role. Indeed in "Health
for All" health is considered as a social rather than a physical concept in
terms of social and economic development (Maglacas 1988). Health is
regarded as a basic human right and a worldwide social goal. Further, health
is considered as a resource for life (WHO et al 1986). Thus, the previous
WHO definition of health which states that it is "A state of complete
physical, mental and social well-being and not merely the absence of disease
or infirmity" (WHO 1948) is broadened by pointing to the social material
conditions for achieving it. Thus, unless efforts are concentrated on all the
targets, they could merely represent a wish list. The temptation is,
obviously, to concentrate on just those targets that address life styles and
health care services, leaving out those that refer to changes in policy and
the environment. By doing this an individualistic approach to health would

be reinforced.

2.4.1.1 Key features

In Health for All there are two key features interlinked that address the

values underlying the strategy, these are: 1)-Equity and 2)-Primary Health

cdare.
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1) Equity. From the beginning the movement "Health for All" was motivated
by a desire to achieve equity in health. Dr. Mahler, Director General of WHO
at the time, stated that in Alma Ata it was declared "That the health of
hundreds of millions of people in the world was unacceptable” (Mahler
1987). Hence, the principles of Alma Ata represented a "New form of social

morality™ which considered paramount the needs of the poorest and most

vulnerable (WHO 1988).

Indeed, the WHO General Director pointed out that "Health for All" was not
just an epidemiological truism but a moral obligation (Mahler 1388). Years
later, when discussing the concepts and principles of equity and health, the
ethical and moral dimension was highlighted. Hence it was stated that the
term "Inequity", as used in WHO documents, refers to differences in health
that are not only unnecessary and avoidable but also considered unfair and
unjust (Whitehead 1990. My emphasis). Equity in health care was defined
in terms of equal access to available care for equal need, equal utilization for
equal need, and equal quality of care for all. It was stressed that, in order
to promote greater equity in health and health care, it was necessary to
improve living and working conditions, to enable people to adopt healthy life
styles and to encourage people to participate in the policy making process
(Whitehead 1990). Thus, equity in health incorporates a community oriented
view which addresses political issues, ie: the need for improving living and

working conditions.
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The evaluation of the impact of "Health for All" after ten years, showed that
the basic problem of inequality still remained. Hence it was decided to
maintain "Health for All” as a permanent goal of all member nations beyond

the year 2000. It was recognised that while some progress had been made

such as increasing immunization rates and decreasing infant and maternal

death, this had not been uniform (WHO 1988). Some of the prevailing

unacceptable gaps were, for example, only 40% of the world population had
a life expectancy of 60 years or more, and that countries representing 45%

of the world population had infant mortality rates higher than 50 per 1000

live births (Maglacas 1988).

2) Primary health care. The Declaration of Alma-Ata defines PHC as:

"Essential health care based on practical, scientific sound and

socially acceptable methods and technology made universally
accessible to individuals and families in the community through

their full participation and at a cost that the community and
country can afford to maintain at every stage of their
developmentin the spirit of selfreliance and self determination.
It forms an integral part both of the country’s health system,
of which it is the central function and main focus, and of the
overall social and economic development of the community. It
is the first level of contact of individuals, the family and the
community with the national health system, bringing health
care as close as possible to where the people live and work,

and constitutes the first element of a continuum health care
process” (WHO 1978).

This declaration makes clear that PHC it is not just a medical issue. Indeed,

it requires the involvement of all the health care professionals.

Further it should also include the following principles:
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a) Universal coverage of the population and provision of care according

to needs.

b) Services that are health promotive, preventive, curative and

rehabilitative.

Cc) Services that are effective, culturally acceptable, affordable and

manageable.

d) Community involvement in the development of services, in order to
promote self-reliance and reduce dependence.

e) Approaches to health that involve other sectors such as education,

environment and social services (Bryant 1988).

