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TRANSITIONS IN PUBLIC HEALTH NURSING:

EXPERIENCES

FROM NORTHERN CALIFORNIA

Carole Denise Kelly

ABSTRACT

This research examined the experiences of public health nurses from three San

Francisco Bay Area Public Health Departments within the context of a changing health

care environment. The qualitative method of constant comparative analysis was used to

analyze open-ended questions from interviews conducted from September, 1996 until

January, 1997. Twenty-one public health nurses from three San Francisco Bay area Public

Health Departments participated in the research. The nurses also represented three types

of positions in public health nursing: staff, supervisory, and director positions.

From the analysis of the public health nurses’ experiences three major themes were

constructed. First, they spoke of their perceptions of the transformation of health care

both from their experiences within the emerging health care system and the reorganizing

and refocusing of public health departments. Secondly, the nurses noted the reshaping of

public health nursing work, which included the continuous evolution of work and the

continual process of learning. Third, they shared their personal transitional experiences,

describing different stages of transitions they experienced. These stages ranged from
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protecting professional turf demonstrated in resisting the process and being resigned, to

breaking new ground, demonstrated in accommodating to the change and facing new

challenges.

These findings were synthesized into a model of public health nursing illustrating

the continual interactions among the environmental, the organizational, the professional

and personal transitions experienced by the public health nurses interviewed. The findings

provide a model to consider the experiences, the conditions and the strategies that public

health nursing practitioners utilize to describe and cope with societal and health care

system change.

Mary Castle White, Chair Carole Denise Kelly
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CHAPTER ONE INTRODUCTION

Background of the Phenomenon

Although a national health care policy has not been defined, the redefinition of

health professionals' practice is taking place across the nation (Filerman, 1994). Whether

driven by market forces, changing demographics and/or philosophical ideals, the state of

the health care professions is in transition (de Tornyay & Ryan, 1990; Levit, Lazenby,

Cowan, & Letsch, 1994). Health care is being delivered in new and different ways and

health professionals are individually and collectively analyzing their respective roles in the

changing system. Among these professionals are public health nurses who, with other

public health professionals, are examining their place in the delivery of health care in

America (Ibrahim & Osborn, 1990; Institute of Medicine, 1988; O'Neil & Hare, 1990;

Roper, Koplan & Stinnett, 1994; Shugars, O'Neil & Bader, 1991).

Historically, public health nursing has experienced several transitions while serving

the needs of the communities (Buhler-Wilkerson, 1985; Erickson, 1987; Roberts &

Heinrich, 1985). In the early 1900s, while providing direct home care and primary health

care services, public health nurses were also intimately involved in changing public health

policy (Buhler-Wilkerson, 1985; Erickson, 1987; Frachel, 1988; Williams, 1992). For

example, Lillian Wald and Mary Brewster established visiting nursing home care services

for the poor at the Henry Street Settlement in New York City. In addition to providing

home nursing care, Wald also fought for better tenement living conditions, pure food

laws, and assistance to immigrants (Christy, 1970). Nurses working with the Settlement



were also aligned with an official health agency and wore insignias to demonstrate that

association. The 1930s, however, saw a split in community care when changes in funding

resulted in private non-profit agencies assuming direct home care services. Public health

nurses, as a result, were assigned to official health agencies which, for the past 60 years,

have had not only the responsibility for health promotion and disease prevention

programs, but also have served as a safety net for the those unable to receive primary care

from community providers (Roberts & Heinrich, 1985).

In an attempt to meet the changing needs of communities, public health nurses

have managed to provide a variety of services in various sites to individuals, families,

aggregates and communities. Buchanan (1987) and Frachel (1988) noted that traditional

public health services of assessment, assurance and health policy development (Institute of

Medicine, 1988) take form among public heath nurses as roles of facilitator, decision

maker, coordinator of health care services, health care provider, researcher, advocate, and

educator/consultant. The Institute of Medicine and others (Gebby, 1986; Ibrahim &

Osborn, 1990) stated that changes in the last ten years have resulted in public health

services, including those from public health nurses, focusing increasingly on complex

health and medical services for the uninsured and indigent. Consequently, Riner (1989)

noted that public health nurses have been asked to provide clinical care to clients who are

more acutely ill while services traditionally provided by public health nurses are now

shared by other nursing specialties and other disciplines (Laffrey & Page, 1989).

Multiple forces, including cost containment and changing demographics are

redesigning the health care delivery system. At the same time that the public health system
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continues to serve as a safety net for the community, market driven changes, in an attempt

to control the costs of health care, have resulted in a variety of service designs, from

integrated delivery systems to health maintenance organizations, many of which now

deliver primary care services to former public health clients (Gray, 1994; Taylor, 1994).

In addition, both private and public agencies have entered into agreements with the larger

delivery systems to carry out such public health activities as immunization, high risk

perinatal care, health education and prevention and control of sexually transmitted diseases

(Health Care Financing Review, 1994). Whether these arrangements are successfully

meeting the needs of the community have yet to be fully evaluated (Greenberg &

Atchison, 1995; Pearson, Spencer, & Jenkins, 1995).

Another variation is a competitive one. In California, thirteen county health

departments have been selected by the State to enter into a competitive managed care

system of service with the private sector for the public patients. Although parallel

systems will give the clients a choice of provider, moneys that previously were used for

public health services will now be shared with the competitive system (Fraticelli, 1997).

Although access to care through these new systems is being made available for a

portion of those previously served by the public health sector, there is concern by some

community providers that many clients are overwhelmed by the complexity of the new

health care services and will become lost in the reorganization process (Brown, 1997;

Fraticelli, 1997). At the same time, the population is more culturally diverse and those in

public health are questioning whether the developing systems are prepared for the special

needs of these new clients (Brown, Fraticelli). As a result, public health nurses are finding



themselves with new responsibilities in their communities. Instead of providing care,

public health nurses are being encouraged to re-examine their assurance role for the

communities they serve. Now they are being asked to not only assure access to care for

their clients but also are challenged to assess the quality of that care (Conley & Dahl,

1993; Selby, Riportella-Muller, Sorenson, Quade, Sappenfield, Potter & Farrel, 1990).

Paradoxically, as some public health activities are being administered by hospital

based systems, technology has moved to the community. Except where previously noted,

public health nurses do not usually provide direct care. However recently, they have been

increasingly called upon to update their technical knowledge as well as their physical

assessment skills (Larter & Guirl, 1991; Saylor, Lippa & Lee, 1991). Indeed, combining

the role of nurse practitioners and public health nurses has been proposed by some to

implement community-based primary health care especially in underserved and rural

communities (Fenton, Rounds & Anderson, 1991; Saylor, Lippa & Lee, 1991).

Changing demographics have also greatly influenced the changing focus of public

health nursing. The AIDS epidemic, the increase in drug use, poverty, homelessness and

violence, and the needs of the emerging multicultural and aging population have created a

demand for public health nursing interventions not only at the individual and family level

but also at the community and policy level (Chavigny & Kroske, 1983; Rothman, 1990;

Salmon, 1993; Williams, 1977; 1992).

Today, public health in general is being challenged to face the "task of renewal"

(Lee, 1994). While several approaches have been proposed (Conley & Daul, 1993;

Conley, 1995; Griffith, Dickey, & Kamerow, 1995; Heinrich, 1995; Gebbie, 1995;



Salmon, 1993; Williams, 1992), the call for population focused primary health care is

being heard from the public health leadership, and public health nursing is finding itself

once again challenged (Conley & Dahl; 1993; Eng & Salmon, 1992; Gebby, 1986;

Institute of Medicine, 1988; Salmon, 1993; Williams, 1992). The emphasizing of core

public health functions of assessment, policy development and assurance at all levels of

service has been proposed from public health nursing leaders throughout the nation

(Anderson, 1991; Conley & Dahl, 1993; Conley, 1995; Heinrich, 1995; Graham, 1992;

Quad Council, 1994; Salmon, 1993; Tri-Council for Nursing, 1994). Nurses are already

contributing to the public health core functions through “health status monitoring and

disease surveillance, protection of the environment, health education, community

mobilization, quality assurance, training of public health professionals, protection of the

environment, and in policy development and planning” (Heinrich, p. vii). The reality

however, is that those in public health departments are still attempting to redefine their

roles in the changing environment at the same time that they are attempting to strengthen

the departments’ infrastructure while negotiating linkages with managed care systems.

Consequently, public health nursing is in a state of transition.

Purpose of the Study

The intent of this study was to describe the processes that public health nurses are

experiencing, especially as they affect public health nurses’ work and relationships in the

context of the changing health care system. To that end, transition theory was utilized as a

framework for this research. While others have studied the experiences of public health



nurses, none have contextualized those experiences within the changing system. Public

health nursing is considered a professional nursing practice that is conceived as an

integrated whole. Although references are made to public health nursing in Canada, it is

public health nursing in the United States that is the focus of this research. In spite of the

differences in the delivery of public health services in Canada and the United States, both

countries share a similar conceptual basis for public health nursing, focusing on

prevention, health promotion, and care of the community. Canada, however, began its

transitional course several years before the United States and as a result, research focusing

on the Canadian experiences of public health nurses is beginning to appear in the literature.

Recently, public health nursing has been redefined by the Public Health Nursing

Section of the American Public Health Association (1996). However, what public health

nursing is and what public health nurses do has not been addressed thoroughly by nurses in

the context of the changing health care system (Hamilton & Bush, 1988). Oda (1977)

noted that role clarification is important not only to clearly identify a professional’s

purpose and function but also to communicate it to others in order to implement the role

through goal directed interactions. The need for accurate description and documentation

is important also for allocation of public health nursing resources in the delivery of

services (Gulino & La Monica, 1986) as well as present and future educational

consideration (Williams, 1992). That description and documentation can only come from

the experiences of the public health nurses themselves, especially as they move through

this transitional process.



Significance of the Study

As an essential provider of services to those at high risk in the community, public

health nursing has long been associated with the disenfranchised and underserved.

Erickson (1987) and Reverby (1993) argued that public health nursing remains not only

undervalued but also is often invisible, since it is associated only with those on welfare or

public assistance programs, in other words, those with little public voice. As a result,

public health nurses continually find themselves trying to define their practice of delivering

health care to the community. With the health care system changing, the transition that is

taking place within public health nursing may not only assist in clearly describing the

nurses’ place in the delivery of public health services, it may also help others to understand

their own transitions.

It is important to both nursing practice and education to assess public health

nursing as health care delivery changes. Williams (1992) contended that without thorough

awareness of the past and the present, the future of public health nursing itself is

threatened. Furthermore, Williams and others (Barkaukas, 1982; Josten & Ostwald, 1994;

Zerwekh, 1993) maintained that both the practice of public health nursing as well as

nursing educational institutions need to acknowledge the transition public health nursing is

experiencing, not only to insure adequate and appropriate educated professionals, but also

to assure the survival of the specialty.

Others, (Kuss, Proulx-Girouard, Lovitt, Katz, & Kennelly, 1997, Rubadue, 1996;

Russell, 1994) however, have a less threatened view of the process. They believe in the

resilience of public health nursing and encourage a new approach, one that emphasizes



developing partnerships with the community, learning new skills and knowledge and

taking leadership. Their emphasis is on transformation, not protection.

Most research about transition to date focuses on the nursing intervention at the

individual and family level. However, organizational transition, where changes in the

environment initiate the transition or mediate the course of the transition, has also been

described (Schumacher & Meleis, 1994). Much of this research centers on role transition

from one stage of development to another, either from novice to expert or from one

professional status to another (Dunn, 1992, Klaich, 1990; Talarczyk & Milbrant, 1988;

van Maanen, 1990). No specific reference, in fact, is made to the experiences of public

health nurses.

Role ambiguity, however, has been addressed in the public health nursing literature

and is seen as a barrier to effective nursing in primary health care, especially during a time

of change (Chavigny & Kroske, 1983; Laffrey & Page, 1989). Much of the confusion

may be due to the basic public health nursing tenet that the community is the client even

though the services may be rendered at the individual, family or aggregate level (Chalmers

& Kristajanson, 1989). Despite the focus on the overall health of the community, most of

the literature in the United States is concerned with individual and family interventions.

With some of the primary care services previously provided by public health nurses now

being subsumed by the emerging health care delivery systems, it is important to investigate

what it is that public health nurses are experiencing in the context of change.



Given the lack of research in this area, the need for developing education

appropriate to the practice and the imperative for role definition, I think that investigating

the experiences of public health nurses in the context of transition was warranted.

Definition of Terms

Although there is no one accepted definition of transition, transition is generally

defined as a passage or stage that results in changes in relationships, and routines, within a

specific context, bounded by fairly stable states (adapted from Tyhurst, 1957; Chick &

Meleis, 1984; Schlossberg, 1981) (See Appendix A for specific definitions). Common to

all definitions of transition is that it is a multidimensional process that moves through

phases, which focus on patterns of response over time (Bridges, 1980; Chick & Meleis,

1986; Meleis & Trangenstein, 1994; Selder, 1989).

This study used the definition of public health nursing as described by the Public

Health Nursing Section of the American Public Health Association (1996) (Appendix B).
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CHAPTER TWO

THEORETICAL FRAMEWORK, LITERATURE REVIEW,

AND RESEARCH QUESTIONS

Theoretical Framework: Transition

The concept of transition is a consistent theme in the nursing literature. Indeed, it

has been suggested that a transition framework would serve the discipline of nursing well,

even to the point of becoming a central focus for nursing (Chick & Meleis, 1986; Meleis

& Trangenstein, 1994; Schumacher & Meleis, 1994). As such, Murphy (1990) contended,

that a transition framework would provide a more holistic view of the client, with a

greater potential for nursing intervention by focusing on the changing interaction between

a person and the environment.

Chick & Meleis (1986) asserted that three types of transition, are of special

interest to nursing: developmental, situational, and health-illness transitions. Recently,

organizational transition, which is seen as being precipitated by social, political, or

economic changes, representing changes in the environment, has been added to the prior

three (Schumacher & Meleis, 1994).

Transition not only allows a person to change behavior and utilize new knowledge,

it can also involve changes in role relationships, expectations and abilities (Meleis &

Trangenstein, 1994). It is a framework that allows for recognition of both experiences

and process, over time, set in an environmental context. Unlike change, which can be

planned on a more or less rational model, transition incorporates flow and movement
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requiring a multidimensional approach. The following will provide selected definitions,

dimensions, conditions and models of transition theory.

Definitions

Although there is no agreed upon definition of transition, transition is generally

seen as a passage or stage, within a given context, that results in changes in relationships

and routines (adapted from Tyhurst, 1957: Schlossberg, 1981). It also refers both to a

process and outcome of complex person-environment interactions, which are

multidimensional and focus on patterns of response over time (Meleis & Trangenstein,

1994).

Murphy (1990), in a review of the definitions of transition, offered several

common themes: “disruption in routine, emotional upheaval and adjustment required of

individuals undergoing life changes” (p. 3). Murphy also noted that the concept of

transition appears to be derived from two theoretical perspectives: (a) the life span

developmental approach, where the context of the event and the process of change are

more important than the marker event; and (b) the disequilibrium approach, where the

preceding and subsequent life patterns and outcome are the focus. Both approaches

illustrate the complexity of human responses as well as how responses can be affected by

many factors.

Because transition considers both time and movement, Chick and Meleis (1986)

proposed that transition can be thought as “linking change with experienced time” (p.239)

with elements of process, time span and perception. Disruption, response to the

interference caused by transition and associated role ambiguity are experienced by those
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going through transition. It is also a period accompanied by uncertainty, questioning of

one's basic assumptions and reexamining plans (Parkes, 1971). Nevertheless, the

completion of transition is seen as essentially positive as completion of the process implies

the person has reached a stage of stability.

Chick and Meleis (1986) identified several commonalties in transition including

process, disconnectiveness, perception and patterns of response. Processes occur over

time and involve the development, flow or movement from one stage to another.

Disconnectedness is associated with disruption of linkages on which a person's feeling of

security depends. Perception of the transition event is affected by the meaning attributed

to the event and influences the outcome. Patterns of response are not considered random

occurrences, however, as the behavior reflects both intrapsychic structures and processes

while still appreciating the wider sociocultural context.

Selder’s (1989) concept of life transition theory focused on a process of bridging

from a disrupted reality to constructing a new one. Two types of transition can occur. If

a person has a choice, it is a determined decision; if the transition is triggered by an event

external to the individual, it is a crucial event. Selder, while noting that each transition is

different, stressed that those in transition have a preoccupation with the past. It is the

working through the phases of entry, passage and exit that constitutes the transition and

brings the individual to a new sense of self. Once again, movement is part of the process

as phases of transition are experienced.
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Dimensions

Every transition is different, even for those going through a similar process. Chick

and Meleis (1986), however, noted that two commonalties in transition are (a) a general

structure of entry, passage, and exit and (b) some general dimensions that can be used to

categorize transitions across different types of life events (p.242). These dimensions are

duration, scope, magnitude, reversibility, effect, whether the transition was anticipated,

voluntary, and has clear boundaries. Knowledge of general patterns of the transition

event, the meaning and the consequences allow for understanding of how people perceive

their transition.

Murphy (1990) presented transition as (a) an expected and unexpected transition

and (b) role change, noting that neither classification is comprehensive enough to

completely address the complexity of human transition. Expected and unexpected

transition include developmental-maturational, situational, health-illness, life events and

processes. Role change transition depends on anticipatory socialization to both those in

transition and others within their social system.

Being in transition is not an isolated process: it has an effect on others. Bridges

(1980) called this resonance, which is defined as a way in which issues dealt with by

someone in transition awakens or intensifies similar issues in another. The concept of

resonance infers a context that needs to be acknowledged during the transitional process,

emphasizing the importance of recognizing others who are effected by the process itself

Although most discussions about transition see stressful events as the beginning of

the transition (resulting in changes to the individual, family or group), Bridges (1986)
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proposed that transition involves a three part psychological process which begins with

endings, followed by periods of confusion and distress, that lead eventually to new

beginnings. The ending phase of disengagement, disidentification and disenchantment

entails letting go of the old situation and can be perceived as a mourning process. This

first stage is then followed by a neutral zone where disorientation, disintegration and

discovery takes place. Finally new beginnings allow for movement forward, finding

meaning and experiencing challenge and control.

Results of the transition process are varied. Bridges (1980) also spoke about the

impact of moving in or out of a role, the duration of the role and the degree of role clarity

on transition. Murphy (1990) noted that recognition of both social and individual factors

that affect the occurrence of the transition, and understanding the circumstances that

account for different outcomes, are essential. Successful transition, according to

Schumacher and Meleis (1994), however, is measured by a subjective sense of well-being,

role mastery and well-being of relationships.

Conditions

In 1986, Chick and Meleis presented a transition model where personal and

environmental factors were identified. Building on this previous work, Schumacher &

Meleis (1994) identified factors influencing transition in the nursing literature. These

transitional conditions include meaning, expectations, level of knowledge and skill, the

environment, level of planning and emotional and physical well-being. According to Chick

and Meleis, understanding these conditions could assist in a smoother transition.
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Recognizing the meaning of a person’s transition assists others understand the

experience from the person’s perspective. Meanings can be positive, neutral or negative

depending on the person’s perception of the transition. Expectations are also subjective

and expectations may or may not be realistic. Although previous experience may or may

not be applicable to the new transition, previous transitions influence expectations.

The level of knowledge and skill of the individual is relevant to the transition in

that it may not be sufficient for the new situation. In addition, uncertainty is integrated

with the need for new knowledge and skill development. Transition and environment are

related as changes in the environment may initiate the transition or mediate its course by

ways of support. The level of planning before or during a transition can result in a

successful transition. Finally, emotional and physical well-being are affected by the stress

and emotional distress occurring during transition.

Models

There are wide variations in transition experiences and several frameworks are

available to understand these experiences. Those proposed by George (1982) will be

discussed.

George (1982) described and evaluated four types of adult transition models:

developmental models, life event models, adult socialization models, and integrated

models. Critical to the usefulness of any model are two factors: first, both individual and

social factors should be included; and secondly, the models must identify the factors that

place individuals at risk.
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Developmental models share four basic premises: (a) a focus on the individual,

emphasizing intrapsychic factors, (b) the impetus for developmental change resides in the

individual, (c) developmental change is universally observable, and (d) the developmental

history is viewed as relevant to subsequent growth. Three major differences among the

developmental models are the extent to which adult development is linked to specific

chronological age, the involvement of specific developmental tasks and being

characterized by continuity versus discontinuity.

According to George, developmental models have limitations. He suggested that

some of the assumptions are untenable and emphasized that developmental perspectives

fail to acknowledge the role of social and cultural factors in the process of personal

change. Not acknowledging the social and cultural influences is in complete contrast to

feminist and anthropological thinking that stresses the context of development. It is a

perspective where the only model is usually white and male.

Life event models refer to discrete changes in usual patterns of behavior, which

can, in turn, cause stress and pose adaptive challenges. Two types of life events models

have been described in the literature: traditional and interactionist. Traditional models

emphasize only one aspect of life events, the disruption in established patterns of behavior

while ignoring the perception of stress or meaning for the individual. All stress is given

equal weight. This model also ignores the social and personal circumstances that form the

context of the event. The interactionist model presents a more complex view of the

relationship between life changes and personal well-being. Changes in the life routine, the

meaning of the event, and resources available are all seen as having an effect on the impact

1.|
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of the event. Subjective meaning is viewed as important and individual responses to

events are recognized. Although the interactionist model takes into consideration both

individual and social factors, the life event models omit the concept of the life cycle.

Adult socialization models focus on the sequence of adult social roles, how they

are obtained and are prepared to enact them. Adults have multiple roles, some being self

selected, others socially assigned. Two types of role transitions are noted in adulthood:

role change, where different roles are relinquished or acquired, and career change, where

rights and responsibilities of the same role are enacted over time. Both models are socially

expected and normatively desirable and, while not generally considered as crisis, do not

rule out the potential for crisis. For instance, one might experience a conflict between

social and personal needs. Although more comprehensive than other models, adult

socialization models are still wanting. The areas of subjective perceptions, motivations,

and commitments of individuals are less comprehensive than desired and increased

attention must be given to the ways role transitions and multiple roles interact.

Integrated models refer to models of change during adulthood that incorporate

more than one of the previously described ones, combining the strengths so that overall

comprehensiveness and applicability are achieved. Two such models are Fiske’s model of

changing hierarchies of commitment, which integrates interactionist life event and

developmental models, and George's model of adjustment to role transitions, which

integrates adult socialization and interactionist life event models. Important to any useful

model is the recognition of both social and individual factors, and understanding the

circumstances that account for different outcomes.
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Applicability of Transition Theory to Public Health Nurses' Experiences

Transition theory contains several themes that are familiar to public health nurses’

experiences. These themes are associated with the disorientation, role ambiguity, and

disenchantment, as well as finding meaning and control. Important to the discussion is the

fact that public health nurses’ experiences are, at present, occurring within changes in

external structure, job function and professional philosophy.

Much of the literature on public health nurses’ experiences however, does not

focus on the initial phase of transition and its associated distress. Instead, the literature

tends to focus on roles and interventions that reinforce the definition of public health

nursing practice. Studies of other nurses in transition (Schumacher & Meleis, 1994),

nonetheless, lend support to the applicability of transition theory to public health nurses’

experiences. In particular, the studies provide examples of transitional experiences from

other nursing specialties that could be utilized in studying public health nurses.

Transition within organizational structures has many dimensions. Bridges (1980)

referred to "resonance" to denote that transition is not an isolated condition, and the

impact of anyone's transition, be it an individual, group or organization, has

reverberations. Organizational transitions are described as "transitional periods in the life

of organizations with far-reaching effects" (Schumacher & Meleis, 1994). Not only do

these transitions affect those who work within them, the effect is felt outside the

organization. Studies of organizational transition note the importance of acknowledging

the situational transitions that also are taking place both from the individual and group
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perspectives (Condi, Oliver, & Williams, 1986; Robinson & Pinkney, 1992; Tierney,

Grant, Cherrstrom, & Morris, 1990).

The impact of organizational transition is important to consider when addressing

public health nurses’ experiences since there are multiple processes taking place. Not only

are health care changes taking place in the larger health care system, changes within the

health departments are also having an effect on personnel. What effect those changes have

on staff must also be considered as one questions the relationships that public health

nurses have with both their professional colleagues and their clients.

Several organizational transition topics have been identified by Schumacher and

Meleis (1994). These include: the adoption of new policies, procedures and practices

(Blakeslee, Goldman, Papougenis, & Torell, 1991); new staffing patterns (Rotkovitch &

Smith, 1987); implementation of new models of nursing care (Main, Mishler, Ayers,

Poppa, & Jones, 1989; Vezeau & Hallsten, 1987; Walker & DeVooght, 1989);

introduction of new technology (Shields, 1991; Turley, 1992); and structural

reorganization and introduction of new programs (Condi, Oliver, & Williams, 1986;

Harper, 1989; Swearington, 1987; Walker & DeVooght, 1989). All these areas are

applicable to the changes that are taking place within public health nursing and need to be

considered. In particular, new models of care, structural reorganization, and introduction

of new programs are pertinent to the times. How public health nursing is developing

relationships with the managed care systems as well as competing for clients within the

community fall into this category of organizational transitions.



20

Although well thought-out planning is said to create an atmosphere for a healthy

transition, Kerfoot and colleagues (1988) noted that attention must be given to the

emotional and physical well being of those in transition. Nevertheless, role conflict and

low self-esteem may be seen by those in transition, with the resulting feeling of being

overwhelmed and are unwilling to take risks (Condi, Oliver, & Williams, 1986).

Whether public health nurses also identify role conflict and loss of self-esteem throughout

the transitional process is something to explore as well as how the nurses are supported

during the change.

Reimer, Davies, and Martin (1991) noted that acknowledging the expectations of

people undergoing transition is important as people are influenced by prior experience.

Consequently, successful results may depend on these expectations and experiences. A

transition perspective is valuable as it prepares for both role change and prevention of

negative effects as well as builds on past knowledge and experience (Bridges, 1980; 1986;

Murphy, 1990; Reed-McKay, 1989). Kane (1992) and Rice (1988) found that high

expectations through a transition period may not be realistic. Nevertheless, Tierney et al.

(1990) encouraged individuals to make active decisions during the transition. To that end,

Condi, Oliver and Williams (1986) stressed the importance of involving staff early in the

transition process. This is important to all people in transition, including public health

Ilu■ SCS.

Situational transition in professional roles, such as transition in clinical practice

roles, occur throughout careers (George, 1982; Schumacher & Meleis, 1994). Mastery of

knowledge is needed for role clarification, and even if the level of skill and knowledge is
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relevant to a transition, it may not be sufficient to meet the demands of the changing role.

The need for new knowledge and skill has been noted by several researchers and clinicians

(Condi, Oliver & Williams, 1986; Kenner & Lott, 1990; Tierney et al., 1990). Others

have noted that the transition to new professional roles requires new knowledge and skill

(Dunn, 1992; Shea, Adamzczak, & Flanagan, 1987). Gilmore (1990) found that

uncertainty is also apparent when there is a need for new knowledge and skill. Dunn

(1992) and Kane (1992) focus on educational and systems/group support for assisting in

transition for novice staff members. It would be expected that with the new roles that

public health nurses are anticipating, that new skills and knowledge would be needed. The

question is whether they are getting the appropriate education or training that is necessary

to make the transition successfully and whether the organizational structure allows for that

learning to take place.

Resources, social support, communication, collaboration, and team work are

constant considerations during transition, particularly in the environmental context of

formal organizations (Battles, 1988; Blouin & Brent, 1992; Condi, Oliver, & Williams,

1986). The sociocultural context demands consideration from the group, community and

societal level to assist in the understanding of the transition. Public health nursing is part

of a bureaucratic and hierarchical organizational structure. The considerations noted here

for formal organizations would also apply to public health nursing within the context of

the public health departments.

Even though the concepts presented here take place in other specialties, the public

health nursing setting could easily be the context for these transitions. A transition
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framework is also useful to examine the constructs and processes of those undergoing

change. Therefore, it is appropriate for the investigation of public health nurses’

experiences.

Public Health Nursing Studies Related to Transition

Schumacher & Meleis (1994) categorized the transition that public health nurses

are experiencing as both situational and organizational, with the resonance of that

transition being felt throughout the profession. According to the literature, this transition,

as a whole, does not appear to be moving in one direction. Instead, several directions and

several stages are being observed. At the same time that attempts are being made to

define and support the value of family interventions, new partnerships at the community

level are being developed and new learning is taking place. Whatever the focus, the nature

of change is apparent. Some studies are beginning to appear on the larger subject of

change in practice. For purposes of this study, those focusing on (a) understanding the

meaning and value in public health nurses’ experiences, (b) addressing role ambiguity, (c)

recognizing expectations, (d) expanding the public health nurses’ role, (e) developing new

relationships, (f) acquiring new knowledge and skills for public health nurses were

selected. Consistent with most of the literature on public health nurses’ experiences is

that the environment is seen as a context or catalyst for change. However, public health

nurses’ perceptions of the environment and the impact the environment is having on their

experiences have been given little attention in the literature.
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Meaning and Valuing

Much of the public heath nursing literature focuses on family interventions with the

difficult burden of trying to provide evidence of the value of home visits (Baldwin & Chen,

1989; Oda, 1989; Oda & Boyd, 1988; Oda, Taylor & Heilbron, 1993; Olds, 1992; Olds,

Henderson, Tatelbaum, & Chamberlin, 1986; Olds & Kitzman, 1993. Although several

studies which involved home visits from public health nurses showed positive health

outcomes for mothers and infants (Bradley & Martin, 1994; Bradley & Martin, 1996;

Margolis et al., 1996; Zotti & Zahner, 1995), both Olds (personal communication, 1992)

and Oda (personal communication, 1994) questioned whether results have not been

satisfactory because quantitative instead of qualitative methodologies are being used. As a

result, the questions that need to be asked are not being addressed.

Concerned with the fact that positive outcomes had not been demonstrated by

research on public health nurses involved in home visits, Zerwekh (1991a; 1991b; 1991c,

1992a; 1992b; 1992c, 1993) focused on discovering a new understanding of what nurses

do in the context of their work. Building on a study by Kristjanson and Chalmers (1990)

which interpreted nurses creating common ground with their clients, Zerwekh (1992b)

interviewed 30 expert public health nurses. Competencies, which were considered to be a

foundation for all public health nursing work was identified as locating families, building

trust and building strength. Each of these competencies was honed over years of practice

and was seen as essential to the every day practice of public health nursing. The author

concluded that these “groundwork-developing strategies” (p. 20) be identified and

incorporated into agency standards and policies.
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The same study was also described in an article where nurses found themselves

balancing the tension between fostering independence and autonomy for families, while

assuming the authority for the protection of the child, (Zerwekh, 1992b). Empowerment

is defined as “enabling a parent to develop personal capacity and authority to take charge

of everyday family life” (p. 102). The concept of self help promotes client choice and self

determination. However, because of the authority of the public health nurse’s position in

protecting the health of children, coercive strategies were also employed. Zerwekh

cautions that these strategies can become a danger to the vulnerable population that public

health nursing serves.

A third article by the same author (Zerwekh, 1991a) identified the value of

assessment in the family's environment, and the reality of setting realistic goals and

expectations with impoverished families whose problems include violence, alcohol and

drug abuse, and other complex issues. Setting realistic expectations of families in these

high risk situations were seen as critical to the nurses’ sense of making a difference. The

author challenges educators, supervisors and nurse colleagues to acknowledge the

limitations of some public health nursing work.

The strength of Zerwekh's work comes from the use of expert public health nurses

as participants in the study and the methodology that allowed the voices of public health

nurses to be heard. In each of the articles, she invites replication of the study to clarify

how experts make judgments. Following her study, Zerwekh and other colleagues

encouraged other public health nurses to write about their stories. The result was the
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book Opening Doors: Stories of Public Health Nursing ((Zerwekh, Young, Primomo &

Deal, 1993).

Schumacher and Meleis (1994) spoke to developing new models of care in

transitional periods. Zerwekh (1992b) also developed a family care-giving model for

public health nurses which can be used to "explain why public health nursing services

should be integral to the public agenda" (Zerwekh, 1991b, p.213). The model, which

focuses on the family as target, identifies the competencies necessary for working with

families, while acknowledging the other components inherent in public health nurses’

expertise, such as mobilizing resources and collaborating with other professionals. This

focusing on the family as a target is more in keeping with a home care, illness care model

that is being delivered in the community as opposed to the model of public health nursing

being health oriented and having the community as the client. Although the model does

not specifically address the community as the client, Zerwekh (1991a) stated that the need

to involve public health nurses in the broader perspective of community change is essential

to effect social and health policy. In spite of the fact that public health nursing is a

community focused practice, notably lacking in this study is the reference to the changing

environment in which public health nurses continually practice.

