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Abstract 

The purpose of this study was to explain how public health renewal has shaped public 

health nursing practice, how public health nurses have managed these changes, and the perceived 

impact of such changes on health outcomes. I used the grounded theory method to develop a 

theoretical explanation of how public health nurses navigated the changing organizational milieu 

in British Columbia. I interviewed 29 public health nurses and three public health nursing 

managers in three health authorities to explicate the impact of healthcare reform initiatives on 

public health nurses and public health nursing practice. 

Over the last few decades, there have been several organizational and policy changes in 

British Columbia, intended to strengthen the health system and health service delivery. These 

changes have eroded the nature of the public health nurse role and negatively influenced public 

health nursing practice, undermining the ability of public health nurses to improve population 

health and health equity. Many participants were concerned about changes in their practice and 

reported that leaders restricted their role, particularly in their broad health promotion and 

community development efforts. Nurses in this study highlighted specific organizational and 

policy changes that have undermined their effectiveness. For example, nurses talked about cuts 

to the public health budget, the disbanding of health unit structures, the appointment of leaders 

who lacked public health or public health nursing knowledge and experience, and the increase in 

mandated targeted public health nursing programs with a corresponding decrease in universal 

programs. 

As a result, participants engaged in the process of managing the eroding of the public 

health nurse role, which comprises five strategies. In standing tall, a number of nurses in this 

study advocated for their practice and pushed back against decisions that jeopardized the quality 



 iv 

of public health nursing programs and services with varying degrees of force. Public health 

nurse participants also worked within organizational expectations and constraints in the process 

of getting by. In going underground, several public health nurses engaged in various activities in 

secret by harnessing their community connections and attended to community issues they 

believed went unaddressed. A number of nurses, dissatisfied by the state of their role, were 

contemplating getting out and considered other employment possibilities. Throughout the 

process of navigating external changes affecting practice, many nurses restored their dedication 

to the public health nurse role in reaffirming commitment. Given the limited research exploring 

the impact of healthcare reform and public health renewal on public health nursing practice, this 

research helps to provide an initial glimpse into the effects of such change on public health 

nurses in British Columbia. 
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Chapter 1 - Introduction 

In this opening chapter, I set the stage for this dissertation research exploring public 

health nursing (PHNsg) practice in the face of historical and recent public health reform 

initiatives. To begin, I recount personal experiences that guided me to study this topic area in 

Situating the Research. Then, I offer background details explaining PHNsg practice, as well as 

detailing some historical components and the nature of the public health nurse (PHN) role. At 

this point, I discuss the context of public health reform that has taken place in Canada over 

nearly the last three decades, and the significance of this reform process for PHNs delivering 

programs and services in their communities. The discussion of public health reform and PHNsg 

practice is followed by the purpose and significance of this study. To end, I offer an overview of 

the dissertation and a short summary before delving more deeply into components of the research 

project.  

Situating the Research 

During my doctoral education, I volunteered in a local health unit in British Columbia 

(BC) and worked alongside PHNs every Saturday morning for two years. The time I spent with 

these PHNs was instrumental to my learning about PHN concerns, and significantly shaped my 

dissertation research. Because I established trusting relationships with PHNs in the office, they 

began to include me in many of their conversations, providing me with insights into their issues 

and perspectives. PHNs would tell me about the things they were working on, share practice 

stories, and discuss some of their concerns. They asked me questions about what I was doing in 

school, and were interested to learn about my research focussing on PHNsg practice. It was in 

these moments that they talked about ideas and insights into the challenges facing PHNs in their 

practice, and offered suggestions for my research.  
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I was eager to learn about PHNsg and to listen to PHN stories. This volunteer 

experience was complemented by my time working on a large research project studying the 

renewal of public health systems and services in BC and Ontario, titled Renewal of Public Health 

Systems (RePHs). Reading through PHN interviews collected for that project was helpful as a 

preliminary step in understanding and continuing to explore PHN experiences related to policy 

and organizational change. Together, these experiences played a significant role in shaping the 

focus of my research project. I decided to delve more deeply into this area of exploration by 

studying PHNs’ practice concerns related to public health system reform in three health 

authorities (HAs) in BC. 

Background 

PHNs have been delivering programs and services intended to improve population health 

in BC since the early 20th century (Green, 1984). In BC, the provincial government currently 

provides funding to five regional HAs, one provincial HA, and the recently formed First Nations 

HA to govern healthcare organization and delivery across the province. Regional HA 

responsibilities include the funding and delivering of PHNsg services. PHNs work across health 

regions to promote and protect health, and to prevent disease, disability, and injury, while 

assessing and monitoring health (Canadian Public Health Association [CPHA], 2010). PHNs 

support health through means such as connecting people to resources in communities, and 

building the capacity of individuals, families, and groups (Community Health Nurses of Canada 

[CHNC], 2019). In this way, health is “seen as a resource for everyday life, not the object of 

living” (World Health Organization [WHO], 1986, p. 1). Health is promoted in everyday settings 

where people learn, work, play and love (WHO, 1986). PHNs have been described as having a 
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central role in protecting and improving the health of communities and populations (Canadian 

Nurses Association [CNA], 2006; CPHA, 2010).  

Public Health Nursing 

PHNsg is considered a specialty practice within nursing, in which nurses synthesize 

knowledge from public health, nursing, and the social sciences (Battle Haugh & Mildon, 2008; 

CHNC, 2019; CPHA, 2010; MacDonald, 2004). In fact, PHNs were the first nurses in Canada to 

require a baccalaureate degree for entry-level practice (Duncan, 2016). Central to PHNsg 

practice is the recognition of the inextricable link between individual and community health and 

environmental conditions (CHNC, 2019). PHNs have an important role in reducing health 

inequities by examining and addressing broad causes of poor health, commonly referred to as the 

social determinants of health (Reutter & Kushner, 2010). 

The title PHN is, at times, used interchangeably with the title community health nurse, 

however, there is a distinction. Community health nurse is an umbrella term used to include all 

community-based nursing practice. Within community health nursing there are distinct nursing 

subspecialties and bodies of knowledge (King et al., 1995; McKay, 2012). PHNsg is one 

subspecialty focused on population-based practice, with a key focus on health promotion and 

disease and injury prevention, and with activities directed at many levels from individuals to 

populations (Olson-Keller et al., 2004).  

Confusion surrounding the titles likely stems from the fact that community health nursing 

originated as a single, distinct practice that branched into multiple subspecialties – home care 

nursing, PHNsg, parish nursing, and outpost nursing, among others (Community Health Nurses 

Association of Canada, 2002). Defining subspecialties within nursing is important, however, to 

recognize the work of distinct groups of nurses. Some believe confusion regarding the PHN role 
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may also be attributed to the diverse nature of PHN roles in the community (Underwood, 2003), 

given that PHNsg programs generally evolve to meet community and population needs in 

different contexts and settings (CPHA, 2010; CHNC, 2019). 

Historical Overview.   

PHNs have been in our communities improving population health for decades; in fact, in 

2019 we celebrated the 100th anniversary of the PHN role in BC (Green, 1984). PHNs have first-

hand knowledge of social, environmental, and economic factors shaping community health 

through interacting with people where they live, work, and play. Lillian Wald, who coined the 

term PHNsg, argued that it was impossible and undesirable to separate technical clinical service 

from that of social service (Fitzpatrick, 1975). Other nurses, such as Florence Nightingale, 

Jeanne Mance, and women in religious orders, such as the Grey Nuns, as well as nurses in the 

Victoria Order of Nurses (CHNC, 2011), provided care in communities, and acknowledged the 

symbiotic link between individual, social, and environmental health. Throughout history, PHNs 

have been well positioned to improve the health and wellbeing of individuals and communities 

through advocating and raising awareness for social change (Duncan, 2016; Falk-Rafael, 2005).  

As social inequities in Canada continue to grow, leading to poorer health (Wilkinson & 

Pickett, 2009), the need for PHNs to address inequities remains (Reutter & Kushner, 2010). In 

fact, PHNs have been encouraged to bolster their roots of social activism (Falk Rafael, 1999). 

Historically, PHNs provided leadership in caring for sick and impoverished citizens through 

connecting with the community and challenging contextual forces negatively affecting the health 

of clients (Duncan et al., 1999; Duncan, 2016). PHN practices rooted in social justice and equity 

values remain today, however changes in organizational policy and structure have hindered their 

advocacy efforts and, at times, their activities go unnoticed (Falk-Rafael & Betker, 2012b). The 
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Canadian Nursing Code of Ethics (CNA, 2017) denotes that “Ethical nursing practice addresses 

broad aspects of social justice that are associated with health and well-being. These aspects are 

focused on improving systems and societal structures to create greater equity for all” (p. 18). 

Nurses have been encouraged to engage in activities to alleviate inequities and are supported by 

several guiding practice documents reflecting values of social justice and equity. 

Guiding Practice Documents.  

The scope and depth of the PHN role are clearly articulated in the CHNC Standards of 

Practice (2019) and are detailed in several practice documents from Canadian organizations. 

Authors have articulated the role and functions of PHNs in Canada through various CPHA 

statements, stemming back to the 1960s. There are multiple other guiding documents that 

support PHNs in practice such as, Core Competencies for Public Health in Canada Release 1.0 

(Public Health Agency of Canada [PHAC], 2007), and Public Health Nursing Discipline Specific 

Competencies Version 1.0 (CHNC, 2009). Leaders at CHNC (2011) have developed resources 

supporting and guiding PHNsg practice since the establishment of the CHNC in 1987. 

The nature of PHNsg practice in Canada is particularly evident in two guiding practice 

documents, Canadian Community Health Nursing Professional Practice Model and Standards of 

Practice (CHNC, 2019) and Public Health ~ Community Health Nursing Practice in Canada: 

Roles and Activities (CPHA, 2010). The authors of these documents were clear that PHNs have 

an important role in connecting with, and working in collaboration with partners to support 

individuals, families, communities, and populations to strengthen health promotion and disease 

prevention practices and services. PHNs are expected to engage in numerous activities, such as 

capacity building, advocacy, skill development, case management, and education to improve 

health (CHNC, 2019). They work with individuals and families to achieve mutually agreed upon 
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goals and support groups within the population who may be a risk for poor health outcomes, by 

focusing on issues of social justice and empowerment (Aston et al., 2006).  

Nature of the PHN Role.  

The authors of the CHNC Professional Practice Model (2019) outline components of 

PHNsg practice, including the values base, theoretical foundations, and the process of delivering 

care. These supporting PHNsg practice documents provide extensive detail regarding how PHNs 

promote health and wellbeing at multiple levels (e.g., individuals, families, groups, communities, 

populations, and systems) and in a variety of locations (e.g., health units, homes, schools). 

PHNsg practice has even been called a practice without walls (Registered Nurses Association of 

Ontario, 1998). These guiding resources help to communicate the role PHNs have in addressing 

a range of factors that affect health in the community, particularly the determinants of health.  

Throughout their day-to-day activities, PHNs are guided by a strong theoretical 

foundation, weaving together philosophies, broad theoretical perspectives, and conceptual 

models and frameworks from both within and outside of nursing (Betker et al., 2016, 2020; 

CHNC, 2019). Falk-Rafael (2005) describes theory as the roots of PHNsg practice and research, 

anchoring the discipline and practice. It is this theoretical basis, the melding of a variety of 

theories and frameworks, that provides a lens for and guides PHN activities. Betker et al. (2016, 

2020) represent the theoretical foundations of PHNsg practice visually, as a fan graphic, 

demonstrating the interconnected nature and range of knowledges informing PHN work. 

By working at a high level of autonomy, PHNs draw on their professional and 

community knowledge, and continually evolve their role to respond to and promote community 

health (CHNC, 2019; CPHA, 2010). At the same time, PHNs direct their activities at multiple 

levels of practice to advocate and effect change. They also aim to initiate and maintain 
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relationships, central to the PHN role, because these connections help to keep them abreast of 

local issues and influence the effectiveness of their practice (Falk-Rafael & Betker, 2012a). 

Building trusting relationships enables nurses to deliver appropriate and meaningful care, and 

informs their activities across levels (Falk-Rafael & Betker, 2012b). I elaborate on the nature of 

each of these three characteristics, that is, PHN autonomy, working across levels of practice, and 

building relationships, to enhance our understanding of the PHN role. I discuss each feature 

separately, but in reality, they overlap and interconnect.  

  Autonomous Practice.  

PHNs are autonomous practitioners who work independently, visiting families and 

community groups, often having to make decisions on the spot without additional resources at 

hand. They use their professional judgement to anticipate and respond to local health issues, and 

shift their day-to-day activities to reflect need, integrating a proactive and reactive approach. 

PHNs work in partnership with community organizations and agencies to promote health in their 

communities, considering health through a socio-environmental lens (CHNC, 2011). Through 

this lens, PHNs consider the complex interplay between individual and family health and the 

health of the entire community. By working autonomously, PHNs often have multiple points of 

contact with individuals and families to develop and maintain trusting relationships to ensure 

continuity of care (Falk-Rafael & Betker, 2012b). PHNs require the flexibility and time in their 

day-to-day practice to establish and maintain trusting relationships with individuals, families, 

groups, and community partners to build capacity and promote the health of their communities 

(CHCN, 2019; Falk-Rafael & Betker, 2012a).  
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Multiple Levels of Practice.  

PHNs operate at multiple levels of practice, and direct their activities at individual, 

family, group, community, population, and system levels. This approach of working across 

multiple levels of practice is clearly articulated in the CHNC Professional Practice Model (2019), 

the Theoretical Foundations Model (Betker et al., 2016, 2020), and in the Public Health Nursing 

Intervention Wheel Model (Olson-Keller et al., 2004). The Intervention Wheel, developed in the 

United States (US), is a model that guides population-based PHNsg practice and is used 

extensively in Canada. Falk-Rafael and Betker (2012b) call this working across levels in PHNsg 

practice the trombone slide. The trombone slide is essential in guiding PHNsg work, and affects 

PHNsg effectiveness in their role, because their work at the individual and family level informs 

their advocacy efforts at organizational and policy levels. Likewise, PHNs’ community and 

population knowledge and expertise influences their work with clients and families. 

By working across levels, PHNs are guided in their activities directed at clients and 

families to community and population levels. PHNs need to be familiar with communities and be 

engaged with them in direct and active ways to be positioned to improve health inequities 

(Drevdahl, 1995). Throughout their day-to-day activities, the focus of PHNs evolves from 

individual and family care to a broad population focus (Diekemper et al., 1999a; Diekemper et 

al., 1999b). A PHN’s population efforts, for example, could address issues of poverty and 

housing that often lead to poor health outcomes. Working across levels provides PHNs with 

knowledge and insight into the realities of citizens' day-to-day lives, which they bring to policy 

table discussions and dialogue (Falk-Rafael & Betker, 2012b). It is by working closely in trusting 

relationships with individuals, families, and groups that PHNs are able to implement health 

promotion and empowering strategies (Falk-Rafael, 2005). 
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 Development and Maintenance of Trusting Relationships.  