Vuori (1984) has approached the meaning of PHC in a quite enlightening
way. He states that PHC incorporates four elements. Hence it is: 1) A

philosophy embodying principles of social justice and equity, international
solidarity, self responsibility, and the acceptance of a broad concept of
health: 2) A set of activities specified in the Declaration of Alma Ata; 3) A
strategy to structure the health care system since it gives direction to
legislation, professional education and health care planning; 4) A level of

care as it is the first contact of people within the health care services.
According to this view PHC is not solely a technical issue. It clearly

embodies a system of values. In addition, to placing PHC as the central

function and main focus of a country’s health system, it also implies a move
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away from the prevailing bio-medical model that focuses on diseases. This

actually requires a shift in most of the health care systems,

From this discussion, it can be concluded that "Health for All" has important

political implications and policy issues. Some of the consequences of

implementing this strategy relate to the changes that are required in both the
structure of the health care system and in the professionals who work in it
(WHO 1988). The WHO General Director at the time, put this bluntly when
he stated that "Health for All" meant a revolution and decentralization
demanding change of "Every health professional at every level of the health

system" (Mahler 1988). However, these changes refer to the re orientation

of existing resources and the way in which health issues are approached.

The next section explores some of these implications for nursing.

2.4.2 Nursing response

From the early days of the Health for All movement, Nursing organizations

endorsed (WHO 1979, 1982, 1989) both the Alma Ata Declaration and the

strategy.

WHO considered that health professionals, due to their knowledge and
influence within the community, could act as an important force to mobilize
support and initiate the changes needed to achieve "Health for All" (WHO

1986). Because of nurses’ close contact with individuals and because of
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their numbers, the WHA drew attention to the importance of nurses in

supporting national plans for PHC (36 WHA 1983). Further, the WHO
- General Director pointed to the potential of nurses 1o take a place at the

forefront of the "Health for All" movement (Mahler 1985).

The role of nurses in achieving the European targets was discussed in a

consultative document (WHO 1986). Here it was shown that the nurses’

contribution to the targets is grounded in one basic idea: nurses are front
line workers and a nexus of union between different services and the
people. Therefore it was highlighted that they are in an privileged position

to detect health needs, to act as a channel of communication and as
coordinators of different services (WHO 1986). The implementation of

Health for All strategy was regarded as an opportunity for the estimated 2.5

million nurses in Europe to make "A profound contribution to the health and
well being of the people™ (WHO 1986). Their role was envisaged as

advocacy and it was believed that it would take them into the political arena

(WHO 1986).

However, for nurses to actualise this role, changes would be required in
nursing education and practice. It was identified as paramount to extend
traditional roles in nursing. Nursing practice was regarded principally as
concerned with curative services. It was agreed that nursing services should
be based on the health needs and participation of the population. The

direction of the change pointed towards increasing the emphasis on the
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preventive, promotive and rehabilitative aspects of care. (WHO 1982).
Further, an action plan to implement this between 1988 and the year 2000
was endorsed by European Nurses’ representatives. Here, it was decided
that innovative services should be developed and that they should focus on
health rather than disease; and should draw or modify legislation to enable
nurses to meet their responsibilities in PHC as well as to restructure nursing
education. It was clearly acknowledged that this plan implied changes in

both the profession and the health care system and that these were bound

together (WHO 1988).

Hence, the implementation of the "Health for All" strategies involves the
adoption of a different model of nursing professional practice the major traits
of which are: To focus on health; to be community centred; to use a
multisectorial approach to health issues; to be comprehensive and proactive.

Within this framework services would be delivered by a professional team

in partnership with the community.

These traits are similar to those proposed for new ways of health visiting
practice (Section 2.3.1) and could be identified with a community oriented
approach to practice. Indeed, underlying this model of professional practice
there are a set of values which corresnond.to those involved in Health for
all and PHC. Accordingly, he’éf’fﬁgﬁ_‘fgf?ssfoﬁﬁfs require the attitudes that
correspond to these values, O(BF(WESQ the,irjb'[ementation of new ways of
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progressive conventional innovations in health visiting (Section 2.3.2). The
adoption of an ideology connected with the values entailed in Health for All
and the development of health policies that promote this approach seem to

be key factors for a real shift in the approach to health visiting practice.