Acknowledging the changes that are taking place within the public health sector in

Canada, Leipert (1996), in a phenomenological study, explored the values of community

health nursing from 11 community health nurses from an official health department in

Canada. Five themes were revealed: a) the value of the activities in community health

nursing; b) the value of the purposes of community health nursing; c) the value of the

gºsºC:
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prerequisites for community health nursing; d) the value of the visibility for community

health nursing; and e) the value of community health nursing as the way to the future in

health care (p.50).

Each theme contained several sub-themes. In the valued activities, collaboration

and autonomous practice allowed for the focus on health promotion, while being able to

be creative and have control. The valued purposes were described in terms of the client,

the context of practice and health. Clients were either the individual, family, group or

community and the variation was valued. The valued context was in natural settings such

as homes, schools and communities. This context allowed for more meaningful

interventions and more involvement from the client. The health orientation was seen as

the nature of their practice, one that was interactive with the clients.

The prerequisites valued included knowledge and personal qualities and attitudes.

A wide knowledge base as well as informal or intuitive knowledge was seen as essential.

The personal qualities of collegial supportiveness, assertiveness, flexibility, creativity, risk

taking and a sense of humor was also valued.

The fourth value of visibility was based others’ awareness and valuing, and

political visibility and activism. It was believed that when the nurses were visible in the

community, they then could be competitive with other resources, clarify their roles to their

clients and others and themselves. Role clarity was important as lack of it was seen to

undermine not only the use of community health nursing services, but also, awareness and

valuing of those services. Political visibility and activism was seen as a means to foster the
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nursing programs. Time constraints, lack of confidence and family commitments however,

often prevented their active involvement in this area.

Finally, the nurses saw the value of community health nursing as a way to the

future because of the cost-effective and inherent tenets of disease prevention, health

promotion in the practice. The way to promote this value would be through research.

The strength of this study was in the ability to articulate the value of community

health nursing as seen by these nurses as well as its implications for nursing education.

The limitations, as noted by the author herself, are that it was a very small study and was

done in one province in Canada. She recommended that replication be done, not only in

other provinces but also in more rural areas of the country. It also could be replicated in

the United States because of the similarities of the practices in the two countries.

Role Ambiguity

As more health care providers move into community based services, public health

nurses are faced with a new model of care delivery. Sharing of traditional public health

nursing roles with other nurses in the community as well as nurses in hospital settings is

beginning to develop. For the public health nurses there also is a question of role

ambiguity.

The complexity of care seen in communities today, forces the question of whether

it is appropriate to use nurse practitioners to deliver public health nursing services (Brown

& Waybrant, 1987). Nurse practitioner programs were originally developed so that

graduates could provide primary care in underserved areas, addressing not only the

primary care needs of high risk individuals but also the health promotion aspects of

º.
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nursing (Brown & Waybrant; Choi, 1981; Ford, 1979). Nurse practitioners are now

frequently employed by community clinics, hospital outpatient clinics, and health

departments (Brown & Waybrant).

Saylor, Lippa, and Lee (1991) identified successful interventions by public health

nurse practitioners with drug-exposed infants at home. Interventions were identified as

assessment, implementing strategies, and assisting in developing a therapeutic relationship

between the mother and child. Well tested, routine tools used by public heath nurses

served as the evaluation instruments. Also routine coordinating, referral, and supportive

functions were carried out by the practitioners.

A noticeable emphasis of the study was on individual care and tertiary intervention,

while the interchange of the terms "public health nurses" and "public health nurse

practitioners," was used. Specific skills or unique contributions of the public health nurse

practitioner that were different from the public health nurse were not identified.

More than a decade ago, the delineation between public health nurses, home care

nurses or case managers was fairly clear. Today, those distinctions are blurred, and the

care for populations is now shared by both the nurse in the field and the nurse in the

hospital. Population-based managed care is now being delivered from within the

institutional setting and is being delivered by nurse clinicians (Shamansky, 1995). Indeed,

the “expanded roles” of the nurse clinicians and the populations they serve, mimic the

traditional role of the public health nurse (Graff, Bensussen-Walls, Cody & Williamson,

1995). Although not all public health issues are being addressed, certain components of
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public health are being delivered from both the inside and the outside of the institutional

settings.

Expectations

Despite the differences in the United States and Canada, there are similar issues

that are facing public health nursing at this time. While Canada has the advantage of a

more comprehensive health care system than the United States, current economic

restraints have forced the nation to revisit its version of health care delivery (Beddome,

Clarke, & Whyte, 1993; Leipert, 1992; Laschinger & McWilliam, 1992). Twenty-five

years after advocating for full-time public health services on a regional basis (Hastings,

1992), the actual move to primary health care, with a special emphasis on health

promotion is being promoted (Epp, 1986; Matuk & Horsburgh, 1989; Matuk &

Horsburgh, 1992; Ottawa Charter, 1986). Good health and wellness for all, emphasizing

community involvement, community development, personal responsibility for health care,

partnerships within the provider and public sector, delivered by proactive, culturally

aware, multi-professional teams are the goals of public health (Howell, 1992).

Consequently, public health nurses, whose focus has been at the family and aggregate level

are in the midst of a paradigm shift (Leipert, 1992; Matuk & Horsburgh, 1989 & 1992).

Organizational transition and roles are addressed in the Canadian literature, as public

health nursing appears to be shifting to a new beginning (Bridges, 1980; 1986).

The major challenges facing Canadian public health nurses are not unlike those

being faced by their counterparts in America. Matuk and Horsburgh (1989) stated the

need for role clarity, recognition of public health services, recognition within nursing,

:

i
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nursings' political involvement and an adequate supply of well-prepared public health

nurse administrators (p. 170) are necessary for rebuilding public health nursing practice.

McKnight & Van Dover (1994) argued that early exposure to these concepts in nursing

programs, particularly in community development, politics and community assessment are

necessary. Otherwise, not only will other health care providers take over portions of º

public health nursing, the practice itself will miss the opportunity to be on the cutting edge f
º

of the future of health care (Matuk & Horsburgh, 1992). i.

It appears from the Canadian literature that mandated national policy is impacting º

public health nursing and directing it in a more focused manner than here in the United i.
C

States. *
*=

Several studies point to the transition that Canadian public health nurses are º
gºsº

experiencing. Once again, situational and organizational transitions are taking place, the

first with the transitional conditions of expectations being identified (Schumacher &

Meleis, 1994).

In an attempt to seek an articulated vision of public health nurses, a survey in

British Columbia was conducted to identify issues that were "critical to directing the

preferred future of public health nursing, to determine the importance of each issue and

develop a conceptual framework for future discussion and research" (Beddome, Clarke &

Whyte, 1993, p.14). Guiding the research was the underlying philosophy of primary

health care and its basic elements.

The results were comparable to public health principles, including community

development, teamwork, individual responsibilities for their own health care, public health
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nursing involvement in community planning and research on qualitative aspects of health

and nursing outcomes.

Building on the same study, the authors (Clarke, Beddome & Whyte, 1993)

developed a conceptual model of public health nurses' preferred future (p. 309). The

paradigm concepts - health care, the public's health and public health nursing - as well as

process concepts - nursing governance, community development, balanced accountability

and responsibility and research, form the model where central themes are intersectoral

collaboration, a shift in funding to prevention and new approaches to health care.

The strength of this study is in the area of concept development which provides a

new approach to public health practice and research. The authors stated testing of the

model itself"offers research strategies that go beyond a single line of inquiry" (p.309).

Replication, particularly in other provinces, is important for generalizability.

Expanding Roles

The complexity of care in the community is changing public health nurses’

experiences. Not only are traditional public health nursing services being provided by

others, public health nurses are having an opportunity to expand their own roles. One

opportunity is a revitalization of public health nursing practice which has largely been

underfunded in the past, but now can be readdressed through innovative thinking. Also,

traditional public health nurses’ functions are being reassessed to make the functions

relevant to today's clients’ needs, at the individual, family and community level.

Case management is a traditional function of public health nursing but with the

practice in transition, case management is being reassessed. Feldman, Olberding,
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Shortridge, Toole, & Zappin (1993) studied public health nurses' ethical issues in home

health care decisions noting that nurses vary in their decision-making and that beliefs

about case management did not always coincide with actual practice. In another article,

Erkel (1993) stressed the need for the evidence of the cost effectiveness and service

effectiveness of case management in preventive as well as other healthcare services. The

author suggested that success depends on the skills and competencies of nurse case

managers. Others (e.g., Borgford-Parnell, Hope, & Deisher, 1994) have encouraged an

intensive case management model serviced by a team consisting of a public health nurse

and a social worker, bringing into consideration new staffing patterns.

A case study approach to an environmental issue provides an example of a public

health nurses’ intervention at the community level (Neufer, 1994). The author described a

community environmental assessment performed by a public health nurse which resulted in

the discovery of lead soil contamination. Action was then taken by the state health

department in concert with the Agency for Toxic Substances and Disease Registry. Other

case studies and further research in this area, which was encouraged by the author, seem

appropriate.

Political activism is part of the history of public health nursing and may be

considered within this time of change, as a revitalization of a past role. One descriptive

study addressed the political activism of public health nurses (Oakley, Swanson, Swenson

& Marcy, 1990). Oakley et al. studied the demographic characteristics and political

activism of 844 public health nurses on family planning and abortion. Results showed that

policy participation was the best indicator of political activism of public health nurses on
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both family planning and abortion. The authors suggested the next step in political

activism was to develop plans to meet community needs, building on the individual policy

related action by the nurses. Replication of the study focusing on different political issues

would be of interest.

Developing New Relationships

As changes are taking place in the health care world, new relationships within the

community. A study in Canada, evaluating the effective role of public health nurses

attached to family physicians' offices compared to those with the traditional referral

arrangement noted outcomes for both physicians and nurses were satisfaction with the role

of the public health nurse, but satisfaction was greater for physicians with attachment

services and referrals more appropriate (Ciliska, Woodcox, & Isaacs, 1992). Other

articles encourage developing partnerships with consumers, community workers and

communities (Kristjanson & Chalmers, 1991; Leipert, 1992; Woodward & Edouard,

1992).

Public health nurses’ experiences take place not only with families but include

collaboration with communities, other health care workers and academia (Archer, Kelly, &

Bisch, 1984; Carrolton, DePasquale, Folden, Hall, & Hopkins, 1994; Graham, 1992;

Manthey, 1989). Several articles illustrate the move to such collaboration by integrating

practice and research (Henry, Schmitz, Reif & Rudie, 1992), developing new programs

(Dahl, Gustafson & McCullagh, 1993) and working with community workers (Bray &

Edwards, 1994; Hatton & Webb, 1993). Consistent in this literature is the recognition of

the richness of collaboration, the emphasis on community as a client and practice as a

i
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focus of research. In the case of collaboration between practice and research, the public

health nurse has an opportunity to become a clinician-researcher, sharing the responsibility

for the project with the faculty-researcher (Henry, Schmitz, Reif, & Rudie, 1992).

Collaboration can occur between public health nurses and members from other

cultures which facilitates the nurse's use of assessment, and the planning and delivery of

services (Bray & Edwards, 1994; Hatton & Webb, 1993). Hatton and Webb have found

that, in addition to simply directly translating or taking over, the role of the translator as

collaborator developed into a collegial relationship with the public health nurse, in the

context of a team. This study primarily focused on Spanish speaking clients, and its

conclusions are difficult to extrapolate to other cultures. However, the authors noted that

the interaction between the client, the nurse, and the interpreter was clearly beneficial and

that opportunities for better client outcomes increased.

Bray and Edwards (1994) also noted that a public health nurse’s collaborative

relationship with Hispanic outreach workers, resulted in a noticeable increase in utilization

of services, earlier intervention in prenatal care, and positive changes in client's behaviors.

The relationships between the health department and the families also were strengthened.

It is the intention of the public health vision in a changing health care system to

return a large portion of primary care services to the private sector (O'Neil, 1993).

Promoting a private share of the burden of Early Periodic Screening, Diagnosis and

Treatment (EPSDT) programs, usually provided by public health nurses, was the intent of

a study by Selby-Harrington and Riportella-Muller (1993) evaluating the cost

effectiveness of recruiting private physicians to do EPSDT screening. Overall, a 67%
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increase in physician participation was measured. The one-time cost to recruit one

physician would be "more than offset by the first year of Medicaid savings expected for

one child seen for EPSDT screening by a recruited physician" (p. 119). After policy

barriers to provider participation are identified, targeting the population and modifying the

intervention packet are recommended for future implementation.

According to Kang (1995) partnerships with communities are a means for public

health nursing to have fiscal responsibility and to be actively involved in community

planning to advance health promotion and protection. In moving from provider to

partner, public health nursing can address the core functions of public health of

assessment, policy and development and is vital to building community capacity.

Acquiring New Knowledge and Skills

Acquiring new levels of skill and knowledge are transitional conditions involved in

the nature of change and have been noted in the previous discussions (Schumacher &

Meleis, 1994). Two articles (Black, Ploeg, Van Berkel, Woodcox, & Underwood, 1991;

Underwood, Woodcox, Van Berkel, Black, & Ploeg, 1991) addressed the reorganization

of health units from defined geographical areas to specific target population programs

which focus on population focused health promotion activities. The third article by two of

the same authors, tested the role clarification and acceptance of these concepts (Halbert,

Underwood, Chambers, Ploeg, Johnson, & Isaac, 1993).

The move to target population services (Underwood et al., 1991) elicited input

from nurses in the development of the department's mission statement. Following the
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eventual implementation of the program, an evaluation was performed (Black et al.,

1991).

Generally, the nurses noted an increase in their assessment skills and less support

from peers outside the program. External evaluation noted quality of nursing care was as

good or better than before reorganization with the exception of one school board member

who reported public health nursing services "much worse" (p.312).

Of value was the qualitative analysis for the seniors program. Public health nurses

showed in-depth knowledge about the seniors, aging, and appropriate strategies.

Increased linkages with community agencies and interagencies committees formed to

address senior issues. Advocating for seniors became apparent. In addition, public health

nurses developed group education programs and participated in newly developing

programs including continuing education that focused on target populations of high-risk

seniors and theoretical applications. The senior program nurses also averaged better on

the measure of knowledge change evaluation.

The third article from the same health department tested conceptualization of

population-focused health promotion (Halbert et al., 1993). Monitoring strategies

included focus groups, participant observation, workshop evaluations and public health

nurse job perceptions. Although the overall increased understanding of health promotion

and health promotion strategies by the public health nurses were apparent in the analysis,

the need for more specific information on implementation was needed. Also the

longitudinal study described above, indicated that job satisfaction was constant.
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The strength of these studies was in ability to do the research during a time of

change as well as having the variety of monitoring approaches. Both the use of qualitative

and quantitative analysis provided more depth to the results which the investigators and

staff were able to appreciate. The small sample however, and the focus on one setting

limits its generalizability. Replication in other like settings would be advantageous.

Some of the changing knowledge needs are related to the new high-tech

treatments, which, because of early discharges and the development of home care support,

are being given in the community. Larter and Guirl (1991) spoke to the introduction of

new technology by noting that a number of children require high-tech assistance in home

settings. While public health nurses do not necessarily provide hands on care to these

individuals, the designation of public health nurses as care coordinators requires that the

nurses' expertise include knowledge to assist the families in adapting to their home

environments (Larter & Guirl).

Larter and Guirl's (1991) training model to increase the knowledge of public health

nurses in the area of children with chronic respiratory diseases increased clinical

knowledge, technical skills and understanding of inpatient and outpatient care systems.

Through a series of continuing education programs and clinical evaluations, both

knowledge and clinical skills of the nurses were expanded.

Other areas of knowledge needs are being identified. Public health nursing

leadership (Anderson, 1991; Eng, Salmon & Mullen, 1992; Williams, 1992) has called for

the need for new knowledge and skills at the community as well as at the individual and

family level. Although changing the focus on care to community has been encouraged,
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little is written of this issue on public health nursing. An article by Eng, Salmon, and

Mullan encouraged the use of community empowerment as the model for primary health

care but no studies based on community empowerment were located.

Areas are being identified where new knowledge is needed. Williams (1992) sees

the need to increase knowledge in order to work with integrated systems. Others suggest

that innovative programming and marketing skills are necessary in the competitive health

care field and public health nurses need to be included in that process (Fontana, 1991;

May, McLaughlin, & Penner, 1991. Model development and research in this area are

beginning to be published.

Fontana (1991) supported the use of marketing techniques to promote the health

of at-risk populations. Given the emphasis on cost-effectiveness in a competitive field,

Fontana suggested a social marketing approach that uses the concepts of exchange

relationships and channels of distribution. The value exchange model would assist in

reaching larger numbers of vulnerable individuals.

May, McLaughlin and Penner (1991) added the involvement of volunteers to

marketing concepts. Using a social marketing framework, a pregnancy outreach program

was developed in Arizona. Public health nurses’ learned responsibilities included

"development and marketing, recruitment, instruction, supervision and continuing in

service education for volunteer neighborhood outreach workers; and case management"

(p. 100). Collaboration with the community, which was part of the social marketing

approach, provided valuable insight into an indigenous culture, which increased

community awareness and legislators' awareness of funding needs.
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Public health nurses’ experiences therefore, are changing as the evolving health

care system is being defined. Given that the transition is underway, it would be of benefit

to address the issue of the public health nurses’ perceptions of the transition and add to

the already developing research in this area.

Although the understanding the meaning and value in public health nurses’

experiences, addressing role ambiguity, recognizing expectations, expanding the public

health nurses’ role, developing new relationships, and acquiring new knowledge and skills

for public health nurses are being addressed, there is no research describing the transitional

experiences of public health nursing.

Aim

The aim of this project was to describe the transition some public health nurses

is experiencing during a time of significant change in the delivery of the health care

system. An examination of this transition is relevant at this time as it may assist public

health nurses and public health nursing educators to understand how their views both

affect and are affected by the changes, therefore providing an understanding to help them

move from the ideal to a new reality. Although research activity is increasingly

investigating health outcomes of public health nursing care, there is a paucity of research

that focuses on what public health nurses are experiencing, given the structural, functional,

philosophical and political changes taking place in America (Hamilton & Bush, 1988).



40

Preliminary Studies and Prior Work

The researcher became interested in public health nursing in the late 1960s, while

practicing as a home care nurse. That interest continued to grow as a result of the

experience of teaching undergraduate and graduate courses in community health nursing

from 1980 until recently. Since then, interest has been intensified through a study that the

researcher participated in on public health nurses' continuing education needs for the

Association of Community Health Nursing Educators [ACHNE] (Kelly, 1996; Kelly,

Muennich Cowell, & Stevens, 1997).

Qualitative studies by Zerwekh (1991a, 1991b, 1991c, 1992a; 1992b; 1992c,

1993) and others (Zerwekh, Young, Primomo, & Deal, 1993) describing the expertise of

public health nurses' work, supported a qualitative methodology to address the area. A

grounded theory study of public health nurses' work in a small California county by this

researcher (Kelly, 1993) yielded "Public Health Nurses' Beliefs About Autonomy in the

Practice" as an emerging theme collected from six public health nurses, stimulating further

interest in public health nursing within a changing health care system.

:
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CHAPTER THREE METHODOLOGY

Research Design

This study utilized the constant comparative analysis as described by Glaser and

Strauss (1967). This qualitative approach is noted for the continuous interplay between

analysis and data collection that allows the researcher to study diverse phenomena (Clarke

& Olesen, 1992; Glaser, 1978, 1992; Glaser & Strauss, 1967; Stern, 1980; Strauss 1987;

Strauss & Corbin, 1990). Webster (1984) described a phenomenon as "as observable fact

or event", and "an object or aspect known through the senses rather than by thought or

nonsensuous intuition." This method focuses on processes and interactions throughout

the analysis. The conditions, interactions, strategies and consequences in the data are

taken into consideration as critical analysis takes place and provides a richer and deeper

result.

Combining both inductive and deductive approaches, constant comparative

analysis allows the concepts to be generated from the data, not from prior studies,

although prior information is not necessarily excluded. Instead, it is consciously

acknowledged. The analytical method, with its developing categories, properties and

concepts, "must be viewed as a process which involves sequential formulation, testing and

redevelopment.... until it is consistent with the data" (Simms, 1981). It also takes into

account theoretical sensitivity, and theoretical sampling.
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Theoretical Sensitivity

Glaser (1978) suggested that the first step in gaining theoretical sensitivity is by

entering the research setting with as few predetermined ideas as possible. Nonetheless, one

cannot ignore what one brings to the process. Strauss and Corbin (1991) noted that

theoretical sensitivity comes from several sources, among those are the literature,

professional experience, and personal experiences which provide the researcher with a

complex knowledge into the research situation and understanding of the phenomenon.

Theoretical sensitivity is also acquired during the research process by the constant and

continual interactions with the data, as well as during the collection and analyses of the

data.

It is important to the process that the researcher looks for evidence of whether or

not the concepts and relationships described in the literature apply to the situation under

study and are checked out against actual data. Often, previous information is in

descriptive format without interpretation. Whereas concepts developed previously may

have relevance to our own data, it is imperative to delineate the forms they take in our

own studies. Knowledge of philosophical writings and existing theories can assist in the

way the researcher approaches and interprets data.

Transition theory, which served as the conceptual basis for this study also provided

the framework for the literature review and development of the research questions. Of

importance is the delineation of the assumptions inherent my concept of public health

nurses’ transitional experiences. These assumptions are:

• The health care environment is undergoing dramatic change.

i
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This change provides both opportunities and challenges to public health nurses.

Public health nurses, like other health care professionals, are experiencing transitions

related to the changes taking place in the structural, functional, philosophical and

political arena.

Public health nurses are experiencing transitions, however, they are not necessarily at

the same stage or having the same experiences. Those experiences may vary in

process, disconnectiveness, perception and patterns of response.

Not all of the public health nurses acknowledge being in transition.

Public health nurses with five years of experience have prior transitional experiences

that may influence their present transition.

The meaning and expectations of the transitions are different for each public health

nuISC.

Public health nursing roles are changing and the present level of knowledge and skills

may not be sufficient for the new situation.

Public health nurses’ work has focused mainly on families in communities. Changes in

the health care system may change the focus to population-focused care.

Public health nurses are involved in the level of planning by varying degrees depending

on their professional positions and their departmental philosophies.

Completion of the transition is seen as a positive experience as it implies reaching a

stage of stability. Most health departments are presently still in a state of change so

there is an opportunity to examine transitions in public health nursing.
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As noted previously, these assumptions are mine. According to Corbin and

Strauss (1991), not only can the literature be used as secondary sources of data, it can

stimulate questions, direct theoretical sampling, and used as supplementary validation of

the accuracy of your findings. Professional experience assists in the understanding of the

real world while personal experience allows the analyst to make comparisons. Keeping a

balance between creativity and science can be maintained by (a) periodically stepping back

and asking questions about the reality of the data; (b) maintaining an attitude of

skepticism; and (c) following the research procedures (Strauss & Corbin, 1991). It is that

combination of creativity and skills acquired through training that result in good science.

Theoretical Sampling

The process of constantly comparing data provides the depth of focus and richness

of the process as well as allows the researcher to reflect upon the emerging themes

through selective theoretical sampling. Theoretical sampling is "sampling on the basis of

concepts that have proven theoretical relevance to the evolving theory" (Strauss & Corbin,

1990, p. 176). Flexibility is also important, as it allows for theoretical sampling to take

place on site, by adjusting both the observations and interviewing processes.

An important component of utilizing a constant comparative methodology is the

opportunity to place the phenomenon in a social context. Imperative in looking at public

health nurses’ transitional experiences is the context in which this is occurring, not only as

a setting but also as an interactive arena where conditions and consequences can be

factored into analysis. The importance of acknowledging the linkages between the levels

of conditions and consequences while studying public health nurses’ transitions in the
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changing health care system, enables the researcher the opportunity to both distinguish

and link levels, ultimately resulting in directly linking them to the phenomenon (Strauss &

Corbin, 1990).

The constant comparative approach also provides an opportunity to look at public

health nursing from a different perspective, or as Stern (1980) stated "bring a different

view to the familiar" (p.79). Strauss and Corbin (1990) also supported the use of

qualitative methodology as it can "give the intricate details of phenomena that are difficult

to convey with quantitative methods" (p. 19).

Design

The design is a descriptive study. I used a constant comparative approach to

explore the transitions that public health nurses experienced in a changing health care

system.

Study Setting

The study setting was three county public health departments in the San Francisco

Bay area. Public health nurses from each of these counties were included as part of the

sample for geographical, gender, and cultural variations.

I am familiar with the study setting from my involvement with two recent studies

of public health nursing. In the first, I conducted a cross sectional survey of public health

nurses' continuing educational needs for the Association of Community Health Nursing

Educators (Kelly, 1996; Kelly, Muennich Cowell & Stevens, 1997). In the second, I did a
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pilot study about public health nurses' work in a California county (Kelly, 1993). I have

also worked closely with each of the public health departments in placing students for field

work with each department as well as working with public health nursing directors and

several staff on professional projects over the last 15 years. Public health nursing directors

in each of the settings expressed interest and support in the proposed research and

provided access to the sites.

The location of this research is of utmost importance as it served as the context

within which the public health nurses experienced their work. Not only was it the context

within which the process and interactions of those experiences were seated, it was also the

public health nurses’ reference for change.

Each county’s description was obtained from a variety of memos, reports and

other public documents as well as information shared at public health conferences. They

are, in essence, the official statements on the changing context in which public health

nursing takes place. The demographics presented give the reader a sense of the

community that the public health nurses worked in. Since there is no comparative

document that each county prepares for public distribution, the information provided

varies, in content, target and year of publication. It does, however, provide a background

from which the public health nurses’ experiences can be contrasted and compared.

Three San Francisco Bay Area contiguous counties provided the setting for this

research. In addition to being easily accessed, they were chosen for several other reasons.

Given their geographical proximity, they shared several demographic similarities as are

noted. Additionally, they have shared clients and risks as the population shifts over time.
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The staff, on all levels, has been involved in professional organizations, regional planning,

and ongoing interchange, as one would expect from counties that lie next to each other. It

also is a given that being from the same State, they shared the same regulatory and legal

directives.

All three health departments have also experienced major restructuring in the past

five years. Each has also been selected, as one of thirteen counties, to participate in a

Medi-Cal local initiative, managed care project (California Department of Health Services,

1994). These projects are in different stages of implementation in each county. The

projects require each county to provide two competitive health plans to be available for

those covered by Medi-Cal. One plan is directed by the public sector to compete with a

plan serviced by the private sector. A major emphasis is on providing those clients

receiving Medi-Cal with a choice. As a result of the initiative, some of the clients that the

public sector has been serving for years will now be served by private providers.

According to the State documents (California Department of Health Services), one benefit

of this arrangement is to allow those in public health to refocus on the large population

based issues while at the same time, provide access to primary care for the clients.

In addition to the structural changes that have taken place, the three counties are

also anticipating the impact of welfare reform. Although no noticeable change in the

delivery of services due to welfare reform was noted during the time of this research, it is

expected that it will impact services in the future. Specifically, three areas will be affected:

Aid to Families with Dependent Children (AFDC), Supplemental Security Income (SSI),

and Medicaid (Medi-Cal in California). Among other provisions, The Personal

- -
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Responsibility Act of 1996, as it is called, will repeal the 60 year old AFDC program,

create a block grant program, set a five year limit on receipt of welfare, reduces food

stamp program funds, and states that adult receiving welfare must work within two years

of receiving aid. The federal changes place restrictions on assistance to both legal and

legal noncitizens at the same time that it allows some flexibility in designing welfare

programs, including the scope of medical services and Medi-Cal eligibility (Santa Clara

County, 1996).

The conflict in welfare reform between the federal and state regulations comes

from the area of long-term care and prenatal services to illegal immigrants as federal

legislation prohibits certain state and local public benefits to illegal immigrants unless the

state enacts legislation after the federal legislation was enacted. This has not happened in

California at the time of this writing. In addition, California Proposition 187, which

denied certain benefits to illegal immigrants, such as education, health and social services,

will also effect the options that the state will have in implementing welfare reform. This

area has yet to be resolved (Santa Clara County, 1996).

The following describes the counties one by one, first by demographic information

then by a description of their changing environments.

Santa Clara County

Demographics

Santa Clara County is the southern most county whose public health nursing

department was involved in this research. It is better known to the country as “Silicon

Valley” as a result of the computer industry that has developed there over the past twenty
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years. The estimated population of the county in 1995 was 1,607, 785 people living in 15

cities and the unincorporated areas. Of that, 36.4% fell between the ages of 25-44.

Between the ages of 20 to 64, the working years, the percentage increased to 63.3. Those

19 years and under comprised 27% while those 65 and over comprised 9.3% of the total

population. Thus, the demographic distribution is heavily weighted towards those in their

working years (Department of Finance Projected Population, 1995). The projected

population of the county for the year 2000 is 1,703,936 (California Department of Health

Services, 1994).

The average income for the county as of 1990 was $53,670 (United States Bureau

of Census, 1990) with the unemployment rate varying between 4% in 1990 to 4.8% in

1995. There was a rise in unemployment in 1992 to 6.8% but as noted, this has since

fallen (Santa Clara Valley Health & Hospital System, 1995). Despite low unemployment

and the high average income, pockets of poverty still exist within the county boundaries.

Many of those in the low economic areas are women and children (Santa Clara Valley

Health & Hospital System, 1995).

Based on 1994 estimated population by the United States Bureau of Census

(1990), the ethnic diversity profiled percentages based on a projected population of

1, 590,3332. With that projection, it was estimated that 56.9% of the population would

be white, 21.7% Hispanic, 3.6% African-American, 0.4% Native American/Eskimo/Aleut

and 17.4% Asian or Pacific Islander. Of those, 75% of those over 65 would be white. As

will be noted in the other counties, the increase in the population is in the Asian/Pacific

Islanders and the Hispanic population.

!"
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The county has 14 general acute care hospitals which is the same number of

licensed beds per 1000 as the state of California. There are 18 community clinics that are

fewer per 100,000 (1.2) than the state (1.9). There are more licensed medical doctors per

100,000 (273.6) than California (236.3) with 117.8 primary care physicians per 100,000

residents. California has a rate of 85.7. The ratio of primary care providers in 1993,

accepting Medi-Cal to the number of Medi-Cal users is lower in the county (7.1 per 1000)

than in California (7.6 per 1000) (Santa Clara County, Health Status Report, 1996).

Health Status

According to the county’s health status report (Santa Clara County, 1996a),

“overall, the cities of Santa Clara County boast good health”, although some areas indicate

less than optimal health. In particular, poor health indicators for pregnant women are

evident in parts of the county. Compared to the US Year 2000 Objectives (Institute of

Medicine, 1990), there is a need for earlier pre-natal care. Also, nearly 75% of the cities

exceed the 2000 Year Objectives for low birth weight newborns. In contrast, the county

has lower rates of infant mortality than the state and the Objectives (Santa Clara County,

1996a).

Morbidity indicators such as AIDS and chlamydia indicate that most cities within

the county are in line or below that of the Objectives (Santa Clara County, 1996a).

However, one city exceeds the rate for chlamydia and two exceed the rates set for

tuberculosis (TB). Only three cities within the county have TB rates below the national

goals (Santa Clara County).
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Through December, 1995, there have been 2,325 AIDS cases reported in the

county with 38% (876) currently living. Although the majority of cases continue to be

while males who have sex with other males, the greatest increase is among women

(+46%), African-Americans (+71%), injection users (+66%) and 20 to 24 years of age

(+79%). Improvement in case finding has increased the proportion of cases reported

within six months of diagnosis (Santa Clara Valley Health & Hospital Services, 1994).

As with the rest of the United States, California and Santa Clara have seen an

increase in the rate of TB among its citizens. Much of the increase in the incidence of TB

has been attributed to the increase in the number of immigrants from areas with a high

prevalence of TB, rising rates of HIV infection, homelessness and poverty. TB cases in

the county have increased by 22% between 1993 and 1994 and the rate now exceeds that

of California. A study by the State of California (Santa Clara, 1996a) determined that this

increase was more likely due to increased surveillance rather than an increase in disease

incidence. Efforts that have been continued in surveillance as well as outreach with the

private sector has been coupled with intensive follow-up of suspected TB cases.

In addition to programs that target AIDS, sexually transmitted diseases, TB, and

infant mortality, the county has developed programs to focus on childhood immunization,

childhood injury, violence and poverty. In particular, childhood poverty zones were

established to identify children under five years of age living in poverty. Of the total

number of babies born in the county, 42% live within the zones. Fifty-nine percent of the

babies born to adolescents live with the zones with 66% of the babies born to mothers

without a high school education and 56% to mother with late or no prenatal care. New
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indicators from the 1994-1995 data were added to this to include low birth weights

(44%), children under six (39%), and deaths of children under six (44%) (Santa Clara

Valley Health & Hospital System, 1994).