By developing relationships throughout their communities, PHNs integrate their learning 

and understanding of local community issues with theoretical knowledge, to guide their activities 

to promote and protect health (Falk-Rafael & Betker, 2012a; Falk-Rafael & Betker, 2012b). The 

centrality of the trusting relationship PHNs develop with individuals and families in their 

communities is a common thread in the literature (Aston et al., 2009; CHNC, 2011; CPHA, 

2010; Falk-Rafael & Betker, 2012a; Jack et al., 2005; Porr et al., 2012; Reutter & Kushner, 

2010). Several researchers have indicated what PHNs have long known, that developing 

relationships with individuals and families helps to lay the foundation for PHNs to delve into 

deeply rooted social issues, such as lack of housing or food insecurity (Browne et al., 2010; Falk-

Rafael, 2001; Falk-Rafael & Betker, 2012b; Moules et al., 2010; SmithBattle et al., 1997). This 

relationship provides intimate knowledge of people’s lives in the community and informs PHNs 

in their activities.  

PHNs draw on relationships and connections to work at the individual level, but also to 

support their work at the broad organization and system levels as they promote health and 

prevent disease (Falk-Rafael & Betker, 2012a). PHNs are encouraged to attend to contextual 

factors in the physical, social, and economic environment shaping health and wellbeing, through 

social justice efforts (CPHA, 2010; CHNC, 2019; Schim et al., 2007). For PHNs to be effective 

in their practice improving population health, they require time in their communities to build 

trusting relationships with individuals, families, and communities (Aston et al., 2009; Falk-

Rafael & Betker, 2012a). Unfortunately, organizational changes within healthcare do not always 

support or allow time for PHNs to establish those relationships (Falk-Rafael & Betker, 2012a; 

Meagher-Stewart et al., 2010; Underwood, 2003). Nonetheless, PHNs continue to take strides to 
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develop connections within their community as well as to work in collaboration with other 

professionals both inside and outside of public health to create synergy to improve health. In this 

study, I focus on PHNs within the public health workforce because it is important to understand 

unique contextual factors that support and/or hinder this specialty role in bringing communities 

to health.  

Public Health 

Public health has been defined as our collective action as a society to assure the 

conditions in which people can be healthy (Institute of Medicine, 1988). Over the last century, 

the average lifespan of Canadians has increased by 30 years, 25 of those years attributable to 

advances in public health and the work of public health professionals (CPHA, n.d.). PHNs are 

the largest group of the public health workforce (Naylor et al., 2003). To protect and promote the 

health of Canadians, public health professionals, including PHNs, work to reduce health 

inequities and improve population health (CHNC, 2019; PHAC, 2008). 

Population Health and Health Inequities.  

The authors of a WHO report, the Commission on Social Determinants of Health (2008), 

highlighted growing and avoidable health inequities, and urged governments, organizations, and 

societies to improve conditions perpetuating those inequities. Health inequalities are described as 

“systematic differences in one or more aspects of health status across socially, demographically, 

or geographically defined populations or subgroups” (Starfield, 2001, p. 546). Health inequalities 

can lead to unfair, avoidable differences in health created by human action, referred to as health 

inequities (WHO, 2008). The use of the term inequity is a normative valuation, rooted in ethics, 

indicating that differences in health are unfair and morally unacceptable (Labonte et al., 2008). 
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Addressing health inequities is about creating opportunities and removing barriers for 

populations to achieve full health potential (Whitehead & Dahlgren, 2006).   

Health inequities continue to grow in Canada, which leads to poorer health (Wilkinson & 

Pickett, 2009). What is clear is that factors outside of the healthcare system, such as income, 

education, and social support, play a significant role in determining the health of the population 

(Evans et al., 1994; Federal, Provincial, Territorial Advisory Committee on Population Health, 

1994; Raphael, 2004; WHO, 1986; WHO, 2008). The public health sector, including PHNs, has 

an important leadership role in addressing these broad influences on health, commonly referred 

to as the social determinants of health (CHNC, 2019; PHAC, 2008).  

PHNs are well positioned and urged to address individual, family, and community health 

needs, as well as social, political, and environmental contextual factors influencing health 

(Diekemper et al.,1999a). PHNs work to promote equity by facilitating access to health services, 

as well as by improving the conditions of people’s lives, and are equipped with the skills to 

address underlying conditions affecting health (Reutter & Kushner, 2010). By addressing the 

systemic influences on health, public health professionals can reduce health inequities and 

improve population health, potentially relieving pressure on the healthcare system (PHAC, 2011; 

WHO, 2014). 

 PHNs need to be supported to work upstream to address the structural determinants of 

poor health (Butterfield, 1990; National Collaborating Center for Determinants of Health, 2014). 

For example, PHNs are encouraged to attend to the socio-political conditions central to health 

through political action (Drevdahl, 1999; Hardill, 2006; Spenceley et al., 2006; Whitehead, 

2003), and social justice and advocacy (Barnes, 2005; Boutain, 2005; CNA, 2006; de Chesnay et 

al., 2005; Drevdahl, 2002; Drevdahl et al., 2001; Duncan, 2016; Falk-Rafael, 2005; Kirkham & 
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Anderson, 2002; MacDonald, 2013; Nauright, 2005; Peter et al., 2016; Reutter & Kushner, 

2010). Although PHNs are well situated to address the social determinants of health, they often 

face organizational factors restraining their efforts (Falk-Rafael & Betker, 2012a; Pauly, 

Shahram, et al., 2017; Underwood, 2003).  

Public Health Reform in Canada.  

Over the last few decades, various healthcare reforms have taken place across Canada, 

often in response to significant events, such as political shifts, economic turns, and health crises. 

For instance, reductions in federal government investment into healthcare in the 1980s, led to the 

creation of several commissions throughout the 1990s (e.g. Royal Commission on Health Care 

and Costs, commonly referred to as the Seaton Commission [1991]). A common theme across 

these reports was the recommendation for health system restructuring to improve system 

efficiency to lower costs in the face of reduced healthcare budgets (Black & Fierlbeck, 2006; 

Hurley et al., 1994). As a result, healthcare system restructuring took place across much of 

Canada that had negative effects on the public health system, such as loss of infrastructure, 

reduced funding, and diversion of resources to the acute care sector (Benoit et al., 2002; Lomas 

et al., 1997; Naylor et al., 2003). Then, a series of public health crises (e.g., Severe Acute 

Respiratory Syndrome [SARS], Walkerton) led to efforts to strengthen the public health system 

across the country (Naylor et al., 2003; O’Connor, 2002; The Standing Senate Committee on 

Social Affairs, Science and Technology, 2003). However, these efforts to strengthen the 

organization and delivery of public health have been buffeted by political forces, funding 

shortfalls, and shifting priorities.   
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Public Health Reform in BC.  

The province of BC has not been immune to such events. The government began 

restructuring the provincial health system in the 1990s, creating regionalized HAs responsible for 

the organization and delivery of health services. The provincial healthcare system was 

restructured in a few stages throughout the 1990s, when the public health system was 

amalgamated with the healthcare system, which included hospitals. Regionalization was thought 

to be a solution to addressing escalating healthcare costs and enhancing the coordination of 

services (Lomas et al., 1997). Then, since 2005, there have been multiple iterations of provincial 

policies related to the delivery of public health programs aimed to strengthen the public health 

system (e.g., Core Public Health Functions Framework in 2005; BC’s Guiding Framework for 

Public Health in 2013, later updated in 2017). In Table 1, I outline significant healthcare reforms 

affecting public health services in BC, all of which have had a bearing on the role of PHNs. How 

these changes have influenced PHNsg practice is poorly understood, however, and is examined 

further in this dissertation study. 

Table 1   
Recent BC Healthcare Reforms 

 
Year  

Government 
Health Policy & 

Healthcare Structure 
Change 

Provincial Organizational 
Change 

Impact on Public 
Health 

1993 
New 
Democratic 
Party 

New Directions for a 
Healthy British 
Columbia 
 
Provincial Ministry of 
Health (MOH), 20 
Regional Health 
Boards (RHBs), 82 
Community Health 
Councils (CHCs).  
A three-tiered 
structure. 

Launch of health system 
reform: Set stage for 
regionalization, devolved 
healthcare organization and 
decision-making from the 
province to regionalized 
governing bodies. MOH set 
priorities and provided 
funding. Decision-making 
authority intended to be 
“closer to home,” with 
elected CHCs. 

Once-separate public 
health funding and 
decision-making 
integrated within 
broader health sector.  
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1996 
New 
Democratic 
Party 

Better Teamwork, 
Better Care 
 
Provincial MOH, 11 
RHBs, 34 CHCs, 7 
Community Health 
Services Societies 
(CHSSs).  
CHCs abolished. 

Revised reform: Boards to 
be elected by community 
members were appointed by 
the MOH. Regionalized 
bodies became accountable 
to the MOH instead of to the 
local community - 
weakening public 
participation and enhancing 
government control. 

RHB provided the 
spectrum of services in 
urban areas, while 
CHCs and CHSSs 
delivered services in 
rural and remote areas, 
the latter also 
responsible for public 
health. 

2001 
BC Liberal 
Party 

A New Era for 
Patient-Centered 
Health Care: Building 
a Sustainable, 
Accountable 
Structure for Delivery 
of High-Quality 
Patient Services. 
 
Provincial MOH, 5 
geographic Regional 
HAs, 1 Provincial 
Health Services 
Authority (PHSA). 

RHAs were responsible for 
organizing and delivering 
healthcare services. The 
PHSA was responsible for 
planning, coordinating, and 
evaluating specialized health 
services with RHAs, such as 
cancer care, communicable 
disease, and perinatal 
services, across the 
province. One of the 
intended aims of the reform 
was to “save and renew 
healthcare” while protecting 
services. 

RHAs were responsible 
for organizing and 
delivering healthcare 
services, including 
public health. 

2005 
BC Liberal 
Party 

Core Functions 
Framework for Public 
Health 

Initiation of public health 
renewal: Core Functions 
outlined 21 core public 
health programs, strategies 
to guide implementation, 
and a population and equity 
lens to apply to programs. 
This policy was the first step 
to address the growing 
national concern about 
public health system 
inadequacies. Each RHA 
was advised to evaluate 
public health services in the 
region, and develop an 
improvement plan to 
strengthen service delivery. 

National interest in 
public health surged 
with two public health 
crises: the SARS 
outbreak in the 
country, and the e. coli 
water emergency in 
Walkerton, ON. Media 
coverage of the events 
raised public concern, 
fuelling government 
action to strengthen 
public health. The BC 
government followed 
suit. 

2013 
BC Liberal 
Party 

Guiding Framework 
for Public Health 

The Guiding Framework, 
was the next iteration of 
public health renewal, later 
updated in 2017. Instead of 

Efforts to strengthen 
public health were 
often stalled, with 
limited resources along 
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21 core programs, the 
Guiding Framework 
stipulated seven goal areas 
that RHAs were expected to 
operationalize.  

with the growing 
demand from the acute 
care sector. At the 
same time, the Ministry 
established the First 
Nations HA, to 
organize and deliver 
health services in 
alignment with First 
Nation priorities and 
vision of health. 

 
Health system reform throughout the 1990s reconfigured the organization and delivery of 

health services across the province. The restructuring of the health system, combined with policy 

shifts intended to strengthen the public health system, influenced the provision of services. How 

these organizational and policy changes affected PHNs and PHNsg services in BC is poorly 

understood and is the focus of this dissertation study.  

Study Purpose 

The purpose of this study was to explore how contextual factors, such as historical and 

recent health system reorganization and policy change, have affected PHNs in their efforts to 

promote and protect health in their communities. The research question guiding this study was: 

How do PHNs manage organizational and policy changes affecting the nature of their practice? 

In using the phrase, organizational and policy changes, I am referring to changes in the 

organization, funding, and delivery of PHNsg programs and services. I explored changes at the 

local level, often a public health unit, as well as at the HA and provincial level. By studying the 

PHNsg experience of public health organizational and policy changes, we can begin to develop a 

fulsome understanding of how reform measures have affected PHNs in practice, how they have 

managed such change, and the perceived impact of these initiatives on the clients they serve. 
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Using the grounded theory method, I explored PHN experience, reasoning, and action in the 

context of healthcare reform and change.  

Significance of Study 

In conducting this study, I examined how organizational and policy changes at multiple 

levels have affected PHNs and their ability to enact the full scope of their role. PHNs have 

voiced concern over the changing nature of their practice due to organizational factors affecting 

their role, often described as the erosion of their scope of practice (Underwood, 2003). PHNs 

have reported that recent organizational restructuring, and changes in service delivery, have 

diminished PHN points of contact in their communities, weakening their relationships and 

hampering their ability to perform their role (Falk-Rafael & Betker, 2012a; Underwood, 2003). 

However, there is limited Canadian research concerning how such efforts to improve public 

health systems and services at provincial and organizational levels have shaped PHNsg practice 

and the services they provide, particularly within BC.   

The nature of public health reform and PHNsg service delivery have varied across the 

country, underscoring the need to examine and understand the effects of the broad organizational 

context influencing PHNsg practice. Few empirically-based insights into the effects of policy 

changes on PHNsg practice are available, but researchers have suggested negative effects on 

PHNsg services (Falk-Rafael & Betker, 2012a; Meagher-Stewart et al., 2010; Underwood, 

2003). It is possible that these changes in public health service delivery may counter the overall 

efforts of public health practitioners to improve population health. Without data exploring how 

organizational and system changes have shaped PHNsg practice, and how PHNs have responded 

to such change, we are left uninformed about the state of the PHN role, and the effects on 
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population health. We have little understanding of how PHNs have been able to continue their 

efforts toward improving population health and reducing health inequities amid such change. 

How organizational and policy change has influenced the PHN role, and how PHNs 

managed such change, have important implications for how they, and the public health system, 

meet the goals of improving the health of the population and reducing health inequities (CPHA, 

2010). As a result, Canadian nursing researchers have called for more PHNsg research to 

evaluate and develop an evidence base for PHNsg practice (Falk-Rafael & Betker, 2012b). By 

beginning to collate data on the ways in which PHNs manage the changing nature of their 

practice, given the changing organizational context, we can begin to understand the effect of 

such organizational changes on PHNsg practice, and subsequently, the impact on community and 

population health. This will position us as we move forward to ask questions such as: How are 

PHNs currently being utilized to improve population health? How could PHNs be better utilized 

to improve the health of populations? Further, how do we know when PHNsg programs and 

services are making a difference to health outcomes?  

Nursing scholars in the US have also shown interest in advancing our understanding of, 

and the contributions of the PHN role. Through a series of publications, several authors have 

proposed a PHNsg research agenda describing multiple research aims (Bigbee & Issel, 2012; 

Issel et al., 2012; Monsen et al., 2012). They suggest that researchers direct efforts at developing 

population-focused PHNsg practice, explicating the role and contribution of PHNs within the 

public health system, and studying how PHNs improve population health. These scholars argue 

that PHNs have an important role to play in improving health through the public health system, 

and that this role ought to be population-focused. With many similarities between the two 

countries, the same could be said of PHNs in Canada. These authors also argue that further 
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research is needed to help explicate the PHN role and link their practice to improved health 

outcomes. My dissertation is aligned nicely with the intent of this proposed research agenda and 

is a preliminary step in improving our understanding of the PHN role within BC.  