3,5 CONCLUSION

The literature search showed that a change in the practice of health visiting
had been advocated in the professional literature in order to replace
undesirable ways of practice, labelled by the authors, as "Traditional".
Research studies provide some evidence that these traditional ways are still

being used in practice. The accounts found in the professional literature on

innovative work in health visiting, point to the implementation of some of
the changes being advocated. What seems to be at the heart of this debate

is the question of "Individualistic” or "Collectivist” ways of interpreting
health visiting practice. The review of WHO documents on "Health for All"
show a similarity between the changes proposed in health visiting in the UK

and those advocated in this strategy. It also shows that the implementation
of "Health for All" involves both the development of a health policy to

enable the changes proposed, and the assumption of a given philosophy at

all levels of the health care system.

Given this context it was considered useful to undertake a qualitative study

to examine the general approach of health visitors to practice. It was
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regarded that this study would uncover the processes underlying health
visiting and thus contributing to its knowledge base. Next chapter presents

the methodology used in this study.
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CHAPTER 3

METHODOLOGY

3.1 INTRODUCTION

This chapter provides an overview of grounded theory placing the emphasis

on its analytical procedures. The methods of data collection and the analysis

carried out for this study are presented.

3.2 RESEARCH DESIGN

The study was a qualitative project aimed at bringing understanding into
health visiting practice from the practitioner’s point of view. Grounded
theory was the research method selected for two reasons: 1) It is a
qualitative method which places emphasis on an individual’s own definition
of the situations and 2) It is informed by a sociological perspective that
regards the individual as an active agent involved in an ongoing process of

shaping her/his environment, | share and feel comfortable with this view.

The research design in this mode of inquiry implies a progressive building up
from data to substantive theory to grounded formal theory (Glaser and
Strauss 1967). In grounded theory data collection, analysis, and theory

stand in reciprocal relationships to each other. Hence in this approach the
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study does not begin with a theory to be tested but rather one begins with
an area of study and what is relevant to that area is allowed to emerge

(Strauss and Corbin 1990). Hence, as the study develops, the research

design emerges and unfolds (Lincon and Guba 1985).

Grounded theory requires a naturalistic approach to data collection, this is
achieved with what is called "Field work"” and has been described as the
best way to understand people (Schatzman and Strauss 1973, Lofland and
Lofland 1984). The field methods of data collection selected for this study
were:; Participant observation and interviews with health visitors. Participant

observation was chosen in order to get participant’s perspective of the

situation and events, to test the information given during the interviews and
to uncover patterns that participants do not verbalize or are unaware (Gold

1958, Schatzman and Strauss 1973).

3.3 QUA ATIVE AND QUALITATIVE RESEARCH

There has been a long standing divide between the qualitative and
quantitative approaches to research. In broad terms quantitative research is
associated with theory modifying and hypothesis testing and qualitative
research with theory developing and hypothesis generating (Field and Morse

198b).
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The quantitative approach is based on the natural and physical sciences and
is promoted by those who give pre-eminence to a systematic and
"Objective” ways of gathering data. Advocates of this approach are called

"Positivist”. For them the idea of "Objectivity” has two main aspects: 1)
Neutrality between positions which encourages the conception that the
researcher should be "Value free" and 2) Mind independence which
encourages the researchers’ detachment from the area of study. Positivists,
hold the view that the world exists "Out there", independently of the people
and has its own laws of behaviour regardless of what people think about it.

Two objections have been made to the notion of "Neutrality". On the one
hand it is argued that the objectivity of science is achieved at a collective
level, it results from mutual criticisms and in effect the cancelling out of
individuals biases. On the other hand Marxists argue that the positivist
approach may be appropriate for understanding nature, but it cannot be
applied to social life since they believe the truth is not achieved through
impartiality. Regarding the idea of "Mind independence” it is argued that
independence of reality is an assumption since an individual’s capacity to
observe something depends upon the individual’s theory about it. Further,
those who follow the "Understanding approach” to research, object to this
view since they consider that people interact guided by their understanding

of the events, hence social reality is not independent of people (Cuff,

Sharrock and Francis 1990).
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Qualitative methodology does not place so much emphasis on predicting
human behaviour, as quantitative does, but in understanding it in the
tradition described by Weber (1947) as "Werstehen". Here the central idea
is that, to explain human action, the understanding of meaning is essential.
Hence one must "Take on the role of the other” in order to capture
meanings (Mead 1934). Therefore, in this approach one is closely involved
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