Also, Santa Clara has a significantly higher African-American (9.1 per 1000) and

Hispanic (6.1) infant death rate compared to the rest of the county while the county’s

overall infant mortality rate is lower (5.9 per 1000 live births). The drop in infant

mortality for the African-American population has been dramatic since 1990 however with

the rate in 1990 being 24.1 deaths per 1000 live births. Top causes of infant deaths from

1990 till 1993 were congenital anomalies (27.1%), sudden infant death syndrome (SIDS)

(19%), short gestation (12.3%), and newborn affected by maternal complications of

pregnancy (6.6%) (Santa Clara County, 1996a).

Three other areas have been noted as specific targets in the county’s Health Status

Report (Santa Clara County, 1996a), childhood injury, violence and childhood lead

poisoning. Childhood injuries include children and adolescents to the age of 21 years. Of

those, unintentional injuries account for 80% of the hospitalizations. Hispanic and

African-American children have a higher rate of hospitalization for assault and

unintentional injuries when compared to other ethnic groups and overall, males have a

higher rate than females. Medi-Cal paid for 32% of the childhood injury hospitalizations.

Of the trauma center admissions, 71% of those admissions for children 17 years

and under, were for injuries received in motor vehicle crash. There also were 24,280

poison exposures for children under 18 years of age. In addition, the county received over
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23,000 reports of abused or neglected children during 1994. Physical abuse was the

reason for 37% of the reports.

Violence has also become a focus for the health department. The homicide rate

between 1993 and 1994 dropped from 4.4 per 100,000 population to 3.8 per 100,000.

This is nine fewer homicides in 1994. African-American males have the highest incidence

of homicides and hospitalizations due to assault with Hispanics nearly equaling

hospitalizations due to the assault. Firearms account for 59% of the homicides and 14%

of the assaults.

Childhood lead poisoning is also a major concern in the county. The Lead Hot

Zones, which are geographic analysis areas, consist of three characteristics: pre-1950s

housing, children under six years of age and poverty. One source of lead poisoning comes

from lead-based paint, which was prevalent prior to 1950. In Santa Clara County, there

are 60,681 housing units built prior to 1950. There are 11,981 children living in these

houses. Of the estimated 157,841 children in the county, there are estimated 13,547

children living in poverty; and, in 1995, 226 children were identified with high blood lead

levels.

Thus many in the community are at high risk. With the increasing needs of the

residents and the expanding diversity of the clientele, efforts are being made to provide

services to the community. In doing so, the health care structure is going through a

restructuring process.
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Restructuring

The public health department of this county is part of the Santa Clara Valley

Health and Hospital System (SCVHHS). Its mission is stated as “to promote a health

community through an integrated health care system” (Santa Clara County, 1996, p. 3-7).

The vision of SCVHHS is to provide leadership and support in order to develop a healthy

community through this development of the integrated service delivery system. The

system is comprised of five components: Santa Clara Valley Medical Center (SCVMC),

Public Health, Mental Health, Alcohol and Drug Services, and Children's Shelter and

Custody Health Services. Through a broad range of prevention, education, surveillance,

detection, intervention and treatment programs, the county attempts to protect and

enhance the community’s health as well as provide a range of medically necessary services.

These services are available to county residents, regardless of ability to pay.

In an attempt to consolidate programs and save money, the county Board of

Supervisors created the SCVHHS in 1993. This consolidation was a result of combining

the Health Department (with its Alcohol & Drug Abuse Services, Mental Health, and

Public Health programs) and the Santa Clara Valley Medical Center. As a result of this

consolidation, the county realized budget savings of $1.7 million.

The consolidation of these programs allowed for the development of an integrated

delivery system of health and hospital services. Its intent was to increase

“interdepartmental cooperation, improve patient access to care, enhance client services,

and increase patient revenues” plus increase benefits from consolidating services and
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operations (Santa Clara County, 1996a, p. 3-7). Also, the purpose of this consolidation

was to allow SCVHHS to remain a vital part of the community.

Clients that are served by SCVHHS include a diverse population, including those

on Medi-Cal (primarily women, children, aged and disable people), the medically indigent,

children, families, seniors, refugees and the aged. Many of the clients come from

culturally diverse communities who require special language and social services. SCVHHS

has also taken an open door policy regarding welfare reform. The Board of Supervisors

recently decided to continue to provide services to both legal and illegal immigrants who

are county residents (Santa Clara County, 1996a, p. 3-8).

Managed care efforts have been initiated in three components of SCVHHS:

SCVMC, the Mental Health Department and the Department of Alcohol and Drug

Services. In addition, the Public Health Department is part of the contract with these

programs as mandated by the State for Medi-Cal beneficiaries. These changes are

presently underway and include changes in the financial and management information

systems, provider relationships, health education, and other prevention activities.

The Public Health Department consists of four divisions and an administrative unit

that manages Tobacco Control and Violence Prevention programs. Health promotion and

disease prevention services provided by the department are located in a variety of settings

in the community including homes, schools, clinics and communities. Each Division

collaborates with the others to reach the populations at risk and coordinate and monitor

programs that would impact the community-at-large (Santa Clara County, 1996a, p. 3
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The four divisions are Disease Prevention and Control (DPC), Maternal Child

Adolescent Health (MCAH), Public Health Nursing (PHN) and the Emergency Medical

Services Agency EMSA). The DPC focuses on the collection, analysis and reporting of

disease and community health data and is responsible for the control of disease outbreaks.

MCAH contains ten programs that are aimed at providing health education, access and

nutritional services to eligible women, teens and children. These programs include the:

• California Children Services (CCS) which case manages diagnostic and

treatment services for special children with catastrophic, handicapping or

chronic medical problems,

• Immunization Program which focuses on infants on children by providing them

with immunizations, outreach, education, surveillance, and outbreak control,

• Adolescent Family Life/Cal Learn Program which provides case management

to pregnant and parenting teens. The program also assists these teens to return

to or stay in school.

• Women, Infant, and Children (WIC), which provides nutritionally services to

at-risk pregnant women, infants and children,

Child Health and Disability Prevention (CHDP) which focuses on providing

comprehensive health assessments for early detection and prevention for

children and adolescents of Medi-Cal eligible low-income families,
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• Comprehensive Perinatal Services (CPS) which assists in increasing the access

to preventative health care services for low income parents with children and

adolescents,

• Black Infant Health,

• Perinatal Care Guidance,

• Sickle Cell, and

MCAH Outreach programs

The Public Health Nursing Division provides a variety of services to high risk

clients in the community. These services are health promotion, early intervention, case

management, education and treatment. Public health nurses services are divided into five

specific areas: communicable disease control, maternal child and adolescent health, senior

health, TB case management and advice nurse services and health mobile unit outreach.

In many of these areas the nurses work collaboratively with other divisions within the

public health department. Nurse generalists provide home visits, outreach, monitoring,

education, referral and follow-up services which focus on risk reduction, health and

support services to high risk clients. Investigation and follow-up of communicable

diseases and counseling, referral, testing and screening at clinics also are part of the

nursing services (Santa Clara Valley Health & Hospital System, 1996a).

Presently, there are six district offices serving the county with 74.5 generalist

positions. In addition, there are seven nursing supervisors and one public health nurse

specialist who report directly to the Director of Nursing. In addition, public health nurses

also work in other programs (e.g., MCAH, ambulatory care, and the mental

s
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health/homeless program). The Director of Nursing has no line authority over these

nurses; instead, they report to their program directors. The Deputy Director of the Public

Health Department also is a public health nurse, who until recently also held the position

of Deputy Director of Public Health Nursing. A Public Health Nurse is also Director of

the MCAH program who reports directly to the Director of Public Health (Santa Clara

Valley Health & Hospital System, 1996).

Although the emphasis during this reorganizing process has been on integrating

services and partnering with both clients and service providers, there appears to exist a

sense of protectiveness of public health programs by this county, in particular, in its

relationship with the private sector. In a booklet designed for the public, which describes

health county services, the county states:

As we enter an era increasingly dominated by managed care, our role as the

community health guardian becomes concurrently even more critical. The very

tenets of public health are being embraced by this industry, but with an eye

towards the individual (who can pay) and the bottom line rather than, perhaps, the

community at large. Managed care threatens to shift the focus from population

based preventive health services to individual care. The role of Public Health thus

becomes even more critical in ensuring health throughout our community (Santa

Clara Valley Health & Hospital System, 1996a).

At the same time, the county has entered into relationships with the private, non

profit health world and with the business community to try to build coalitions for a

healthier community (Santa Clara Valley Health & Hospital System, 1996a). With the
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onset of the new local initiative, the sharing of Medi-Cal clients with the private sector will

increase. As part of establishing a safety network for high-risk clients, the Public Health

Department is developing services that will be marketed to managed care plans.

Redesigning these services are seen as challenge to the Department (Santa Clara County,

1996a, p. 3-18).

Surmmary

Santa Clara County is presently in a state of economic recovery. It also is in a

state of growth as the population increases, especially as its diverse communities expand.

With the increase in population, the community has also experienced an increase in TB,

AIDS, low birth weight babies, violence and childhood lead poisoning. In an attempt to

neet these needs, the county created an integrated health care delivery system, the Santa

Clara County Health and Hospital Services.

As part of the restructuring, the public health nursing department was downsized

****i some nurses moved into other programs. However, the department remains intact

Yith a director of nursing at its helm Unique to the three counties in this research, the

*****ses continue to provide services from a generalized public health nursing model.

Alameda County

*sºnographics

The second site for this research is Alameda county, which is directly northeast of
S.

***ta Clara county. Information on this county came mainly from a summary of the

*=rmeda County Health Care Services Agency (ACHCSA) Demonstration Project

| | ||
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surmmary for Section 1115 waiver of the Social Security Act (1996), California

Department of Health Services (1994a), and the Alameda Alliance for Health (1997).

Alameda is a highly urbanized and industrial region of 813 square miles with 14

cities and several unincorporated areas. There are three regions in the county with

different demographic and geographical characteristics: North, South and East regions.

The county rates sixth amongst the most populous counties in California with a population

of 1,356, 103 in 1995 and a projected 1,447,419 in the year 2000. (United States Bureau

of Census, 1990). Median family income in 1992 was $45,037 (California Department of

Health Services, 1994a). The cost of living is among the highest in the nation and the

unemployment rate is 6.6%.

Alameda is a diverse community with over 30 different languages and dialects

spoken, which provides a challenge to health care providers both in the need for

trar■ slation services and cultural sensitivity. In 1990, white-non-Hispanics constituted

53 - 16% of the population, Black, non-Hispanic, 17.42%, Asian and Pacific Islanders,

* *-45%, and Hispanic, 14.25% (United States Bureau of Census, 1990). The projected

***anges for the year 2000 would see a decrease in the white population to 45%, and slight

***s rease in the Black to 18% and a notable increases in Asian and Pacific Islanders and

Hi Spanic to 19% and 17% respectively.

County Social Services data reports an urban area with large pockets of poverty.

Iri. * 996, the county had the third largest number of cases on General Assistance (11,204).

S*ster care has tripled from 840 children in 1986 to 2,555 children in 1995. This has

*
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been attributed to the “ravages of endemic poverty and substance abuse on families and

communities” (ACHCSA Summary, 1996, p. 5).

Approximately 213,117 of the population (14%) in 1995 were Medi-Cal

recipients. Two-thirds of those (130,000) are AFDC recipients and one-third (80,000) are

in the SSI-related group. More than 33% of the total births on an annual basis are to

women on Medi-Cal.

The indigent population of the county is one of the highest in California.

According to the 1990 census, 302,613 people were at or below 200% poverty with

2 13,117 enrolled in Medi-Cal. Currently, approximately 65,000 to 80,000 of this

population are being served by the Alameda County network of providers. The remaining

2+-496 persons may or may not have health care insurance.

Medi-Cal recipients are rapidly moving into the managed care service systems.

During the first nine months of 1996, 80,000 Medi-Cal clients were enrolled in a variety of

care programs, including the county sponsored public/private HMO, the Alameda Alliance

fºr Health and 3,000 Medi-Cal recipients have been enrolled in California Care, the Blue

‘Tress Medi-Cal plan.

There are 3300 licensed physicians in the county. Less than 35 percent provide

***Tvices to Medi-Cal clients of those, only 15 percent are significant providers of

***-irºnary health care for this population. Nevertheless, eighty-five percent of the care to

*sci-Cal clients in 1994 was provided by private physicians (Alameda Alliance for Health,

"ss")
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The county has ten community health centers which also have numerous satellite

sites. Ten hospitals with 16 sites, including two specialized adult trauma centers and a

pediatric trauma center, participate in a selective provider contract to provide in-patient

care for the Medi-Cal population. Five other hospitals do not participate in the contract

and two other hospitals although within the county, are outside the closed area and are not

included in the partnership.

The Alameda County Medical Center alone is provider for over 60% of all SSI

Medi-Cal recipients. Many of these clients have long relationships with the county.

Children's Hospital Medical Center of Northern California is a private non-profit hospital

that provides tertiary and acute level pediatric services, as well as primary, emergency and

specialty care to children. It has functioned for over twenty years as the county’s primary

care provider for pediatric services.

Health Status

According to the ACHCSA Demonstration Project Summary (1996), poor health

outcomes are the result of multiple health and social problems that plague the poor. The

1996 data compared the US Year 2000 Objectives (Institute of Medicine, 1990) with the

county, either by percent or rate per 100,000, and noted the following discrepancies:

Year 2000 Objectives Alameda County

• African-American low birth weight 9.9% 10.8%

• Infant mortality (Blacks) 11.1 11.2

• Immunizations levels 90% 48%

‘.
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• Tuberculosis 3.5 16.2

• Hepatitis C 13.7 23.3

e AIDS 400 536

• STDs - syphilis 4 10.8

• STDs - gonorrhea 100 196

• Homicide 7.2 15.1

• Homicide - Black men 15–34 72.4 251

• Weapons related deaths 12.6 19.3

• Chronic disease - coronary health (Blacks) 115 185

• Chronic disease - breast cancer (Blacks) 25 29.9

According to the summary (ACHCSA, 1996), the approach that has been decided

upon to reduce or eradicate the above will have to be a multidimensional one. As is the

trend in many areas of the county, the county plans on looking beyond the health services

and reaching out to the community to involvement others in economic development and

community development strategies that target those at high risk. These strategies include

the Oakland Enhanced Enterprise Zone designation; the Public Health Department’s

community capacity building; the Interagency Children’s Policy Council Neighborhood

pilots and other system reform efforts.

Restructuring

Considered a combined agency, Alameda County Health Care Services Agency is

a local health department that operates three departments that jointly operate health care

services for approximately $475 million, 40% of the county total budget. These three
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departments are the Alameda County Medical Center (ACMC), Behavioral Health, and

Public Health. Over the last two years, all these departments have been through a process

of restructuring. It is now in the process offiling the Federal 1115 waiver which would

provide “financial incentives for the county’s safety net and disproportionate share

providers” (ACHCSA, 1996). The intent of the incentives would be to develop a more

efficient and integrated health care system with a focus on outpatient and primary care.

The moneys saved in this effort would then, in turn, support expanded coverage for

populations that are underserved an/or at risk.

The county’s public hospital, ACMC, comprises three hospitals and five primary

care clinics owned and operated by the county. The hospitals provide a variety of services

including trauma care, comprehensive ambulatory care, acute care medical/surgical clinics,

indigent care, and acute psychiatric inpatient services. Downsizing and staff mixing have

been the methods used to reduce staff and alter skill mix at the Medical Center. While

registered nurses have been replaced by Licensed Vocational Nurses and Nursing

Assistants, the Independent Physician Association (IPA) model is being used in the clinic

settings. The future intent is to eliminate expensive levels of care and move to serving

more clients by expanding the ambulatory settings.

A recently merged department, Behavioral Health, has been undergoing major

restructuring. Previously, Mental Health and Alcohol and Drug Services, this department

is now responsible for all psychiatric inpatient services to Medi-Cal clients. In July, 1997,

those responsibilities will also include the non-hospital psychiatric services as well. This
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program will be functioning under partial capitation until mid-1998 when full capitation

will be implemented by the State.

Public Health services have also been undergoing change. The Department now

includes Communicable Disease Control and Prevention, Emergency Medical Services,

Environmental Health, Children's Medical Services, Community Health, Office of AIDS

and Public Health Nursing.

Public Health Nurses work in two generalist practices, north and south county, and

also in program specific practices. With restructuring the Director of Nursing lost line

authority over the nursing staff and does not have a budget. Nurses are responsible to

their respective department heads. At the time of the restructuring, public health nurses

who had previously worked in both the clinic and field, were split into two separate

divisions. Of the 59 full-time equivalents in field public health nursing, 47 stayed with

stayed in public health nursing with the other 12 going to ambulatory care services

(Strauss, personal communication, 1996). Subsequently, nurses in the ambulatory care

unit are now part of the home care unit. Resources that were used previously for public

health nursing services have now been shifted to programs and other services.

The Alameda Alliance for Health (1997) is the local initiative in the California two

plan Medi-Cal managed care model. The private plan is Blue Cross. The Alliance is a

public entity and an integral part of the County’s Health Care Services Agency. As of

September, 1996 all AFDC Medi-Cal clients and a voluntary group of SSI recipients

receive care through these two plans.
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Other new programs that have developed through the network of community

based providers have been funded to include a Federal Healthy Start grant, a McKinney

Health Care for the Homeless grant, the Robert Wood Johnson Foundation funded

housing and support services for homeless families grant, a State Diabetes and Pregnancy

grant, to name a few.

At a recent conference on public health and managed care, speaker, David Kears

(1996), Director of the ACHCSA, focused on the effect managed care has had on the

public sector given the limited resources of the past twenty years. The focus of the

debate, according to Kears, is now on how well the money is spent while leaving much of

the decision making to providers and consumers. Highlights of his comments included:

• The push to include mental health in covered health services means that now

that all services are included in managed care. No longer will public health be

the safety net in this area or as he put it “the grout between the tiles.”

• Managed care is forcing the broadening of the perspective of health care to

include other areas such as housing, employment and the surrounding

environment (the public health perspective which was not always practiced

because of more pressing needs). As a result, managed care is forcing

networking with other community members not usually associated with health

Ca■ e.

• The population traditionally served by public health is now attractive to others

so competition for these folks is now happening.

• Public health is now seeking new alliances and collaboration with other areas.

• This change is threatening to staff (all areas from restructuring the system to

performance evaluations).

• Major restructuring is taking place within health departments.

f-"—
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• There is a blurring of the difference between the public and private sector.

• By expanding the information network and creating greater purchasing power

the results are a better product, with better outcomes and a better future.

• There is an intention to make money but different from the private sector is the

intent to put the profit back into the system.

In describing the county’s organizational evolution, Kears (1996) used the

vernacular of the business world. He spoke of the protector, provider and purchaser’s

roles in collaborating in the future in what he called a “purchasing cooperative’ which will

provide greater purchasing power, a better product, better outcomes and a better future

(figure 1). Instead of the hierarchical structure of the past, Kears described the evolving

design to include a system where the bottom no longer exists. Instead, inter-relationships

are changing, with teams communicating and different programs interconnecting.

The approach to the changing demands of the community and the health

environment is different in each health department. Where Santa Clara County Public

Health Department is linked to a specific county hospital, Alameda is part of a larger

integrated system. Within the Public Health Division, there is no longer a public health

nursing department. However, public health nursing is being practiced from both a

generalist and a program specific approach. This combined contextual change is still in

the process of change as movement toward teams in the community is being planned.

Summary

Alameda County is slightly smaller than its neighbor to the south. Although the

average income in the county is lower than Santa Clara County, it is experiencing growth

in the same diverse communities. The unemployment rate however, is higher. Poor health

! .
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outcomes are noted in the areas of African-American low birth weight, infant mortality,

immunizations levels, TB, Hepatitis C, as well as STDs, homicide and chronic disease.

The Alameda county Health Care Services Agency has recently reorganized to

provide a more efficient system to address outpatient and primary care, resulting in

moneys saved which can dedicated to populations at risk. The intent of the restructuring,

according to the agency director is to provide a “better product” for the community.

As part of the restructuring, the public health nursing department was dissolved,

although the position of director of nursing was retained. All staff reports, however, to

specific program managers. In addition to the public health nurses being assigned to the

specific programs, two generalist practices still exist. This structure is a combination of

both Santa Clara County’s model (the generalist) and Contra Costa’s model (specialty

programs).

Contra Costa County

Demographics

The third county involved in this research is Contra Costa County, which is

directly north of Alameda County. The county consists of cities and unincorporated areas

with a population in 1990, of 803,732 (California Department of Finance, 1990).

Approximately 69.7% of the population is white, 11.3% Latino, 9.2% Asian/Pacific

Islanders, and 9.0% African American. Native Americans and “others” make up the

remaining 0.8%. Although the African American and Asian/Pacific Islanders make up

only 18.2% of the total population, 40.8% of these residents live in the western section of

the county.

--- º
-" -- ~~
:- -
- *** - - ------

- *-**** ***
* "e"

- a ----

*** -º-º-º-

---

º & *s-is_º -º
-º- **

-

4



69

With the exception of the Native American population, the population has

increased by 22.4% over the ten year period between 1980 and 1990 with the projection

for the year 2010 to 1,096,253 (California Department of Health Services, 1994a). From

1980 to 1990, there has been a 156, 2% increase in the Asian/Pacific Islanders population.

This percentage translates into an increase from 28,805 to 73,810 residents. The Latino

population has increased from 56,164 to 91,282 people and the African American

population rose from 59,367 to 72,799 in the same period (California Department of

Finance, 1990). As a result, the same kinds of demands made on the other counties, are

those of cultural sensitivity and translation services, are also being made on this county.

The average family income in 1990 in the county was $51,651 and as of 1993, the

percent of the civilian labor force unemployed was 6.6%. That number has continued to

rise to 7.1% in 1993 (Northern California Community Services Council, 1994). As of

1992, 10.2% of population was Medi-Cal eligible. Of those, 39.1% were white, 29.5%

African American and 14.9% Hispanic (California Department of Health Services, 1994).

The number of poor or marginal poor continues to rise. According to the United

Way assessment (Northern California Community Services Council, 1994), poor people

are spending so much of their income on housing that they have little left for other

necessities. Many of these people work full time and are still living in poverty. In this

county, 10% of all children, 5.5% of all families and 7.3% of the total population live in

poverty.

For many of those living in poverty, they are at high risk of becoming homeless.

Although many of the homeless population is never counted, there is an estimated 10,000
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homeless persons in the county. Of those, 4,505 are families and 8,828 are children

(Northern California Community Services Council, 1994).

In an attempt to meet the health needs of the community, the county supports 15

acute care hospitals, 7 licensed community and free clinics, 11 specialty clinics and 38 long

term care facilities and hospital. As of 1993 there were 2,127 non-federal physicians, and

710 dentists practicing here (California Department of Health Services, 1994).

Health Status

In 1986, the 12 member Public and Environmental Health Advisory Board

(PEHAB) was appointed by the Board of Supervisors to advise the Public and

Environmental Health Division of the Health Services Department on community health

needs and priorities. It has continued till this day, and with its diverse representation, has

issued reports on the health status of the community as well as made recommendations for

future planning. The first report was published in 1988, followed by another in 1992. In

1994, it was updated. PEHAB continues to meet and with the assistance from health

county staff, continues its assessing, monitoring, and recommending functions (Public &

Environmental Health Advisory Board, 1994)

The highlights of the 1992 health status report (PEHAB, 1994) which is supported

by the State of California's data (California Department of Health Services, 1994) focused

on six issues of extreme concern to the county. Among the findings were:

• The increase in ethnic diversity. The majority of these groups reside in west

and east county.

***
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• Chronic disease accounting for two-thirds of the all deaths in the county with

the death rates for cardiovascular disease, cancer and diabetes exceeding the

state average.

• 80,000 residents were estimated to be dependent on or serious abusers of

alcohol and/or other drugs with the resulting involvement in suicides (64a3%),

homicides (85%) and fatal care accidents (58%).

• Car crashes accounted for nearly half of all unintentional injury deaths and

firearms was the major killer of children 10–18 years of age.

• AIDS was impacting the community with over 800 residents diagnosed and

554 have died from the disease. That increased to over 1000 diagnosis as of

April 1993.

• Although perinatal indicators are good for the county, African American

newborns died at twice the rate of Californians with residents from west

county having poor perinatal health indicators.

Following that report, PEHAB surveyed the community and, coupled with other

available county data, once again identified issues of concern to the community. In

addition to the above, violence had been added coupled with substance abuse. In

particular, young people were seen as being at risk. Environmental health, mental health

and job training/development were identified as primary additional health priorities. The

report also noted that access to care, especially for low income families and certain ethnic

communities was difficult (PEHAB, 1994).
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The recommendations by PEHAB were focused primarily on two principles:

community involvement and prevention. Specifically, it encouraged the Board of

Supervisors to work with the cities and counties to take a leadership role in supporting a

broader perspective of health promotion. Those recommendations included (a) restricting

youth access to tobacco, (b) increasing funds for alcohol and substance abuse programs,

especially in the primary prevention programs, (c) mandating family leaves to support

families in the communities, (d) enacting gun control legislation and (e) through

establishing healthy nutritional policies, mandate nutritional and educational counseling for

new food stamp recipients.

Restructuring

Contra Costa County has long been involved with an HMO structure of care. In

the early 1980s, the county developed an HMO originally for its county clients and

eventually for all county residents (Brunner, personal communication, 1996). The move

into managed care then, was built upon an already existing program which did not

necessitate the structural reorganizing the many of the other counties have experienced.

Changes within the Public Health Department did however, take place.

Contra Costa County’s Public Health Department has been undergoing major

restructuring since the early 1990. The following information on this process comes from

letters and memoranda written by the Director of Health Services (Brunner, 1992; 1992a;

1992b; 1995). Originally, management reductions and reorganization in public health

were direct results of the State and County fiscal crisis (Brunner, 1992). It was also in

response to adapting the core functions as recommended by the IOM report (1988).

* *
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The first reorganization that took place involved the public health clinic services

(Brunner, 1992b). The goals of this restructuring were (a) to provide patient-center

public health clinical services, (b) simplify lines of authority, (c) and provide an

opportunity to use data to plan and evaluate the programs. As a result or reorganizing,

several objectives were distributed. The objectives included integrating public health

clinical services, resolving conflicts among staff, implementing uniform clinical protocols,

and planning and evaluating clinic services. The clinic services were then moved into a

separate section in Public Health under the direction of a Public Health Services Director.

Staff, in addition to support staff, included all family nurse practitioners in Public Health,

all Public Health clinic RNs, supervising clinic nurse and physicians. This process took

place in early 1992 (Brunner).

Following the clinic reorganization, other restructuring began. As a result of the

budget constraints (a $10.8 million reduction in 1992), the Director recommended that, in

order to preserve line staff and basic public health services to the extent possible,

management cuts were to be made. The result was the elimination of the Public Health

Nursing Director position, four Public Health Nursing Supervisors and the Physician MCH

Director. A new Director of Public Health Nursing was designated from amongst the

remaining management staff for “direction for the professional discipline for Public Health

Nursing throughout” the Department (Brunner, 1992). The duties of Director were added

to the manager’s duties and she was designated having a “key part” in the management

team (Brunner, 1992a, p.2).
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At the same time that the management changes were made, the reorganization of

Public Health Nursing services within the Public Health Division also took place (Brunner,

1992a). The Public Health Nursing Department was eliminated and the nurses moved

directly into programs with program managers. However, supervision of the professional

activities of the public health nurses was still carried out by nursing supervisors. The

intent of moving the nurses into programs, in addition to monetary savings, was to

eliminate dual supervision and to allow the nurses, as part of the interdisciplinary teams, to

assume key and leading positions within the health department. The positions included

providing consultation and supervision to Perinatal Outreach Workers, Communicable

Disease Technicians, and Prenatal Workers as well as collaborate with Social Workers,

Health Educators, and other Public Health professionals. The nurses’ ability to form a

bridge between the clinical programs of the department and the community based

prevention programs was stressed. A collaborative and integrative approach was

encouraged. At this time, the Public Health Nurses were also encouraged to be innovative

and creative in their future endeavors.

Arrangements were then made for the placement of the nurses into the programs.

The Director stated he was committed to matching nurses with their requests and skills.

Each nurse received a form to complete which would indicate their preferences and

abilities (Brunner, 1992a).

Physical restructuring also took place at this time. One office was closed and

utilized by other programs. Public Health Nursing offices became public Health Centers,

staffed by public health nurses, outreach workers, and other professional and supportive
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personnel. Once again, the nurses were encouraged to collaborate with their colleagues

and the communities where they would be working (Brunner, 1992a).

Two committees continued: The Professional Standards and Policy Committee and

the Public Health Nursing Quality assurance Committee. The Director, as well, pledged

to continue meeting with the nurses and continue a close collaboration between the Public -

Health Nursing Program Managers and Nursing Director (Brunner, 1992a). *
º º

This county is also one of the 13 California counties that was chosen to participate º
ea- -º-º-º-º:

in the Medi-Cal Local Initiative Managed Care program. A memorandum of ---

understanding between the Public Health Department (local health department) and the *—"—

Contra Costa Health Plan (local initiative), written in November, 1995 clarifies the roles of º: I,

the two competing programs (Brunner & Camhi, 1995). Public health goal is to promote -- ---,

the health of the community through population-based health assessments and population

and individual interventions. Managed care is seen as providing the link between

community-based public health and needed medical care for high risk populations. The

emphasis is on becoming “working partners in preventing disease, prolonging life, and

promoting mental and physical health through organized community efforts” (p.1). The

memorandum was written to ensure that the local initiative did not inadvertently or

deliberately, endanger vital public health services (Brunner & Camhi). The Public Health

Department’s functions, which consisted of the traditional core functions, were then

articulated. In addition, collaborative program responsibilities were itemized. These

included Community Health Promotion & Outreach, CHDP, Local Maternal & Child

Health (MCH), Well Baby, Immunization Services, TB Services, Sexually Transmitted
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Diseases (STD) Services, confidential HIV Testing. Family Planning Services, Nutrition

Services, Chronic Disease, Intentional & Unintentional Injury Prevention and California

Children’s Services. Specific responsibilities of the local initiative ranged from financial

support and collaborative planning to providing health data. With coordination and

collaboration as the key words in the document, efforts would be focused on creating a

seamless system that would not only provide quality primary and preventive services for

clients but would also assist with integration of staff services. The document also included

flow charts for developing managed care plans.

Summary

Contra Costa County is the smallest of the three counties in this research project.

The county however, is experiencing the same growth that was noted in the other two

counties. In addition to the increase in the Asian population, there also is an increase in

the Latino and African American communities. Although the average income lies between

the other counties, the unemployment rate is higher and the number of poor in the

community continues to rise.

Health concerns in this county have focused on chronic disease, substance abuse,

unintentional injuries and firearms, AIDS and high infant mortality for African American

infants. Coupled with fiscal constraints and management reductions, these increasing

needs have forced the restructuring of county services. The result was a reorganizing of

clinics and public health services.

Of special note in this health department is the exclusive use of public health nurses

in the programs. Generalized public health nursing has been eliminated with nurses being
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integrated into the new structure. The position of public health nursing director which

was added to an existing manager’s duties, exists for “professional discipline” of the

practice. Collaborative and integrative work is encouraged within the programs.

Common Themes

All three counties have experienced enormous change over the past five years, and

that continues today. Several themes described in the official documents are noted in the

description of each of these health departments. These include:

• The restructuring of public health services becoming part of the larger health

care delivery transformation

• The reorganization of services being driven by diminishing resources and

increasing needs

• The intent to adapt public health services to the needs of the community

• The awareness of the impact of the changing systems on both staff and clients

Each of these three health departments has become part of a larger and more

diversified health care delivery system. Contra Costa Health Department has long been

involved with a HMO. Santa Clara and Alameda both have county hospitals that have

shared clients with the health departments. What has changed is both the size and

integration of the developing systems. These Public Health Departments are now clearly

participating in what some are calling a “seamless” network of services. In other words,

by connecting, either formally or informally with hospitals and community agencies,

services to clients could be found along the continuum. That continuum may include

... -- -- *
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providing medically necessary services as well as protecting and enhancing the

community’s health (Santa Clara County, 1996a).

In every county, documents described the restructuring of services as a necessity

of diminishing resources and increasing needs. Fiscal responsibility in a resource poor

environment has forced the consideration of moving services to a different level of care.

Combined with primary care services being assumed by the managed care programs, those

in public health are looking to community level interventions to deliver more efficient

services. Although the public health nursing department in Santa Clara County is still

providing generalized public health nursing services to the community, the emphasis with

that health department is still on fiscal restraint.

Clearly, the expanding diversity of the community and the acceleration of the risks

in the community are placing greater demands on the public health departments.

Documents from each health department emphasized the need for not only cultural

sensitivity but also translation services. With the divergent population has come the re

emergence of TB and other increased risks. The health departments are responding by

developing their programs that address these areas. Contra Costa County’s PEHAB is an

example of community involvement that resulted in a focused, public health perspective on

addressing these issues. The other counties in turn are prioritizing the community’s needs

and reorganizing services to meet those needs.