A common recommendation intended to strengthen public health systems and services, 

specifically directed at public health practitioners, is to build the capacity of the public health 

workforce. Leading Canadian public health researchers conclude that, in order to ensure a robust 

public health system, an educated and competent public health workforce is key (Regan et al., 

2014). However, alongside developing public health workforce capacity as a means to strengthen 

systems and services, it is also imperative that we develop a better sense of the factors that are at 

play shaping PHNsg practice. If PHNsg programs and services operate within a context that does 

not support reducing the gap in health inequities and improving population health, then the PHN 

role will not reach full potential. 

Dissertation Outline 

In the next chapter of this dissertation, I review relevant literature and examine accounts 

of healthcare reform and the impact on PHNsg practice, focussing on the Canadian context. 

Where there is scant literature, I expanded my search and explored a broader range of literature 

to draw insights. For example, minimal research was available regarding the impact of public 

health reform on PHNsg practice, so I reviewed literature on how organizational restructuring 

has affected nurses in general. This approach helps to provide some insight into the potential 

effects of recent public health reform and policy change on PHNsg in BC. 

Moving into the third chapter, I describe the methodological approach that I used to 

conduct this study. Before getting into the details of the grounded theory and my use of the 

method, I discuss my philosophical positioning in alignment with critical realism, and how this 
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philosophical stance is congruent with both the theoretical framework and the methodological 

approach employed in this research. Finally, I address the specifics of the research process, 

including the ethics approval process, the recruitment process, and the collection and analysis of 

PHN interview data.   

In the fourth chapter of this dissertation, I reveal the findings from this grounded theory 

research project. Throughout this chapter, I tell the stories of PHNs from three HAs in BC by 

detailing the theory, Managing the Eroding PHN Role. PHNs in this study engaged in five 

strategies to manage the changing nature of their practice. Several conditional factors shaped 

PHN responses to organizational and policy change. For example, level of PHN experience, 

health unit culture, PHNsg leadership, and PHN tolerance for risk taking influenced PHN action. 

PHN participants were creative and strategic, knowing when to push back against a change, 

when to keep their head down and do what they needed to do to get by, and when and how to 

find a way around a change that diminished PHNsg programs and community support. Many 

PHNs were frustrated, and some were devastated by the erosion of their role. Consequently, 

several PHNs explored potential roles outside of public health, others looked to take early 

retirement, while the majority hung on amid change, searching for job satisfaction, and 

reaffirming their commitment to the PHN role.  

In the fifth and final chapter, I place several key findings within the relevant literature. I 

provide an update to the literature review to report on recent accounts of public health reform 

and implications for public health, PHNsg services, and population health. I delve into the 

implications of organizational and policy changes affecting the PHN role, the eroding of the 

PHN role, as well as the silencing of nurses. I also discuss the five PHN strategies and explore 

each strategy in relation to the literature. Then, I look beyond my study and discuss the 
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implications of this research for practice, education, policy, and research. At this point, I 

critically reflect on the study processes and procedures and provide a synopsis of both study 

strengths and limitations. I finish off by providing concluding thoughts on this research project.   

Summary 

The introductory chapter helps to set the stage for this research project examining PHNsg 

practice amid historical and recent public health reform initiatives. In the background section, I 

detail the PHN role and provide an overview of healthcare restructuring and policy change 

affecting the organization and delivery of PHNsg programs and services. How these changes 

have influenced PHN practice is poorly understood, and is the purpose of this dissertation study. 
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Chapter 2 – Literature Review 

Provincial and territorial healthcare systems across Canada have been depicted as 

perpetually shifting landscapes, which has significant implications for the provision of healthcare 

(Dickson et al., 2012). Organizational change within the health sector, such as altering decision-

making structures and service delivery models, shapes the planning and delivery of services. The 

province of BC has not been immune to such change, where significant healthcare reforms and 

policy shifts have influenced the organization and delivery of services. Researchers examining 

health system change have tended to focus on financial and system outcomes, and have paid less 

attention to the implications for healthcare providers such as nurses, and for client care 

(McMillan, 2016). Where literature is available, researchers have largely focussed on the impact 

of organizational change on nurses within the acute care sector (Aiken et al, 2001; Jantzen et al., 

2017; Kullen Engstrom et al., 2002; Spence Laschinger & Leiter, 2006; Suominen et al., 2011). 

Currently, there is a paucity of research examining the effect of organizational and policy change 

on PHNs, leaving us with a poor understanding of how healthcare change has influenced PHNs 

in their role, particularly in BC.  

Healthcare reform across BC has unfolded as a series of organizational and policy 

changes, shaping the context in which nurses work. The organizational context is an important 

factor influencing the ability of PHNs to protect and promote health, and in determining whether 

PHNs meet their national standards of practice (Underwood et al., 2009). There are clear 

recommendations for organizational structures and management practices to support PHNs in 

practice (Ganann et al., 2010; Underwood et al., 2009), competencies for public health (PHAC, 

2007) and PHNsg practice (CHNC, 2009), and standards of PHNsg practice (CHNC, 2019) to 

guide public health renewal. Public health renewal, intended to strengthen public health systems 
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and services, has unfolded within the broader context of healthcare reform aimed at improving 

the overall functioning of the health system, all of which affects the organization and delivery of 

public health services in BC. Currently, we know very little about how PHNs have experienced 

public health renewal in BC, and how they have navigated this changing organizational terrain, 

the aim of this dissertation research. From the limited research that is available, PHNs have 

voiced their concerns about several changes impeding their ability to improve health and reduce 

disease and injury in their communities (Cohen, 2006; Falk-Rafael & Betker, 2012a). Due to the 

limited body of research exploring implications of public health renewal on PHNsg practice, in 

this literature review I take a broad approach and begin by examining healthcare system change 

and implications for nursing practice, before focussing in on the impact of healthcare system and 

public health system change on PHNsg practice.  

Over the past several decades, nursing researchers, nationally and internationally, have 

raised concerns about healthcare system change and the impact on nursing practice (Aiken et al., 

2001; Debesay et al., 2014; Jantzen et al., 2017; Kullen Engstrom et al., 2002; Kuokkanen et al., 

2007; McMillan, 2016; Purdy et al., 2010; Spence Laschinger & Leiter, 2006; Spence 

Laschinger et al., 2009; Suominen et al., 2011). These researchers have reported on a number of 

system changes that significantly affect the work environment and delivery of healthcare 

services, such as downsizing the nursing workforce, changing the workforce composition, 

redesigning care models, as well as changing management structures (Salmela et al., 2013; 

Spence Laschinger & Leiter, 2006). Often within a context of restricted budgets, administrators 

restructure and reorganize the health system through a number of mechanisms purported to 

improve operational efficiencies and reduce healthcare costs. When politicians cut the healthcare 

budget, the reverberations are experienced throughout the healthcare sector (Salmela et al., 
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2013). All too often measures to tighten healthcare resources are directed at public health, 

eliminating staff and services that some believe are arbitrary decisions by ill-informed politicians 

promising tax cuts (Rutty & Sullivan, 2010). 

In this chapter, I review the literature to shed light on this area of scholarship, examining 

the impact of healthcare reform on nurses and their practice. I begin by discussing healthcare 

restructuring across several democratic countries, with a focus on the Canadian context and on 

changes with implications for nursing practice. I then delve into the work of researchers 

reporting on the influence of organizational and policy change, predominantly within the hospital 

setting, and the impact on nurses and nursing practice. I do so because there is limited research 

available on the impact of health reform on PHNs and PHNsg practice, and there is a significant 

body of rigorous research examining the effects of hospital restructuring on nurses, nursing 

practice, and patient outcomes. Thus, I discuss contextual changes and the effects on nurses and 

nursing practice more broadly before narrowing in on the specialty area of PHNsg practice. In 

the last section, I collate effectiveness research on select PHNsg programs to provide insight into 

PHNsg practice and demonstrate the difference PHNs make, before exploring the influence of 

organizational and policy change on PHNs and PHNsg, again, with a focus on the experiences of 

Canadian PHNs. From this vantage point, we are well positioned to detect whether there are 

similarities and differences across practice settings, and are sensitized to key concerns of nurses 

before delving into this dissertation research examining the situation of PHNs amid public health 

reform.  

Healthcare System Change and Service Delivery 

Healthcare systems globally are characterized by constant organizational restructuring 

and change (Jantzen et al., 2017; Suominen et al., 2011). Perhaps a hallmark of progress, health 
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system reform is typically carried out in the name of improved population health and 

optimized service delivery (Denis et al. 2015). Organizational restructuring is often intended to 

reduce or control healthcare costs through improved operational efficiency, but it has also been 

driven by other motives. For instance, Norrish and Rundall (2001) outlined varying waves of 

restructuring, and noted motives, such as improved use of registered nurses’ time, as well as 

enhanced patient care through patient-focussed care, in addition to saving healthcare dollars.  

Healthcare system changes frequently come in the form of reorganizing the delivery of 

services, usually as a result of amalgamation, unit closures, system redesign, and shifting 

organizational vision, but changes also come from technological developments, advances in 

scope of practice, and changing population demands (Dickson et al., 2012; Jantzen et al., 2017). 

Some changes are structural, such as merging organizations or units, flattening administrative 

structures, or regionalization of health services. Others are non-structural, such as reductions in 

the number of staff, or shifting organizational priorities. Again, these changes are typically 

introduced in the name of reducing costs of services, while maximizing efficiency and 

effectiveness within care delivery (Ingersoll et al., 2001). These shifts in vision, or proposed 

advancements in healthcare, have implications for the organization and delivery of nursing care.  

Over the last few decades, there have been several significant healthcare changes that 

have unfolded across Canada and elsewhere, shaping the organization and delivery of services, 

including nursing. I now discuss three examples of healthcare system changes noted in the 

literature, with implications for the organization and delivery of nursing practice. More 

specifically, I address regionalization of health systems, shifting management models within 

healthcare, and hospital restructuring that have affected nurses delivering care. As Choiniere 
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(2011) points out, significant forces outside of nursing are at play shaping healthcare work 

environments, with direct implications for nursing practice and nursing knowledge.  

Regionalization of Healthcare Systems 

 Regionalizing health systems was a notable healthcare shift in the 1990s that was not 

isolated to Canada, but unfolded across several countries, such as Australia (Duckett, 2016) and 

Brazil (de Lima et al., 2012). Regionalization of health systems had significant implications for 

the organization and delivery of services (Marchildon, 2019). In Canada, most provincial 

governments regionalized the organization and delivery of health services during the 1990s, with 

Ontario being an exception. It was not until two decades after the wave of regionalization across 

the country that the Ontario government implemented a variation of regionalization with the 

creation of Local Health Integration Networks (LHINs) to coordinate services, although the 

public health system was not included in these networks.  

This restructuring of health systems comprised both centralization and decentralization of 

healthcare processes and services (Black & Fierlbeck, 2006). In BC, the governance once 

provided by local boards of health shifted to regionalized HAs, and healthcare organization and 

decision-making was devolved from the Ministry of Health to the regionalized bodies. 

Regionalization did lead to transfer of decision-making authority for service delivery to HAs, 

however, the provincial government continued to set priorities, establish targets, and control the 

global budget, steering regional level decisions. Marchildon (2019) explains that regionalization 

introduced a shift toward provincial governments indirectly managing service delivery through 

regional HAs. Nursing services, including PHNsg, were subsumed under the purview of regional 

HAs across most Canadian provinces. Once again, Ontario was an exception, where public 

health, and PHNsg, remained outside of the LHINs. 
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Marchildon (2019) noted that the regional HAs within Canada operated quite similarly 

to the health boards in New Zealand and the local health districts in New South Wales, Australia. 

However, comparison of health systems proved to be difficult within Canada, let alone across 

other countries, because of varying forms of regionalization and the frequently shifting terrain. 

For instance, despite the fact that nine Canadian provinces implemented regionalization by the 

end of the 1990s, since then, multiple provinces (e.g., Prince Edward Island, Nova Scotia, 

Alberta, Saskatchewan) have eliminated regional HAs, and created one provincial HA. To some, 

the mixed reviews of regionalization led leaders in these provinces to abandon regionalized 

governance, while others believe it has been a useful political tool for government to be seen 

addressing systemic healthcare problems (Fierlbeck, 2016; Marchildon, 2019).   

 In BC, regionalization led to the integration of various health sectors, such as mental 

health and addictions services, acute care, along with public health, all under the same 

governance structure. This amalgamation had implications for the delivery of nursing care in 

terms of funding allocation, decision-making authority, and governance of programs and 

services. Regionalization was intended to improve coordination of services and health outcomes, 

and reduce inefficiencies (Lomas et al., 1997), but some have highlighted the difficulty in 

determining any real outcomes (Fierlbeck, 2016). Fierlbeck (2016) viewed regionalization as a 

mechanism to shift responsibility away from provincial governments, as well as a strategy to 

destabilize the power of key stakeholder groups, such as the influence of local providers. PHNs 

from Manitoba and Quebec have voiced concern about the negative influence of regionalization 

on practice (Beaudet et al., 2011; Cohen, 2006). Thus, there is some evidence to suggest that the 

regionalization of health systems has led to factors that have compromised nurses’ practice, 

narrowing the PHN role. However, there appears to be inadequate evidence to determine optimal 
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governance structures for supporting healthcare professionals in the organization and delivery 

of programs and services, as well as for improving population outcomes. PHN researchers have 

also discussed the negative implications of the adoption of business management models on 

PHNsg practice (Falk-Rafael & Betker, 2012a). 

Shifting Management Models  

As noted above, forces outside of nursing have had a significant influence on nursing 

practice. In the mid- to late 1990s, Canadian nurses witnessed another form of healthcare change 

with the introduction of managed care models across Canada. The adoption of managed care 

models have had significant implications for the nursing profession (Choiniere, 2011). Nurses 

described how these care models, informed by business ideals, led to the increased use of 

mechanisms to account for and control nursing care, privileging efficiency, standardized 

processes, and numerically based indicators, thus constraining their role (Choiniere, 2011). 

Internationally, nurses have also raised concerns regarding the use of industrial and business-

oriented approaches in restructuring healthcare, which they claim simplify an inherently complex 

practice (Aiken et al., 2001; Duffield et al., 2007; Roan et al., 2002). These industrial models, 

however, have come under scrutiny. Private sector businesses are being encouraged to move 

toward forward thinking models based on notions such as sustainability and innovation that are 

geared toward adding human value (Bocken & Short, 2016). It seems that healthcare operations 

have often been based on outdated business models. 

Some have portrayed the shift in management models as a form of “neoliberal 

restructuring” (Choiniere, 2011, p. 330). That is, healthcare restructuring has been shaped by 

neoliberal forces, characterized by the weakening role of the public sector, the deregulation of 

markets, and increasing privatization (Cartier, 2003). From this frame, administrators closely 
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monitor and manage healthcare inputs, outputs, and outcomes, with a propensity towards 

prioritizing efficiency of services over what nurses deem as effective care (Cartier, 2003). The 

neoliberal approach is contentious, and some suggest that it is less efficient and is actually a 

more expensive and management-heavy approach to healthcare (Paton, 2014), with significant 

implications for growing inequities in health (Labonte & Stuckler, 2016). 

 Within the context of healthcare reform, nurses have discussed the philosophical and 

ideological conflict underlying many reform initiatives, and the subsequent foundering of 

healthcare culture (Aiken et al., 2001). Several authors have attributed this conflict to the 

adoption of New Public Management ideals in healthcare, and discussed the negative 

implications for healthcare providers (e.g., Debesay et al., 2014; Rankin, 2009). New Public 

Management is described as the reorganization of the public sector, using managerial regimes 

and strategies derived from the private sector (Griffith & Smith, 2014). For instance, with 

restructuring healthcare services in Norway, in line with New Public Management ideals, home 

care nurses explained how they struggled to comply with changing efficiency and accountability 

demands while meeting patient needs (Debesay et al., 2014). These nurses described 

experiencing weakening involvement in decision-making, an imposed time regime, and 

standardization of nursing tasks that reduced their role and autonomy. Traces of New Public 

Management were also reported closer to home, reflecting similar workplace implications for 

nurses in Canadian hospitals (Rankin, 2009). To some, the adoption of several management 

models have silenced or subordinated nursing knowledge and voices, by controlling nurses and 

nursing practice (Aiken et al., 1997; Buresh & Gordon, 2013; McMillan, 2016; Rankin & 

Campbell, 2006).  
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Another example of a business-driven management approach used to guide healthcare 

restructuring in Canada was the implementation of the Lean model. This model has also been 

purported to negatively affect nurses’ work (McMillan, 2016). Derived from the Japanese 

manufacturing industry, specifically Toyota, the Lean methodology is aimed at eliminating 

waste, improving quality and operation efficiency, whereby leaders apply linear cause and effect 

problem solving and thinking in production and delivery of service (Kim et al., 2006). Once 

again, this industry model was adopted with the intent to improve quality and cost efficiency in 

healthcare (Kinsman et al, 2014). This management approach has been espoused by leaders in 

several Canadian provinces in the health sector, including in the Saskatchewan Ministry of 

Health (Kinsman et al, 2014), but has been criticized for its inability to address adequately 

contextual and human complexity within organizations (McMillan, 2016). Some believe the 

implementation of these management models in healthcare reform jeopardized nurses’ ability to 

provide competent care resulting in worsening patient outcomes, placed the nursing profession at 

risk, and negatively affected nurses’ wellbeing (Choiniere, 2011).  

Hospital Restructuring  

 The debt crisis throughout the 1990s was a precursor to the regionalization of health 

systems across much of Canada, the adoption of various management models, as well as 

significant hospital restructuring across North America during this timeframe (Aiken et al., 2002; 

Baumann & Blythe, 2003; Spence Laschinger & Leiter, 2006). In the face of financial constraint, 

administrators made efforts to reduce healthcare costs through hospital restructuring, and at 

times, hospital closures (Baumann & Blythe, 2003; Blythe et al., 2001; Institute of Medicine, 

2004). Hospital restructuring had significant implications for nurses in their role, including 

nursing layoffs. 
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Several nursing researchers reported the effects of hospital restructuring on nurses and 

nursing practice during that time (Aiken et al., 2001; Baumann et al., 2003; Duffield et al., 2007; 

Greenglass & Burke, 2001; Spence Laschinger et al., 2001). These researchers examined the 

impact of changes, such as nursing layoffs, minimum nurse-to-patient ratios legislation, and the 

reduction of nurse managers and their role within organizations (Aiken et al., 2002; Spence 

Laschinger & Leiter, 2006). The authors of an Institute of Medicine (2004) report raised 

concerns regarding the negative effects of hospital restructuring on nursing work environments 

and patient safety, and drew attention to changes in organizational management practices, work 

design issues, and organizational culture in this setting.  

There is a significant body of research detailing hospital restructuring and the impact on 

nurses, nursing practice, and patient outcomes that I explore in more detail in the following 

section. Nursing researchers, to date, have largely focussed on how healthcare changes, such as 

shifting management models and reform mechanisms, have influenced nurses in hospital 

settings. This has left us with a limited understanding of how healthcare reorganization and more 

specifically, public health restructuring and renewal initiatives, have affected PHNs, influenced 

PHNsg practice, and shaped community health. By examining the implications of healthcare 

reform on nurses in the hospital, we can explore whether similar effects of reform have 

influenced PHNs and PHNsg practice in the community, an area of nursing that has received 

much less attention in the literature.   

The Impact of Organizational Change on Nursing Practice, Nurses, and Patient Outcomes 

Healthcare systems continue to evolve rapidly to meet changing demands, such as 

technology developments, new management structures, and shifting organization targets. These 

changes often unfold within a context of stringent budgets and with direct implications for 
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healthcare providers delivering services (Dickson et al., 2012). A number of nursing 

researchers have explored associations between changing work characteristics in the hospital, 

such as level of nurse education, changes in staffing mix and nursing roles, or staffing levels, and 

nursing practice, as well as patient outcomes (e.g., Aiken et al., 2001; Dubois et al., 2014; 

Ingersoll et al., 2001; Spence Laschinger & Leiter, 2006; Suominen et al., 2011).  

The influence of hospital changes has been quantitatively studied in nursing across 

multiple countries by measuring levels and dimensions of nursing services (e.g., Aiken et al., 

2001; Estabrooks et al., 2005; Ingersoll et al., 2001; Spence Laschinger & Leiter, 2006). These 

researchers have documented the degree of impact of restructuring on nurses, patient care, and 

patient outcomes. There are also a growing number of published qualitative studies in which 

researchers have explored inductively the experiences and perspectives of nurses within 

organizational change (e.g., Blythe et al., 2001; Choiniere, 2011; Kramer & Schmalenberg, 

2003; Salmela et al., 2013). These researchers enhance our understanding of the human 

experience of hospital restructuring by describing the personal and professional toll of 

restructuring on nurses. Hospital restructuring often resulted in changes such as a reduced 

number of hospital beds, merged units/departments, hospital closures, and staff reallocation and 

layoffs. Some demonstrated how hospital restructuring compromised nursing practice and 

negatively affected nurses’ ability to provide effective care (e.g., Blythe et al., 2001). 

Several authors have also published literature reviews examining the impact of 

organizational change on nursing practice (e.g., Flodgren et al., 2011; Flodgren et al., 2012; 

Norrish & Rundall, 2001). From the Cochrane database, I retrieved two quantitative systematic 

reviews (Flodgren et al., 2011; Flodgren, et al., 2012) and one qualitative systematic review 

protocol (Jantzen et al., 2017), wherein the researchers examine, or are planning to examine the 
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impact of organizational change on nursing practice. The findings from the quantitative 

reviews are limited, however, because the reviews only included two studies due to the narrow 

inclusion criteria. These authors call for further investments into this area of inquiry to 

strengthen the current evidence base. In the following section, I explore the work of researchers 

examining the implications of organizational change on nursing practice, the physical and 

psychological wellbeing of nurses, and patient outcomes.  

Organizational Change and Nursing Practice 

Many healthcare changes require nurses to adapt their practice, such as with 

technological advancements and telehealth innovations (Jantzen et al., 2017). Nursing 

researchers have reported on the implications of various organizational changes on nursing 

practice. For instance, a team of researchers found that the implementation of Lean healthcare 

models negatively affected nurse retention, autonomy, and safety (Aiken et al., 2001). Other 

restructuring mechanisms, such as flattening management hierarchies and eliminating nurse 

manager positions, were reported to dismantle the professional support and leadership for nurses 

in practice (Baumann & Blythe, 2003; Institute of Medicine, 2004; Spence Laschinger et al., 

2001; Roan et al., 2002). Whether individually, or taken together, these mechanisms of 

organizational change have shaped the delivery of nursing care.  

Researchers, nationally and internationally, have been critical of healthcare trends 

because they believe the implications of organizational change on nursing practice are often 

overlooked, and that nurses are often presented with limited opportunity for input (Choiniere, 

2011; Duffield et al., 2007). Some nursing scholars are concerned about organizational change 

and believe healthcare restructuring has often led to the deprofessionalization of nursing, eroding 

nursing infrastructure and relationships within the organization (Duffield et al., 2007). 
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Restructuring effects are exacerbated when the implementation of change is top-down, without 

consultation and employee participation (Roan et al., 2002).  

In a substantial review of the literature, Norrish and Rundall (2001) reported on three key 

effects of hospital restructuring on nursing practice. These authors discussed changes in nurses’ 

roles, workload, and control over their work, and the importance of these key characteristics in 

defining nursing practice and in understanding the impact of organizational change on nursing 

practice, nurses, and patient outcomes. The findings from this literature review are consistent 

with other and more recent accounts in the literature, which I discuss below. By exploring each 

of these key effects on nursing practice, that is, nurses’ roles, workload, and control over their 

work, we can enhance our understanding of the impact of various healthcare changes on nursing 

practice. 

Nurses’ Roles.  

Hospital restructuring has affected nurses’ roles and responsibilities in several ways 

(Norrish & Rundall, 2001). For instance, after the redesign of two hospitals in the US, 

researchers conducted focus groups to capture the perceptions of 48 nurses who described 

spending less time with patients, providing less teaching and support to patients and families, and 

having more management and oversight responsibilities of new staff (Ingersoll et al., 2001). The 

hospital redesigns had a stated intent to improve the quality and delivery of patient services, and 

were restructured through mechanisms such as merging units, reducing staff, and flattening 

administrative structures.  

Nurses in this study reported struggling to understand their role amid organizational 

changes (Ingersoll et al., 2001). In these changes, they witnessed the loss of nurses to other units 

or leaving the organization, along with the influx of unfamiliar staff from other units, and the 
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hiring of non-professional care providers and licensed practical nurses, part time staff, and the 

introduction of other roles, such as case managers. As a result, nurses in this study stated that 

they were hindered in providing high quality care because they spent less time with patients. 

When nurses were not conducting the total health assessment, because parts of their role were 

provided by others, they believed they were less likely to detect changes in patients’ status, such 

as signs and symptoms of complications. Participants also discussed weakening coordination of 

care between physicians and nurses, who were to collaborate with case managers for care 

planning. As a result, these nurses felt disconnected from patient decision-making and 

communication, and were concerned that their weakening control over and input into patient care 

could lead to overlooking necessary care (Ingersoll et al., 2001). The findings from this study of 

two US hospitals echo results from the study of three Canadian hospitals undergoing 

restructuring. These researchers collected focus group and interview data from a sample of 59 

nurses working in three Ontario hospitals, many of whom had been relocated over the year prior 

to data collection, and found that nurses reported challenges in skill mix and role confusion for 

nurses after hospital restructuring (Blythe et al., 2001). 

Nurses not only discussed changes in their own role, but they also commented on the 

impact of recent hospital restructuring on nursing leadership roles (Aiken et al., 2001; Ingersoll 

et al., 2001; Salmela et al., 2013). For instance, nurses in several studies stated that the number 

of nursing leadership roles had been reduced with the flattening of administrative hierarchies, 

minimizing nursing input into decision-making and weakening nursing control over nursing 

practice within the organization (Aiken et al., 2001; Choiniere, 2011; Ingersoll et al., 2001). 

When nursing managers were eliminated, nurses not only lost mentorship and support in their 

day-to-day practice, but they were expected to pick up additional administrative tasks that were 
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once the responsibility of managers. Middle managers who did remain had a broader area of 

responsibility, distancing managers from nurses providing care (Blyth et al., 2001). The number 

of nursing executives was also reported to be cut back, eroding nursing representation at 

decision-making levels and leaving nurses with limited power to influence their work 

environments and advocate for change at policy levels (Aiken et al., 2001; Institute of Medicine, 

2004; Patrick & Spence Laschinger, 2006). Thus, it seems that nurses in different roles within 

the organization were negatively affected by hospital restructuring. 

Nurses’ Workload.  

In addition to changes in their roles and responsibilities, findings from several studies 

indicate that hospital restructuring resulted in increasing nurses’ workload (Choiniere, 2011; 

Ingersoll et al., 2001; Spence Laschinger & Leiter, 2006). With fewer resources, nurses often 

described having to do more with less, caring for more complex patients, as well as assuming 

additional responsibilities, such as the supervision of healthcare aides (Choiniere, 2011; Ingersoll 

et al., 2001). Using content analysis to analyze focus group and interview data from 53 nurses in 

five Canadian provinces (BC, Alberta, Saskatchewan, Manitoba, Ontario, and New Brunswick), 

Choiniere (2011) explained how many nurses, after hospital restructuring, cared for higher acuity 

patients with shorter hospital stays, and believed that managers dictated their practice. A team of 

researchers in Quebec, after analyzing questionnaire data from 96 healthcare providers, including 

nurses, also found that reorganization resulted in heavier workloads due, in part, to providers 

adapting to new practices, protocols, and responsibilities, in a context of fewer supports and 

resources (Dubois et al., 2014).  

With hospital restructuring often increasing nurses’ workloads, as well as frequently 

altering team composition, nurses reported having less time to assist one another with patient 
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care, compromising team culture and care (Blythe et al., 2001). Once again, nurses discussed 

how organizational change interfered with nursing leadership, affecting nursing workload. For 

instance, with the elimination of charge nurses in some contexts, or when charge nurses were 

assigned a patient load, nurses had less support if a patient was deteriorating, or to cover nurses 

to take breaks (Choiniere, 2011). In fact, some nurses reported workload to be the most 

significant predictor of stress level in nurses amid hospital restructuring (Greenglass & Burke, 

2001).  

Nurses’ Control Over Work.  

Nurses’ control over their practice, described as a combination of professional and 

clinical autonomy, is an important function of a professional nurse (Kramer & Schmalenberg, 

2003). In addition to changes in nurses’ roles and workload, nurses have also reported on the 

impact of hospital restructuring on their control over nursing practice (Kullen Engstrom et al., 

2002). For instance, nurses in one study explained how, with the hiring of non-professional 

providers and licensed practical nurses within a hospital redesign, they had less control over 

patient care (Ingersoll et al., 2001). That is, they had less responsibility over direct patient care 

but the same level of accountability (Ingersoll et al., 2001). These nurses indicated that, as a 

result of hiring less expensive personnel, a common cost cutting mechanism in healthcare 

restructuring, nurses were spending less time with patients and were concerned that they would 

be less effective detecting subtle changes in patient status (Ingersoll et al., 2001). Once again, 

these changes are reflective of factors outside of nursing influencing nurses’ work. 

In another study, a serial case study, researchers examined nurses’ control over nursing 

practice by collecting interview and questionnaire data from 279 nurses from 14 magnet 

hospitals in the US (Kramer & Schmalenberg, 2003). These researchers found that organizational 
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infrastructure to support nurses’ control over their practice had been significantly disrupted 

during hospital restructuring in half of the hospitals studied (Kramer & Schmalenberg, 2003). In 

fact, almost 60% of nurses in this study stated they had little or no control over their practice. 