Finally, there is a realization that the process of change is having an impact on the

staff in the health departments as well as clients in the community. The agency director in

Alameda and the health director in Contra Costa have acknowledged this in public and in

* *
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writings to the staff themselves. Contra Costa health director noted the continuance of

professional committees that would allow public health nurses to continue to function

most effectively. In each of the health departments, public health nursing director

positions continue to exist. While they may not be the head of a public health nursing

department, the directors continue on staff to address the public health nursing

professional issues that arise. All county department directors as well, have stressed the

importance of collaborative teamwork and building strong public health workers who

contribute to the end result.

The impact on clients is not defined specifically. However, it is noted that the

movement toward a more collaborative relationship with clients is emphasized as well as

the focus on assisting clients to assume more responsibility for their own health. This is

stressed not only at the individual level but is also noted at the community level. This is a

different approach from the past, where public health workers tended to assume more of

an expert or advocating role in the community. Now, inter-relationships, as they are

called, are encouraged with the sharing of responsibility, or partnering, becoming the goal

of the departments.

This section has therefore, described the evolving structures where public health

nursing is practiced and where participants for this research work. Once more, it is the

context of their environment that is moving and developing and influencing their

perceptions of what is transpiring. What is written here is taken from the public health

departments’ documents. What will follow will be the voices of public health nurses as

they describe their experiences in this transforming environment.
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Sample

Twenty-one public health nurses from three San Francisco Bay Area Public Health

Departments participated in the study. Nursing directors, supervisors and staff public

health nurses from a pool of public health nurses from each of the county health

departments were invited to participate in the study. Inclusion of nurses from the three

areas of practice provided the opportunity to gather data from different perspectives, thus

providing a richer database.

Requirements for inclusion in the study were based on participants’ willingness to

be involved and five years experience within their respective public health nursing

departments.

Selection

Purposive sampling was used. Some of the participants were identified, as they are

public health nursing directors at the county level. Public health nurses were informed

about the study by a letter to their respective public health departments followed by a

presentation at a staff meeting, where the proposed research, an invitation for

participation, and the selection criteria were delivered. Information on contacting the

researcher was given to all potential participants at that time.

After contacting potential participants by telephone, a consent form and letter to

confirm interview arrangements was sent. Although the original intent was to ask these

participants to identify others to select other respondents, based on the "need to collect

more data to examine categories and their relationships, and ensure representation in the

category" (Brown & Powell-Cope, 1991), this was found unnecessary because of the
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positive response. Sampling was also directed by the "logic and aim of the three basic

types of coding procedures . . . while being closely tied to theoretical sensitivity" (Strauss

& Corbin, 1990, p.180).

Human Subjects Considerations

The only procedure was the interview. Those who consented to participate in the

study were scheduled at their convenience for an interview that was intended to last 30 to

45 minutes. In many cases the interviews continued from 45 to 90 minutes. All

participants were offered the option of being interviewed at work or at another site of

their selection. A signed consent form was obtained prior to the interview that took place

in person. With the participant's consent, the semi-structured interview (open-ended

questions) was audiotape recorded.

Risks from participation were minimal; there was a potential inconvenience

secondary to interview. Participants were informed that they may refuse to answer any

questions and may withdraw from the study without explanation at any time.

There was a risk of loss of confidentiality. To reduce this risk, participant code

numbers were used in both recordings and field notes and no participants were identified

in written reports. Interview tapes and field notes were destroyed at the end of the study.

There was no direct benefit to the participants. The study will however, increase

our understanding of public health nurses’ transitional experiences within the changing

health care system. This information can be useful to public health nurses as they attempt

to articulate their practice to each other, as well as to other health care providers, and to

the public at large. It also can assist in the development of theory relative to the question.

*

- - - * *
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The consent form (Appendix E) for the public health nurses has been worded

accordingly. These were filed separately from the data in a locked cabinet. Each

participant received a copy of the signed consent form.

Description of Participants

Twenty-one individuals from three San Francisco Bay Area health departments

participated in the research. Of those, 19 were female, and 2 were male. Twelve were

Caucasian, six African American, two Hispanic and one Filipino. In response to their

marital status, five stated they were single, twelve were married, three divorced and one

widowed.

Having male nurses participating in the research was important as they provided

another voice that needs to be heard. This is also true of having a representation from

several ethnic groups. I was fortunate that nurses with different ethnic backgrounds were

willing to be involved. Although marital status of the participants was asked, it did not

have any specific relevance to the research. However, one might consider that at least

twelve of the participants had significant others in their lives that might or might not have

some impact on the nurses’ ability to move through a transitional period.

Ages of the participants ranged from 31 to 64 years of age, with a mean of 49

years. Age is important to consider when looking at several issues; what the person’s

socialization was like into the practice, how many changes have been experienced over

time, and what opportunities have been taken to keep up with the current thinking in the

field, to name a few. Age is also an important consideration when one contemplates his or

1"
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her future, especially when determining whether that future involves continuing years of

practice or retirement.

The positions the nurses held are difficult to describe because they are so varied.

Of those interviewed, three of them were directors of nursing, two were supervisors, three

were public health nurse generalists and the remaining fourteen had varying titles and were

assigned to specific programs. Those titles included coordinator, director, liaison, case

manager, and mental health specialist. Given the small number of participants and the

familiarity of the nurses of the positions in the health departments, I felt it would

compromise the confidentiality of the participants to individually describe their positions.

Their programs however, included Child Health and Disability Program (CHDP), Sudden

Infant Death Syndrome program (SIDS), Lead Poison Prevention, Homeless Clinic,

Tuberculosis Control, California Children Services (CCS), Healthy Infant Program,

Maternal Child Health (MCH), Mental Health, Communicable Disease Control, Early

Periodic Screening, Diagnosis and Treatment program (EPSDT), Healthy Start, and

Foster Children. The variety of positions in numerous programs was important as it

provided an opportunity to obtain various perceptions and experiences that these nurses

have had over time. Having these nurses from three different health departments also

allowed for a wider range of experiences.

Of special interest to me was the educational level of the public health nurses.

California requires that nurses practicing in official health agencies as public health nurses

have a public health nursing certificate issued by the State. This certificate is available to

nurses who have obtained their baccalaureates from accredited universities. It is also

*
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available to nurses who have degrees in other fields if they have met certain criteria. All

nurses in this study had a minimum of a Bachelors of Science in Nursing (BSN). Five of

the twenty-one (24%) education was at the baccalaureate level. The sixth nurse with the

BSN however, was credentialed in school nursing.

The remaining 16 nurses (71%) had post-baccalaureate education. Their graduate

education varied in area and completion. One nurse had one year in a masters of science

in nursing (MSN) program but had not completed the coursework, four were graduates of

MSN programs; three were currently enrolled in MSN programs, within Nurse

Practitioner specialties; and the remaining seven had obtained their masters degrees in

related fields. Those fields included Public Health, Public Administration and Psychology.

All in all, 52% of the participants held masters degrees. All directors and supervisors held

advanced degrees.

The advanced level of education is important because of the changing focus of the

practice of public health and the demand on the public health nurses to begin to address

their practices from a community level. The graduate education that these participants had

received, with the exception of the psychology major, focused on populations.

Interestingly, the three nurses currently enrolled in masters programs had chosen nurse

practitioner specialties. All stated that one of the reasons for doing so was that they knew

that this specialty would provide them with some opportunities in the future that they were

not sure they would receive if they stayed in their respective public health programs.

Since these participants were generally older, it would be expected that they would

have been in the practice for a number of years. The years that the public health nurses

º
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were in nursing ranged from 8 to 43 years with the mean being 25 years. Years in public

health ranged from 5 to 40 years, the mean being 20 years. If one compares the

percentage of years in public health to the years in nursing itself, it ranged from 15% to

100% with the mean of 81%. In other words, with a few exceptions, many of these nurses

have spent most of their careers in public health. Indeed, many of them have spent those

years in the same health department. The number of years ranged from 7 to 33 years in

the same department with the mean being 17 years. Of those, 15 of the 21 or 7.1% had

spent their entire careers working in the same health department.

Some of the questions I considered that were related to length of practice were

what kinds of relationships are built over those years, what types of changes have taken

place and how have they impacted the practice? As a result of these nurses having much

more experience than the selection criteria required, especially in length of practice, they

brought a much richer voice to this work.

Finally, the nurses were asked how many years they had spent in their present

positions. Four of the nurses (19%) had spent less than one year. That time ranged from 2

months to 10 months. Seventeen nurses had spent from one and a half years to twenty

two years in the same position. With this response, they were very specific as to portions

of a year, with many stating “one-half” as part of their responses. Of these 17 nurses,

48% had spent five years or less in their positions with the remaining 52% between 8 and

22 years. Therefore, approximately 67% of the nurses had spent five years or less in their

respective positions.
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The major restructuring that took place in these health departments all have taken

place within the past five years. The public health nurses provided valuable information

about their experiences given the length of time that they had worked in their respective

departments and the representation from both those who have changed positions and those

who have not. Adding to the richness of the data was the involvement of nurses who had

experienced change within the past few years as well as those who had recently

experienced change.

Data Collection Approaches

Data collection involved a demographic data sheet and the interview guide. Every

participant was asked if they preferred to be interviewed during or after working hours.

All chose to be interviewed during the working hours, in person at their work site. Each

participant arranged where the interview took place. All interviews were tape recorded

and transcribed, and both the demographic data sheets and interviews were identified by a

code.

Instruments

1. Demographic Data Sheet (Appendix C)

Each participant was asked to complete a brief demographic instrument

eliciting background information.

2. Interview Protocol (Appendix D)

A semi-structured interview guide developed by the researcher was

developed to interview the participants. A similar guide was developed during a

º,
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previous study conducted by the researcher (Kelly, 1993) and was the only º

instrument used.

Procedures *

Following the presentation of the purposes and procedures of the study as

determined by the informed consent process, the gathering of the demographic data and

the conducting of semi-structured interviews of the participants took place.

The interview process took place as previously described. Scheduling for

interviews was at the convenience of the participants, in privacy in a place agreed upon by

the participant and researcher.

Analytic Procedures

The process of analysis using a constant comparative approach is difficult to

~
*describe since it is not a linear one. Instead, the researcher works within a matrix that

allows the process of coding, categorizing and concept formation to be generated, while *.
º,

interviewing continues. The process can be explained as a transactional system that allows º

for an analytical examination of the interactive nature of events. Memoing, in the form of ! 3

field notes, theoretical and analytical memos, and diagramming, preserves a paper trail that ■ º Y

evolves, develops and changes over the course of the research. The process itself traces |
conditions, actions and consequences over time, providing the analyst a way of accounting *

for or explaining change (Strauss & Corbin, 1990).
-

Much of the difficulty in moving through the process is managing the enormous º
amount of data that is generated by using this methodology. As the continuing moves |
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took place from computer to hard copy, then back again with memoing, it was necessary

to take time to filter the information. Meeting with my committee also allowed for

expanding my thinking and then being able to move ahead once more. Often, leaving the

work behind for a few days and occasionally rethinking a process helped with the

connecting the linkages and interactions in my mind. Finally, larger themes began to

emerge and the process that the nurses were experiencing became clearer.

Rigor

Issues of rigor and adequacy have been questioned in the qualitative field in regard

to assessing reliability and validity of scientific studies. Hall and Stevens (1991), in an

attempt to address these issues for qualitative research, proposed the following criteria for

consideration: (a) reflexivity; (b) credibility; (c) rapport; (d) coherence; (e) complexity, (f)

consensus, (g) relevance: (h) honesty and mutuality, (I) naming, and (j) relationality.

These criteria were used to assess the adequacy of this qualitative study.

Credibility

Credibility refers to whether the participants will recognize their own stories within

the research report. Wherever possible, the participants’ own stories were used in the

report. The evaluation of the researcher’s interpretations by the participants was used to

strengthen credibility.

Rapport

Qualitative inquiry attempts to create a comfortable atmosphere where sharing of

the participants’ personal experiences with the researcher will be possible. Rapport allows

for the interaction between the researcher and the participant to be strengthened.

: 5
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Attempts to establish a good rapport were made by finding a comfortable place for the

interview and beginning with collecting the demographic data. Evaluation of the rapport

was made by noting the ease with which the participants shared their stories as well as

their willingness to speak beyond the time originally allotted.

Coherence

If the research conclusions are grounded in the data, then one has coherence. Are

the conclusions made by the research consistent with the data, that is, are they consistent

with the experiences that the public health nurses relate? Memoing, constantly comparing

the patterns of response within the individual interview as well as between the participants,

assisted in the evaluation of coherence.

Complexity

The use of constant comparative analysis provides an opportunity to gather in

depth and rich data. It also allows for the diversity of responses and seeks out to explain

the variations of the themes. Analysis provided ample opportunities to examine the

complexities of the public health nurses’ transitional experiences.

Consensus

Although seeking out the complexity and diversity of experiences is the goal of the

research, it is the central theme and the core concepts that assisted in evaluating

consensus. Agreement among the participants supported this consensus.

Relevance

The central focus of the research is on the transitional experiences of public health

nurses in the changing health care system, an area of great concern for these nurses. As



90

stated earlier, given the lack of public awareness, the need for appropriate knowledge and

skills for practice, and the imperative for role clarification, it is hoped that this research

will help public health nurses and others to understand the practice better.

Honesty and Mutuality

It is assumed that information that is shared by the participants is about their actual

experiences. This study did not have any hidden agenda and there was no threat to the

participants. Public health nurses have been, in the recent past, responsive to the

invitation to tell their own stories. The Directors of the Public Health Nursing

Departments have supported that willingness by allowing access to their public health

nurses. Both the nurses and I had a mutual interest in having public health nurses’

experiences told.

Namin

It is important that the voices of those interviewed are heard and that the

experiences that they have are told in their own words. Wherever this is possible, without

compromising confidentiality, the actual stories were told.

Relationality

In addition to keeping a significant paper trail throughout the entire research

process, the researcher was involved in a seminar on qualitative work that provided a

forum to discuss the data and assess trustworthiness and authenticity (Sandelowski, 1986,

1991). Additionally, participants were asked if they could be contacted for further

clarification (Guba & Lincoln, 1990). Presentations in each of the public health

departments are planned for the near future.
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Reflexivity

The term “reflexivity” (referring to interviewers being part of rather than separate

from, the data) suggests that the researcher needs to be conscious of his or her own

insight and what their role brings to the process (Aamodt, 1983). Reflexivity, then, means

how a researcher creates and critically analyzes the data (Hall & Stevens, 1991).

Researchers doing qualitative work include their biases as data as well as recognize and

explain their impact on the data collection, analysis and reporting of their research. Every

attempt was made by this researcher to consciously recognize that impact in this study.

Reflexivity is an inherent part of all of qualitative work. In suggesting that

researchers need to be conscious of their role as actors and their own internal state,

Aamodt (1983) noted that observers/interviewers are part of, rather than separate from,

the data, and exploiting self-awareness should be used as a source of insight.

Furthermore, Hammersley and Atkinson (1991) suggested that reflexivity “requires

explicit recognition of the fact the social researcher, and the research act itself, are part

and parcel of the social work under investigation” (p. 234). We are, as they say, a

component of the social world we study.

The concept of reflexivity is fundamental to symbolic interactionism (Blumer,

1969). It must be recognized that we view ourselves and our practices from different

perspectives (Hammersley & Atkinson, 1991) and those perspectives must be

acknowledged. In addition, reflexivity is not far removed from theoretical sensitivity in

that both reflexivity and theoretical sensitivity acknowledge what the research brings to

the research process. The literature, our professional and personal experiences are seen as
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contributions to the process. Each can be used to compare and contrast the research data.

We must be aware though, that the prior information and experience we have, may be

erroneous. Not only that, the reflexive component moves us into the interactive realm

where the researcher must also be cognizant of how people react to the presence of the

researcher. All of this influences the research itself.

In addition to the assumptions delineated earlier, I questioned how my prior

knowledge and experience may have influenced the research process, my interaction with

the participants, their perception of me and what they think my expectations were of them.

It is true that our perceptions of what is happening is based on our prior

knowledge and must be acknowledged as such. My prior knowledge and experience is

fairly extensive in community health. As someone who was raised and educated in

Canada, I had the experience of living in a country where the basic tenets of public health

were part of the national consciousness. Most of my professional experience has been in

community health, either in practice or teaching. I have spent the last 18 years in

community health either as faculty and/or being involved in health policy in the community

itself. I believe fully in the vision of public health nursing as described by Lillan Wald and

have taught and practiced from that vision consistently.

This adherence to that vision has led me to be proscriptive in my approach. I have

had to learn from an interviewing perspective to allow the participants to answer the

questions and not to lead them. Important to the research itself was my constant

reflecting on my own concepts, assumptions, and expectations and including these

thoughts in my memos, as well as using it to compare data. I continuously and
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consistently attempted to be aware that the concepts and relationships that I was

describing were coming from the data. In the qualitative research area, constant memoing,

keeping journals, working with others who reviewed my work, and having the research

participants review the research report assisted in the reflective process. All of this had to

be done with a keen sense of introspection and honesty.

My relationship with public health nurses has been fairly close. My ease at entree

is an example of this. I spoke with three public health nursing directors at a recent

conference and they were willing to grant me access to their staff in each of their health

departments. All wrote letters of support for my proposal and arranged with staff to meet

with me so that I might present my proposal and solicit participation. All three directors

participated in the research as did many of their staff, all of whom volunteered by calling

me directly.

Several of my past positions may have had an influence on my relationship with the

participants. I was president of northern California Public Health organization that has a

large number of public health nurses from the Bay Area as members. I have taught some

of the nurses from these health departments. I also co-chaired the American Public Health

Association' Public Health Nursing Sections' centennial celebration. This event took

place in San Francisco and I worked closely with many public health nurses from the area.

With the exception of the nursing directors, I only knew one of the public health nurses

and that was only as an acquaintance.

I also am an academic who has played active roles in the community. I have

consulted with public health nursing directors and directors of public health over the years
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and, have been asked to support public health nursing by speaking on their behalf to health

department directors. Because of some of these opportunities, I have taken leadership

roles in public health nursing. I have been aware of this as I interviewed the nurses and

reviewed the data.

Reflexivity is connected to our vision of reality and how, through interaction, we

maintain that vision. The history of the practice, the women (there are now men in the

practice as well) who have been role models in the field, and the type of nurse I think it

takes to practice today, with all the changes and challenges in society, have contributed to

my very high opinion of public health nurses. It may also contribute to me having high

expectations from these nurses. Perhaps, not, since I base my opinions on those whom I

know in the field. All the same, it was important as I analyzed the data to be aware of

this.

The other issue I faced doing this research was that I was doing research within my

own culture. My knowledge about public health nursing is extensive. I do, as a result,

tend to seek solutions to presenting problems. My first major effort therefore, was to

move to a scholarly level of work where the focus was on learning about the participants’

experiences without trying to solve the problems. I was advised by a wise colleague to

simply try to listen and be honestly interested in the participants’ responses.

Also, acknowledging that I brought an academic value system to the situation was

important, in that it was highly judgmental. This was important because I had a

perception of public health nursing that changed, as I became involved in the research. In

fact, I found that as I moved through the analytical process, I came to appreciate public
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health nursing from a different perspective. The process opened me up to ideas and

concepts that I had never before experienced.

The reflective process is a continuous one, one that I was involved in from the

beginning of writing the proposal, to completing the writing of the dissertation. It was an

exciting and exhilarating experience. I not only learned much about others throughout this

process, I learned a great deal about myself
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CHAPTER FOUR FINDINGS:

TRANSITIONS IN PUBLIC HEALTH NURSING

Introduction

This chapter describes the transitional experiences of 21 public health nurses, as

viewed from the context of a continuously evolving health care system. The public health

nurses described their perceptions of transitions at the organizational level, the

professional level and the personal level. Within these levels the transformation of health

care, the reshaping of public health nursing work and personal transitions took place

(figure 1, p. 97). Each area does not have explicitly distinctive boundaries and

consequently, many of the aspects of each process could apply to all levels. Therefore, the

resonance reverberates as the layers of transition appear and the players in the transition

multiply.

The processes that these nurses experienced are distinct, yet similar. Given the

different environments that they worked in, the influencing factors that they encountered

and their expectations of what the practice should be, each had an individual experience to

share. Each is valid on its own right. Nevertheless, we hear each voice as part of the

whole story as common themes evolve and shared experiences are revealed.

The context of these experiences was part of the interplay of events and forces that

served as a catalyst to the changing work, knowledge demands and resulting process of

transitions within public health nursing. Although the data will be presented in a linear

fashion, the interrelationships and interdependence of the process do not follow a linear
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Figure 1. Transitions in Public Health Nursing
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course. Through the voices of the public health nurses, I will trace public health nursing's

journey through the restructuring and refocusing of the respective health departments; the

impact that this has had on public health nursing work; and the public health nurses’ ability

to address the changes and move forward, as they protect aspects of their practice and

find possible new futures for public health nursing itself

The Transformation of Health Care

The transformation of health care was described by the public health nurses in

terms of the evolving health care system and the reorganizing of the public health

departments. As shown in figure 2 (p. 99), within the process of physical restructuring

also came the issue of participating in the process. Webster (1984) notes subtle

differences in the terms “transformation” and “evolving.” Transformation refers to a

change from one form to another. Evolving means moving from a simpler form to a more

complex form. Whether the developing health care system is more complex than in the

past is yet to be seen. The nurses however, described the new system as being so.

As the nurses indicated, public health nursing has long been practiced in an

atmosphere of continuous change as the result of diverse needs of the community,

allocation of funding, and often, the current philosophical and political approaches of

administrations and decision-makers. The nurses noted that major changes in the last few

years, however, have been taking place that not only directly affect the ability of those in

public health nursing to provide services to the community, but also affect the overall

scope of public health. As part of the changes in the health care environment, they saw
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Figure 2. Transformation of Health Care
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both the private and public sectors sharing responsibilities for various public health

services. Also, at the same time, they noted, the developing managed care systems are

beginning to absorb many of the primary care clients previously served by the county

health departments. As a result, they described a blurring of the differences between the

public and private sector.

The nurses spoke of the refocusing of both sectors. Several voiced their concern

that the private sector has increased its influence on health care delivery by restructuring

health care under the guise of improving access to care, cost effectiveness and providing

quality care. In turn, they stated that the public health sector has set goals of restructuring

to provide community focused preventive care, access to primary care, cost containment,

streamline internal networks and protection of client services for those who are at risk.

The other difference seen by the nurses was in the client populations. Private

sector services are being refocused on individuals who are insured by specific health plans.

However, the nurses saw the public health sector moving to a more community focused

vision, while still taking responsibility for those not fitting into the newly designed

systems.

These changes, both in the larger health care environment as well as in the local

health departments, are having an impact on the personnel who work in the health care

arena and the clientele served. Specifically, as public health departments have undergone

restructuring, these changes have impacted the public health nursing staff and their work.

These changes are described by the nurses in the following section, as they speak of their

concerns about the health care system, as well as their experiences as local health
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departments have gone through bureaucratic restructuring. In addition to comments

about the process of change itself, these concerns are expressed as both frustrations and

opportunities. Frustrations were often associated with the loss of resources, the

restriction of some programs that the nurses work in, the inability to have a sense of

control in the process, and the threat of being replaced, either by other people or other

programs. Opportunities included the ability to expand practice, take on new work and

create new relationships. Also expressed was the concern for the future of public health

nursing itself as the reorganization of health care continues.

The Evolving Health Care System

According to the public health nurses, fluctuations in health care delivery are an

expectation of those in the field. As most of the participants have had lengthy careers in

public health nursing, the nurses have first hand experience of those fluctuations.

Although they acknowledged feeling differing impacts from changing policies and funding

allocations over the years, two recent events were noted as having greater consequences

to public health nursing. One event in the early 1980s was the passage of Proposition 13.

The second and most relevant event was the recent evolution of the managed care delivery

system.

Proposition 13 was a California initiative that put limitations on revenue from

specific categories of property taxes. As a result, state revenue was sharply cut with the

resulting resource impact on state and local governments. As the nurses described

Proposition 13, they noted the passage of it resulted in less money being available to

counties for their health programs. For some of the nurses, this was the first time that
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public health nursing positions (and as a result, client services) were jeopardized. The

reduction in revenue has continued over the past 15 years and with that reduction, the

nurses noted that cuts in services to the community and loss of public health nursing

positions have accelerated.

This change in funding was addressed by one director, who spoke of public health

nursing’s past as being “resource rich.” Since the implementation of Proposition 13,

public health nursing has continued to feel the impact of the diminished resources. Now,

she explained, public health nursing is resource poor. Not only is funding unstable, but

because of how funding is channeled from state to local health departments, some

departments compete for resources.

With the passage of Proposition 13, the impact on one public health nursing

department was viewed by its staff as having serious consequences. As one of the

county’s general fund programs, the public health nursing department competed with

other departments for the limited resources. Following the passage of Proposition 13,

budget cuts to public health nursing would have resulted in over 75% reduction in staff

and services. As a result, the nurses organized themselves and generated support from the

communities. As one nurse stated,

At that point, we kind of felt like we had nothing to lose, but became very involved

politically and from a public relations point of view and, I mean most of the people

were going to go out the door any way, there were only going to be 12 public health

nurses left and so I was kind of part of a group that just said, you know let’s go for it,

let’s really educate all of our leaders as to what public health nurses do and see if we

-- . -----
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can get this changed somehow and we set-up a legislative committee, we set up a

public relations committee, we did some press conferences, we did many different

things, met with Board of Supervisors members and tried to educate them on what

public health nursing was doing.

This action was in direct response to the political and fiduciary changes that were

taking place within the state. In the end, not only were the nurses able to save a large

percentage of the services, they developed new relationships with each other, their decision

makers and the community members. In addition to becoming more “administratively astute,”

they learned to negotiate as a whole, develop funding innovative sources, and translate state

policies to their local level. The experience has had lasting effect as the nurses continue to this

day to inform each other, the community and especially, their Board of Supervisors of their

concerns and needs, working at the many levels to garnish support for public health nursing.

The second and most recent event that the nurses saw as having a great impact on

public health nursing was the evolution of health care from the private, fee for service

model of care delivery to the now emerging, managed care delivery systems. In the past

fifteen years, the rising cost of health care had resulted in the call for health care reform,

especially from the U.S. Congress. However, with the rejection of a federally directed

national health program, the private sector took the initiative to redesign health care

delivery, but with profit being the motive. Consequently, not only did the system change,

it changed rapidly, transforming both the delivery of primary care services to individuals

and public health services to the community. For many in public health nursing, it was a

time of awakening.
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The nurses spoke of the constantly redesigning and developing changes being

made in health care and their reverberating effect on the health care delivery system, health

care personnel, and clients as well. Changes in a solid financial base as well as suspicion

of the motives of the new financiers added to the uneasiness. Described by one nurse as

“the domino effect of chaos,” she spoke of the resulting sense of discomfort and

vulnerability that goes with being in the middle of something out of control. People in

other community agencies, as well as other professionals that the nurses were working

with, were also feeling the impact of the changing system. One nurse described the

physicians in her county as “running scared” since they were really did not know what the

future held for them.

Many in public health nursing simply accepted the evolving system as the context

in which they practiced. There was an acknowledgment of the changes and in some cases,

a sense of apprehension about the future of health care delivery. In other cases, there was

a feeling of anger and mistrust of the new systems by some of the nurses. The target of

their feelings were those in the private sector who put profit before the needs of the

patients with the resulting denial of services. Feeling very protective of public health as

well as being protective of her clients, one nurse stated:

We are all here to help one another out, but you want to be able to save Public

Health from these vultures who are trying to do it for a more selfish motivation

versus an altruistic motivation that I think a lot of us have. You know, I see that

happening with HMOs, you know. Where people are being denied access to care
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or access to certain procedures that may help to improve the quality of their life

because it is “too expensive and we don’t cover it”.

Another nurse had examples of clients being denied access to care because of lack of

insurance:

On my practice, I would say that I have become more aware of the, I call it the -

dumping syndrome, or people getting shuttled out of a private health care system
--

º º:

and pushed toward the public health system, if they are unable pay or if their º
insurance is running out. It seems that is something I have been aware of all along, –
it just seems the frequency is feeling of increasing and I don’t know if that is just a º:

heightened awareness or whether that really is. I have had a number of cases like
º

º

that. We have done what we need to do, they don’t have money to pay or their
==

insurance out, they are yours.

The nurses also criticized the profit-focused, private sector as being uncaring,

insensitive and unable to provide the specific type of services to the vulnerable populations

that public health nursing had previously served. Given the cultural diversity and high risk

of the clients that the two systems shared, concern was expressed that those in the private

sector would need patience and persistence in dealing with this special population.

Within that concern was a sense of proprietorship, based on the experiences that

staff was having in accessing the new systems. The nurses felt protective of their clients as

they attempted to interact with the developing systems. For some public health nurses it

was becoming increasingly difficult to get clients into services. The nurses saw the needs

of their clients as different from the middle class patients that the systems had been
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developed to serve. Often the issues of transportation, or being unable to take time off

from work, made it impossible for clients to keep appointments in a system that was

designed for a different level of working class. According to the nurses, no

accommodations were being made by those in the developing systems to meet the needs of

this special population. In fact, consideration was being given by nurses in one health

department to “take back” some of the services.

At the same time, all three health departments were selected to participate in the

Medi-Cal local initiative that would have the public sector competing with the private

sector for primary care services. This, in essence was the replication of the very system

that the nurses saw as uncaring and simply focused on saving money.

All the nurses, however, did not view the transformation of health care so

critically. In fact, many saw it as an opportunity to work with the private sector in new

and innovative ways. This was an opportunity to expand services into a community that

they had not previously been able to reach thus improving the quality care for a larger

population. Recognizing that many of the areas that public health nursing was focusing on

crossed economic lines, these nurses saw the opportunity to reach out into a different

community of providers as well, with the intent to build a stronger and more effective

professional network. Much of the emphasis was on collaborating with the community

providers and agencies to develop the preventative component of practice that had

previously been ignored. Another emphasis was on the strategizing and planning for

services that cross economic and cultural barriers. To attain these goals however,

required a change in the way public health departments, and public health nursing, did

- |
- * ***

º
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business. To meet that end, public health departments deliberately underwent strategic

planning to change the organizational structure and delivery of care.

The Reorganizing of Public Health Departments

The reorganizing of the three public health departments was, as noted earlier, a

direct result of decreased funds and changing needs, as well as the attempt to stay viable in

the evolving, competitive health care field. It also was dependent on the prioritizing of

community needs and the redirecting services to meet those needs. Each of the public

health departments went through extensive reorganizing which marked noticeable changes

in how health care was delivered in the community. One nurse described how extensive

the changes were and how the whole concept of health care delivery was influencing all of

health care, especially the public health department.

Basically reorganizations before were more internal, they were more issues and the

politics of and the internal structure, but I think that everybody somewhere always

knew that somewhere there was a reserve for money and it was more of internal

changes and reorganization, this time it is not internal, it is nationwide and the

issue is - before we kept it - the structure never really changed before, it was still

there, but we just reorganized internally. We just shuffled around and renamed a

program, that is all we did was renamed a program and said you are now at this

unit and stuff, but we really didn’t look at - nothing really changed to me. It was

just a new label for the way we did things. We practiced the same way we had

always practiced, nothing changed. We just maybe shuffled some people from

South county to north county, changed the title of what we were doing, but the
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practice didn’t change, it was always the same and there was always a thinking for

all of us that there was, “Yeah, we'll get out of this”, they always say that every

year. Well, it hasn’t been that. The structure and the change went nationwide, it

went beyond us, it was not an internal change, it was a change that is a whole

umbrella and we are just part of it and we had to do the adjustments and it is

different, very different.

These differences were described by the nurses not only as the physical

reorganization of the health departments, but also as the impact of this restructuring

process, noting the changing relationships that developed and the resulting effect on the

clients in the community. It is this interplay between the descriptions of the physical

change and the public health nurses’ experiences that will be described in this section.

The Physical Restructuring

Overall, the reorganizational processes in each health department was initiated

between two and five years ago, in response to the changing demands of the environment

and is continuing today with the preparation to become fully integrated into the Medi-Cal

managed care initiative. At the time of this writing, all three health departments are now

at different stages of integration. Two are somewhat involved in the process while one is

still waiting for the system to commence.

According to the nursing directors, each health department has reorganized in an

attempt to provide public health services to the community in individualized ways.

Although each emphasized its own priorities, all three health departments appeared to

3 | ".

º. º
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focus on improving access to care, moving preventive services into new communities, and

developing new partnerships at the community level.

As the nurses described the reorganization of public health nursing, each health

department’s uniqueness was apparent. In one health department, all nurses moved into

programs, after the dissolving of its public health nursing department. In another, a small

group stayed in general field practice with the remaining nurses moving into specific

programs, again after the dissolution of the public health nursing department. The third

health department continued with a public health nursing department but moved several of

its nurses into program specific areas. Each health department became part of a larger

system of health and hospital services and as was mentioned earlier, was either preparing

or participating in the Medi-Cal managed care initiative.