This subset of nurses described how there was no organizational structure in place to empower 

nurses. Instead, they indicated that nursing practice was dictated by regulations and physicians, 

and authority and decision-making remained with management. These authors reported that 

nurse autonomy was a prerequisite for control over practice, which was highly correlated with 

both quality of care and job satisfaction (Kramer & Schmalenberg, 2003). Organizational 

infrastructure, whereby nurse executives support nurse managers to empower staff, through 

means such as credible and effective communication, was key to develop nurses’ control over 

practice (Kramer & Schmalenberg, 2003). Strong nursing leadership is an important mechanism 

in creating a supportive work environment for nurses, enabling nurses to meet patient needs 

(Institute of Medicine, 2004). 

Nursing researchers in Sweden also reported on nurses’ control over their work (Kullen 

Engstrom et al., 2002). Kullen Engstrom and colleagues interviewed 31 hospital staff, including 

nurses, to explore healthcare employee experiences of a hospital merger. Using grounded theory 

methodology, the researchers found that healthcare professionals described feeling like pawns in 

a political game, where providers were moved around with little consideration and respect. The 

staff in this study described little control over, or input into the hospital merger. For example, 

some participants explained how, as a result of the merger, they were responsible for closing 

wards or developing new forms of care delivery, with minimal information or guidance. One 

nurse stated that she was a better nurse before the merger, and that because she was no longer in 

her specialty area, she was losing her craft. Some staff indicated that when employees are not 



 

 

38 

given the opportunity to influence their work, they are likely to leave the organization. 

Findings from this study point to the importance of including employee perspectives’ in change 

processes that affect staff roles.  

Several authors have pointed to forces outside nursing, such as managerial control, that 

have limited nurses in using their professional knowledge and expertise, compromising nurses’ 

control in their practice and quality of nursing care (Cartier, 2003; Choiniere, 2011; Spence 

Laschinger & Leiter, 2006; Suominen et al., 2011; Wall, 2013). Norrish and Rundall (2001) 

explained the importance of nurses’ roles, workload, and control over nursing practice, which 

affects the quality of patient care and nurses’ work satisfaction. The fact that nurse autonomy and 

accountability are susceptible to change during restructuring, has led some to advocate for shared 

governance models within healthcare, a management system providing nurses with increased 

participation in decision-making that has been effective in promoting improved patient and nurse 

outcomes (Kutney-Lee et al., 2016; Norrish & Rundall, 2001). Nurses’ control over their practice 

is supported in an empowered organizational structure where nurses participate in decision-

making at the hospital, departmental, and unit level (Kramer & Schmalemberg, 2003; Suominen 

et al., 2011). Nursing researchers have proposed a connection between empowered nursing work 

environments and positive nurse and patient outcomes (Spence Laschinger et al., 2010), but this 

remains an area that requires further investigation.  

Norrish and Rundall (2001) explained how nurses’ control over their work ebbs and 

flows with organization change, making it vulnerable during times of healthcare restructuring. 

Nursing has frequently been a target of cost cutting measures in healthcare restructuring (Aiken 

et al., 2014). Researchers have demonstrated how hospital restructuring has affected nursing 
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practice, often altering nurses’ decision-making and authority, as well as influencing nurses’ 

wellbeing (Spence Laschinger & Leiter, 2006).  

Organizational Change and Nurses’ Wellbeing 

There are several accounts of healthcare changes that have had negative repercussions on 

nurses’ physical and psychological wellbeing, thereby hindering the quality of nursing practice 

(Cummings & Estabrooks, 2003; Choiniere, 2011; Dubois et al., 2014; Kuokkanen et al., 2007; 

Suominen et al., 2011). Common effects reported in the literature are frustration, anger, despair, 

burnout, powerlessness, and abandonment (Aiken et al., 2002; Ingersoll et al., 2001; Spence 

Laschinger & Leiter, 2006). Spence Laschinger and Leiter (2006) explained that major sources 

of nurse burnout are the result of organizational changes that have led to increased workload, 

lack of control over their practice, the requirement to carry out activities that conflict with a 

nurse’s values and beliefs, loss of a community of practice, and unfair management practices, 

such as inadequate staffing levels. Organizational change negatively affected empowerment of 

healthcare staff when carried out in ways that demonstrated strong organizational bureaucracy 

and hierarchy, authoritarian leadership, poor staff access to information, and little opportunity for 

staff advancement in relation to restructuring (Kuokkanen et al., 2007). These researchers found 

that such organizational attributes led to employee dissatisfaction, burnout, and absenteeism. 

Nursing researchers reported that organizational restructuring often results in nurses 

feeling devalued with a reduced sense of professionalism (Ingersoll et al., 2001; Norrish and 

Rundall, 2001). They also described that changes have led to a weakened community of practice, 

negatively affecting the wellbeing of nurses. In fact, the level of stress resulting from these 

changes led some nurses to consider leaving their place of employment (Aiken et al., 2001; 

Choiniere, 2011; Ingersoll et al., 2001). Researchers from a large research study involving five 
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countries, including Canada, surveyed more than 40,000 hospital nurse participants, and 

reported that one in five nurses stated they intended to leave their job within a year because of 

dissatisfaction in their work (Aiken et al., 2001). These study findings highlight the significant 

issue of nurse dissatisfaction in their role related to changes in the work environment and quality 

of care.  

Changes in the organization and delivery of nursing care have led to job dissatisfaction, 

low morale, and mistrust of administration among hospital nurses (Aiken et al., 2001; Choiniere, 

2011; Ingersoll et al., 2001). The frequency and nature of change in their workplace has created a 

sense of uncertainty about their role and future change, weakening nurses’ morale (Kullen 

Engstrom et al., 2002). Aiken and colleagues (2001) reported that nurses were some of the least 

satisfied workers, and the level of dissatisfaction was growing. Nurses explained that they were 

dissatisfied, not with providing complex care, but with changes in their work environment, 

particularly the increases in workload and stress, deteriorating managerial support, and 

weakening control in their role, thus leading to a deterioration in the quality of care (Aiken et al., 

2001; Choiniere, 2011). Nurses also experienced increased burnout and job dissatisfaction with 

high patient-to-nurse ratios (Aiken et al., 2002). Interestingly, Aiken and her team (2001) 

collected data in many different health systems, and yet, nurses reported common barriers to 

providing care. Several Canadian nurses described a sense of dissatisfaction in their practice that 

largely stemmed from the conflict between their responsibility to patients and organizational 

factors limiting nurses in using their professional knowledge to meet patient needs (Choiniere, 

2011). 

In a prospective longitudinal study of healthcare workers in Quebec, researchers found 

that work reorganizational initiatives reduced resources and affected employees’ psychological 
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state and reaction to change (Dubois et al., 2014). These researchers collected questionnaire 

data at two intervals, 12 months apart, from 96 healthcare workers, including nurses. Work 

reorganization consisted of changes such as the introduction of support workers, revision of 

roles, new forms of supervision, and changes to work processes. Dubois and colleagues used 

multivariate models to test hypotheses and reported that the perceived loss of resources was 

correlated with emotional exhaustion (burnout), which was negatively associated with 

commitment to change and positively associated with cynicism. The findings from this study 

suggest that reorganization resulted in perceptions of loss among frontline staff, as measured by 

the loss of autonomy, opportunities for stimulating work, workplace cohesion, and informal 

power. They described a complex set of factors affecting the psychological state of healthcare 

providers, operating at individual, interpersonal, and organizational levels.  

Organizational Change and Patient Outcomes 

Many nurses have reported significant levels of job dissatisfaction, in large part, due to 

the reduction in the quality of care and services provided within their organizations (Aiken et al., 

2001; Ingersoll et al., 2001). Nurses described how healthcare changes impoverished the care 

nurses provide to clients in hospitals, as well as in long-term care settings (Choiniere, 2011; 

Coughlan & Ward, 2007). In the US, researchers reported that California hospitals with high 

patient-to-nurse ratios had higher rates of patient mortality (Aiken et al., 2002). In a cross-

sectional analysis, this team of researchers collected survey data from over 10,000 nurse 

participants, linked this data with patient discharge and administrative data, and found that each 

additional patient per nurse was associated with a 7% increase in the likelihood of patients dying 

within 30 days of admission, and a 7% increase in the odds of patient failure-to-rescue (mortality 

following complications) (Aiken et al., 2002). These researchers reported significant effects of 
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nurse staffing levels on preventable deaths, indicating that increasing nurse staffing could 

result in substantial decreases in patient mortality rates. Although there was a reported 52% 

response rate in this study, indicating a potential for response bias, the authors compared 

demographic characteristics of study respondents to nurse data at the state and national level, and 

found that they closely matched. The authors, therefore, explained that they did not believe their 

findings were specific to their sample. Aiken and colleagues have extended their research 

nationally (Aiken et al., 2000) and internationally (Aiken et al., 2014), to explore associations 

between nursing staffing characteristics and patient outcomes.  

Within the Canadian context, Estabrooks and colleagues (2005) studied the effect of 

nurse characteristics on patient outcomes. In a cross-sectional analysis, these researchers 

examined the influence of varying hospital characteristics on 30-day mortality for over 18,000 

patients discharged from 49 hospitals in Alberta (Estabrooks et al., 2005). After adjusting for 

institutional factors and individual patient characteristics, this research team found that four 

hospital nursing variables were statistically significant predictors of mortality in the multivariate 

model. The researchers reported that hospitals with a higher proportion of baccalaureate-

prepared nurses and those with a higher skill mix (i.e., high RN to non-RN ratios) were 

associated with lower rates of 30-day patient mortality (Estabrooks et al., 2005). Hospitals with a 

higher proportion of casual and temporary nurses were associated with higher rates of 30-day 

patient mortality. They also found that hospitals with a higher score on collaborative nurse-

physician relationships were associated with lower rates of 30-day patient mortality. 

Organizational restructuring initiatives affecting hospital nursing characteristics can influence 

rates of patient mortality, demonstrating the need to address nursing work environments to 

improve patient outcomes.  
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Nursing researchers have provided substantial insight into the experience and 

outcomes of restructuring initiatives on nursing practice in hospital settings. Nursing practice 

environments are significant to nurse wellbeing, but they also influence patient outcomes (Aiken 

et al., 2008). We have far less understanding of the impact of such change on nursing practice in 

other settings, in particular, public health. A handful of researchers have captured PHN concerns 

regarding the influence of organizational change on their practice (Cohen, 2006; Falk Rafael & 

Betker, 2012a). This dissertation research contributes to our understanding of the impact of 

organizational and policy change on PHNsg practice. After reviewing the literature above, one 

can hypothesize about the transferability of these research findings to other nursing settings 

subject to similar forms of healthcare restructuring. I now examine PHN experiences and explore 

whether their experiences have paralleled the experience of nurses in hospital settings.  

The Impact of Organizational Change on Public Health Nursing Practice, PHNs, and 

Client Outcomes 

There is a growing body of literature demonstrating the significance of contextual factors 

on the way that nurses deliver PHNsg programs and services (Schofield et al., 2010; Underwood 

et al., 2009). The impact of healthcare restructuring on PHNsg practice, however, is often a point 

of discussion, not the unit of analysis in published research. Researchers investigating PHNsg 

programs and services often treat organizational change as peripheral to the project, presented as 

background information or a point of consideration in the discussion section, but not part of the 

research question itself. Therefore, a search of the literature to investigate the effect of 

restructuring on PHNsg practice, PHNs, and health outcomes is somewhat limited and yields few 

studies. The relative inaccessibility of the scant evidence may limit one’s ability to draw 

conclusions about this area of study. 
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Considering the frequent reorganizations in the architecture of healthcare delivery 

across Canadian provinces (Denis et al., 2015), very little work has been done to understand how 

organizational and policy change has affected PHNs providing care in their communities. Before 

delving into the literature to develop an understanding of what is known regarding the impact of 

healthcare reforms on PHNsg practice, I take a brief excursion into the effectiveness scholarship 

in which researchers evaluate the difference PHNsg interventions make. I do so to enhance our 

understanding of the role PHNs play in promoting and protecting health and preventing disease 

and injury at the individual, community, and population levels. Several researchers in the US 

stipulate that we need to improve our understanding of PHNsg interventions to advance the 

science of PHNsg, so we are better equipped to provide evidence on PHN effectiveness to 

administrators in times of fiscal restraint (Hassmiller, 2014; Monsen et al., 2011; Swinder et al., 

2017).  

Effectiveness of Public Health Nursing Practice 

I begin this exploration of organizational change and PHNsg practice by providing an 

overview of the PHN effectiveness literature, focussing on three staple PHNsg programs and 

services. In a recent review, focussing on PHNsg effectiveness over a 20 year period, the authors 

found that PHNsg interventions made a statistically significant difference in health outcomes in 

close to half of all studies reviewed (Swinder et al., 2017). However, Swinder et al. (2017) 

cautioned those attempting to draw conclusions regarding the effectiveness of PHNsg 

interventions, noting the limited documentation of PHN practices and outcomes. Researchers are 

somewhat constrained in their conclusions about PHNsg effectiveness when drawing on 

administrative data because of inconsistent recording of PHN day-to-day activities, differences in 

documentation between regions, as well as ongoing changes to documentation systems (Hill, 
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2017). Nurses’ involvement in group or community activities often remain undocumented 

because charting forms and tools are based on individual client activities and outcomes. Swinder 

and colleagues (2017) also discussed the difficulty in documenting PHNsg practice because 

PHNs provide care at a variety of levels of prevention, directed at vulnerable populations as well 

as the population as a whole. Despite the clear evidence of the effectiveness of many PHN 

interventions (Swinder et al., 2017), the wide variety of interventions and outcomes for PHNsg 

practice can make it difficult for PHNs to capture components of practice in information 

systems. The complex nature of PHNsg is a challenge for defining PHN tasks (Meagher-Stewart 

et al., 2010) and affects the ability to draw conclusions about the overall effectiveness of PHNsg 

practice. 

PHNs provide population-based programs and services delivered across individual, 

community, and system levels, and engage in a range of activities, as outlined in the Minnesota 

Public Health Nursing Intervention Wheel (Olson-Keller et al., 2004). Here, I focus on literature 

examining the effectiveness of PHN interventions related to home visitation, breastfeeding, and 

child immunizations. Although there are subtle differences in PHNsg practice between countries, 

one common aim of PHNsg programs is to improve outcomes for children (Doi et al., 2017), 

thus I focus on PHN interventions targeted at this aim. As an illustration of the effectiveness of 

PHN work, I discuss three areas where PHNs are involved.  

Home Visitation.  

PHNs, at times in conjunction with paraprofessionals, provide prenatal and postnatal 

support to women with a variety of psychosocial risk factors, such as poverty, mental health 

issues, alcohol and drug use, and social isolation. Nurses deliver home visitation services to 

improve maternal health and foster infant and child health and cognitive development by 
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providing support, education, and connecting clients to resources (Carter, 2005; Olds et al., 

2002). PHNs tailor interventions based on the needs of clients, providing more visits and 

interventions to higher priority women (Monsen et al., 2011). 

The effectiveness literature on PHNsg home visitation programs dates back to the 1960s 

(Byrd, 1997). Some of the earlier evaluations of home visitation programs by PHNs 

demonstrated modest results, such as increased birth weights and use of prenatal care, but were 

limited by small sample sizes, poorly defined interventions, and inadequate testing of measures 

(Baldwin & Chen, 1989; Combs-Orme et al., 1985). During this timeframe, however, researchers 

completed a number of high quality studies exploring PHNs’ home visitation and maternal-child 

health (Olds et al., 1988; Starn, 1992). In the US, Olds and colleagues developed the Nurse 

Family Partnership (NFP) program, focussed specifically on PHN interventions with young, 

single, and poor women during the pre- and postnatal period, and made significant contributions 

to evidence on the effectiveness of PHN home visitation.  

In one NFP study, Olds and team members conducted a randomized trial in New York 

and followed 324 pregnant low-income, unmarried women for up to 15 years after the birth of 

their first child (Olds et al., 1997). The study purpose was to examine the long term effects of 

prenatal and early childhood home visitation by PHNs on maternal and child health (Olds et al., 

1997). On average, participants in the NFP program received nine prenatal home visits and 23 

postnatal home visits up until the child’s second birthday. When compared to similar women 

who were not enrolled in the NFP program, researchers reported that PHN interventions 

prenatally and postnatally were associated with improved long term outcomes on maternal and 

child health, such as decreased rates of abuse and neglect, reduced number of subsequent 
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maternal pregnancies, decreased use of welfare, and reduced rates of criminal behaviour (Olds 

et al., 1997).  

In another, more recent, randomized trial by Olds and colleagues, they examined the 

effect of pre- and postnatal nurse home visiting on maternal and child mortality during a two 

decade period in Memphis, Tennessee (Olds et al., 2014). The team of researchers used a 

computer program to assign participants randomly to treatment and control groups, and then 

examined National Death Index records to study the mortality of women and children 

participants. Study findings suggested that nurse home visits reduced all-cause mortality in 

mothers and preventable-cause mortality (sudden infant death syndrome, unintentional injury, 

and homicide) in their first born children living in disadvantaged communities (Olds et al., 

2014). In this program of research, they measured an array of outcomes measures, such as 

childhood injuries, maternal/child attachment, language development, subsequent pregnancies, 

maternal workforce participation, and dependence on public assistance and food stamps. The 

NFP program is a heralded PHNsg program because the program has been demonstrated to be 

successful by rigorous longitudinal research (Olds, 2006).  

 In a recent realist evaluation of an enhanced home visitation program in Scotland, 

researchers examined what works for whom, how, in what circumstances, and why, in regards to 

nurses providing increased, structured home visits in one Scottish health board (Doi et al., 2017). 

After an initial assessment in the enhanced program, families were categorized as core (provided 

a minimum of 11 postnatal home visits ending when the child enters preschool) or additional 

(provided core services, plus additional programs of care). The authors explained how this 

approach was in alignment with proportionate universalism, in which home visitation was 

offered universally, and services increased based on levels of disadvantage (Doi et al., 2017). 
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The researchers collected focus group data with eight managerial staff involved in program 

development and implementation, and interview data with 25 health visitors (akin to PHNs) who 

delivered the service, and 22 parents who received the service. Three key program theories were 

identified, tested, and refined: a) by increasing home visits, families develop trusting 

relationships with health visitors, which can lead to greater awareness of needs and support 

offered in a timely fashion; b) home visits offer health visitors a holistic perspective of the home 

environment and can facilitate early identification of concerns and the provision of additional, 

tailored support; and c) the introduction of universal assessment pathways offers systems and 

structures to support practice and ensure that the health visitors’ role is defined and clear to 

families, agencies, and to nurses themselves. Doi et al. (2017) found these theories useful in 

explaining study results. For example, with enhanced home visitation, families were more open 

and willing to discuss sensitive issues and more engaged with wider services. Even though 11 

home visits seems ambitious as a universal service, the findings highlight the key benefits, such 

as opportunities for monitoring, early identification of health and wellbeing concerns, and 

support (Doi et al., 2017).  

 The authors of a recent systematic review of home visiting intervention literature 

disseminated between 2005 and 2015 reported that home visitation can reduce health disparities 

by addressing the social determinants of health (Abbott & Elliott, 2017). Several other 

researchers have also demonstrated the difference PHN home visitation can make on maternal 

and child outcomes (Heaman et al., 2006; Kearney et al., 2000; MacMillan et al., 2005). It is the 

work of Olds and the NFP program of research that has provided a substantial evidence base for 

PHN home visitation. However, with strict enrolment criteria for this program everywhere, 

participation in NFP has been limited. There has been a recent effort to establish the credibility 
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of another enhanced home visitation program, an approach to traditional PHN home visiting 

for families ineligible for NFP, which focuses on the effects of adverse childhood experiences 

(Ballard et al., 2019). The mounting evidence supports PHN home visitation as an effective 

nursing intervention improving health outcomes in their communities. One aspect of postnatal 

home visiting is PHNs supporting mothers to initiate and maintain successful breastfeeding. 

Breastfeeding.  

The health benefits of breast milk feeding, to both mother and infant, have been well 

documented (Ip et al., 2007). Such health benefits include reduced risk of ear infections, 

gastroenteritis, respiratory infections, eczema, asthma, sudden infant death syndrome, and both 

type 1 and type 2 diabetes in children, as well as decreased risk of breast and ovarian cancer in 

women (Ip et al., 2007). Health Canada recommends exclusive breastfeeding for the first six 

months of life, and up to two years or beyond in duration (Health Canada, n.d. a; Health Canada, 

n.d. b). The WHO and UNICEF have identified breastfeeding as the ideal nutrition for infant 

development and important in reducing the incidence and severity of infectious diseases in 

infants (WHO, 1990).  

The authors of a Cochrane review of 52 randomized controlled studies from 21 countries 

reported on the important role of skilled healthcare professionals in providing routine in-person 

support for breastfeeding women, increasing duration and exclusivity of breastfeeding (Renfrew 

et al., 2012). PHNs, located in and working in close connection with the community, have been 

proven useful in supporting breastfeeding mothers, resulting in increased rates of breastfeeding 

in the US (Fetrick et al., 2003), longer duration of breastfeeding in Australia (Kemp et al., 2011), 

and improved teen breastfeeding knowledge, skill, and success in Canada (Nesbitt et al., 2012).  
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Researchers have demonstrated a positive association between PHN involvement and 

breastfeeding initiation and duration (Fetrick et al., 2003; Kemp et al., 2011). Fetrick and 

colleagues conducted a retrospective chart review of 55 low-income women in Nebraska to 

determine whether PHN home visits improved health outcomes (Fetrick et al., 2003). After 

comparing the health outcomes of mothers who received four or fewer visits to those who 

received five or more visits, researchers found that mothers who received more PHN visits had 

higher rates of breastfeeding, however, there was little mention of breastfeeding duration 

achieved (Fetrick et al., 2003). In a randomized controlled trial, researchers examined the effects 

of a long-term nurse home visiting program (n=111) and usual universal care (n=97) in Australia 

(Kemp et al., 2011). This research team found that, in this sample of socially disadvantaged 

mothers, those who received long-term nurse follow-up breastfed for significantly longer 

durations.  

A group of Canadian researchers used an exploratory mixed methods design to explore 

the experiences of mothers and perceptions of PHNs about breastfeeding late preterm infants, the 

largest proportion of preterm births, who at risk for various health complications (Dosani et al., 

2017). These researchers collected quantitative data from a convenience sample of 122 mothers 

with late preterm infants. They also gathered interview data from 11 mothers and ten PHNs, 

which they analyzed using an interpretive thematic analysis to identify themes and relationships 

between themes. The research team found that PHN experiences aligned with mothers’ reported 

challenges in breastfeeding late preterm infants. Several mothers in this study explained how 

PHNs were helpful in guiding them through breastfeeding late preterm infants and in providing 

anticipatory guidance about potential challenges and strategies to support breastfeeding (Dosani 

et al., 2017). 
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Some study authors were restricted in the strength of their conclusions based on 

limitations in size and nature of a convenience sample (Kemp et al., 2011; Dosani et al., 2017), 

but the value of PHNs supporting women in breastfeeding during the perinatal period is well 

documented (Dosani et al., 2017; Fetrick et al., 2003; Kemp et al., 2011, Olds, 2006; Pugh et al., 

2002). Other authors, however, have cautioned researchers in drawing conclusions about a causal 

relationship between breastfeeding and infant health, after they demonstrated that a mother’s 

advantage might also contribute to infant health (Raissian & Su, 2018). These researchers 

suggest that knowledge about infant feeding could advantage mothers who did not breastfeed 

and is one potential mechanism that could lead to positive childhood health outcomes. 

Nonetheless, PHN contact in the prenatal and postnatal period has been beneficial to women 

with regards to their decision-making about infant feeding, as well as in the delivery of 

childhood immunizations (Koniak-Griffin et al., 2002).  

Child Immunizations.  

Immunization is a central strategy in preventing the spread of vaccine-preventable 

disease and avoidable deaths (PHAC, 2003). The findings of a few research studies indicate that 

PHNs make a positive difference in the uptake of childhood immunization (Koniak-Griffin et al., 

2002; Schaffer et al., 2012). However, given the longstanding PHN involvement in 

immunization delivery, I am surprised by the seeming paucity of research investigating PHN 

implementation of vaccinations. When the overall goal of immunization programs is herd 

immunity to stop transmission and protect those unvaccinated, it is important to have an accurate 

depiction of immunization rates in communities. PHNs play an important role not only in 

immunization delivery, but also in public health surveillance of communicable diseases and 

follow up, especially of vaccine-preventable diseases, as well as documentation of 
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immunizations to monitor population levels, central for monitoring disease trends in both 

Canada and the US (Meagher-Stewart et al., 2009; Zahner, 1999). 

Researchers have completed two experimental studies that demonstrated a positive 

difference in improving immunization rates when PHNs are involved. For example, the NFP 

Program, noted above, demonstrated promising results in improving immunization rates (Olds, 

2006). In another randomized controlled trial, researchers compared the effect of an intensive 

PHN home visitation program to standard care with a sample of 144 high priority teen mothers 

(Koniak-Griffin et al., 2002). The team reported statistically significant higher immunization 

rates in mothers who received additional PHN support, compared to mothers receiving standard 

care. Schaffer and colleagues (2012), in an evaluation of a PHN home visiting program for teens 

in the US, also demonstrated increased infant immunization rates among mothers with PHN 

involvement. Despite only a few studies demonstrating PHN effectiveness in immunization 

programs, PHNs have reported immunization delivery to be a significant part of their role, 

particularly childhood immunizations (Schaffer et al., 2015). Many of these studies support the 

role of PHNs and PHN effectiveness in delivering various interventions, whether it be home 

visits, breastfeeding support, or childhood immunizations, however, the role of the organization 

in shaping PHN effectiveness is often overlooked. 

Organizational Change and Public Health Nursing Practice 

Underwood and colleagues (2009) demonstrated that the organizational context is an 

important factor in shaping PHN effectiveness and influencing whether PHNs meet their national 

standards of practice. In a Canada wide study, these researchers used mixed methods to examine 

community and PHNsg capacity. They collected national level demographic data from the 

Canadian Institute for Health Information nursing databases, surveyed over 13,000 community 
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health nurses, and held 23 focus groups with PHNs and public health policymakers 

(Underwood et al., 2009). Twelve of the 23 focus groups consisted of PHNs. Using an 

appreciative inquiry approach, these researchers revealed organizational attributes PHN 

participants deemed central to practice (Underwood et al., 2009). PHNs in this study discussed 

the importance of flexible and adequate funding for PHN services, public health champions, a 

supportive culture, and good management practices to promote optimal PHNsg practice 

(Underwood et al., 2009). These PHNs were clear about key organizational attributes affecting 

their practice, but we are left questioning how organizational and policy change have influenced 

PHNsg practice, particularly in BC.  

Findings from a few Canadian studies suggest that nurses are concerned about the 

reorganization of public health services, along with cuts to PHNsg programs and services, and 

the potential outcomes of these changes (e.g., Cohen, 2006; Falk-Rafael et al., 2005; Falk-Rafael 

& Betker, 2012a). These authors described organizational changes, many of which negatively 

affected PHNsg practice, focussing largely on public health restructuring in Manitoba and 

Ontario. Currently, however, there is a paucity of research exploring the impact of public health 

renewal on PHNs delivering local programs and services, particularly in BC, the focus of this 

dissertation research. We have little evidence to demonstrate whether renewal initiatives have 

compromised or enabled PHNs in promoting and protecting health, and preventing disease and 

injury. In the following section, I explore the literature to examine how public health system 

reform has shaped PHNsg practice, affected PHN wellbeing, and influenced health in their 

communities. I use the same headings as above to compare the impact of organizational change 

across nursing settings, and discuss particular features of PHNsg practice or organization factors 

that PHNs deemed important in the provision of care.  
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PHNs’ Roles.  

In two nationwide Canadian studies, researchers examined the state of community health 

nursing practice and reported on several organizational changes that PHNs deemed important to 

their role (i.e., Schofield et al., 2010; Underwood et al., 2009). Although these researchers did 

not specifically examine the impact of organizational change on PHNsg practice, these studies 

are helpful to understand organizational factors PHNs deemed significant in delivering care. 

These researchers highlighted the influence of contextual factors, such as organizational values 

and management practices, on PHN roles. Even though the authors did not attribute these factors 

specifically to public health system reform, some of the mechanisms reported in these studies 

were discussed by PHNs in other studies of PHNsg practice pertaining to reform initiatives 

(Falk-Rafael et al., 2005). Thus, the findings from these studies could provide insight into PHN 

experiences and perceptions of their roles in light of organizational change within the public 

health system, that is, that component of the health system responsible for delivering public 

health programs and services.  

Schofield et al. (2010) conducted a descriptive qualitative study, collecting data in focus 

groups and key informant interviews from community health nurses across Canada (which 

included PHNs). The purpose of the research was to understand priority issues currently facing 

community health nurses. The team of researchers framed the study within the rhetoric of 

shifting healthcare delivery and services from predominantly hospital based to more community 

based care, and the effect on community health nurses. Study participants, totalling 80 

community health nurses (e.g., home care nurses, PHNs, parish nurses, occupational health 

nurses, street nurses, community health nurses), discussed the challenges of working in the 

healthcare system, and described how their roles were becoming less defined and how their 
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scope of practice was being reduced (Schofield et al., 2010). This sample of nurses expressed 

concern that their role was poorly understood and devalued by administrators, and that they were 

being replaced by other disciplines. PHNs in the study, in particular, raised the issue that nursing 

managers were being replaced with non-nurse administrators, however, there was no mention of 

the impact of this change on PHNsg practice. The nurses in this study explained how reduced 

and unstable funding hindered practice and resulted in a sense of uncertainty among nurses about 

their ability to provide adequate services in the community. They also explained how levels of 

funding do not meet the existing need for services in the community, and how their levels of 

funding are threatened when governments change or when there are competing demands for 

funds. Many nurses in this study were unsatisfied with their current practice, and stated that they 

desired the autonomy to use their professional knowledge and skill in their role.  