The impact of reorganization was experienced differently by the public health

nurses in each health department. The physical reorganization had less impact on the

nurses from the health department where the public health nursing department stayed

intact. As one nurse described the change, she said, “public health nursing has, I think,

pretty much stayed the same.” What she did speak to was the fact that people were

physically moved with the resulting crowding in the facilities. Her director, however, did

note changes. She expressed concern over the loss of staff and revenue in the

reorganizational process, which resulted in less public health nursing services to the

community.

In the other departments, the reorganization process was described in a more

personal way by the nurses who used terms such as “separation” or “when we separated,”
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“split” and “being dissolved.” Some of the nurses expressed a sense of personal loss as

the public health nursing departments were either dismantled or nurses left for other

programs. Much of this sense of loss resulted from the nurses wanting to continue their

relationships with their colleagues as well as a desire to continue to be part of a

professional department. Additionally, many of these nurses had worked together for

years, sharing not only their professional experiences, but also their personal lives. These

relationships sometimes were not continued as nurses became involved in their new

program areas and as, in some cases, nurses were physically moved to other sites within

their county. In fact, one nurse described being separated as “being reorganized into their

own little cubby holes.” That sense of isolation was also described as being on “different

planets.”

For some, there was a sense of anger and being dehumanized as the reorganization

process took place. One nurse stated that they were “changed into sections, into

departments” while another described the process as being “divvied up.” Although

choices were given to some of the nurses as to where they wanted to practice, not all were

happy with the results of that choice.

In addition, the directors’ of nursing relationships to their staff changed. One

director retained the title and responsibility of director of public health nursing. However,

she had only a professional relationship with the other public health nurses who worked in

other programs within the health department. Another director lost all line of authority

and budget control. In the third department, in what was called “a political move” by

some of the nurses, the position of public health nursing director, as well as nursing

* - * *-

- *****
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supervisors, were deleted with the dissolution of the public health nursing department.

With reorganization, the position of program director and director of public health nursing

were shared. This director worked with the other department directors who were nurse

managers. As such, the lines of communication changed as well as lines of authority.

There was also a great concern voiced of the nurses’ desire to continue a close

working relationship with the nursing directors. Because of the new configuration of

programs and authority, many of the nurses reported directly to their program managers,

many of whom were not nurses. As a result, new relationships developed between the

nursing directors, the program managers and the nurses themselves. One director stated:

It has been working with those division directors around how do they see the

nursing issues being addressed, what process would work for them, what process

is going to work for the nurses who are very adamant that they wanted some

assurances that the nursing director still had responsibility and authority for those

a■ CaS.

In addition to the changing relationships, the public health nurses were

experiencing physical moves within the health department. For those moving into

programs, the reaction was mixed, depending on the program itself. One program was

seen as extremely restrictive and unchallenging by many of the nurses interviewed. Often,

nurses described programs as “limiting” if they focused on specific disease entities, or only

one member of the family. A nurse who felt challenged in that department, was also a

part-time coordinator in another program that provided her with other opportunities.

Another nurse spoke of the isolation of a program:
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When they changed the program in 1992 they had us stay in more and do more

things over the phone or have the clients come in here to see us. It was more of

the aides at this point that are going into the community then we are and I think

that is sad because we need to have a presence in the community versus you know

that we are out there versus the client always has to come to the clinic for

everything.

The results of the restricted programming were also seen as having an impact on

the clients (or as one nurse called them “innocent bystanders”). Some of the nurses felt

that the programs did not address the clients’ needs, as they became consequently caught

in a downward cycle of inadequate care. Instead of developing programs which were

need based, they said, programs were being developed which were funding based.

For others, moving into programs provided the challenge that was missing in prior

work. The restructuring of these programs allowed for a variety of new experiences such

as collaboration with the larger community and working to build community capacity.

Nurses in these programs found that they had an opportunity to expand their practice as

well as develop a more autonomous role. Creative funding allowed for developing new

positions for nurses in these programs, sometimes by sharing the cost and the position

with other agencies in the community. For these nurses, the ability to work at the

community level was seen as providing a better service, not only because of the impact on

the larger community itself but because of the cost effective nature of the practice.

Two of the nurses who still practiced in a generalized field also continued to feel

positive about their positions. Another nurse generalist however, spoke of having less
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work in the community, as those from the other departments, as well as community

agencies, took over what was seen as potential public health nursing clients.

As restructuring evolved, the nurses noted that staff mix was changed. In some

instances, attrition allowed for fewer nursing positions. In other situations, potential

nursing positions were replaced with other paraprofessionals or health care workers. In

the past, they said, public health nursing services had been criticized as being expensive

and not necessarily cost effective. Therefore, administrators decided that several of these

services could be preserved or expanded, if some of the public health nursing functions

were provided by less skilled, and therefore, less costly practitioners. The major threat to

public health nursing was seen, as a result, as the less expensive community health worker.

The threat of being replaced by the workers was voiced many times, especially nurses

who felt stymied by their present positions.

The model of public health nursing and the community health workers’

relationships varied throughout the three health departments. Figure 3 (p. 114) shows

these relationships as described by the public health nursing directors. According to one

director, only the department with the public health nurse generalist practice had a long

history of working in concert with the community health workers. Although the other two

departments had community health workers, they either worked independently of the

public health nurses or worked as part of a team. The relationship between the

paraprofessionals and the public health nurses will be discussed in more detail in the

section on protecting professional turf.

- * *
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Figure 3. Public Health Nurses’ Relationships with Community Health Workers
Department One: Working Together

Public Health Community
Nurses Health Workers

Department Two: Working Independently

Public Health Nurses Community Health
Workers

Department Three: Working as Part of a Team

Public Health Nurses

and

Community Health
Workers
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Other paraprofessionals who were identified as replacing public health nurses were

the case managers, whom one nurse described as “just kind of outreach workers.”

Inasmuch as these individuals posed a threat to public health nursing positions, in some

cases, it was acknowledged that the new case managers were more skilled at their work

than some of the public health nurses.

The loss of positions or “downsizing” as it was called was described as a constant

threat and frustration. With resources tightening, nurses found their work increasing as

staff or positions were not replaced. They stated that the needs in the communities,

because of increasing incidents of homelessness, TB, and drug problems, as well as

agreatly expanding culturally diverse community, were putting more demands on public

health nursing as well as the public health department itself. While all this was happening,

staff was growing smaller. The unrealistic caseloads that some of the nurses were carrying

was noted by a nurse who cases numbered 2100 children. Another nurse, who was

leaving the practice, referred to the problem by commenting:

Our patients are coming in with more problems of substance abuse and

homelessness. Some are having to deal with that, aside of the managed care.

Trying to fit in high patient load when we have a low volume of personnel nurses

and the public health aids and then how I ended up here was that Healthy Start

downsized. We used to have two nurses per side and they eliminated one nurse

and I don’t see how in the world she is doing the work of two nurses, so that is

how it has directly affected me. Different programs -- I guess Healthy Start was

the first program to downsize, it really hasn't affected us as of yet, and hopefully it
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won’t, but basically it is just like all the other institutions they are giving more

work to one individual that two people may have done.

In addition to the increasing caseload, nurses worried that public health nursing

itself was disappearing. With the continuing cuts in staff, and the replacing of nurses with

other health workers, nurses expressed concern over whether there would be enough

nurses in the future to continue the practice. As one nurse described the situation, she

stated, “the actual number being reduced, the division itself being eliminated, and people

being kind of divided up into different areas, so it seems that it is dwindling away.”

One exception to this threat of downsizing and disappearing was the description a

nurse gave of her program that focused on the needs of disabled children. Given support

from the pediatricians, and activism from families, communities and public health itself,

this program had grown in size and financial security. She spoke to the fact that much of

the changes that were taking place did not directly effect her because of stability of her

program. She understood and empathized with the others but felt removed from the effect

herself. The previous scenario was more common and was the cause of much anxiety.

In spite of the anxiety, the downsizing and the separating of nurses into different

programs, hope still surfaced. As one nurse commented about her public health nursing

colleagues:

I am optimistic, I am. I just -- I can’t see them -- it’s like with the hospital nurses,

you can wipe them out, but you’re going to end up bringing them back and I see

that turning around and I see nurses coming back and hopefully being stronger

than they were when they were kicked out, you know. One nice thing about this

* * * * *-
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group of nurses, they will stand for each other and stick together and that is

something I did not see in the hospital and one of the reasons we felt that we were

separated out, because this group will stand up and fight once upon a time, but you

move everybody out so that communication isn’t there and you have them in

individual programs, it makes it tough.

Participating in the Process ... – º –
• * ~ * -

Involvement in the reorganization process differed according to health department
-
-

and level of practice. It also differed according to how the nurses felt about their present º-
–

positions. Much of the anger and frustration felt by the nurses came from not being

included in the reorganization process. Two of the three nursing directors were directly

involved in the past and present reorganizing, because of their positions. The third nurse

director was appointed at the time of the reorganization, becoming involved in the process

because of her position. Supervisors in the two health departments where those positions

survived also participated in the process. Staff public health nurses’ ideas also were

shared through the hierarchical structure in the health department where the public health

nursing department survived. Updating on the reorganization was presented to them at

an annual public health meeting. As a result, “feedback” was offered by the nurses, which

in turn, became part of an ongoing dialogue.

For those staff nurses who felt they were not included, feelings varied, from being

totally excluded in the process, to that of their input being “an afterthought.” One nurse

stated that she felt public health nursing was “carved out of the picture” and therefore,

decisions were made without the necessary nursing input. Several nurses were concerned
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about the lack of their colleagues’ interests in being involved in the change and noted what

they called the “general apathy” of some of their peers. One nurse expressed a concern

that “the open door policy” of being included simply meant that ideas that were shared

went through an open door, never to resurface again. At the same time, being able to be

heard, or as they said, to “have a voice,” was of utmost importance to the nurses, in order

to influence the process as well as the outcome.

For those who were participated in the reorganizational process, and those

generally were public health nurses in the management level, there still was a feeling of

being excluded from the most recent decision making process. It was noted by a director

that decisions are now being made at a much higher level than the public health

department itself. That level involves a public health authority, which includes multiple

partners from both the public and private non-profit sector of the community.

Other nurses spoke of their involvement from their own program level.

Recognizing that they were not being involved at the department level, they spoke of

taking the opportunity of being involved in activities that helped plan for the future of their

programs at the state level. One nurse stated:

That program gives me an opportunity to interact with the State Department of

Health Services, which usually doesn’t happen at a county level program. Public

health nurses usually interact with the program directors and then they may

interact with the State, but in this role I am able to interact directly with the

Department of Health Services to look at issues, so yes. But -- and also because
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of the opportunities to be on State coalitions and councils that has given me an

area to have a voice in terms of changes ....that little program.

Another nurse, a supervisor in the county with the public health nursing

department, noted that many of the planning responsibilities that previously had been the

responsibility of middle managers had been shifted to the supervisors. This proved a -

challenge to the supervisors in addition to the increase in workload they were - ... -- as
_ " - - - -º

_* **

experiencing. It also provided an opportunity for the supervisors to be part of the -:
-- a---

- - -
.*reorganizational process. -º-º-º:

The nurses reported that decisions being made by other persons than public health

professionals had increased with the move to reorganize. In two departments, the nurses

spoke about non-medical decision-makers taking over leadership positions and making g
decisions in the area of public health. Much of their concerns were that the decision

makers were focusing on “the bottom line” as opposed to the changing climate of a

diverse community with increasing needs. In another instance, past public health

leadership was described as being weak. One nurse noted that the nurses within her

department had a “lack of trust” in the top administrator, as the nurses felt public health

nursing issues had not been well represented by this individual.

Feelings about public health nursings' voice being heard during reorganization

varied. There was concern by some that public health nursing generally was not well

represented at the table. As a result, there was a “lack of confidence in leadership” being

voiced by some and a feeling of public health nursing “being impotent.” Others praised
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the leadership of their immediate nursing directors, feeling comfortable with their

respective leader and crediting her with being supportive of the nurses.

Whether the public health nurses participated in the process or not, being

supported throughout the process was identified by all of the nurses as an important issue.

The nurses recognized the importance of not only having the leadership be supportive of -

the nurses, but also having the opportunity to work within a supportive atmosphere. " ... --

----

Some of the nurses looked to each other for that support, some looked inward and others -
** *****

- - - - - --

looked to their superiors. One supervisor addressed the issue directly as she noted that --

the administration, though having promised to do so, was not supporting staff in the area º

of orientation. One director acknowledged that there was a need for supporting the staff ...”

and she realized that not much of that had been done. On a personal level, the lack of

cohesiveness amongst the nurses themselves and the issue of “infighting” were identified

as continuous problems.

In contrast, there were areas of support noted by the nurses. Several of the nurses

commented on how supportive they were of each other. One of the nurses who had

moved into a program with a non-nurse director spoke of the mentoring that she had

received. Two supervisors felt that they were giving a great deal of support to their staff

One of the directors had very aggressively organized continuing sessions that all staff was

able to attend. Even in a time of tight moneys, she was able to “squirrel away” funds so

that this process could occur. Her ultimate goal however, was for the nurses to look

inward and be able, through a more autonomous and professional view, to provide their

own support. Another director had incorporated a continuous mechanism of staff
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involvement which, not only provided the opportunity to be involved in their futures, but

also allowed for what she called, helping them address “what we need to do to pull

together.”

The Reshaping of Public Health Nursing Work
sº sº.

As the health care environment changed, and the public health departments
-

º:

attempted to reorganize, public health nursing work also became modified. These -----,
****

modifications however, were not singular in either process or composition. Driven by

funding and the goals of each health department, public health nursing work changed

considerably. Once a fairly singular design, the work now being practiced varied

extensively.

In the previous section, the nurses spoke of the impact of the changing health care

system and the physical restructuring on their work, whether they practiced in a public

health nursing department or had moved into a specific program. What was not addressed

was the evolution of their work and the continuous process of learning new skills and

knowledge. These two areas will be addressed in this section. Figure 4 (p. 122) depicts

the major themes that developed from the nurses’ description of their work and learning.

First, the nurses spoke of how their roles were fluctuating, how autonomy in the

practice had changed and how there was the continual need for flexibility. They also

spoke of how they dealt with the uncertainty of new experiences. Recognizing that they

brought their own perception of public health nursing to the discussion, they spoke of their

past experiences, which were described by many, as traditional work. This work was, they
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said, the work that a generalist public health nurse would do. Some still do this work,

however, they do it with great attention to the changing environment and the possibilities

that presents to them. Others moved into what they described as specialty work.

Specialty work was defined as being program oriented. It also was described as

being restricted, focused, or expanded work. In addition, some thought was given to the

future as the nurses spoke of what direction they thought their work was headed.

Not only did the nurses describe the type of work they were doing, they also spoke

about the changing relationships with their colleagues and with their clients. Developing

partnerships were discussed as well as the recognition, at times, of a limited ability to

connect with newer community members. The old atmosphere of trust was not always

apparent as communities changed and, in some cases, a new atmosphere of suspicion had

taken its place. In contrast, others spoke of new partnering taking place, both with clients

and practitioners, at the individual as well as the community level.

Secondly, the nurses emphasized the need, not only for information about their

changing environment, but also for knowledge and skills to assist them with their work.

This continuing need included the professional responsibility of continuing education

(CE), as well as the need for new knowledge, given their changing work responsibilities.

The building of knowledge was often a combination of factors, through both experiential

learning and professional networking. Additionally, some elected to take other roads to

learning. This was done through formal education, not only to give the nurses options for

knowledge gain, but also, to allow them to develop skills to do different work. However,

whether they would want to continue, or would be able to utilize this new knowledge,

** * *-
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within public health, was an uncertainty. The academic system itself was also challenged to

address the issue of appropriate coursework.

The Continuous Evolution of Work

Public health nurses are familiar with transitions. Public health nursing work has

fluctuated over the past 100 years as it has responded to the changing needs of the

community. What the nurses described in this section was the fluctuations that have

occurred during their careers and how those fluctuations have impacted their work. They

also noted the changes in autonomy they have experienced as well as the flexibility that

was needed to continue to work in a practice where roles were continually evolving.

Fluctuating Roles

Generally, the nurses spoke about how their work had fluctuated over the past

several years. Much of the discussion centered on the movement of generalist public

health nurses into specialist positions as public health departments realigned their services.

A generalist was described as the public health field nurse, a nurse who practiced in a

particular geographic setting and worked basically at the family level of intervention.

Emphasis was placed on the geographical community being the client. The specialist was

described as someone who worked in a specific program with a particular knowledge

about a distinct area of public health. In some cases, however, generalist public health

nurses stayed in the same positions, but were able to also articulate the fluctuations that

had taken place in their work.

The fluctuations were not seen as moving in one direction. The move from the

generalist to specialist work was often seen as the narrowing of a larger and more varied

* * *
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practice to a more restricted focus, or a more concentrated area of work. In contrast, for

others, the move from the generalist to the specialist work was liberating as opportunities

for new work were realized. The comparison is seen in statements from nurses doing

different work now but reflecting on their past experience.

One nurse spoke of “having a variety” in her previous work as a generalist. That

changed with her move into the specialist role where she viewed her work as being

restricted and fragmented. The loss of variation in work was echoed by another nurse.

For the first nine years of practice I was a generalized public health nurse working

in the central part of the county and did everything from cradle to grave and some

prenatal care to hospice work, so it was a lot more divergent.

Another stated that moving into the specialist role was not rewarding, as it did not

allow the nurses to do a “public health nurse job.” The reasoning behind this statement

was that the new work limited the nurses to “focus only on getting children in for care” as

opposed to working with the whole family in the community. This limited scope was also

expressed by others. Describing past work as being “the best,” a nurse characterized her

present work as constrained and limited. As with others, the move to the specialist role

resulted in her feeling frustrated and being unfulfilled.

The move from being a generalist to a specialist often meant a more clinical

oriented practice. One nurse stated “that is very different from what I used to do. I used

to never work in clinics. But my TB work tends to be more focused just on tuberculosis.”

However, this nurse’s area of work was now county wide as compared to the past smaller

geographic area. The result was that the fluctuations of the work had now given the nurse
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opportunities to work from a larger perspective and overall view of the specific field. At

the same time, it was limiting because of the focus. This paradox was seen as both

efficient and inefficient as this nurse stated:

Overall I think generalized public health nursing is a more efficient way to do

public health nursing because you have the one person out there that can deal with -
**

a number of problems all at the same time. From the administrative point I could --
-- * *-

s **.
see where the programmatic might be more efficient, but I think there are other -

ways that could get dealt with better because the inefficiency was more of ** --

paperwork not getting turned in or communication not being real direct and I think
ºgº

* * =

that there are other ways that those administrative concerned could be corrected * *

º
and still maintain the generalized public health nursing º

What was not addressed was how effective either approach was for the client.

Given the number of years many of the nurses had spent within their respective

public health nursing practices, one would expect many fluctuations in their roles. One

nurse described her work as fluctuating several times. Beginning with a generalist practice

her work changed to the specialist realm. Even within the generalist practice, the work

fluctuated. Compared to her present practice she felt her work became less interesting and

less stimulating. However, she felt the constant change itself was stimulating. She stated:

Prior to this I worked about six months in the TB unit, prior to that I worked

about four or five years in what was the communicable disease unit, it doesn’t exist

anymore. They disbanded that specialty and made them generalized, but I was

working communicable disease and then they added TB into it too, so I was
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working all that. Prior to that, I was working a generalized case load, so I did the

lead, the antepartum, postpartum, seniors, the adult health and there was just

everything and it was, you never quite knew what referral was going to come into

your in box. As it turned out a lot of the referrals that did come in were all

pregnancy related, either antepartum or postpartum and infants up to one year is a

good deal of what those generalized case loads were about. I liked it for a while,

but then I would get really bored with it, so that by having these different changes

it has kept me much more interested in the job I do.

As with this nurse, the fluctuation of work from generalist to specialist provided

wider and more varied work for other nurses. The shifting focus to community focused

practice provided the opportunities, within some departments, for nurses to experience,

for the first time, work at the community level. This community work opened doors that

were previously closed to the nurses when they worked only at the family level. One

nurse spoke of empowering her clients in the past, but finding in the process, that the

providers her clients were coming in contact with had less knowledge than the clients

themselves. The move to the community level allowed for the nurse to work with the

larger community of providers to enhance their knowledge and skills. As a result,

collaborative arrangements developed between the nurse and other providers to look at

the larger issue of quality care.

For many of the nurses, working at a broader level of practice was something that

they had never before experienced. The move to a specialist position within a program

allowed for one to look at “a scope of work.” In other words, there was the opportunity
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to participate in a planning process, from the initial assessment stage to the final evaluation

of the process. Never having had this sense of overall perspective in the past, one nurse

commented on how her work could make an impact. She said that it “might make a

difference to reduce the infant mortality among the designated populations that we need to

meet.” Comparing this to her past experience as a generalist, she expressed excitement at

being a specialist and her new involvement at the community level.

Some nurses’ roles did not fluctuate in the same way. In fact, they saw no

fluctuation to specialists’ work, as they continued to practice in the same generalist

positions. What was noted however, was that there were fluctuations in their generalist

work based on the changing clientele and threats to the community’s health. Nurses

voiced concern that the diverse communities that were now being served changed the

relationships with the nurses within the field. Prior trust of the staff was now being

challenged and as a result, client cooperation had lessened. Altering the practice has been

necessary to meet these challenges. This area is discussed further when the nurses speak

about the adapting of traditional work.

Changing autonomy. Public health nursing has, according to the literature and

other public health nurses (Kelly, 1993), become a more autonomous practice over the

years. For some of the nurses in this study, the move to the specialist role expanded that

autonomy even more. For others, however, it did not. The most important factor

determining autonomy was the constraint of the program itself. Another factor was the

supervisor of the program. The nurses who described having more autonomy spoke of

having the authority to make decisions and take the initiative to move ahead with those

-**

- -, -º

* = -- sº

- * *

--
=º-º

-- * *

sº

2
.***



129

decisions on their own. For some, the relationships with the supervisors changed, in that,

in the past, there was close supervision of the generalist nurses in the field. Now with the

move to the specialty areas, there was less regular contact with many of the supervisors.

This was true for nurses in both generalist and program areas. The nurses were left to

work with their colleagues in more collaborative and peer level relationships.
-

-

This varied however, according to program. In some areas, that hierarchical ... -- †:
- - -

oversight was still strong and even the autonomy they had in the past as a generalist, º

where they made decisions out in the field, was removed from them. Whether or not it

was the particular supervisor who limited their autonomy or the particular limitations of

the program, or both, was not clear. Whatever the cause, at times, the result was a sense

of frustration and even anger, and a continuous struggle to be autonomous. Others simply

accepted the situation and put their energies into other directions.

Additionally, the concern that some of the nurses did not want more autonomy

was expressed. This did not appear to be the case for those interviewed; however, some

of those nurses were perceived as ones who thought of public health nursing as “just a

job” and “did not want any challenges”, therefore “did not want to make their work life

more enriching”.

There also was the issue of autonomy being challenged by the managed care

organization. As was mentioned earlier, authorization of services by the case managers

will be determined in the future as to whether or not public health nurses even visit the

managed care clients. Since the community is seen as the client of public health nursing
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and case finding is part of that history, this limits the autonomous decisions of nurses as to

who should be seen. How that will be resolved has yet to be decided.

Needing flexibility. The most common thread that was woven through the

discussion of fluctuating roles was the need for the nurses to be flexible. Flexibility was

seen not only as something that was necessary for the changing from generalist role to a

specialist role, it was also seen as inherent in the work of public health nursing itself. This

was the one area that the nurses spoke more of the community needs. If public health

nursing work was tied to the changing needs of the community, then public health nursing

itself had to be able to respond to those changes. One of the directors “marveled” at the

ability of the nurses’ resilience. One nurse stated that she “just moved along with the

evolution.” That sense of continual motion and adjustment was voiced by many.

Being flexible also included being patient. As one nurse noted when asked what

advise could be given to perspective public health nurses, the response was:

I would tell them that they need to be very patient. They need to set their sights

much more long term. They need to be flexible, be loose, things that you've

planned out go awry and be comfortable with switching things around, changing

how you are going to do things, changing your schedule.

The Adapting of Traditional Work

In addition to speaking about the fluctuations of the work, the changing autonomy

and the need for flexibility in the practice, the nurses spoke of the content of their work as

well. The term “traditional work” was often described as the work that the generalists did

and “specialty work” as the work done through the programs.

- **
** *-
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Traditional work appeared to serve as the template for public health nursing work.

It was supported by the basic tenets of the practice and was community based,

community focused and could be individually, family or community centered. Often the

nurses would begin their statements by explaining that they were presently not doing

traditional work. Even some who were doing generalist work felt limited in their

traditional work as funding did not allow the larger scope of their practice to be

actualized.

Traditional work was often described as the basic tenets of public health nursing.

One of the nursing directors described it as the “sale items” that could be negotiated with

the managed care systems for public health nursing work. In other words, the tenets of

the work were now being redefined for present day practice. These four areas of work

were defined as (a) outreach and care coordination, (b) health education, (c) specialty case

management and (d) data management, which included collecting data, analyzing data

around special populations as it pertained to health outcomes.

In addition to these areas of work, health promotion and disease prevention were

emphasized in the traditional definition. One director also recognized the importance of

the combination of public health and nursing knowledge as it applied to traditional work.

Her definition as well, moved traditional work to what she believed were the present day

demands on public health nursing. From her perspective, those demands insisted upon the

refocusing of public health nursing to the community level where participation in the

community planning was essential. That movement to the community level, she felt,

included a much more collaborative relationship with, not only other providers, but also,
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community members. The role of organizational consultant with the community at large

was included in that definition. This generally was not the level that most of the nurses

described traditional work. They mostly focused on the individual and the family with the

community being their setting of practice.

Traditional work relied heavily on the nurses’ assessment skills. This was

described as having a “comprehensive view” of the situation. It was the ability to be as

one nurse said “an investigator.” That ability included being able to immediately analyze

the situation, not only from the pathophysiological individual level but also from the

social, psychological and environmental level. The assessment was the basis so one could

make future plans, as well as teach and educate the clients as necessary.

At the family level, empowering clients was seen as another basic tenet of

traditional work. This was done through “educating and informing clients about issues to

maintain their own health.” As noted earlier, some clients were taking more responsibility

for their own health than in the past. At the same time, other community members were

resistant to the interventions by the nurses. Traditional work however, focused on

reaching those “uncompliant” clients and teaching them so they could take responsibility

for their health. Sometimes that education focused on the client’s surrounding

environment. At other times, it centered on making them aware of the spread of such

diseases as tuberculosis. The fine line, however, was between empowering and enabling

the clients. Empowering strengthened the responsibility of the client while enabling made

them more dependent. It was the nurse’s goal to provide clients with a strong foundation

to help themselves.
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The diminishing of resources, as well as a more diverse and at risk community, that

have been described both in the literature and the county documents themselves, had an

impact on the traditional work of public health nursing. To illustrate this, one nurse

described in detail, how her community and her traditional work changed over time. Her

practice initially was a collaborative effort with other providers, especially social workers.

Teaching was most often the emphasis of her work. That changed, however, with the

introduction of laws that required professionals to report child abuse. This happened at

about the same time that the budget impact of Proposition 13 was being felt.

Some of the trusting relationships with the community members lessened at that

point, as the nurses became responsible not only for health care but also for monitoring

child safety. At the same time that the new laws were enacted, there was a disappearance

of other “helping agencies” in the community. An increase in drug use and the resulting

births of babies of drug using mothers created a whole new category of high-risk clients.

With the decrease in other services, there was a noticeable increase in the use of the high

risk infant program. Concurrently, the problems associated with families became

extremely complex and prioritizing of services became an issue. Eventually, a liaison

position was developed to work specifically with child protective services.

Over time, there also was an increase in cultural diversity of the community and

recently, in the increase of TB, especially among the immigrant population. As a result,

the emphasis moved to case finding and eventually, supervising the direct observation

therapists who administered the TB medication. Education increased with this population

about the disease, as well as working with the electronic industry to combat it from that

* * * * *-
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front. In addition, an epidemiological survey, outreach, TB testing and follow-up took

place in that venue.

The other area where traditional work was changing was in the area of violence in

the community. Once again, the issue of losing trust with the official agencies was noted.

With the prospect of changing welfare laws pending, it was anticipated that there would -

now be more mistrust, especially from the Hispanic community, at the same time that the º:
* * * *-

increase in gang activity and violence was developing in the community itself. In addition º

to addressing violence as a community issue, the nurses also were concerned about their

own safety and their changing relationships with their clients.
º

****

This nurse’s experience noted the changes that took place particularly between the

community and traditional work. Other factors also now entered into the equation. One :
of those factors was managed care.

The impact of managed care on traditional work was addressed by the nurses.

Traditional work included outreach into communities where others do not go. For some,

the nurses saw the barriers that managed care had erected would continue to leave certain

populations without services. Transportation, language, and continuous relocation were

seen as barriers to these clients obtaining services through the newly organized systems.

One director noted that finding a place for traditional work within a managed care

delivery system had been a challenge. Not all of the details are complete nor have the

services been initiated. The “sale items” noted earlier, are part of a package that must be

not only approved by the health authority of the system, they must be specifically designed

to meet the needs of a managed care system. For instance, outreach and care coordination
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would focus on early assessment and triaging of the client into appropriate care. Health

education would be much more disease specific than it is now, in that targeted clients

would receive both education and earlier intervention. Education would be done in group

classes as opposed to individual contact. Specialty case management would be difficult as

the managed care focus is cost driven, and care for high risk clients, whom public health -

nurses see as potential clients, could be costly. They also do not fit the middle class model
º

I.

that managed care systems have been developed to serve. Finally, data management, º

which includes collecting data, analyzing data around special populations as it pertained to

outcomes would also be part of the package.

In the meantime, traditional public health nursing was still seen as the “safety net”

and in some counties, was still able to serve that purpose. In other counties, where there

was no longer nurses practicing traditional work, that safety net no longer exists, unless

the client “fits” into the appropriate program. As a director said:

I think that Public Health Nurses are still viewed in the community as the safety net

and it is a shock when we tell people we can’t provide service to a particular

population and we have had to do that this last few years.

The Developing of Specialty Work

For most of the nurses who moved into the program areas, work also changed.

Consistent in the change was the refocusing of their work. Consequently, the amount of

knowledge required for that specialty area increased enormously as the nurses became

immersed in their particular programs. Just as the range of work varied so did the nurses’

descriptions of their experiences. Instead of falling into specific categories, the nurses
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spoke of their work ranging on a continuum. On one end of the continuum, work was

seen as being limited or restricted. On the other, expanded opportunities were realized.

Some of the other work fell along the continuum, sometimes sharing qualities of both

extremes. It is also important to note that some of the nurses worked in more than one

program, therefore sharing experiences along the continuum.

****As the nurses spoke of their specialty work, they also spoke of the changing *... as

* * *-

relationships. In some of the cases, their clients were still individuals from a specific ***
-****

* *** - sº

aggregate. In other cases, their client was the community at large. In many cases, the º***

nurses were no longer working with other nurses, but were developing relationships with

* -->other professionals, paraprofessionals, and members of community. All this took adjusting.
sº

*º-

I}
All specialty work was compared to traditional work. Restricted or limited work

was noted in sharp contrast to the traditional work that nurses had experienced in the past.

The restrictions and limitations were in the areas of focus and function. In all cases where

work was considered restricted, the intent of the program was to provide access to or

follow-up for children needing primary care services. In those roles, the nurses described

their work as mostly secretarial in function, in that contact with the clients was limited

according to the mandates of the program and involvement with other family members

was also constrained by the program definitions. Much of the work centered on making

appointments and “pushing paper.”

These constraints not only led to feelings of frustration, they also led, in some

cases, to creative ways of becoming involved in situations outside of the program

boundaries. Generally, the nurses were to refer the clients to other programs if they
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perceived problems outside of their program responsibilities. Sometimes, no program was

available to meet those needs or the nurses felt the clients were getting lost in the system.

In other situations, time was of the essence. So the nurses “fudged.”

Fudging was described simply as doing more than the program defined. It also

was based on tenets of public health nursing. Fudging was accomplished on a case by case

basis. If possible, the case was kept open longer than usual and the visits to the client

extended. In other instances, during the interviewing process, a more comprehensive

assessment could be made of the family itself. This was encouraged by one of directors of

nursing however, that encouragement did not eliminate the fact that the comprehensive

evaluations were outside of the program parameters.

In some instances, where the nurses shared more than one position or worked in

liaison positions, fudging was a little easier. While most efforts were discouraged by the

supervisor in the programs, one nurse liaison spoke of continuing to press the issue for

expanding some of the work. By making herself available and continuing to press for

softening the boundaries of the work, she was able to reach beyond what the program

specifically defined.