In the National Community Health Nursing Study, briefly discussed in the opening 

paragraph of this section, the researchers reported on several organizational factors PHNs 

deemed important in their role (Underwood et al., 2009). These authors situated their research 

within a context of significant healthcare change over the two prior decades, again emphasizing 

the healthcare rhetoric proposing a shift from predominantly hospital based to more community 

based care and the need to ensure community health nursing capacity. PHNs in this study 

discussed the need for stable, long-term support for programs, with the flexibility to adapt 

programs if needed. PHN participants highlighted the importance of organizational culture, and 

explained the need for room to be creative, flexible, and provided with opportunities to learn and 

share information. They also emphasized the importance of trusting relationships in their role, 

the need for a shared vision and goals with leaders based on values such as prevention, and the 

time and support to build partnerships in the community. Nurses stated that management 
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practices were the most important organizational attribute supporting PHNs in their role. 

Nurses in every focus group reiterated the need for visionary, empowering leaders who respect, 

trust, and value public health and PHNs, and support nurses’ autonomy and working to their full 

scope of competencies. Nurse participants explained that managers need to engage in clear 

public health planning grounded in community needs, open communication, and local 

knowledge to guide their decision-making. One group of nurses discussed the challenges of 

working with a manager who had no public health or nursing background because the manager 

could not provide the support or guidance that nurses required.  

There are, however, a few researchers who have explored how public health restructuring 

has affected PHNsg practice. Falk-Rafael et al. (2005) used a descriptive mailed survey in 1999 

to collect systematic information on the number of PHNs working in the province and the types 

of PHNsg services provided by these nurses. These researchers mailed questionnaires to all 

PHNs (n=1744), and to one PHN senior manager (n=32) in each of Ontario’s 37 public health 

units (at that time) in the province. They reported a 77% response rate for PHNs and an 87% 

response rate for senior managers. Falk-Rafael et al. (2005) aimed to collect baseline PHNsg 

services data because no provincial discipline-specific data were available to monitor changes 

occurring in practice.  

In the background section of the article, Falk-Rafael et al. (2005) described provincial 

and organizational restructuring as the context within which the study was developed. They 

explained how public health restructuring in Ontario unfolded during the implementation of 

primary health care systems. Primary health care, as set out in the Alma-Ata Declaration (WHO, 

1978), is grounded in principles of social justice and equity, emphasizing health promotion, 

community participation, intersectoral collaboration, and a multidisciplinary approach. Primary 
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health care is congruent with PHNsg, but was compromised by the narrow interpretation of the 

term within the organization, which they proposed directly affected the nature and scope of 

PHNsg practice, limiting PHN involvement in their communities (Falk-Rafael et al., 2005).  

Falk-Rafael et al. also discussed how public health restructuring began in 1983 after the 

passage of the Health Protection and Promotion Act, the Ontario provincial legislative authority 

for public health, and accelerated throughout the 1990s when services were reorganized from 

disciplinary to programmatic units. Falk Rafael et al. (2005) argued that restructuring 

destabilized public health when the provincial government passed legislation making municipal 

governments fully responsible for funding public health programs and services, and making them 

compete for provincial funding with other public services. In 1998, public health funding in 

Ontario shifted from largely 75/25% provincial/municipal, to municipally funded, and then 

settled at 50/50% funding one year later (Falk-Rafael et al., 2005). After this study, funding 

returned to 75/25%, and will likely shift again with proposed changes by the current provincial 

government. This series of events had a significant influence on the organization and delivery of 

PHN services. 

Falk-Rafael et al. (2005) hypothesized that provincial and organizational turmoil, along 

with primary health care, negatively affected PHNsg because nurses spent less time in their 

communities, which is important to inform their population health work. In her study, she asked 

PHNs about the nature and scope of their practice, how it had changed over the last five years, 

and whether they believed it had improved or weakened. Over this five year period, 1994-1999, 

PHN participants reported significantly less time spent on home visiting and school health, 

however, there were differences across regions (Falk-Rafael et al., 2005). Nurses in the study 

also described increased PHN involvement in activities such as clinics and drop-ins, community 
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development, social marketing/media work, and program planning and evaluation that took 

place from within the health unit. The authors, however, discussed significant regional disparities 

in services. Participants also noted an overemphasis on population health activities at the expense 

of individual and family health promotive services that were backed by evidence and imperative 

to their effectiveness. They also highlighted that, with the shift to program-focussed services, 

some nursing leadership positions, such as director of nursing, had largely been eliminated. 

Despite the potential for recall bias in this study, the findings from this study provide a 

comprehensive account of PHNsg practice during a period of healthcare reform in Ontario. 

Based on recent conversations with several PHNs in one health unit in Ontario, their practice 

remains focussed at the population level, with less one-on-one support in the community.  

Another team of researchers explored how the adoption of a population-based health 

promotion model was reflected in community health nursing practice in Quebec (Beaudet et al., 

2011). In the introductory section, the authors of this study describe the structural and 

paradigmatic reorientation of the provincial healthcare system, providing context in which to 

understand the study findings. As part of healthcare reform, in 2004, the provincial government 

implemented a population-based approach, emphasizing the need to address the social 

determinants of health within health promotion, as well as the need to provide adequate services 

along the continuum of care (Beaudet et al., 2011). The implementation of this population-based 

approach led to increased funding for health promotion and disease prevention services (Beaudet 

et al., 2011). In addition to the paradigmatic reorientation, the provincial government also 

regionalized healthcare delivery, devolving responsibility for programs and services to regional 

and subregional health networks. Health promotion and prevention services were under the 

purview of the subregional bodies, called Centres Locaux de Services Communautaires (Local 
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Community Service Centers) (Beaudet et al., 2011). In this study, the researchers focused on 

the implications of the population model, however, regionalizing service delivery likely also 

affected nurses’ practice. 

Beaudet et al. (2011) examined community health nursing practice, as well as 

organizational and professional constraints on the integration of the population approach into 

nursing practice. Community health nursing practice consisted of nurses working in infant-child 

programs, home care, general clinic services, and working with specific populations (e.g., drug 

use, homeless, sex workers). The team of researchers conducted a collaborative, qualitative study 

and collected in-depth interview data between 2006 and 2007 from a purposive sample of 

community health nurses (n=41) and managers (n=28). Eighteen managers had nursing 

backgrounds and ten did not. The study team included community health nurses, researchers 

from the regional bodies, and a representative from a public health agency, along with university 

researchers.  

Using constant comparison, the team found that, despite the intention to strengthen 

population-based health promotion, nurses discussed few changes in their practice and explained 

that their interventions were often focussed on individual, family, or small group care (Beaudet 

et al., 2011). Nurses in the study reported that this was because the leaders prioritized clinical 

services in a context of competing priorities and limited resources. Participants partially 

accounted for the discrepancy in practice, that is, the misalignment between the rhetoric of health 

promotion and actual practice, to the lack of indicators to reflect health promotion and 

prevention activities, unclear mandates, and an organizational culture grounded in curative 

services. Despite the implementation of the population health model, emphasizing the need for 

interventions that address the social determinants of health, the medical model within the 
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regionalized bodies was dominant. Nurses explained that they were tired of a seemingly 

endless succession of reforms, and stated that in order to succeed in their capacity to bring these 

health promotion efforts to fruition, they required some stability, along with additional support 

for professional development, and mentorship in population-based health promotion (Beaudet et 

al., 2011).  

Another nursing researcher completed a descriptive, exploratory study to determine PHN 

perspectives on the nature of their health promotion practice in three health regions of Manitoba 

(Cohen, 2006). In the introductory section, Cohen (2006) set the stage for the study and 

described the implementation of two provincial directional documents. She states how one 

government document released in 1997 provided a framework to shift healthcare from a system 

focussed on sick individuals, to a system focussed on health promotion for groups and 

populations. Then, she indicated, one year later, after regionalization of health services across 

Manitoba, the provincial government defined PHNs as leaders in health promotion. Although 

Cohen does not frame these documents as part of provincial healthcare restructuring, these 

initiatives were in accordance with reform efforts taking place across the country. In this study, 

Cohen (2006) aimed to determine whether PHNs’ practice fit with the proposed health 

promotion vision.  

The researcher collected data from 24 PHNs using a standardized open-ended interview 

approach and analyzed the transcripts using question analysis, a form of content analysis (Cohen, 

2006). Cohen found notable similarities in PHN experiences across the three geographically and 

demographically diverse health regions. PHNs in this study discussed barriers to population-

focused health promotion, at the individual, organizational, and community or provincial level. 

At the individual level, PHNs discussed differing personalities among nurses, leading some away 
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from the political aspects of health promotion (Cohen, 2006). Many PHNs in this study 

discussed the potential conflict of engaging in advocacy while being a government employee and 

going against organizational policy.  

PHNs in this study discussed the lack of commitment at the organizational level to health 

promotion values and strategies among directors and senior administrators (Cohen, 2006). Even 

within their local health units, nurses believed that their supervisors did not view population-

focussed health promotion as a priority, despite provincial rhetoric. Some nurses explained that 

their public health managers lacked the background and skill in health promotion to support and 

mentor nurses in this pursuit. Lack of human resources, with inadequate staffing, also 

constrained health promotion activities (Cohen, 2006). 

PHNs in this study discussed several factors outside the organizational level influencing 

PHN practice, such as the increase in the number of mandatory provincial public health 

programs, particularly the expansion of immunization programs, introduction of the provincial 

Baby First program (involving PHN assessment and supervision of home visitors), and early 

postpartum discharge of mothers and infants from hospital (Cohen, 2006). These provincial 

changes resulted in less PHN time for health promotion and community development, and 

reinforced an individual and family focus of PHN care (Cohen, 2006). PHN participants from all 

regions also commented on the loss, after regionalization, of a centralized health promotion 

infrastructure, which reduced the availability of support and resources, leaving many nurses 

feeling isolated in their health promotion activities. Cohen highlighted that there are few first-

person accounts of PHN views as to the barriers in their role, particularly in the context of the 

healthcare system, which she addressed in her study and which I address in my dissertation 

research. 
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On the east coast of Canada, Aston et al. (2009) explored PHNs’ role in fostering 

citizen participation in the community. This team of researchers stated how the study unfolded at 

a time of significant healthcare restructuring. They described how restructuring involved a move 

toward greater citizen participation, one of the five principles of primary health care. The authors 

also explained that there had been a shift from professional to client and community decision-

making, an important aspect of decentralization of healthcare decision-making with provincial 

governments (Aston et al., 2009). The authors did not include a description of how these 

principles were adopted and implemented by eastern provincial governments or healthcare 

bodies under study.  

In this interpretive qualitative study, Aston et al. (2009) conducted semi-structured 

interviews with PHNs (n=43) about their primary healthcare practices, including PHNs with 

diverse experiences from both rural and urban practice settings. They also collected data using 

five focus groups (n=31), which included some PHNs who participated in the individual 

interview (Aston et al., 2009). Aston and colleagues analyzed their qualitative data using 

thematic analysis. This team of researchers provided extensive evidence of PHNs’ important role 

in fostering citizen participation and empowering relations in their practice with individuals, 

groups, and communities, particularly with those most vulnerable. All PHN participants 

discussed how their practice evolved in the last decade, from a focus on individuals to a 

population-focussed approach (Aston et al., 2009). Participants described how they worked to 

encourage others, clients and partners, to think from a broad health perspective, and addressed 

the social determinants of health (Aston et al., 2009). One notable difference with this sample of 

nurses, compared to other study samples, was that most PHN participants indicated that they felt 

their public health managers understood and supported their role. However, PHNs who stated 
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that their manager did not fully grasp their role described how they felt they did not receive 

appropriate guidance and direction, creating confusion over priorities (Aston et al., 2009).  

In a multisite comparative case study, Falk-Rafael and Betker (2012a) examined the 

relevance and fit of a midrange PHN theory, critical caring theory, with a sample of expert PHNs 

(minimum of 10 years PHNsg experience) between 2005 and 2011. In phase one, the researchers 

collected interview data from PHNs (n=10) in Ontario. In phase two, they collected focus group 

data from PHNs (n=16) from several Canadian provinces.  

In discussing the aspects of the theory, PHN participants expressed the centrality of 

relationships to PHN effectiveness, and their concern over the disconnect between nurses, and 

among nurses and their communities (Falk-Rafael & Betker, 2012a). Several participants 

discussed changes in the PHN role that kept them in their office as opposed to in the community, 

such as limited time visiting schools and families. This finding aligns with previous study 

findings in Ontario (Falk-Rafael et al., 2005). Many PHNs in this study believed the population-

based work was at the expense of individual and family level interventions, interfering in the 

development of relationships (Falk-Rafael & Betker, 2012a). Nurses in this study emphasized the 

need to be out in their communities to build connections with individuals and families, to inform 

their population level work (Falk-Rafael & Betker, 2012a). Thus, they believed it was important 

to work across levels in their practice. Participants also explained how the shift from generalist to 

a specialist practice eroded their role because they lost the “big picture” of their community. 

Participants placed responsibility for such practice changes on government policy and 

diminished resources, as well as on mandated programs and services in health units. They 

pointed to the infiltration of a corporate ideology, often framed as improving efficiency that has 

influenced organizational restructuring and their practice. Once again, this sample of PHNs also 
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addressed the importance of administrators who valued PHNs and supported PHN autonomy, 

professional judgement, and scope of practice (Falk-Rafael & Betker, 2012a).  

Despite the fact that many of these nursing researchers did not set out to examine the 

impact of healthcare restructuring on PHNsg practice, the depiction of their study findings draws 

attention to the significance of factors outside of nursing that influence their practice. In 

particular, the implementation of mandated provincial programming, the reorganization of public 

health units to program-specific practice, the hiring of non-nurse managers, and inadequate 

resources, have shaped PHN roles in Canada (Falk-Rafael & Betker, 2012a). Just as Norrish and 

Rundall (2001) discussed how nursing practice is vulnerable to the ebbs and flows in hospital 

restructuring, PHNsg practice is also subject to organizational and extra-organizational flux. The 

intent of this dissertation study is to understand how provincial and organizational changes, such 

as public health renewal across BC, have influenced PHNsg practice in three HAs. 

An International View of PHNs’ Roles.  

Concerns regarding changes to PHNsg practice are not isolated to Canada. In the US, 

several researchers described how budget cuts have negatively affected PHNs in practice, 

underscoring the importance of funding to support the effectiveness of PHN interventions 

(Bekemeier, et al., 2016; Hassmiller, 2014; Kub et al., 2017; Swinder et al., 2014; Swinder et al., 

2017). These authors also highlighted how PHNs are decreasing in number, due to the 

elimination of PHN positions and the hiring of less expensive providers to deliver programs 

previously provided by PHNs, leading some to call into question the future of the role. This, 

however, is not a universal experience. Recently, there was a proposed increase in funding of 

health visitor (akin to PHN) programs in Scotland (Doi et al., 2017). After the release of several 

national level policy documents (e.g., Getting it Right for Every Child agenda, Public Health 
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Nursing Services – Futures Focus), the Scottish government introduced an enhanced health 

visiting program, outlined in the review of the realist evaluation above, in which health visitors 

provide increased structured home visits (Doi et al., 2017). The Scottish Government committed 

to hiring an additional 500 health visitors, corresponding with the implementation of the 

enhanced home visiting program (Scottish Executive, 2005; Scottish Government, 2012; 2016). 