Nurses who considered their work restricted felt underutilized and not appreciated

as public health nurses with special skills and knowledge. Because of their understanding

of the tenets of public health nursing, there was a feeling that they were not doing what

they were supposed to do. One nurse commented that if she did exactly what she was

hired to do, she “would be the highest paid paper pusher going.” She spoke of being in a

restricted program in comparison to what she was able to do:
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I think all the Public Health Nurses feel the same way that, it is very much

restricted because you’re trained to be out into the community, you’re trained to

answer questions, do teaching, to really be able to network and be there, not only

to do health teaching, but also be able to connect people with the expert care that

they may need or where the experts are. I think we’re very much held back into

what we can do and should be doing, because we’re departmentalized. We’re all - -

in little slots and because of the case loads you can’t really do adequate -- do what º

you’re really trained to do. You can’t carry a case really to closure unless you’re
º

**.

doing it kind of under the table, making sure that everything is fine and you can

step out of the picture, without having any, you know, anything else come up.

You're very limited into how long you can follow a family and I’ve seen it full

scope because of the years that I did, I started in another county where we were

assigned in school boundaries and we were also the school nurses, so we knew the

families, it was a very close relationship with the community. We also had to be

available for PTA. You were expected to go to PTA meetings, to be able to

answer any questions that your families may ask. You had your case load in the

afternoons, you did your field work, but in the mornings you were usually in the

schools, except for vacation time. You could go into any family’s homes for any

type of referral, whether it be a VD, teen pregnancy, whereas that if you were just

any agency walking in, you might have the door closed on you and you were

always welcome. Families would come out when they would see my going into a
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home, would come out to the car and say, before you leave I want to see you, so

you were really a staunch member of that community.

In contrast to the restricted work, many of the nurses spoke of the move into the

specialty programs from a different perspective. These nurses viewed their work as

expanding in scope as well as providing a variety of opportunities. These opportunities

included being able to participate in decision making, having extended autonomy, using

their expertise, seeing results of their work and in some cases, having the funding that

sustained their programs. The expanded work mostly included working at the community

level, however, one nurse worked both at the individual and the community level in a

program that allowed for her to develop and implement program decisions based on the

experience she was having in the field.

Specifically, nurses who worked in this area found the work challenging and

rewarding. They used their nursing skills as well as were challenged to learn new

information and implement it. The programs they were involved with included both the

high risk poor as well as the community at large and several of them commented on the

satisfaction they were feeling with their present work. Comparing it to her past

experience, one nurse noted that:

I had all those years experience in the field when I worked in the community and

direct clients and now I am in an entirely different position. I am working in

maternal and child health ...and looking at programs, looking at efficacies. I have a

different sense about what I am doing right now. I was unhappy in field work and

much of the reason for that is that we did not nothing about any -- we did patient
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services, we never did any outcomes, we never had any validation that in fact what

were doing made a difference, it absolutely drove me nuts. We didn’t have

anything to do with program planing, nurses just kind of came to work, took

referrals, went out and did something and came back, it wasn’t cost effective, it

wasn't patient effective. There were increments of service that were effective, but

I couldn’t see that. After a while it got very frustrating for me.

Another stated:

In this current position it is a lot of fun. It’s a challenge because I am the only

Public Health Nurse on staff... I am the one looked to for any kind of nursing

skills or information. At the same time since I am here by myself I really don’t

have anybody else that I can fall back on. I make all my own decisions, I set my

own schedule.... I am totally on my own, very autonomous, much more so than I

feel I had been with the other Public Health Nursing positions I have had.... by and

large I am one of the few Public Health Nurses that really is having a good time

and not totally burned out, so I enjoy my job, it has been a really good shot in the

arm for me as far as boosting up my spirits and liking the job that I do.

Much of the work done in the expanded arena included working collaborative

arrangements, both with other professionals as well as paraprofessionals. Often the work

was defined as being part of a team, but other times it was stressed that the nurses worked

as consultants. Just the same, the emphasis was on partnering with others in the field to

improve the health of the community itself.

* R \
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Partnering also came in the form of sharing a nurse with another agency other than

the health department. In these cases, nurses had been attached to existing programs and

were linked with services outside of the health department. These opportunities allowed

for the expansion of public health nursing into collaborative settings where they had not

worked before. It also allowed for “a piece of a nurse” to be financially supported by

other sources. As a result, they were doing consultation to the program and functioned - **

more independently than before.

For those who fell along the continuum between the restricted and expanded work, -:

there was a sense of sharing both restrictions and expansion in their work. Often the

restriction had to do with the narrowness of the program focus itself, for instance, the high
* *

risk target group. At the same time, the knowledge and expertise that these nurses had of

their specific clientele and the ability to follow through on their individual problems

allowed for one to conceive of the program as expanded in its accomplishments.

Several of the nurses who functioned in this divided world were the case managers

in specific programs. Case managers differed greatly in the scope as well as the focus of

their work. The mandates once again defined the parameters of the program.

Nevertheless, often there were similarities to past work. In one case, a nurse compared

her present work with her past generalist experiences. The major difference she found

was that it was now limited to a specific aggregate. Now, because of the narrow focus,

outcomes were observable and measurable Coupled with her expertise and knowledge of

that aggregate, she experienced a sense of accomplishment.
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Another nurse spoke of her case management work once again as narrow in focus

but generous in the ability to meet the clients’ needs. This program was identified earlier

as one that was well supported both financially and professionally. Although the nurses

rarely left their offices and essentially worked with the providers, there was a sense of

satisfaction as the nurses were able to reach out to their clients and solve problems that

were often beyond providing for basic health needs. So often in the past, the nurses

noted, they had been frustrated by their inability to help families with their most basic

needs. Now, satisfaction came not only in being able to provide for their clients, but also

in the fact that they felt more respected for the knowledge and work that they did.

Included in the satisfaction was also the sense of having more autonomy.

Envisioning Future Work

The nurses also spoke of their vision of public health nursing future work.

Interestingly, each director had a different view of the future. They expressed public

health nurses’ future work as a) continuing in a generalist practice with adjustments made

for the practice setting, b) becoming experts in their particular program areas, and c) as

was mentioned previously, expanding into an expert consultant role with the community.

As far as adjusting the generalist practice for the future, one director built on the

basic tenets as described earlier under traditional work, insisting that public health nursing

could find an appropriate place within the evolving managed care system because of the

expertise and knowledge public health nurses had of their community. Each of the “sale

items’ were previously described as they could affect future work. There was not an

agreement however, on how one would adjust the case management focus within a
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generalist practice to meet the business approach of those in managed care systems. This

director also expressed the concern that the managed care system itself was based on a

middle class model while the community served by the public health sector was not.

The second director saw the opportunity for work to increase in the area of the

specialty programs. This director stated that she saw the potential for work to increase in -

these specialty areas if nurses would increase their assessment skills as well as become º:

more knowledgeable about the programs they practiced in. However, she felt that, with ...]

perhaps a few exceptions, the nurses now in these programs had been intellectually

challenged and were using more of their nursing skills than they had previously. She saw
* -

their work becoming more autonomous with less reliance on the hierarchical, supervisory 2
*

structure. Instead, she looked forward to nurses working in a collaborative setting with º
expertise in their particular area.

The third director elaborated on the future of nurses working as expert consultants

with the community itself. Her concern was that some of the nurses did not understand or

want to work at that level. She noted however, that already nurses were working in new

positions that have been created within the community. This work emphasized the

collaborative role as opposed to the helping role that many public health nurses saw

themselves doing. The emphasis, she stated was to “work with the community, not to the

community or for community.” This was the opportunity to get back to the underlying

values of public health nursing.
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A Continuing Process of Learning

As the health environment and the focus of public health nursing changed, public

health nurses began to identify new knowledge and skill needs. These included learning to

be culturally sensitive, increasing personal assessment as well as community level

intervention skills, broadening the business knowledge of the nurses, and learning the

political skills that are required to work with community groups, other professional and

non-professional community members, and those in the business world. The means to

accomplish learning was as varied as the needs. Those means included staff development,

being mentored, experiential learning, continuing education, professional networking and

formal education. The needs however, were not always addressed as the nurses described

the ways that they learned.

Matching the needs and the means were not always possible with the demands of

work as well as time constraints. In addition, information was not always available. In

two of the health departments, however, specific efforts were made by individual

administrators to assist the staff in acquiring necessary knowledge. In the third, the issue

was addressed but not specifically carried out. In many cases however, it was

acknowledged that because of budget cuts and downsizing, it had become more difficult

to find the time and the money to assist the nurses with acquiring the needed information.

In those instances, they often relied heavily on continuing education or other programs to

fill the need.

The nurses also spoke about taking the initiative for getting new knowledge and

skills. While opinions differed as to whose responsibility it was for knowledge to be
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provided, the nurses agreed that updating their skills and knowledge was their professional

responsibility. Some voiced the concern that not all of the nurses were interested in

learning new things. It was suggested that age and rigidity might be the cause. Of those

interviewed, however, all were interested in moving forward in the knowledge area. The

following illustrates the continuing process of learning that the nurses experienced.

Identifying the Needs

As noted above, five areas were highlighted by the nurses as they identified the

needs for new knowledge and skills. These included cultural sensitivity, personal

assessment and community level assessment skills, business knowledge and political skills.

These were not seen as mutually exclusive categories, but, in some cases, were inclusive

areas. For instance, it was felt that all of public health nursing could benefit in learning

more about being culturally sensitive in addition to some needing more political acumen.

Another example was the acquisition of business and political skills. For nurses who were

working in program planning and community development these were essential needs. All

of the participants in the study readily noted that they had continuing knowledge needs

and were very willing to share their perspectives of those needs.

While generalists tended to have a broader expectation of the range of knowledge

from the individual to the community level, there also was a concern voiced about being

able to define the limits of knowledge expectations. Stating that “you just can’t be

everything,” one nurse spoke of the complexity of the community problems, and the

unrealistic expectation that the nurses should be skilled at both the clinical and the

community level. Working in a specific program helped decipher those knowledge needs.
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In all the descriptions from the county documents, the issues of the growing

divergent cultures within the counties and the special skills needed to work with these

communities were mentioned. Therefore, it was not surprising that cultural sensitivity was

seen as a need by several of the nurses as they noted the changing community

environments in which they practiced. One director in particular, stressed the need for

what she called cultural confidence, a term that goes beyond simply being sensitive to

others' cultural differences. It signifies a deeper knowledge of other communities and a

sense of becoming comfortable with that knowledge.

Personal assessment skills were seen as necessary for those working in the clinical

specialty programs such as TB as well as for those doing generalist work. With the move

to specialty areas, one director’s expectation was that assessment skills needed to be

honed. The reasons included the increased knowledge that the general public had

acquired, the expectation of the in-depth knowledge the nurses should have of their

specialty area, and also the fact that the nurses were working in clinic settings as adjuncts

to the nurse practitioners. In addition, the clientele was increasingly sicker and the

practice focused more on illness now than in the past. Physical assessment was important

not only to those in the clinic settings but also to some of the generalists who described

the practice as “turning to a more hands-on, more physical hands-on evaluation.”

In contrast to the individual skills needed for physical assessment, other nurses

stressed the need for increasing their knowledge of community level interventions. This

was particularly true for nurses working as coordinators of specialty programs. This was

noted earlier by the nursing director as she described her view of the future. The emphasis

-ºw

sº

*** * * º

**** *
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was on working in partnerships and in collaborative settings where the nurses could be

expert consultants. For many of the nurses who had worked with families for many years,

this was a difficult concept to grasp especially for those with little or no formal education

at the community level.

Business knowledge was identified by nurses at all levels, from staff, supervisors

and directors as a priority for learning. In particular, marketing was emphasized as a skill . … --

- * *-

that was needed as public health nursing began to package its “products” for sale to the º }

managed care systems. Having the business skills were also seen as necessary for public º

health nursing in general in order to work with non-public health management.

Understanding the business workings of the department was seen as enabling the nurses to 2

not only speak the same language as the managers, but also to give them the tools to

justify their work.

Being politically astute was noted as an emerging need especially for those nurses

working with the community at large. Political awareness and savvy was always

demanded of the nursing directors, but for these nurses, it was a new skill that needed to

be learned. In particular was the issue of recognizing power and where or who had it.

One nurse added two other areas that could be considered under political skills,

those being conflict resolution and professional development within the practice of nursing

in general. Her view was that nursings' inability to resolve some of the professional issues

were a gender issue and that nursing, being mostly a women's profession, had not yet built

a strong model of professional identity that was shared by nurses.
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Acquiring the Knowledge

The ability to gain new knowledge and skills was also not seen as a singular

process but instead, one that could be acquired by several means, including staff

development, collaborative learning, being mentored, continuing education, professional

networking and formal education. Continuing education was the only consistent means

that every nurse used. In all cases, the nurses experienced learning from multiple sources. ...”
- *-

One example of this was described by a nurse who noted: *
I,

*** *

I have a lot of different venues that I follow. I have several -- I participate in .*
** *

professional organizations and in that arena I try to network and talk with other

nurses from different areas. I also keep up to date on journals. Also, personally I 2

do a lot of literature reviews, computer searches on different areas that I am

interested in to make sure that I stay up to date, especially when I’m giving

information to clients and I take advantage of attending a lot of conferences that

are focused on Public Health in general. So those are probably the specific ways,

other than my day to day talking with other nurses in formal case conferences.

Staff development appeared to be extremely important to the directors in two of

the health departments where major efforts were underway to share new information and

knowledge with the staff. As noted in the reorganization of the health departments, one

health department director arranged for staff to actively participate in the reorganizational

process. This was done through core teams being formed at either department or division

meetings where breakout groups and work teams were able to view and respond to the

reorganization plans. These core teams continued to function over time so that they might
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work on the continuing process of what is called “actual product development.” With

informal input from the staff as well as outcome evaluations, new directions were being

redefined and refined. Participating in the process as well as sharing responsibility for the

final product was seen as part of the staff development.

In another health department where staff development was emphasized, the effort

to assist the nurses through the process of change was only part of the focus. Moving the

nurses to a different level of professional responsibility and involvement was the ultimate

goal of the director. With the emphasis on programs being developed to create

community capacity, it was felt that the nurses needed to learn new ways to take the

concepts of public health nursing to the community level. Not only was this skill building

in the areas of assessment and interventions, it was a process of re-empowering the nurses

as they were encouraged to take control of their new work settings. As was noted earlier,

this was consistent with the nurses’ desire for empowerment however, the move to

community capacity building was not necessarily acknowledged. Several nurses also

questioned whether working at this level was really “public health nursing.”

Although often staff development focused on current issues and concerns of public

health nursing, there were instances where the staff meetings seemed irrelevant to some of

the nurses. While the meetings allowed for a forum to share information, because of the

isolation of some of the programs, the nurses felt removed from the situation. A nurse in a

homeless program explained:
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Much of the meeting is about issues that have no relationship to the job I do here

or-but it at least keeps me current with what the other nurses are involved or the

concerns and issues of the department.

At the same time, she found a great deal of satisfaction in the district meetings as

they gave her an opportunity to participate in the planning of the meeting and gaining

some knowledge as well. ...

In addition to staff development, the nurses identified collaborative learning as a º
way of gaining new knowledge and skills. Several of the nurses spoke specifically to the I.
point as they described learning from others in the field, often their professional peers but

º

in some instances, paraprofessionals as well. Also, the opportunity for learning came at

both the program and planning level. One such example was a nurse’s experience with a

colleague who was more politically astute than she was. She spoke about working with

the policy analyst to learn how to work with politicians so that policy could be changed

and programs could be funded. In the process, she also realized that she was also

providing information to him so it became a shared experience.

Other times the learning happened when the nurses were in the clinical setting.

One nurse related a story of a mental health technician’s sensitivity to the client’s

situations when the nurse was being insensitive.

There was a time in a clinic.... they were really upset, you answer a question and

they didn’t want to deal with it, everybody was really uptight. Any type of

inquisitive question would set them off You would ask them to wait five minutes

while we got the medications, they would be up in two minutes, everybody was
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sort of twitchy and I came out of there....really upset and mad and one of the drug

therapists said, “Remember this. Becoming aware of clients’ anxieties is first.

These folks are in a program, they are going to be getting checks and they are all

going to have to be dealing with the issue of “Do I go back out with the money

or do I stay here and hang with the program?” and that is really anxiety provoking

and it is real frightening for them. That type of awareness of what goes on, I think

if I am not dealing with it all the time, one can tend to forget....For me it is

important to know that stuff, because.... I can understand what they are going

through.

Much of the collaborative learning came as new teams developed and new

relationships emerged. Because of the focus of programs, the learning often was

described as being more “programmatic.” This programmatic learning could vary from

gaining information specifically about a disease entity to learning how the specialty

paraprofessional program worked. It also incorporated the sharing of information

between the members of the team at case conferences or program meetings. Learning in

this manner was seen as being efficient and expeditious.

A more directed means of learning was by being mentored. Mentoring was seen as

a positive way of learning by many but once again, time and money lent little to the effort.

In fact, it was questioned whether mentoring was even perceived by some of the

supervisors as a practical option within public health nursing. Where the opportunity for

mentoring flourished was in a particular program that was headed not by a nurse, but by a

physician. This physician took on the role of mentor to the public health nurse in the
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program and encouraged her participation and involvement in every aspect of the

program. The mentoring relationship was seen as a direct result of the physician’s close

and positive working relationships with public health nursing directors in the past.

Another means of learning was by having the opportunity to build professional

relationships with others in the field. Sometimes those relationships were with other

public health nurses and in other instances, with others who shared the same occupational ...

focus. Often those relationships developed through nurses attending professional *:

meetings where they were able to build their networks. The results of this type of learning -:

included being able to share information with others, build skills in such areas as grant

writing, and gather new ideas that could be implemented at home.

In addition to learning with and through others, more formal means of learning

were experienced by the nurses. The process of continuing to learn new knowledge and

skills is part of any professional nurse’s responsibility and in California, continuing

education is mandated by the Board of Registered Nursing. Continuing education (CE)

was seen as one of the many ways that those in public health nursing keep abreast of new

and changing knowledge in their field. Generally, since CE offerings were frequent and

varied, the nurses accepted CE as a practical way of gaining current knowledge. Taking

advantage of CE programs sometimes became an issue however, as time was limited.

Also, the appropriateness the CE program was a concern when time off was needed. If

the CE was related to the specific work of the program, the nurses often were encouraged

to take it; if not, it became difficult for some to get the time off
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As can be seen from the demographic data, formal education was valued by the

nurses. Of the 21 interviewed, 16 had advance degrees, and 3 were in graduate programs.

One of the previous directors of nursing had encouraged her staff to continue on with

graduate work. However, the advance degrees did not always prepare them for the kind

of work they were now doing. For instance, even those with degrees in public - - - -

administration, stressed the need for more business skills. * **

- **-

Strong undergraduate community health nursing programs were also seen as
-

****

*** *

important. Many of the nurses had little experience in learning formally about the º

community level in their undergraduate programs. This may have been because a large

percentage of the nurses graduated from the undergraduate programs years ago when

much of the focus was on family interventions.

Content of formal education was also challenged by some of the nurses who felt

that going beyond “nursing” courses was a necessity. The need for business skills and

political skills were noted as well as the necessity to have undergraduate nurses’ clinical

work expanded. One nurse also suggested that providing a caring atmosphere within

nursing programs where feminist values were shared would create professionals who

would support each other. She challenged the schools of nursing to consider this in order

to curb the continuing “in-fighting” that she saw amongst her colleagues.

Formal education however, was also seen as a means to an end for nurses now

enrolled in advance education. They were all preparing for a different future, one that

perhaps, would not be in public health nursing, but would be oriented to individual health

care through nurse practitioner work. The individual contact, the satisfaction of having a
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continuing relationship with the clients and the opportunity for employment all generated

their educational undertakings.

There also was concern as to whether those with advanced degrees were being

utilized to the best of their abilities or if the health department saw graduate education as a

value. Paradoxically, one of the items of advice the nurses would give to someone - * *

interested in becoming a public health nurse was to come to the practice well prepared a *
** **-

º

with an advanced degree. }
* = *

Personal Transitions

Finally, the nurses spoke of their personal transitions that took place along with the

environmental and professional changes previously described. Once again, their

experiences fell along a continuum, from protecting professional turf to breaking new

ground. The processes they experienced also fell along a continuum, from resisting the

process, to being resigned, making accommodations for the changes and facing new

challenges. Figure 5 (p.155) describes these processes.

Each category of the process was defined by specific traits, which ranged from

anger and hostility to excitement and challenge. Additionally, the influencing factors,

which fell into two groupings, varied according to each individual. These two groupings

were personal factors and opportunities. The personal factors included such items as

perception of public health nursing, prior experience and education. Other personal

factors certainly could be included but were not. Opportunities included the work setting,
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Figure 5. Personal Transitions
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participation in change, and a sense of control. Once again, it was the interplay between

these two groupings that determined where the nurses described themselves on the

transitional continuum. It is important to note that not all influencing factors were at work

in every case and the combination of factors varied according to each experience. These

factors will be discussed within the specific categories as appropriate.

It is also important to note that being in a generalist or specialist program did not ... **

* *-

determine where one fell along the continuum. What was important was the nurse’s ***
}***

concept of what the practice should be and how much she or he was wed to that concept.

Adherence to the model of generalist practice will be discussed under protecting

professional turf as well as in the area of breaking new ground. º

What also is evident is that the nurses were describing what they were º
}

experiencing at a single point in time, that of the day of the interview. None of them

spoke of going through a process from one level of emotional involvement to another.

Instead, they spoke from the perspective of a continuing and constant state of being. One

needs to remember also, that for most of the nurses, the changes in the structure were in

the very recent past, and time to move through a process may not have been possible.

Nevertheless, the process of change had an enormous impact on each and every nurse

interviewed. All were aware of being in a transitional state.

Protecting Professional Turf

The two anchors for the process were protecting professional turf and breaking

new ground. Protecting professional turf fell into two categories, both characterized by

ownership. The first category was owning the practice, while the second was owning the
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knowledge. Both areas were predicated on the feelings of public health nursing being the

controller of the clients’ care as well as a hierarchical approach to practice. The

protection of the practice was necessary, according to those who took this view, because

of the continuing threat to practice by others to either eliminate public health nursing or to

replace some public health nurses with paraprofessionals. The fear of being replaced

played a large role in this protection, as did losing control. In fact, nurses who felt , ■ º

protective of the practice spoke of “saving the profession.”

The issue of losing control was addressed by one of the nurses who voiced her

concern about professional infighting. As many of the other nurses did, she spoke of

others in the hierarchy making decisions about and for public health nursing, and was 5
upset with the lack of those in public health nursing to find a solution to the problems

facing the practice. This inability to take control simply added to feeling for the need to

protect public health nursing.

Public health nursing was described by many of the nurses as being an unique

comprehensive practice. For those who felt protective, it was described mostly from the

individual and/or family perspective in a community setting. This also could be seen as a

generalist perspective. Most of those who described it as so, however, were not in

generalist practice. Tenets of public health nursing, such as prevention and education were

included but most often in connection with a family. There was a strong feeling voiced

that only public health nurses were capable of directing client care, because of nursing’s

unique and comprehensive approach. In fact, others, such as community health workers,

were seen as subordinate to the public health nurse as opposed to contributing something
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unique to the process. However, community health aides taking over some of the work of

public health nursing was a reality that many of the nurses acknowledged.

Ownership of knowledge was also addressed as the nurses spoke of their skills and

knowledge. This group of nurses was all well educated, with all having at least a

baccalaureate degree. The comprehensive approach that the nurses described was based

on knowledge. In fact, several of the nurses spoke of their ability to look at the whole ...

situation and not simply focus on an individual problem. For many, this was the most º
crucial paradox of their practice. For those who worked in restricted practices, the ability .
to be comprehensive in their work was squelched. Instead, they were forced to

concentrate on the specific instead of the general, in opposition to what they had long

º
practiced and in most cases, had been taught in school. For those intent on saving the

practice, it was imperative that this knowledge not be wasted.

It also was important to protect the profession by not allowing others to take parts

of the knowledge and use it indiscreetly. The comprehensiveness of the knowledge was

seen as being unique and not to be segmented out for particular situations. This was

noted, in particular in relationship with the community health workers. Once again, the

workers were seen as taking a part of public health nursing knowledge and applying it in

some cases, inappropriately. The unique contributions that community workers could

provide were not addressed. Instead, the need to supervise and oversee their work was

seen as a priority.
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Breaking New Ground

The other end of the spectrum was breaking new ground. While the protection of

professional turf was based on a hierarchical system and ownership, this area was viewed

as much more egalitarian and collegial. This, in turn, was translated into public health

nursing as being a partner in the process of community care, instead of the controller of

community care. , ■ º

From this perspective, the nurses viewed their work as moving into territories that * *
--l

they had not yet explored. In fact, some described their new roles as what administrators º

had done in the past. In other words, they were now working at a level where community

planning and creating services were being decided. For those who worked in generalized }

practice, breaking new ground was described as developing programs that would best

serve the changing climate of managed care. It was the moving into unknown territories

that distinguished this stage differently from the protection of the past. Nevertheless, the

tenets of the practice were still upheld and admired but instead of closely protecting them,

these tenets were used as stepping stones to develop a new pathway to the future. Instead

of being threatened by the changes, the characteristics of those breaking new ground were

being creative, sharing the process and taking the initiative.

The collaborative working relationships have been noted previously, but in this

case one nurse spoke about the community health workers stating:

I think that we do have important partners to the public health nurses. We

couldn’t do our work any longer without our outreach workers, our community

workers, and part of that is the language and culture, part of that is really functions
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and activities that can be accomplished very well by an unlicensed

person....sometimes entree.

The other partners in the community were other professionals, members of the

business community and the clients themselves. All were involved in the “interactive”

participation of building a healthy community.

The public health nurses fell along the continuum between protecting professional

turf and breaking new ground as they experienced their personal transitions. Protecting

professional turf included resisting the process and being resigned. Breaking new ground

included accommodating to the change and facing new challenges.

Resisting the Process

The first, resisting the transition was described in very emotional terms by the

nurses, as was demonstrated by their feelings of anger and futility, which resulted in much

frustration and hostility. In fact, several of the nurses cried either during the interview or

at the end.

These feelings of frustration were addressed by a majority of the nurses

interviewed but it was the intensity of these feelings that separated the nurses who were

resisting the process from their colleagues in the other stages of the process. One nurse

spoke offeeling “crummy” about her practice while another spoke of her unhappiness with

her practice. The frustration the nurses felt were consistently tied to their feelings that

public health nursing was not being practiced effectively, that is, they were not utilizing

the skills and knowledge they possessed as well as they were not practicing from their

vision of public health nursing. When asked to describe what they thought public health

---

- **

º

**
**

º
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nursing was, each described it as one would describe generalized field nursing and were

adamantly protecting professional turf. Each of these nurses also were attached in one

way or another to a restricted program.

Nurses who were resisting the transition spoke of facing “insurmountable forces”

that seemed to immobilize them. In fact, one nurse spoke of being “in limbo” which she

described as being “sort of uneasy about my position, uneasy about what my functions º:
ea

are....and just in general.” It was this sense of being suspended that contributed to the º
--

frustration and anger. Not being informed nor having involvement in the process of .*

change added to feeling a loss of control. Consequently, the resulting anxiety made it

difficult for the nurses to anticipate their future roles. .
For these nurses, there were very limited opportunities to be involved in any of the

changes or to influence the program they worked in. Feeling isolated added to the

problem. The solutions, however, were often not evident. As a result, they looked either

internally, or to their colleagues for direction often without resolution.

Realizing the effort it would take to move forward, one nurse stated:

I am questioning whether I have the commitment or not, because there is a lot of

energy involved there, so I am having a little bit of a crisis right now as to where

do I go, if I can’t go within my own Public Health Nursing Department, Public

Health Department, then where do I go from here.

Looking to others also presented problems. Another nurse offered the suggestion

that nurses become politically involved and gain control and power. Nevertheless, gaining

that power and control was difficult as often the sense of isolation reinforced by the
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perception of other colleague's apathy and disinterest in doing so. Those colleagues

included not only some of the public health nurses within their own departments but also

the administration and professionals outside the walls of the public health department, all

which reinforced the sense of isolation. The final result was a feeling of going nowhere.

Being Resigned

Those who fell into the stage of being resigned took on an attitude of simply trying º:
es

to survive the changes. There was no active resistance to the process; instead, there was a º
sº

realization that change seemed to be constant within the field and one must simply “just go º
along with it.” In spite of the fact that these nurses had survived other changes over the

years, they were fairly pessimistic about the future. Here again, was the sense of repeating }

history, often with the sense that nothing really was changing.

One nurse expressed the general attitude of the others in this stage:

I’ve personally kind of developed this kind of like cynical attitude, just kind of

leave me alone now, you know....because you know, it seems like we keep hearing

about changes and it takes forever for things to actually change and then the things

that change are things that shouldn't change or don’t make any sense and the

things that need to change, don’t change.

Change for these nurses often did not have a positive outcome. Even those who

said they had some input into the process did not express much optimism. One nurse

noted that:

So you see all this input and talk, but you don’t see changes that really seem to

make a lot of sense and things that improve or provide more services to the
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families. It seems like the changes that they talk about or that are done, are all on

an administrative level. It’s like you know they’re just musical chairs, changing the

names on the door and who is going to sit in what office, but I don’t see -- there is

change without improvement. I don’t see any improvement, particularly on the

delivery level, its all change on administration and on that level, you know. Which

looks good on paper, but doesn’t really help me. º:
sº

This cynicism was expressed by the nurses as they described their concerns over **
**

their practices. For nurses in this stage, the inability to be in the type of practice they º
13

envisioned and the inability to utilize the skills and knowledge they felt they possessed, left

them feeling underutilized, bored and disappointed. These nurses also described }

themselves as being paper pushers and doing secretarial work.

All of the nurses in this stage were strongly attached to the model of public health

nursing from the generalist perspective, where the practice focused on “working with

patients and clients or individuals in the community and/or home setting.” The emphasis

was once more a “comprehensive” approach that included building close relationships with

the clients. One nurse however, took the larger view of public health nursing, stating that

it was time for public health nursing to move towards community-based programs. For

her however, that was not where she wanted to do. It was the individual contact and the

satisfaction that she acquired from that contact that she sorely missed.

As noted earlier, being resigned also meant not seeing the changes for the practice

making a difference for the better. Consequently, these nurses had decided to take action

to assure their own futures. Each was preparing to leave the practice. One was leaving
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almost immediately to marry and work elsewhere, while the other three were in the middle

of nurse practitioners’ programs with the expectation that they would not be working in

public health nursing when they completed their studies. As a result, they were able to

have some control over their own future, if not over the practice of public health nursing.

Accommodating to the Change

For those who were accommodating to the change, all accepted change as a

constant in public health nursing. There was a sense of movement in their descriptions of

what was happening to them or, as one nurse said, “I have to just moving along with the

evolution.” Change was seen as inevitable, not only because of changing demographics,

but because of funding fluctuations for public health. As a result, the nurses in this stage

of transition noted that one had to be flexible not only to be aware of what was happening

but also to make accommodations to daily planning patterns. One nurse stated:

I think that being a public health nurse in this day and age you have to be very

flexible, that is probably the most important aspect that sticks out for me....it sees

like you have to keep yourself abreast of all the issues and whether it is at the

program level or at the direct care level, it is kind of like you have a lot of different

hats on trying to stay ahead.

Another nurse addressed flexibility by noting that:

You need to be flexible, be loose, things that you’ve got planned go awry....be

comfortable with switching things around, changing how you are going to do

things, changing your schedules.
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The nurses in this category worked in areas that provided them with more

opportunities in their work. They spoke of the variety in their work as well as building

new skills and knowledge. Several were case managers, others worked in more clinical

focused areas while another came from generalist practice. All work situations differed in

that some worked alone much of the time while others often worked in team settings.

Whatever the arrangement, the nurses commented not only their ability to make decisions

but also the opportunity to carry out those decisions. In doing so, they found great

satisfaction. One nurse so enjoyed working in her program that she said she would

probably do it voluntarily. Another felt she “had been blessed.”

Satisfaction was also noted in the expertise that was being acquired, often as

nurses moved into the specialty programs. Honing ones skills and being in an environment

where knowledge was shared provided that sense of satisfaction. One case manager also

gained great satisfaction from having the ability to see the results of her efforts in

improving a child’s health. Having autonomy and feeling respected also added to that

satisfaction. For one nurse who worked in two programs, much of her satisfaction came

from the more stimulating program. Her energies went into continuing upgrading her

knowledge in the area and building networks within that system. Often her own

professional drive moved her forward in her new area of expertise. What was not known

was where she would have fallen on the transitional continuum if she worked only in the

more restricted program.

Once again, the basic tenets of public health nursing (APHA, 1996) were

appreciated within this group of nurses and a concern that generalized public health
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nursing was disappearing. However, there also was appreciation for some of the newer

roles that were being developed and the willingness to accommodate the practice to the

changes that were taking place.

Facing New Challenges

Being challenged and accepting these challenges moved several of the nurses into

another stage of transition. This stage was noted by a sense of moving forward into the

future. All the nurses interviewed spoke of the challenges that they were facing but the

nurses in this stage characterized themselves as being excited by those challenges, and

several spoke offeeling like they were having an impact on public health that they had

never before experienced. Within this group was the optimism not previously described

nor experienced by other nurses in the study.

The nurses in this category came from both generalized public health nursing and

specialty programs. As an example, the three nursing directors, all of whom came from

different programs and had different expectations of the future of public health nursing,

fell into this transitional stage. They obviously, because of their positions, had more

opportunities to have programmatic impact on the future of public health nursing than any

of the other staff. However, nurses from specialty programs as well as nurses from

traditional practice also spoke of the expanding field that they were in and the

opportunities that were provided to them.

Those opportunities included the ability to participate in building community

capacity and expand practice. Building community capacity meant linking with others to

look at community based, population based interventions that have been neglected in the

º
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recent past. Expanding practice in this sense was seen as the move to that community

level. Expanding practice also was seen as working with others in the community in a

much more independent way than had previously been experienced. As one nurse stated

the opportunity was “the challenge to implement new ways of looking at things and to

implement new policies and to look at healthcare totally different.”

For others, the ability to become more politically knowledgeable provided the

nurses with the skills not only to advocate for their clients, but also to become empowered

themselves. This, in turn, led to them to continue their advocacy on a regular basis by

participating in public relations and legislative committee.

What was most evident in this stage of transition was the nurses’ willingness and

excitement to face the evolution that was taking place and to work within their particular

practice to make public health nursing relevant. More than simply accommodating and

being flexible, there was a resilience that was noted in their responses. For example, they

willingly attempted to find solutions to the issues they were facing and did so with a sense

of confidence and assurance. Even when threatened by cost cuts and personal losses,

there was a noticeable energy these nurses possessed that moved them forward. To

illustrate this, one director spoke of the conflicting emotions that she felt about her every

day work but concluded with the intention to continue moving forward:

It’s a wonderful area of practice and it is harder and harder to be in. There are

pieces of me that will come to work with some real joy and there are other times

when I just go, “This is exhausting.” There is no down time and you are just here

moving. In one day, you are dealing with six different issues of major importance

*
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and you just have to be ready to shift from one and go instantly to another....but

we’ll keep hanging in there and pitching and try to hang onto every single nurse

that we can, because I know the value that public health nursing brings to this

community and this county, and that we do make a difference in the health of

many, many people because of our presence.

While still believing in the tenets of public health nursing, these nurses were much

less willing to protect their professional turf as the other nurses in the other stages. In

fact, what was very noticeable was their willingness to work in what one nurse described

as “a more interactive, collaborative, more of a partnership kind of approach.” This

approach was embraced by the nurses at all levels of interaction, with clients, professionals

and the community at large. These characteristics, which are closely linked with the area

of breaking new ground, united all the nurses who fell into this stage of transition.

Also, the amount of support these nurses felt was apparent. The nurses spoke of

the collegial support as well as being mentored. Support was given to others as

knowledge and information were shared within the working environment. This, in turn,

created a pleasant working atmosphere. Even with many of the challenges that these

nurses were facing, they conveyed a sense of joy and pleasure in their daily work.

Interestingly enough, several of the nurses from the specialty programs still

questioned whether they were really practicing public health nursing. Intellectually, they

understood the larger perspective of public health nursing but had spent most of their

careers practicing at the individual and family level in the community. The move to

working at the community level and in the health policy and development level was part of

: :
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that challenge that they were facing. The challenge however, did not take away from the

satisfaction that they were feeling about the work they were doing. Instead, it was

contributing to the overall optimism and enthusiasm that was apparent with these nurses.

Summary

As described in the findings, transitions in public health nursing involve three

levels, from the context of the evolving health care system, through the professional work

to the personal level. Figure 6 (p. 170) describes the components of each of the levels.

The interrelatedness of each level was evident as the nurses described their processes

through the transitions and it was often difficult to describe the processes separately. This

interrelatedness, however, is perhaps the most important concept to grasp, as it

demonstrated the connection public health nursing has with the changing environment.

Instead of focusing only on the changes the environment has on the clients the nurses

serve, these nurses were able to describe the effect the changing environment had on them

as well.

The public health nurses described their perceptions about the changing health care

environment in terms of frustrations and opportunities. Frustrations took many forms as

they voiced their uneasiness in the changes that were taking place around them. The

environment as they knew it was gone and, in its place was a system being driven by

money and profit. Changes in the political funding streams resulted in loss of revenue and

consequently, the downsizing and replacement of staff as well as the cuts in services. Not

being able to participate in the process and lack of support only increased the frustrations.
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However, the process of change provided the opportunity for public health nursing _Y
-

sº
sºitself, to be innovative in its practice. New delivery system development, with the

consequential opportunity to participate at the community level of service became a reality

to many of the public health nurses. At the same time, the challenge of learning new skills º

and working in collaborative relationships was also happening. as a

The process of personal transitions that the public health nurses experienced º:

depended the nurses perceptions of both personal factors and the opportunities at hand. }

Protecting the profession was something all interviewed voiced. However, the protection |

came in different degrees. For those who were resistant or resigned to change, there was '',

a close association with protecting their professional turf. For others, who were more | "I

accommodating, there was less need. However, even for the nurses who were being

challenged in their work and felt that they were breaking new ground, there still was a tie

to the generalist model of public health nursing. Sº
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CHAPTER FIVE: TRANSITIONS IN PUBLIC HEALTH NURSING

IMPLICATIONS FOR PRACTICE, THEORY DEVELOPMENT AND

RESEARCH

A Contextual Transitional Model

Data from this study are from open-ended interviews conducted from September

1996 to January 1997 with 2 male and 19 female public health nurses from three San

Francisco Bay Area public health departments. The participants included nurses from all

three levels of practice: staff, supervisors, and directors. The mean age of the nurses was

49 years and the mean time the nurses worked in their respective health departments was

25 years. The time in their present positions ranged from 2 months to twenty-two years.

Approximately 67% had spent five years or less in their respective positions. The findings

included the impacts of multiple constraints and opportunities the nurses described as they

experienced the different contextual levels of transitions. They also described the

reciprocal influences that public health nursing had or did not have on each level of

transition and the resulting transitional process that they experienced. This chapter

focuses on the integration of these findings into a model of public health nursing in

transition and on suggestions for public health nursing through practice and preparation,

theory development and research.

As noted in the findings, the public health nurses spoke of three levels of transition:

the transformation of health care; the reshaping of public health nurses’ work’ and their

personal transitions. Transformation of health care included their perceptions of the

º
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evolving health care system and the changing impact on public health nursing. The

resulting reorganizing of public health departments, with the consequential physical

restructuring provided some with the opportunity to participate in a new type of practice

as well as in the process of change. Others felt frustrated as they spoke of restricted

practices and being kept uninformed. Their involvement in the transitions was limited and

they felt excluded by the process.

The reshaping of public health nurses’ work was described in two sections: the

continuous evolution of work, and the continuous process of learning. Fluctuating roles

with changing autonomy and the need for flexibility was part of the continuous evolution

of work as was the adaptation of traditional work, the development of specialty work and

the envisioning of future work. What was apparent from this data was the variety of

public health nurses’ work and how the work was being designed to attempt to meet the

changing environment. To keep up with the work was the necessity to identify learning

needs as well as find ways to acquire the knowledge. Although many of the nurses had

graduate education they still felt educationally challenged as health care changed.

Finally, the personal transitions that the public health nurses experienced fell into

two categories: protecting professional turf and breaking new ground. For those who

were protecting their profession, they did so by resisting the process or being resigned.

Others, however, seemed to move forward by breaking new ground. This was

accomplished by accommodating to the changes or facing new challenges. However, even

those who spoke of their new experiences as being exciting and rewarding had some

question as to whether they were practicing public health nursing. The model of

º
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individual, family intervention at the community level was well instilled in these nurses.

For most, the concept of building community capacity was not part of their vision of

public health nursing.

Although public health nurses had to contend with multiple levels of change, each

nurse’s individual transitional stage was dependent on several factors: the impact on the

respective health departments; their placement within that department; their participation

in the process; their personal perceptions of the changes that were taking place; and their

vision of public health nursing. Consequently, the nurses experienced not only their own

personal transitions, but also whether they were able to influence the changing

environments.

These findings are important to public health nursing not only today, as health care

is rapidly changing, but also tomorrow, as public health is a constantly changing practice.

How public health nurses are experiencing their transitions has direct impact on their work

and consequently on the clients they serve. Involvement in the changes may have impact

on the delivery of health care, both within health departments and possibly in the larger

health care arena. Furthermore, public health nursing is being practiced not only at the

individual and family level but also at the community development level. This has

important impact on both practice and education as the need for expanding the concepts

of public health nursing are developed and shared. For those concerned with “saving the

profession,” the ability of public health nursing to adjust to the needs of the changing

community and times should be encouraging.

º
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All of the above have repercussions at the practice and education level, as well for

research and theory development. All also allow for public health nursing to be

considered from a contextual transitional model.

Contextual Levels

Although a major theme of this study is the transistioning of public health nursing,

this cannot be examined without consideration for another major theme, that of

contextualization. As such, the number of contextual levels, the interaction of all the

levels, as well as the level’s stage of transition are dependent on political, philosophical,

financial and organizational factors. Context as described in the data will be discussed as a

setting, a trigger for transitions and a state of being in transition.

It is the context described in this study that plays an integral part in the transitional

process. The nurses acknowledged and described five levels of context; health policy

(political), the larger health care arena (private and non-profit agencies), organizational

(public health bureaucracy), the professional (public health nurses’ work) and the personal

(individual). Like the resonance described by Bridges (1980), each level may have an

impact on the other levels. In turn, the personal transitions that public health nurses

experience, have an influence on the multiple contextual levels.

Thus, the nurses recognized that multiple levels of context needed to be

acknowledged. These were the settings for the events that were taking place around them

and consequently for the transitions that they were experiencing. Realization that each

level has philosophical, financial, political and organizational components is important as it

provides the nurses with the understanding of the issues at hand. In fact, the recognition
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that politics played an important part in all settings could assist those interested in

becoming involved. It also could help those seeking support from their colleagues and

peers.

Quite often, the nurses described the context as the trigger for the organizational

and situational transitions that they were experiencing. The recognition of multiple

contextual levels was important as the nurses spoke of the triggering effect of change. º

While their personal knowledge of the events varied according to the individual nurse and

their position within the health department, identification of these triggers allowed the

nurses to determine when and where the changes had taken place and the eventual direct

impact upon them, their work, and their relationships with peers and clients. The trigger

event could be used by the nurses as a measurement of time from which their own

transitional process could be assessed. It also could serve as an indicator of the impact of

change.

There also was a realization that each of the contextual levels were in some stage

of transition. In other words, the context that the nurses found themselves in, was still in

a process of change. The nurses must understand that change is a constant in the world of

public health nursing so that they are able to anticipate and respond to the changes. The

fine balance between anticipation and anxiety needs to be maintained while working in an

atmosphere of continuous variations. Recognizing that ability is imperative for nurses

contemplating working in the field. For those already in the practice, evaluating their own

flexibility may provide better insight into their own transitional issues.
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Interactional Processes

It is through the impact of change and their own personal transitional processes

that actualized the influence public health nurses had on the process. In turn, how public

health nurses are experiencing transitions during a time of change is dependent on both the

contextual impact as well as the ability to influence that change. Through these º

interactions, it is therefore possible for those in transition and those participating in the

transitional process to identify not only the impact and influences that public health

nursing has, but also the possible interventions that can be incorporated to assist with the

process.

The impact of the changing environment and the perceptions of the nurses both

contributed to their stage of transition as well as their ability to have an influence on the

events. The public health nurses at all levels of practice noted the need to not only

acknowledge the changes in the environment, but also the need to be knowledgeable about

the changes. The nurses spoke specifically of these levels, from the environmental (health

policy and health care arena) through the organizational, to the professional and also the

personal. They often spoke however, of their lack of knowledge of what was taking place

and their inability to access that information. That lack of knowledge also included a lack

of information about the changing managed care system and the developing system

changes within their own bureaucracies. For those within the management level, there

was more information and knowledge available. However, how much of this information

was passed on to the other staffing levels depended on the individual manager or director.
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For those in public health nursing, knowledge about the environment they worked

in had usually been directed toward their clients and the impact that the changing

environment has had on them. Now, the nurses are realizing that the impact of the

changing health care environment is directly affecting them. Simply acknowledging this

however, is not enough. The findings show that the nurses need to have formal

knowledge about health policy, the financing of health care and community development.

They also need to be in the informational loop within the organizational structure so that

they can be aware of the changes taking place. Given this knowledge could assist them in

understanding the contextual levels of impact as well as the transitions that each of these

levels are experiencing. With this knowledge, they could participate both formally and

informally to influence change within their own arenas.

The findings show that lack of knowledge about these changes resulted in

frustration, hostility, anger and apathy. Where knowledge was shared however, there was

still a sense of apprehension about the future, but there was less frustration that enabled

the nurses to have more of a sense of control over their work. Since the transformation of

the health care system is yet to be completed, that apprehension is to be expected. Simply

being able to have the knowledge however is not enough. In order to have a better sense

of control, those who are able to participate in some of the changes, either through the

planning processes or through decision making within their own programs, could provide

the nurses with a better sense of well-being.

The impact of change also involved the realities of physical moves and different

working arrangements for the nurses. Some of the nurses saw these as opportunities
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while others did not. One factor appeared to be whether or not they felt they were doing

public health nursing work. Their perception of public health nursing greatly influenced

not only their transition but also their ability to be involved in having an influence on the

changing environment. Because the nurses came from a public health nursing socialization

process, many from years before, they brought with them certain values, assumptions and

expectations. This, in addition to their work experience directly affected the way they

accepted the changes and how they reacted. For some, there was no involvement. For

others, there was an excitement about being able to be involved. For a few, their energies

were redirected into new educational opportunities that could move them out of their

present situations.

Critical to this issue is the clarification of what is public health nursing. The new

public health nursing definition (APHA, 1996) provides a broader perspective of the

practice. In terms of understanding the changing models of public health nursing, the

nurses must ask themselves if their values and beliefs are consistent with this definition.

Clarifying how they view their work could help with their transitional process and

ultimately, their contributions to their work.

Also, the restrictions of the work site had an important impact on the both the

nurses’ personal transitions and their involvement in change. Although there was much

discussion about developing working conditions that encouraged independence and self

determination, the hierarchical structure of public health departments, and, in some cases,

management itself, became a barrier to that goal. For those nurses who worked in the

more independent situations, there was more participation and involvement. As a result,
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these nurses were either accommodating to the changes or facing new challenges. They

were the ones who felt they were contributing to the future of their work.

To move the nurses to a positive stage in transition, public health nursing

managers must take responsibility for developing a work site that encourages professional

autonomy and collegiality. As a caring profession, nurses have a responsibility to

themselves as well as their clients to empower and support each other. The staff must also

have the opportunity to contribute to overall sense of professionalism by being included in

the process.

Once again, for those nurses who are unsatisfied with their respective situations,

the findings show that they must work to identify the cause(s) as well as make some

decisions about their futures. Ultimately, their dissatisfaction has an impact on their

clientele and their colleagues, jeopardizing quality of care and moral. In some cases,

changing jobs within the public health department may solve their problems. However,

leaving the practice may be right for some of the nurses who have not already made that

decision.

The Integrated and Multifaceted Model

Figure 7 (p. 181) illustrates the public health nurse at the center of the interplay

between the multiple contextual transitional levels. The circles depict each contextual

level with the personal transitions noted at the center of the diagram. The ring around the

circles in the diagram is designed to illustrate the dynamic impact and influence of the

interactional processes. The model shows that the nurses must consider not only the levels

of context but also the setting, the trigger effect and transitional phase at each level. Then,

:



:

Figure
7.An
Integrated,InteractivePublicHealthNursingTransitionModel

Levelsof
Context:

--•
SettingHealthPolicyEnvironment

•

Trigger
•

TransitionsHealthCareArena

Organizational Professional Personal

•

Betweenlevels
•
WithinlevelsInteractionalProcesses:

-*-*-*-*.-*~
-
--ºsº-**

L–sº------º'º(,s)~º - *--–2r>sf*º-º



182

in turn, they must consider the interactional processes between each level as well as within

the levels. Although each level is often constantly changing, it is essential for public health

nurses to acknowledge each contextual level and its impact on other levels. Furthermore,

how the public health nurses are able to influence their professional work, the

organizational structure, the health care arena and the health policy environment is

dependent on realizing the impact the environment has on them. At the same time, they

must recognize their own stage of transition as that also has repercussions on their ability

to influence the system.

There are examples in the data where the nurses, in either the resisting or being

resigned stage, felt that they had no influence on their environment of change. In fact,

those resisting felt either in limbo (unable to do anything) while others had ideas but did

not move on them. This was a direct result of the overwhelming impact these nurses felt,

their lack of knowledge about the changes and inability to participate in the process, their

dissatisfaction with their present work and their vision of what public health nursing

should be. In other cases, the nurses who were accommodating to the changes and facing

new challenges moved forward in their influence and made some impact on the system.

Again, the work that the nurses were doing, their concept of public health nursing, and the

opportunities to learn and participate played a major part in their ability to move, not only

into these stages of transitioning, but also to make a contribution to the process.

Figure 7 (p. 181) shows the context and interactional processes in balanced

relationships. The size of the consecutive circles is shown as being equal and the

interactional processes appear evenly divided across the contextual levels. This obviously
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is a static representation of the model. To demonstrate the model adequately and depict

the actual public health nursing experiences would require a three-dimensional model that

would allow for differing sizing of circles as well as the resizing of the ring. Only then

could one illustrate the changing forces and dynamics of the model.

This model is derived from the data in this study. It is a dynamic and interactive

model where the integration of the different levels and processes are vital to determining

what those in public health nursing are experiencing in this time of change. Actually, if

change is constant and public health nursing is responding to the changing need of the

community it serves, then this is an appropriate descriptive framework to build upon. It

provides the basis for identifying the dynamic contextual levels, and their interplay in the

interactional processes felt by public health nurses as they attempt to influence their

environment while experience their own personal transitions.

Implications for Practice

As the literature and the public health nurses themselves noted, public health

nurses enter the practice for a variety of reasons; the convenience of a day time job, the

ability to practice independently and autonomously, and the opportunity to work in illness

prevention and health promotion programs. Additionally, they bring certain skills and

knowledge with them and hone these with added experience and education. Continuing

their learning was high on the list of priorities of the participants as was using their skills

and knowledge to the best of their abilities. Furthermore, participating in the process was

also a priority item.
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Administrators can greatly utilize the expertise of those in public health nursing by

placing them in programs that allows for utilization of their skills. They can also

acknowledge the expertise of the nurses by seeking their opinions and input as program

planning and evaluations take place. Not only will this enhance the value of the programs,

it will provide a sense of control and participation for the public health nurses.

Encouragement for learning is also important as times change and new knowledge

is needed. This goes beyond the continuing education hours that the state board of

nursing requires. Administration needs to allow for that learning to take place both within

the organizational setting as well as externally. Assisting the nurses in evaluating their

specific needs, allowing time off, and providing stipends are practical means to accomplish

continuing knowledge development. Given the understanding that a well-educated staff is

an asset to both the organization and the clients served, educational time could be

incorporated into job descriptions. As most of the public health nurses work in organized

union settings, the nurses themselves could foster this type of arrangement by working

together and negotiating educational expenses and leave as part of their union agreements.

Learning content is of utmost importance and could be developed with public

health nursing personal and schools of nursing working collaboratively. The data as well

as the literature have noted the need for a strong basis in community health nursing,

business and health policy knowledge, empowerment strategies, and cross training. The

ability to be flexible, the willingness to continually change and the taking of leadership

roles depend on being educationally prepared to be effective practitioners in the present

while having the skills to develop a viable future. Partnerships with educational
n/K P
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institutions could enhance these possibilities. Hiring public health nurses with these skills

and knowledge could enhance the practice.

As new models of public health nursing practice develop, practice, in partnership

with education could participate in the transitional process by sharing these new models

with staff. By building on the public health core functions, educational programs could be

designed so that public health nurses could then understand how the new models are, in

fact, part of the larger view of public health nursing (Berry, Greenwald, & Nudelman,

1996). This, in turn, could provide the nurses with a greater sense of empowerment as

they are able to realize new ways of working with the community (Duncan, 1996).

Conveying the new models to the staff also includes acknowledging the changing

relationships, both within the organizational structure and with peers, paraprofessionals

and the community. As the hierarchical structure is flattened and partnering with other

emphasized, strategies for implementation need to be shared. Sharing responsibility with

others for a healthy community includes multiple levels of participation. Even in situations

where clients need direction and management, the ultimate decisions are made by the

clients themselves. Supporting those decisions is often difficult and frustrating and the

nurses could assist each other through those times by realizing the inevitability of those

situations.

Acknowledging the unique skills of others is also important in partnering. By

utilizing a client centered, partnership model, decisions for services are then made as to

who would best serve those needs. Instead of thinking of others as taking on pieces of

public health nursing practice, the unique contributions of others and shared roles of all
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could be appreciated. As nurses themselves are moving into other areas of practice, so are

paraprofessionals and other professional workers. Often, growth means letting go of past

responsibilities, something that can be difficult at best.

The public health departments also could work closely with schools of nursing in

developing not only coursework that is appropriate to meet the needs of the public health

nursing staff but also to develop innovative opportunities for both students and staff to

learn and experience the changing world they are encountering. With public health

nursing taking place in a variety of new settings, students would be provided with

opportunities for learning as well as augment the much needed public health nursing staff

Given positive experiences in the field could also be an incentive for students to seek

employment and graduate education in public health nursing. Internship programs have

also been suggested to provide appropriate field experience for students and orientation

for new staff.

In addition to the practical application of education and practice, both the public

health nurses and the administration need to acknowledge the context of change. Being

aware of the impact that the health environment, the organizational restructuring and the

changing work are having on the public health nurses could assist in recognizing the

nurses’ stages of transition. The necessary interventions could be implemented to move

staff through a healthy transitional process resulting in both more job satisfaction and

better client outcomes. The necessary support for actualizing that process includes

acknowledgment from management in the health department as well as financial support to

assist in providing consultation and group meetings. Working closely with researchers also
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could identify the appropriate interventions and assist in the application of such in the real

world. Allowing for staff to participate in the process could be of benefit to both staff and

the organization. It not only would provide a sense of control to the nurses themselves, it

would utilize their skills and knowledge and increase their learning at the same time.

The nurses themselves need to take the incentive and responsibility to evaluate

their own situations and decide their own futures. By realizing that these changes are

impacting their transitional process, they can then either seek help within their own

departments or look elsewhere for assistance. Working together with those who are

interested in moving through these transitions will also provide support. Seeking

management support and being able to articulate their needs to management will also

assist in transitions.

Nursing management has also the responsibility to support their staff through these

transitional times as well as realizing that transitions are a common occurrence within the

public health field, and that these transitions not only effect clients, they also effect staff

Building that concept into a model of public health nursing could assist in presenting a

realistic view to perspective employees while acknowledging and assisting the present staff

in their transitions.

Implications for Theory Development

As noted in the literature, there is a dearth of theory development in public health

nursing (Hamilton & Bush, 1988). A model that provides a framework consisting of both

contextual and process concepts is useful to public health nurses as they describe, analyze

s
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and interpret their own situations throughout this transitional time. In fact, with changes

taking place on a regular basis, due to fluctuating funding, philosophies and political

ideology, a model which sets public health nursing in multiple contextual levels allows for

continual reflection and evaluation of public health nursing, both at the personal and

professional level. It allows for future theory development and testing of interventional

strategies that could assist in the transitional process as well as demonstrate that the total

environment affects not only public health nursing population but also the community

clientele. As a result, three areas suggested by the data in relation to the literature review

call for continual theory development in public health nursing models, public health

nursing work and union.

Public health nursing models are traditionally based on the tenets set by Lillian

Wald (Buchanan, 1987; Erickson, 1987; Frachel, 1988) where the public health nurse

works from the individual to the community level to bring good public health care to those

served. The emphasis in this model is on the client. New models focusing on public

health core functions (Conley & Dahl, 1993) and the new definition of public health

nursing (APHA, 1996) allow for not only the different levels of intervention but also

untraditional practice settings. However, their limitations tend to be in that the context is

only seen as either background information (setting) or as a trigger for change in public

health generally. What is not acknowledged is the interdependence of the context and the

continuing transitions that takes place with consideration given to public health nursing as

well as public health clients. Theory development that takes the public health nurse into
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consideration would be of value to all aspects of the practice, including changing client

and peer relationships, new roles and developing levels of work.

Theoretical frameworks that are proposed should be relevant to practice. One way

to assist with that would be to identify the type of work public health nurses are now

experiencing and relate that to existing models. While this model does not focus explicitly

on public health nurses’ work, it does describe the work transition as well as demonstrates

the complexity of the practice. Further theoretical development in this area would be

useful to assist once more, in the utilization and application of knowledge to the practice

setting.

Although the data revealed several themes, transitions appeared as the major one.

As noted earlier, it has been suggested that a transition framework could serve as a central

focus in nursing (Chick & Meleis, 1986; Meleis & Trangenstein, 1994; Schumacher &

Meleis, 1994). Murphy (1990) also implied that the transition framework could provide a

more holistic view of the client, with a greater potential for nursing interventions, by

focusing on the changing interactions between the person and the environment. It is this

focus on the environment that has been noticeably missing in transition frameworks and

further theory development in this area could be of benefit to public health nursing as well

as others in transition.

Further theory development as to the types of transition could also be helpful.

While Schumacher and Meleis (1994) identified four areas of transition of interest to

nursing, (developmental, situational, health-illness and organizational), there seems to be a

need to take into consideration the transitions that take place at the health policy and
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health care arena level. Are these simply organizational transitions that are impacting

other levels and individuals or are they actually environmental transitions that can be

defined differently. The same definitions, dimensions, and conditions (Bridges, 1980.

Chick & Meleis, 1986; Murphy, 1990; Schumacher & Meleis, 1994) apply to those levels

of transitions and need to be taken into account for future theory development.

Implications for Research

Replication of this qualitative study in other venues is warranted for several

reasons. Since the entire United States is undergoing health care transformation,

experiences from public health nursing could assist in an understanding of the changes that

are taking place across the nation in several areas, organizational restructuring, public

health nursing work, changing knowledge needs and transitional experiences of the nurses.

In addition, outcome studies evaluating different programmatic and public health nursing

approaches would assist in better utilization of public health nursing skills and knowledge

as well as be more beneficial to the community. Findings from these studies could assist in

the refinement of models that, in turn, could more clearly define public health nursing from

a contextual view. From there, theoretical frameworks could be developed to guide the

practice. The transition model described here also could be applied to others in changing

environments, thus allowing for studies of other undergoing transition.

The study here is limited because of its location and its sample. Comparative

research could be of benefit by utilizing other locations that involve public health nurses

from other states as well as rural and urban settings. The state of California requires a
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public health nursing certificate (with the appropriate education) for those in public health

nursing practice. Additionally, most of the participants in this study held graduate level

education. This is in complete contrast to the majority of nurses practicing in the field.

Studies in other venues would allow for other public health nurses’ voices to be heard,

which could then be compared to the existing study results. Other studies where

educational levels of the staff are the focus would also shed light on the ability of public

health nurses to experience a transitional process as well as identify their specific

educational needs.

This study did not question whether the public health nurses went through the

different stages of transition as defined here. Instead, they described one stage as their

present stage of transition. Future studies could address that process itself, to obtain

information on going through the process. This could aid in identifying positive (and

negative) interventions that assist or prohibit the movement through transitional stages.



192

REFERENCES

Aamodt, A. M. (1983). Problems in doing nursing research: Developing criteria

for qualitative research. Western Journal of Nursing Research, 5, 398-402.

Alameda County Health Care Services Agency Demonstration Project. (1996).

Project summary for Section 1115 waiver of the Social Security Act.

Alameda Alliance for Health. (1997). Changing the way Medi-Cal is delivered in

Alameda County. San Leandro, CA. Author.

American Public Health Association. (1996). The definition and role of public

health nursing. A statement of the Public Health Nursing Section (Draft). Washington,

DC: Author.

Anderson, E. T. (1991). A call for transformation. Public Health Nursing, 8(1), 1.

Archer, S.A., Kelly, C. D., & Bisch, S. A. (1984). Implementing change in

communities. A collaborative process. St. Louis, MO: Mosby.

Baldwin, K. A., & Chen, S. C. (1989). The effectiveness of public health nursing

services to prenatal clients: An integrated review. Public Health Nursing, 6, 80-87.

Barkaukas, V. H. (1982). Public health nursing practice-An educator's view. y

Nursing Outlook, 30(8), 384-394.

Battles, R. S. (1988). Factors influencing men's transition into parenthood.

Neonatal Network, 6(5), 63-66.

Beddome, G., Clarke, H. F., & Whyte, N. B. (1993). Vision for the future of

public health nursing. A case for primary health care. Public Health Nursing, 10, 13-18.



193

Berry, W. L., Greenwald, H. P., & Nudelman, P. M. (1996). Managed care and

public health: Building a partnership. Public Health Nursing, 13, 305-310.

Black, M. E., Ploeg, J., Van Berkel, C., Woodcox, V., & Underwood, J.E. (1991).

Evaluation of the reorganization of a public health nursing division. Canadian Journal of

Public Health, 82, 310-314.

Blakeslee, J. A., Goldman, B. D., Papougenis, D., & Torell, C. A. (1991). Making

the transition to restraint-free care. Journal of Gerontological Nursing, 17, 4-8.

Blouin, A. S., & Brent, N. J. (1992). Nurse administrators in job transition:

Defining the issues. Journal of Nursing Administration, 22,010), 10-11.

Blumer, H. (1969). Symbolic interactionism: Perspective and method. Englewood

Cliffs, NJ: Prentice-Hall.

Borgford-Parnell, D., Hope, K. R., & Deisher, R. W. (1994). A homeless teen

pregnancy project: An intensive team case management model. American Journal of

Public Health, 84, 1029-1030.

Bradley, P. J., & Martin, J. (1994). Issues inherent in measuring the impact of

care coordination on pregnancy outcomes. Public Health Nursing, 13, 276-285.

Bradley, P. J., & Martin, J. (1996). The impact of home visits on enrollment

patterns in pregnancy-related services among low income women. Public Health Nursing,

11, 392–398.

Bray, M. L., & Edwards, L. H. (1994). A primary health care approach using

Hispanic outreach workers as nurse extenders. Public Health Nursing, 11, 7-11.

Bridges, W. (1980). Transition. Reading, MA: Addison-Wesley.

-

º



194

Bridges, W. (1986). Managing organizational transition. Organizational

Dynamics, 14, 24–33.

Brown, M. A., & Waybrant, K. (1987). Delineation of the nurse practitioner role:

The influence of individual characteristics and practice settings on coordination and health

promotion activities. Journal of Ambulatory Care Management, 10(3), 8-19.

Brown, M. A., & Powell-Cope, G. M. (1991). AIDS family caregiving. Transition

through uncertainty. Nursing Research, 40, 338-345.

Brown, R. (1997). Welfare reform and managed care: Double jeopardy for

medically underserved populations. Making public health a priority: Tools for today.

Plenary session conducted at the Annual Meeting of the California Public Health

Association-North, San Francisco, CA.

Brunner, W. (1992). Memorandum to Health Services Director on management

reductions and reorganization in public health.

Brunner, W. (1992a). Memorandum to Public Health Nurses on budget

reductions and reorganization in Public Health Nursing.

Brunner, W. (1992b). Proposal for Public Health Clinical Services reorganization.

Brunner, W., & Camhi, M. (1995). Memorandum of understanding between

Contra Costa Public Health (Local Health Department) and Contra Costa Health Plan

(Local Initiative).

Buchanan, B. F. (1987). Human-environment interaction: A modification of the

Neuman systems model for aggregates, families, and the community. Public Health

Nursing, 4, 52-64.



195

Buhler-Wilkerson, K. (1985). Public health nursing. In sickness or in health?

American Journal of Public Health, 75, 1155-1161.

California Department of Finance. (1990). 1990 Census.

California Department of Health Services. (1994). Medi-Cal managed care

procurement project. Sacramento, CA. Author.

California Department of Health Services. (1994a). 1994 report health data

Summaries for California counties. Sacramento, CA. Author.

Carrolton, E. T., DePasquale, J., Folden, S. L., Hall, R. F., & Hopkins, S. (1994).

A collaborative endeavor. The southeast Florida public health nursing education and

service consortium. Journal of Community Health Nursing, 11, 21-29.

Chalmers, K., & Kristajanson, L. (1989). The theoretical basis for nursing at the

community level: a comparison of three models. Journal of Advanced Nursing, 14, 569

574.

Chavignay, K. H., & Kroske, M. (1983). Public health nursing in crisis. Nursing

Outlook, 31, 312-316.

Chick, N., & Meleis, A. I. (1986). Transition: A nursing concern. In P. L. Chinn,

(Ed.), Nursing research methodology. Issues and implementation (pp. 237-257).

Rockville, MD: Aspen.

Choi, M. W. (1981). Nurses as co-practitioners of primary health care. Nursing

Outlook, 29. 519–521.

Christy, T. (1970). Portrait of a leader: Lillian Wald. Nursing Outlook, 18, 50-54.



196

Ciliska, D., Woodcock, V., & Isaacs, S. (1992). A descriptive study of the

attachment of public health nurses to family physicians' offices. Public Health Nursing, 9,

53–57.

Clarke, H. F., Beddome, G., & Whyte, N. B. (1993). Public health nurses' vision

of their future reflects changing paradigms. IMAGE: Journal of Nursing Scholarship, 25,

305-309.

Clarke, A. & Olesen, V. (1992). Kinds of qualitative research and analysis:

Sociology 214A & 214B. San Francisco: University of California.

Condi, J. K., Oliver, A., & Williams, E. (1986). Managing the transition to a

neuroscience unit. Journal of Neuroscience Nursing, 19, 200-205.

Conley, E., & Dahl, J. (1993). Public health nursing within core public health

functions. A progress report from the public health nursing directors of Washington.

Olympia, WA: Washington State Health Department.

Conley, E. (1995). Public health nursing within core public health functions:

“Back to the future.” Journal of Public Health Management and Practice, 1, 1-8.

Dahl, S., Gustafson, C., & McCullagh (1993). Collaborating to develop a

community-based health service for rural homeless people. Journal of Nursing

Administration, 23, 41-45.

Department of Finance Projected Population, January. (1995).

de Tornyay, R., & Ryan, S. (1990). Nursing in the evolving health care system. In

E. H. O'Neil & D. M. Hare (Eds.), Perspectives on the health professions (pp. 55-70).

Durham, NC. Per Health Professions Programs.



197

Duncan, S. M. (1996). Empowerment strategies in nursing education: A

foundation for population-focused clinical studies. Public Health Nursing, 13, 311-317.

Dunn, S. V. (1992). Orientation: the transition from novice to competent critical

care nurse. Critical Care Nursing Quarterly, 15(1), 69-77.

Eng, E., Salmon, M. E., & Mullan, F. (1992). Community empowerment: The

critical base for primary health care. Family & Community Health, 15, 1-12.

Epp, J. (1986). Achieving health for all: A framework for health promotion.

Ottawa: Minister of Supply and Services Canada.

Erickson, G. P. (1987). Public health nursing Initiatives: Guideposts for future

practice. Public Health Nursing, 4, 202-211.

Erkel, E. A. (1993). The impact of case management in preventive services.

Journal of Nursing Administration, 23, 27-32.

Feldman, C., Olberding, L., Shortridge, L., Toole, K., & Zappin, P. (1993).

Decision making in case management of home healthcare clients. Journal of Nursing

Administration, 23. 33–38.

Fenton, M. V., Rounds, L. R., & Anderson, E. T. (1991). Combining the role of

the nurse practitioner and the community health nurse: An educational model for

implementing community-based primary health care. Journal of the American Academy of

Nurse Practitioners, 3,03), 99-105.

Filerman, G. (1994). Health care and education reform: The time to manage for

change is yesterday. Educational Record Winter, 47-50.



198

Fontana, S. A. (1991). Applying marketing concepts to promote health in

vulnerable groups. Public Health Nursing, 8, 140-143.

Ford, L. (1979). A nurse for all settings: The nurse practitioner. Nursing

Outlook, 27, 516-521.

Frachel, R. R. (1988). A new profession: The evolution of public health nursing.

Public Health Nursing, 5(2), 86-90.

Fraticelli, B. (1997). Building community capacity: Partnerships in public health.

Making public health a priority: Tools for Today. Workshop presented at the Annual

Meeting of the California Public Health Association-North, San Francisco, CA.

Gebby, K. M. (1986). Impact of cutbacks: Alternative future in public health

nursing. Journal of Public Health Policy, 7, 21-27.

Gebby, K. M. (1995). Follow the money. Funding streams and public health

nursing. Journal of Public Health Management and Practice, 1, 23-28.

George, L. K. (1982). Models of transition in middle and later life. Annuals of

the American Academy, 46(4), 22-64.

Gilmore, T. N. (1990). Effective leadership during organizational transition.

Nursing Economics, 8, 135-141.

Glaser, B. G. (1978). Theoretical Sensitivity: Advances in the methodology of

grounded theory. Mill Valley, CA: Sociology Press.

Glaser, B. G., & Strauss, A. L. (1967). The discovery of grounded theory.

Strategies for qualitative research. Hawthorne, NY: Aldine de Gruyer.
/



199

Graff, W. L., Bensussen-Walls, W., Cody, E., Williamson, J. (1995). Population

management in an HMO: New roles for nursing. Public Health Nursing, 12, 213-221.

Graham, K. Y. (1992). Health care reform and public health nursing. Public

Health Nursing, 9(1), 73.

Gray, B. B. (1994). 21st century hospital will embody new concept. Nurseweek

7, 23-24.

Greenberg, E. L., & Atchison, C. G. (1995). The impact of Medicaid managed

care on the public health system in Arizona. Case study. Journal of Public Health

Management and Practice, 1, 7-15.

Griffith, H. M., Dickely, L., & Kamerow, D. B. (1995). Put prevention into

practice: A systematic approach. Journal of Public Health Management and Practice, 1, 9

15.

Guba, E. G., & Lincoln, Y. S. (1990). Naturalistic inquiry. Beverley Hills, CA:

Sage.

Gulino, C., & LaMonica, G. (1986). Public health nursing: A study of role

implementation. Public Health Nursing, 3(2), 80-91.

Halbert, T. L., Underwood, J. E., Chambers, L. W., Ploeg, J., Johnson, N. A., &

Isaac, S. M. (1993). Population-based health promotion: A new agenda for public health

nurses. Canadian Journal of Public Health, 84, 243-245.

Hall, J. M., & Stevens, P. E. (1991). Rigor in feminist research. Advances in

Nursing Science, 13 (3), 16-29.

º,

!!!,"

A ■ º *

s

º
■ º }

■ º

*

T



200

Hamilton, P., & Bush, H. A. (1988). Theory development in community health

nursing. Issues and recommendations. Scholarly Inquiry for Nursing Practice: An

International Journal. 2, 145-165.

Hammersley, M & Atkinson, P. (1991). Ethnography: Principles in practice. New

York: Routledge.

Harper, W. (1989). Transition. Canadian Nurse, 85(9), 32-34.

Hastings, J. E. (1992). Recent developments and current issues in health care in

Canada. Reprint from the Canadian Journal of Public Health, in Canadian Journal of

Public Health, 83,400.

Hatton, D.C., & Webb, T. (1993). Information transmission in bilingual,

bicultural contexts. A field study of community health nurses and interpreters. Journal of

Community Health Nursing, 10, 127-147.

Health Care Financing Review (1994). News briefs: New England moving to

managed care options, 16(1), 338-339.

Heinrich, J. (1995). New horizons for public health nursing. Journal of Public

Health Management and Practice, 1, vii-viii.

Henry, V., Schmitz, K., Reif, L., & Rudie, P. (1992). Collaboration: Integrating

practice and research in public health nursing. Public Health Nursing, 9, 218-222.

Howell, J. M. (1992). The nature and principles of public health. Canadian

Journal of Public Health, 83, 401-403.



201

Ibrahim, M. A., & Osborn, J. E. (1990). Future of the public health profession. In

E. H. O'Neil & D. M. Hare (Eds.), Perspectives on the health professions (pp. 35-44).

Durham, NC: Pew Health Professions Programs.

Institute of Medicine, 1990. Healthy people 2000. Citizens chart the course.

Washington, DC: National Academy Press.

Institute of Medicine (1988). The future of public health. Washington, DC. The

National Academy Press.

Josten, L., & Ostwald, S. K. (1994, June). Preparation of PHNs for leadership

positions. A survey of schools of nursing and schools of public health. Paper presented at

the Spring Institute of the Association of Community Health Nursing Educators, San

Antonio, TX.

Kane, J. J. (1992). Allowing the novice to succeed: Transitional support in critical

care. Critical Care Nursing Quarterly, 15(3), 17-22.

Kang, R. (1995). Building community capacity for health promotion: A challenge

for public health nurses. Public Health Nursing, 12, 312-318.

Kears, D. (1996). Public health services and managed care. Paper presented at

the Managed Care and Public Health conference, San Francisco, CA.

Kelly, C. D. (1993). Public health nurses' beliefs about autonomy in the practice.

University of California San Francisco, School of Nursing, Soc. 214 B.

Kelly, C. D. (1996). Public health nursing continuing education. Association of

community health nursing educators: Education, research, and practice, 1993-1994

papers. Lexington, KY: Association of Community Health Nursing Educators.



202

Kelly, C. D., Muennich Cowell, J., & Stevens, R. (1997). Surveying public health

nurses' continuing education needs: Collaboration between practice and academia. Journal

of Continuing Education in Nursing, 28, 115-123.

Kenner, C., & Lott, J. W. (1990). Parent transition after discharge from the

NICU. Neonatal Network, 9(2), 31-37.

Kerfoot, K., Serafin-Dickson, F., & Green, S. (1988). Managing transition:

Resigning with style from the nurse manager position. Nursing Economics, 6, 200-202.

Klaich, K. (1990). Transition in professional identity of nurses enrolled in

graduate educational programs. Holistic Nursing Practice, 4(3), 17-24.

Kristajanson, L. J., & Chalmers, K. J. (1990). Nurse-client interactions in

community based practice: Creating common ground. Public Health Nursing, 7, 215-223.

Kuss, T., Proulx-Girouard, L., Lovitt, S., Katz, C., & Kennelly, P. (1997). A

public health nursing model. Public Health Nursing, 14, 81-91.

Laffrey, S. C., & Page, G. (1989). Primary health care in public health nursing.

Journal of Advanced Nursing, 14, 1044-1050.

Larter, N. L., & Guirl, K. K. (1991). Children with respiratory home care needs:

A training model for public health nurses. Public Health Nursing, 8, 176-181.

Laschinger, H. K., & McWilliam, C. L. (1992). Health care in Canada: The

presumption of care. Nursing & Health Care, 13, 204–207.

Lee, P. R. (1994). From the Assistant Secretary for Health, US Public Health

Service. JAMA, 272, 1315.



203

Leipert, B. (1992). Notes from the field. Shifting gears-changing paradigms: A

vision for community heath nursing. Public Health Nursing, 9, 138-139.

Leipert, B. D. (1996). The value of community health nursing: A

phenomenological study of the perceptions of community health nurses. Public Health

Nursing, 13, 50-57.

Levit, K. R., Lazenby, H. C., Cowan, D. A., & Letsch, S. W. (1994). Nation

health expenditures. In C. Harrington & C. Estes (Eds.), Health policy and nursing: Crisis

and reform in the U.S. health care delivery system (pp. 14-27). Boston. Jones and

Bartlett.

Main, S., Mishler, S., Ayers, B., Poppa, L. D., & Jones, T. (1989). Easing

transition in care delivery with a core training group. Nursingconnections, 2(4), 5-15.

Manthey, M. (1989). Practice partnerships. The newest concept in care delivery.

Journal of Nursing Administration, 19(2), 33-35.

Margolis, P.A., Lannon, C., Stevens, R., Harlan, C., Bordley, W. C., Carey, T.,

Leininger, L., Keyes, L. L., & Earp, J. L. (1996). Linking clinical and public health

approaches to improve access to health care for socially disadvantaged mothers and

children. Archives of Pediatric & Adolescent Medicine, 150, 815-821.

Matuk, L. C., & Horsburgh, M. E. (1989). Rebuilding public health nursing

practice: A Canadian perspective. Public Health Nursing, 6, 169-173.

Matuk, L. C., & Horsburgh, M. E. (1992). Toward redefining public health

nursing in Canada: Challenges for education. Public Health Nursing, 9, 149-154.



º

º

* * * -

tº rººt: . . . .

º
º: r
i■ r_*** *****

"...ºº º

*:- -** rºº º

Ç ** **-
º º,

-uºrº-rºº
p:-runº: , ,

ºnaurº º'



204

May, K. M., McLaughlin, F., & Penner, M. (1991). Preventing low birth weight:

Marketing and volunteer outreach. Public Health Nursing, 8, 97-104.

McKnight, J., & Van Dover, L. (1994). Community as client: A challenge for

nursing education. Public Health Nursing, 11, 12-16.

Meleis, A. I., & Trangenstein, P. A. (1994). Facilitating transitions: Redefinition

of the nursing mission. Nursing Outlook, 42, 255-259.

Murphy, S. A. (1990). Human responses to transition: A holistic nursing

prospective. Holistic Nursing Practice, 4(3), 1-90.

Neufer, L. (1994). The role of the community health nurse in environmental

health. Public Health Nursing, 11, 155-162.

Northern California Community Services Council. (1994). Contra Costa County

needs indicator profile. United Way.

Oakley, D., Swanson, J., Swenson, I., & Marcy, S. (1990). Public health nurses

and family planning. Public Health Nursing, 7, 175-180.

Oda, D. (1977). Specialized role development: A three-phase process. Nursing

Outlook, 25, 374-377.

Oda, D. S. (1989). Home visits. Effective or obsolete nursing practice? Nursing

Research, 38, 121-123.

Oda, D. S., & Boyd, P. Documenting the effect and cost of public health nursing

field services. Public Health Nursing, 4, 180-182.



-º-

º º
Biº-Laº at- sº

a saw - -
agº. -ºf . A

cº-

*******

sººn-ºn-->

Tºmºrº"



205

Oda, D. S., Taylor, H. J., & Heilbron, D. C. (1993, November). The effect of

public health nursing in EPSDT. A randomized clinical trial. Paper presented at the

American Public Health Association Annual Meeting, Washington, DC.

Olds, D. L. (1992). Home visitation for pregnant women and parents of young

children. American Journal of Diseases of Children, 146, 704–708.

Olds, D. L., Henderson, C. R., Tatelbaum, R., & Chamberlin, R. (1986).

Improving the life-course development of socially disadvantaged mothers. A randomized

trial of nurse home visitation. American Journal of Public Health, 78, 1436-1444.

Olds, D. L. & Kitzman, H. (1993). Review of research on home visiting for

pregnant women and parents of young children. The Future of Children: Home Visiting,

Vol. 3, 53-92.

O'Neil, E. H., & Hare, D. M. (1990). Perspectives on the health professions.

Durham, NC. Pew Health Professions Program.

Ottawa Charter for Health Promotion (1986). Ottawa: An international

conference on health promotion.

Parkes, C. M. (1971). Psychosocial transition: A field for study. Social science

and Medicine, 5, 101-115.

Pearson, T. A., Spencer, M., & Jenkins, P. (1995). Who will provide preventive

services? The changing relationships between medical care systems and public health

agencies in health care reform. Journal of Public Health Management and Practice, 1, 16

27.



206

Public & Environment Health Advisory Board. (1988). Report on activities to

date. Recommendations for action. Contra Costa County Health Services Department.

Public & Environmental Health Advisory Board. (1994). A community response:

Partnership strategies for a healthy county. Contra Costa County Health Services

Department.

Quad Council. (1994). Public health nursing in a reformed health care system.

Reed-McKay, K. L. (1989). Role transition for school nurses in the Spokane

Public Schools. Journal of School Health, 59, 444-445.

Reimer, J. C., Davies, B., & Martens, N. (1991). Palliative care. The nurse's role

in helping families through the transition of "fading away." Cancer Nursing, 14, 321-327.

Reverby, S. M. (1993). From Lillian Wald to Hillary Rodham Clinton: What will

happen to public health nursing? American Journal of Public Health, 83, 1662-1663.

Rice, J. M. (1988). Transition from staff nurse to head nurse: A personal

experience. Nursing Management, 19, 104.

Riner, M. B. (1993). Expanding services: The role of the community health nurse

and the advanced nurse practitioner. Journal of Community Health Nursing, 6, 2223-230.

Roberts, D. E., & Heinrich, J. (1985). Public health nursing comes of age.

American Journal of Public Health, 75, 1162-72.

Robinson, G. M., & Pinkney, A. A. (1992). Transition from the hospital to the

community. Small group program. Journal of Psychosocial Nursing and Mental Health

Services, 30(5), 33-38.



2O7

Roper, W. L., Koplan, J. P., & Stinnett, A. A. (1994). Public health in the new

American health system. Frontiers of Health Services Management, 10(4), 3-24.

Rothman, N. (1990). Toward description: Public health nursing and community

health nursing are different. Nursing & Health Care, 22, 243-247.

Rotkovitch, R., & Smith, C. (1987). ICON I.-The future model; ICON II-The

transition model. Nursing Management, 18(11), 91-92, 94-96.

Rubadue, C. (1996). A future reality? Public Health Nursing, 13, 303-304.

Russell, K. (1994). Community care management and the emergence of new

partnerships for health. Public Health Nursing, 11, 140-141.

Salmon, M. E. (1993). An open letter to public health nurses. Public Health

Nursing, 10, 211-212.

Sandelowski, M. (1986). The problem of rigor in qualitative research. Advances

in Nursing Science, 8, 123-134.

Sandelowski, M. (1993). Rigor or rigor mortis: The problem of rigor in qualitative

research revisited. Advances in Nursing Sciences, 16(2), 1-8.

Santa Clara County. (1996). Fiscal year 1997 county governmental handbook.

Santa Clara, CA: Santa Clara County Office of Budget and Analysis.

Santa Clara County. (1996a). Health status of Santa Clara County. Santa Clara

Valley, Public Health Department.

Santa Clara Valley Health and Hospital System, Public Health Department,

Disease Control and Prevention, Data Management and Statistics. (1994).



208

Santa Clara Valley Health and Hospital System, Labor Market Information

Division. (1995).

Santa Clara Valley Health and Hospital System. (1996). Organizational Chart.

Santa Clara Valley Health & Hospital System, (1996a). Public health department.

Saylor, C., Lippa, B., & Lee, G. (1991). Drug-exposed infants at home: Strategies

and supports. Public Health Nursing, 8, 33-38.

Schlossberg, N. K. (1981). A model for analyzing human adaptation to transition.

The Counseling Psychologist, 9(2), 2-18.

Shugars, D. A., O'Neil, E. H., & Bader, J. D. (Eds.). (1991). Healthy America:

Practitioners for 2005, an agenda for action for U.S. health professionals schools.

Durham, NC; the Pew Health Professions Commissions.

Schumacher, K. L., & Meleis, A. I. (1994). Transition: A central concept in

nursing. IMAGE: Journal of Nursing Scholarship, 26, 119-127.

Selby-Harrington, M. L., Riportella-Muller, R. (1993). Easing the burden on

health departments: A cost-effective method for public health nurses to increase private

sector participation in the early and periodic screening, diagnosis, and treatment program.

Public Health Nursing, 10, 114-121.

Selby, M. L., Riportella-Muller, R., Sorenson, J. R., Quade, D., Sappenfield, M.

M., Potter, H. B., & Farrel, A. M. (1990). Public health nursing interventions to improve

the use of a health service. Using a pilot study to guide research. Public Health Nursing,

7, 2-12.



209

Selder, L. E. (1989). Life transition theory: The resolution of uncertainty.

Nursing and Health Care, 10, 437-451.

Shamansky, S. L. (1995). A longer-than-usual editorial about population-based

managed care. Public Health Nursing, 12, 211-212.

Shea, L. E., Adamzczak, P., & Flanagan, T. J. (1987). Transition to flight nursing.

Three experiences. Journal of Emergency Nursing, 13(4), 31A-34A.

Shields, N. A. (1991). The transition to video: Considerations for the GI

laboratory manager. Gastroenterology Nursing, 14(1), 44-47.

Simms, L. M. (1981). The grounded theory approach in nursing research.

Nursing Research, 30, 356-359.

Stern, P. N. (1980). Grounded theory methodology: Its uses and processes.

IMAGE: Journal of Nursing Scholarship, 12, 2-23.

Strauss, A. L. (1987). Qualitative analysis for social scientists. New York.

Cambridge University Press.

Strauss, A., & Corbin, J. (1990). Basics of qualitative research: Grounded theory

procedures and techniques. Newbury

Park, CA; SAGE.

Swearington, L. (1987). Transitional day treatment: An individualized goal

oriented approach. Archives of Psychiatric Nursing, 1, 104-110.

Talarczyk, G., & Milbrandt, D. (1988). A collaborative effort to facilitate role

transition from student to registered nurse practitioner. Nursing Management, 19(2), 30

32.



210

Taylor, K. S. (1994). Columbia, SC; Four area hospitals plant the seed for closer

ties, community planning. Hospitals & Health Networks, 76(20), 42-45.

Tierney, M. J., Grant, L. M., Cherrstrom, P. L., & Morris, B. L. (1990). Clinical

nurse specialist in transition. Clinical Nurse Specialist, 6, 142-146.

Tri-Council for Nursing. (1994). Health care reform.

Turley, J. P. (1992). A framework for the transition from nursing records to a

nursing information system. Nursing Outlook, 40, 177-181.

Tyhurst, J. (1957). The role of transition states-including disasters-in mental

illness. In Symposium on Preventive and Social Psychiatry (149-169). Washington, DC:

Walter Reed Army Institute of Research.

Underwood, E. J., Woodcox, V., Van Berkel, C., Black, M., & Ploeg, J. (1991).

Organizing public health nursing for the 1990s. Generalist or specialist. Canadian Journal

of Public Health, 82, 245–248.

United States Bureau of Census. (1990).

van Maanen, H. M. T. (1990). Nursing in transition. An analysis of the state of

the art in relation to the conditions of practice and society's expectations. Journal of

Advanced Nursing, 15, 914-924.

Vezeau, T. M., & Hallsten, D. A. (1987). Making the transition to mother-baby

care. MCN: Maternal-Child Nursing, 12, 193-198.

Walker, K. & DeVooght, J. (1989). Invasion: A hospital transition following the

1983 Grenadian intervention. Journal of Psychosocial Nursing and Mental Health

Services, 27,(1), 27-30.



211

Webster's Ninth New Collegiate Dictionary. (1984). Springfield, MA: Merrian

Webster.

Williams, C. A. (1977). Community health nursing - What is it? Nursing Outlook,

25, 250-254.

Williams, C. A. (1992). Public health nursing: Does it have a future? In L. H.

Aiken, & D. M. Fagin (Eds.) Charting nursing's future: Agenda for the 1990s (pp. 255

269). Philadelphia: J. B. Lippincott.

Woodward, G. R., & Edouard, L. (1992). Reaching out: A community initiative

for disadvantaged pregnant women. Canadian Journal of Public Health, 83, 188-190.

Zerwekh, J. V. (1991a). At the expense of their souls. Nursing Outlook, 39, 58

61.

Zerwekh, J. V. (1991b). A family caregiving model for public health nursing.

Nursing Outlook, 39, 213–217.

Zerwekh, J. V. (1991c). Tales from public health nursing true detectives.

American Journal of Nursing, 8, 30-36.

Zerwekh, J. V. (1992a). Community health nurses: A population at risk. Public

Health Nursing, 9, 1.

Zerwekh, J. V. (1992b). The practice of empowerment and coercion by expert

public health nurses. IMAGE: Journal of Nursing Scholarship, 24, 101-105.

Zerwekh, J. V. (1992c). Public health nursing legacy: Historical practical wisdom.

Nursing & Health Care, 13, 84-91.



212

Zerwekh, J. V. (1993). Going to the people: Public health nursing today and

tomorrow. American Journal of Public Health, 83, 1676-1678.

Zerwekh, J. V, Young, B., Primomo, J., & Deal, L. (Eds.). (1993). Opening

doors: Stories of public health nursing (3rd ed.). Olympia. Washington State Department

of Health.

Zotti, M. E., & Zahner, S.J. (1995). Evaluation of public health nursing visits to

pregnant women on WIC. Public Health Nursing, 12, 294-304.



tº ºr º

º

-**-i-º-º- *** **

*

º *--tº- ** - **

cº- *******"

gº sº. **

ºutºumºtº



213

APPENDIX A

Definitions of Transition in the Nursing Literature

Bridges (1980; 1986): A process that involves three phases: an ending phase

(disengagement, disidentification, disenchantment), a neutral phase (disorientation,

disintegration, discovery), and a new beginning phase (finding meaning and future,

experiencing control and challenge).

Chick and Meleis (1986). A passage from one life phase, condition, or status to

another....transition refers to both the process and the outcome of complex person

environment interactions. It may involve more than one person and is embedded in the

context and the situation. Defining characteristics of transition include process,

disconnectedness, perception, and patterns of response.

Chiriboga (1979): Marker events with discrete entries and exits.

Golan (1981). A period of moving from one state of certainty to another, with an

interval of uncertainty and change in between.

Meleis (1986): The period in which a change is perceived by a person or others, as

occurring in a person or in the environment. Commonalties that characterize a transition

period: 1) disconnectiveness from usual social network and social support systems, 2)

temporary loss of familiar reference points of significant objects or subjects, 3) new needs

that may arise or old ones not met in a familiar way, and 4) old sets of expectations no
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longer congruent with changing situations. A transition denotes a change in health status,

in role relations, in expectations or in abilities.

Meleis (1991). A transition denotes a change in health status, in role relations, in

expectations, or in abilities. It denotes changes in needs of all human systems. Transition

requires the person to incorporate new knowledge, to alter behavior, and therefore to

change the definition of selfin social context, of a healthy or ill self, or of internal and

external needs, which affects the health status.

Morris (1979): A process of change from one activity or form of activity to

another.

Murphy (1990): Common themes in definitions of transition: disruption in routine,

emotional upheaval, and adjustment required of individuals undergoing life changes.

Parkes (1971): Processes of change that are lasting in their effects, force one to

give up how one views the work and his or her place in it, and necessitate the

development of new assumptions and skills to enable the individual to cope with a new

altered life space (paraphrased by Murphy, 1990).

Schlossberg (1981). An event or nonevent that results in changes in relationships,

routines, assumptions and/or roles within the settings of self, work, family, health, and

economics.

Tyhurst(1957). A passage or change from one place or state or act or set of

circumstances to another. Features common to all transition: 1) a phase of turmoil, 2)

disturbances in bodily function, mood and cognition, 3) symptoms of psychological

distress, and 4) altered time perspective.
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Webster (1981). The passage from one state, condition, or place to another.

From K. L. Schumacher and A. I. Meleis "Transition: A central concept in nursing," 1994,

IMAGE Journal of Nursing Scholarship, 26, p.122.
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APPENDIX B

The Definition of Public Health Nursing

Public health nursing is the practice of promoting and protecting the health of

populations using knowledge from nursing, social and public health sciences.

Public health nursing practice is a systematic process by which:

1. the health and health care needs of a population are assessed in order to identify

subpopulations, families, and individuals who would benefit from health promotion or who

are at risk of illness, injury, disability, or premature death;

2. a plan for intervention is developed with the community to meet identified needs

that takes into account available resources, the range of activities that contribute to health

and the prevention of illness, injury, disability, and premature death;

3. the plan is implemented effectively, efficiently, and equitably,

4. evaluations are conducted to determine the extent to which the interventions

have an impact on the health status of individuals and the populations;

5. the results of the process are used to influence and direct the current delivery of

care, deployment of health resources, and the development of local, regional, state, and

national health policy and research to promote health and prevent disease.

This systematic process is based on and is consistent with: 1) community strengths,

needs and expectations; 2) current scientific knowledge; 3) available resources, 4)

accepted criteria and standards of nursing practice, 5) agency purpose, philosophy and
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objectives, and 6) the participation, cooperation, and understanding of the population.

Other services and organizations in the community are considered and planning is

coordinated to maximize the effective use of resources and enhance outcomes.

The title “public health nurse” designates a nursing professional with educational

preparation in public health and nursing science with a primary focus on population-level

outcomes. The focus of public health nursing is not on providing direct care to individuals

in community settings. Public health nurses support the provision of direct care through a

process of evaluation and assessment of the needs of individuals in the context of their

population group. Public health nurses work with other providers of care to plan,

develop, and support systems and programs in the community to prevent problems and

provide access to care. The primary focus of public health nursing is to promote health

and prevent disease for entire population groups. This may include assisting and providing

care to individual members of the population. It also includes the identification of

individuals who may not request care but who have health problems that put themselves

and other in the community at risk, such as those with infectious diseases (American

Public Health Association, 1996).
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1.

2.

3

4

6

8

APPENDIX C

Demographic Data Sheet

Age

Sex Female

. Marital Status

Single
Married
Divorced

Widowed

. Ethnicity
Caucasian

African/American

Latino

Southeast Asian (specify)
American Indian

Other (specify)

. Education

a. Highest degree PhD
DNSC

MSN

Masters(other)
BSN

BA/BS

b. Area of specialization

. Nursing Experience
Years in nursing
Years in public health
Years in present health department
Years in present position

. Present position

Male

. Health Department Contra Costa Alameda Santa Clara
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APPENDIX D

Interview Guide

1) Background Information - What is it like being a public health nurse within the

changing health care system; what has changed; what initiated the change; what kind of

change occurred within the delivery of care; how long has this taken, were you involved in

the planning for the change, is the transition completed; how do you feel about the change.

2) Preparation for Working with Others - Who are you working with now; how has

this changed over time, do you require new skills and knowledge to work with others,

how are you acquiring those skills and knowledge; do others do the same work that you

do.

3) Serving the Community - Has your relationship with your clients changed; are you

serving the same population you previously served; how has that changed; what does that

mean for you.

4) Views of Public Health Nursing - What do you believe is the purpose of public

health nursing; what were you taught, are you doing that now, where you doing that

before; what has changed; how has it changed.

5) Other Areas - Are there any other concerns you have about being a public health

nurse that you would like to share with me.
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APPENDIX E

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
CONSENT TO BE ARESEARCH SUBJECT

PUBLIC HEALTH NURSING IN TRANSITION:

PUBLIC HEALTH NURSES’ EXPERIENCES

WITHIN AN EVOLVING HEALTH CARE SYSTEM

A. PURPOSE:

Carole D. Kelly, RN, MS (PhD Candidate) School of Nursing, UCSF and Mary C.
White, RN, PhD, Assistant Professor, School of Nursing, UCSF are conducting a research
project designed to study the experiences of public health nurses in the evolving health
care system. As a public health nurse, you are being asked to participate in the study.

B. PROCEDURES:

If you agree to be in the study, the following will occur:

1. You will be interviewed once for thirty to forty-five minutes.
2. The interview will be audiotaped.

C. RISKS/DISCOMFORTS

It may be inconvenient or uncomfortable for you to be interviewed. You may,
however, refuse to answer any of the questions or withdraw from the study at any time
without explanation. There also is a risk of loss of confidentiality. To reduce this risk, all
interviews and notes will be coded with a number only. At the completion of the study, all
notes and audiotape recording will be destroyed. You will not be identified by name or by
any particular characteristics in any written reports of this study.

D. BENEFITS

There will be no direct personal benefits to you in participating in this study.
However, the information you provide may increase the understanding of public health
nursing in the changing health care system by other health care professionals and the
public at large.

Page 1 or 2 July 1996
2.
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E. COSTS/REIMBURSEMENTS

There will be no costs to you or reimbursement to you for participating in this
study.

F. QUESTIONS:
The study has been explained to you by Carole Kelly and you have had your

questions answered. If you have additional questions regarding this study, you may
contact Carole Kelly or Dorothy Oda at:

RESEARCHER: Carole D. Kelly, RN, MS (PhD Candidate)
Department of Community Health Systems
School of Nursing, University of California, San Francisco
San Francisco, CA 94143-0608
Home phone (415)392-7990

SUPERVISOR/RESEARCHER: Mary C. White, RN, PhD,
Assistant Professor

Department of Community Health Systems
School of Nursing, University of California, San Francisco
San Francisco, CA 94143-0608
Office (415) 476-5213

If you have any comments or concerns about participation in this study, you should
first talk with the investigators. If for some reason you do not wish to do this, you may
contact the Committee on Human Research, which is concerned with the protection of
volunteers in research projects. You may reach the committee office between 8:00 am
and 5:00 pm, Monday through Friday, by calling (415) 476-1814 or by writing:
Committee on Human Research, Box 0962, University of California, San Francisco/San
Francisco, CA 94143.

G. CONSENT:

You will be given a copy of this consent to keep. PARTICIPATION IN
RESEARCH IS VOLUNTARY. You are free to decline to be in this study, or to
withdraw from it at any point. Your decision as to whether or not to participate in this
study will have no effect on your future relationship with UCSF or its employees.

NAME: DATE:

Signature of study participant
NAME: DATE:

Signature of person obtaining consent

UCSF, CHR Approval Number:H7085-12921-01
Page 2 of 2 July 1996
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