External forces, such as key policy documents and government funding, are critical to PHNsg 

practice to improve and protect health and reduce injury in communities.  

After reviewing studies by researchers examining nursing practice within the context of 

healthcare restructuring, I can see parallels across nursing settings. For example, nurses in both 

hospital and public health settings discussed the introduction of management models and the 

focus on efficiency, often implemented in the form of measured indicators, as negatively 

influencing nursing care. Several nurses in both settings also noted the hiring of managers, whom 

they deemed to lack the requisite background to guide nurses in practice. Some researchers were 

concerned about the nature of these changes because, not only did they constrain PHNsg 

practice, but also because the rhetoric at the organizational and policy level of improved health 

promotion did not fit with what was actually unfolding in practice (e.g., Beaudet et al., 2011; 

Cohen, 2006).  

The nature of PHNsg practice, however, is quite different from the practice of nurses in 

other settings. With the aim of improving population health and promoting health equity, PHNsg 

activities are directed at individuals, families, groups, populations, and communities. PHNs 

initiate and maintain relationships and work in partnership with community organizations to 

promote health and prevent disease and injury (CHNC, 2019). Nurses in other settings tend to 

work with individuals, and, at times, families, initiated by the assessment, diagnosis, and 
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treatment of disease processes or injuries in individuals requiring medical attention. Patients 

enter into the health system based on a health concern or need. PHNs, on the other hand, often 

seek out their clients, based, in part, on community knowledge and relationships, and by working 

in partnership and through outreach, guided by principles of social justice and equity. If 

healthcare reform efforts reduce PHN reach in the community, restricting their access to 

communities, this could have negative effects on community and population level health, such as 

increased rates of depression and communicable disease. Falk-Rafael and Betker (2012a) argued 

that many changes in the nature of PHNsg practice were driven by government ideology and 

economics, and not by community need. 

PHNs’ Workload.  

Along with changes in the PHN role, nurses across several of these studies indicated how 

healthcare reform has contributed to an increase in PHN workload (e.g., Falk-Rafael & Betker, 

2012a; Cohen, 2006). There was agreement among PHNs from various regions in Canada that 

the expansion of mandated provincial public health programming, in particular, has led to less 

time for other parts of their role, such as community development work (e.g., Aston et al., 2009; 

Cohen, 2006; Falk-Rafael & Betker, 2012a). For some PHN participants, mandated 

programming has resulted in a narrowing of their health promotion roles, and an increasing focus 

on clinically mandated services, such as immunizations (Cohen, 2006; Falk-Rafael, 2012a). One 

PHN participant in Manitoba described how new responsibilities were being added to her 

practice without a corresponding decrease in other responsibilities (Cohen, 2006).  

The increased workload experienced by some PHNs could be attributed to the shortage in 

PHN staff (Cohen, 2006). Beaudet et al. (2011) also discussed the impact of the nursing shortage 

on community health nurses in Quebec. In their descriptive study, outlined above, Falk-Rafael et 
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al. (2005) reported an 11% reduction in PHNsg full-time equivalents between 1988 and 1998 

in Ontario. They also stated there was a 32% increase in the population-to-nurse ratio from 

3710:1 to 4910:1 (Falk-Rafael et al., 2005). Without more recent data, however, we have little 

insight into how PHN workload in this province stands today. Changes in funding and hiring 

practices led to fewer nurses to cover a larger portion of the population, likely influencing PHN 

workload. With limited resources and competing demands, several nurses discussed how clinical 

services were often prioritized over health promotion and prevention programs, reflective of the 

predominance of the medical model privileging curative services (Beaudet et al., 2011).  

Some PHNs also expressed concern over practice documentation influencing nursing 

care. For example, several participants across three regions in Manitoba expressed concern 

regarding the workload measurement system because the focus on individual client contacts 

created a barrier to population-focussed health promotion (Cohen, 2006). Based on my volunteer 

experience alongside PHNs in one health unit, multiple PHNs expressed their concern regarding 

the difficulty in capturing all that PHNs do in a day within the current documentation system. 

These PHNs described how the documentation system was based on individual care, and did not 

address the range of PHN activities. They offered examples, such as high priority family 

caseloads, that were not closely monitored and accounted for. It is often up to the discretion of 

the PHN whether she or he can manage supporting another family, in addition to other required 

activities, resulting in unpredictable and potentially high workloads. This is quite different in 

hospital settings, where nursing workloads are usually monitored via patient assignments. For 

example, researchers have examined the impact of high workload on hospital nurses and found 

increased levels of burnout and dissatisfaction with high patient-to-nurse ratios (Aiken et al., 

2003).  
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PHNs’ Control Over Practice.  

PHNs in Ontario expressed concern about the increased bureaucratic control over their 

practice (Falk-Rafael et al., 2005). In studying the nature and scope of PHNsg practice, Falk-

Rafael et al. (2005) explained how a series of events that occurred in restructuring the public 

health system had weakened PHNs’ control over practice. For instance, Falk-Rafael et al. (2005) 

noted that the passing of the Health Protection and Promotion Act in 1983, with which public 

health units were required to comply, afforded provincial control over public health. This 

provincial act was exercised through shared provincial/municipal funding mechanisms and the 

creation of the Mandatory Health Programs and Service Guidelines (Falk-Rafael et al., 2005). 

These authors also discussed the reorganizing of service delivery from disciplinary to program 

specific units, and the loss of senior nursing positions at both the provincial and local levels, 

reducing the nursing voice in planning and decision-making.   

When asked about who influenced the type and extent of nursing services in a health unit, 

both PHNs and managers in this study reported that the chief executive officer or medical officer 

of health (often a physician) had the most influence on service provision (Falk-Rafael et al., 

2005). These participants rated the community to have the least amount of influence, and placed 

their own influence slightly above the community’s (Falk-Rafael et al., 2005). Falk-Rafael et al. 

(2005) explained how PHNs’ control over their practice, and ability to exercise their professional 

autonomy to address local issues, was limited. PHNs work in a bureaucratic system, affecting 

PHNs’ access to resources and influence on decision-making in practice (Falk-Rafael et al., 

2005). 

 Community health nurses in Quebec echoed similar concerns as PHNs in Ontario 

regarding control over practice (e.g., Beaudet et al., 2011). Several community health nurses in a 
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collaborative, qualitative study, reviewed above, discussed the nature of centralized decision-

making within the regionalized bodies as taking place separate from nurses who deliver services 

(Beaudet et al., 2011). Quebec health reform was intended to be an opportunity to re-evaluate 

professional practice, with the adoption of a population-based approach, however, community 

health nurses in this study reported limited involvement in decision-making processes regarding 

priority setting and resource allocation (Beaudet et al., 2011). Beaudet et al. (2011) point out that 

nurses were not included in the planning or evaluation of population-based health promotion and 

prevention in practice, undermining their capacity to contribute to the ongoing reform.  

When healthcare reform limits PHN autonomy, nurses are hindered in building trusting 

relationships in their community, which are central to the effectiveness of their role (Falk-Rafael 

& Betker, 2012a). Some researchers suggested that limitations in nurses’ control over their 

practice could hinder their ability to respond to emerging community health needs in the future 

(Falk-Rafael et al., 2005). Falk-Rafael and Betker (2012a) suggest that critical caring theory, 

explored in their article, could be useful to PHNs not only to guide their practice, but as a tool to 

counter ideological and administrative forces impinging on PHN autonomy and decision-making 

in practice to communicate what they do and what they know. PHNs from across Canada have 

discussed the important role of leadership in fostering PHN autonomy in their practice to ensure 

responsive, adequate, and quality care is provided to meet community need (Underwood et al., 

2009).  

Nurse academics in the US also acknowledged the reality that PHNs work in complex 

and bureaucratic health systems that influence PHN services and programs (Baldwin et al., 

2011). Nurses in all settings appear to face organizational complexity (Aiken et al., 2001; 

Choiniere, 2011; Coughlan & Ward, 2007; Ingersoll et al., 2001). Nurses are accustomed to 
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shifting their practice on an ongoing basis, guided by their professional knowledge and skill, 

to reflect patient needs or to address issues arising in the community. Where the difficulty seems 

to surface is in adjusting their practice to meet organizational requirements that they deem 

detrimental to patient or community health and wellbeing. This seems to be a shared position 

regardless of practice setting. For example, hospital nurses from two studies discussed in the first 

half of this chapter explained how they were dissatisfied in their role, not with providing 

complex patient care, but with organizational changes weakening managerial support, increasing 

nurses’ workload, and reducing control in their role, resulting in the deterioration of the quality 

of care (Aiken et al., 2001; Choiniere, 2011). PHNs in both Manitoba and Ontario, also had to 

navigate external influences that narrowed their role and undermined the quality of their care 

(e.g., Cohen, 2006; Falk-Rafael et al., 2005; Falk-Rafael & Betker, 2012a). 

 Since healthcare reform, and in particular, since the regionalization of the health system 

in which public health has been integrated into the larger system in several provinces, PHNs 

seem to have lost some of their authority and independence in governing PHNsg operations and 

decision-making to shape PHNsg practice. Part of the challenge with bridging multiple sectors in 

healthcare is the competing priorities (e.g., individuals versus a population focus), shifting 

mandates, and differences in targets (Levesque et al., 2013). PHNs are also challenged by the 

cultural dominance of the curative approach, and public expectations that influence greater 

investment in curative as opposed to preventative services (Falk-Rafael, 2005; Levesque et al., 

2013). Nurses’ wellbeing is at risk when they are constrained in providing adequate quality care, 

and witness needs going unmet. 
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Organizational Change and PHNs’ Wellbeing 

 The effect of healthcare reform on the physical and psychological wellbeing of PHNs 

remains poorly explored, particularly in comparison to the body of research conducted within the 

hospital setting. However, in the research discussed above, Falk-Rafael and Betker (2012a) note 

the impact of organizational change on PHNs’ wellbeing. PHNs in this study described the 

adverse effects on their role after the shift to a programmatic focus, severing nurses’ connections 

with colleagues and in the community (Falk-Rafael & Betker, 2012a). Nurses in this study often 

expressed feelings of distress when organizational policy, funding, and public health structures 

hindered them from providing adequate care and services in their communities (Falk-Rafael & 

Betker, 2012a).  

In a descriptive study by Reutter and Ford (1996), PHNs reported on the negative effects 

of cutbacks that reduced the number of PHNs. These researchers collected interview and focus 

group data from 28 PHNs across Alberta, and found that the greatest stressor reported by PHNs 

was insufficient time to carry out their day-to-day activities after the number of PHNs was 

reduced. PHNs in this study described that, when they had inadequate time to do what they 

perceived to be important parts of their role, they found work less enjoyable and satisfying, 

leading to feelings of frustration and guilt (Reutter & Ford, 1996). Nurse participants explained 

how they derived satisfaction in their role from the feeling that they made a difference in their 

communities, which included being autonomous in their role and being available and present 

with clients and families in the client’s environment (Reutter & Ford, 1996). Canadian nurses are 

not alone in the difficulties of maintaining satisfaction in their role in the current healthcare 

milieu. PHNs in Ireland have also reported feeling disempowered and dissatisfied as a result of 
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organizational influences hindering their role, notably a lack of funding and lack of 

management will to advocate for PHN service provision (Cawley & McNamara, 2011).  

Little research has been done to explore the satisfaction of the PHNsg workforce, which 

is an important facet to examine, given the link between job satisfaction and positive client 

outcomes (Graham et al., 2011). Two Canadian research teams studied PHN job satisfaction and 

found that PHN autonomy was a significant predictor of PHN satisfaction (Best & Thurston, 

2006; Graham et al., 2011). Graham and colleagues (2011) conducted a secondary data analysis 

on data retrieved from the 2005 National Survey of the Work and Health of Nurses, consisting of 

a sample of 271 PHNs. These researchers examined the relationship between three work 

environment factors (autonomy, control over practice, and workload) and found that autonomy 

and workload were a significant predictor of PHNs’ job satisfaction. There was an inverse 

association between workload and satisfaction, indicating that when workload increased, PHN 

job satisfaction decreased (Graham et al., 2011). Likewise, as PHN control over their practice 

increased, so too did PHN job satisfaction. However, despite the strengths of this dataset of a 

large national sample of PHNs, these researchers indicated that the single-item measure of job 

satisfaction that was dichotomized during analysis was a potential limitation of the study 

(Graham et al., 2011). 

In their efforts to test the psychometric properties of a job satisfaction questionnaire with 

PHNs, Best and Thurston (2006) found that autonomy, followed by pay, were the most important 

factors influencing PHN job satisfaction. These researchers tested the applicability of a 

standardized questionnaire with 87 PHNs employed within one Canadian regional HA. Best and 

Thurston (2006) suggested that PHN job satisfaction, and its relationship with client outcomes, 
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such as vaccination coverage and breastfeeding rates, should be regularly measured to initiate 

and monitor work changes.  

Researchers in the US discussed the importance of participative decision-making to PHN 

job satisfaction (Campbell et al., 2004). Despite the low survey response rate (55%), and the 

educational differences of PHNs in the US (registered nurses and licensed practical nurses) 

compared to Canadian PHNs (baccalaureate prepared registered nurses), PHNs (n=192) in this 

descriptive study reported that the more vertical participation, the degree to which supervisors 

and nurses consult together concerning job tasks and decisions, and the more horizontal 

participation, the degree to which nurses are involved in peer decision-making and task 

definition, the higher the PHN job satisfaction (Campbell et al., 2004). As vertical and horizontal 

decision-making opportunities increased, so did PHNs’ job satisfaction (Campbell et al., 2004).  

 Currently, we have little understanding of how healthcare restructuring initiatives have 

affected the physical and psychological wellbeing of PHNs, but some PHNs have described 

feeling devalued in their role (Falk Rafael, 1999; Falk-Rafael & Betker, 2012a). With autonomy 

positively associated with job satisfaction, there is cause for concern about PHN satisfaction, 

given the reported decline in PHN autonomy as a result of certain healthcare changes, such as the 

hiring of managers without public health knowledge and experience (Aston et al., 2009; Cohen, 

2006; Falk-Rafael & Betker, 2012a). Once again, there appears to be shared experience across 

nursing settings. As Choiniere (2011) points out, nurses were dissatisfied after recent hospital 

reforms because organizational changes, such as the adoption of managed care models and 

increased numbers of non-nurse managers, jeopardized nurses’ ability to provide competent care 

and limited the use of their professional knowledge and expertise in providing care. 
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Organizational change hindering nurses’ use of professional judgement and reducing their 

autonomy seems to transcend settings, and is applicable to PHNs.  

Organizational Change and Client Outcomes 

There is a paucity of research exploring an association between healthcare change, 

PHNsg practice, and client outcomes. Falk-Rafael and Betker (2012a) explained, however, that 

the distress of PHNs in their study reflected not only nurses’ concern about adverse changes 

undermining their role, but even more so, PHN participants’ concern for the impact on clients’ 

wellbeing. Nurses overwhelmingly expressed concern regarding how changes in their practice 

could be detrimental to their communities, particularly to vulnerable and marginalized 

populations (Cohen, 2006; Falk-Rafael et al., 2005; Falk-Rafael & Betker, 2012a). 

The main impetus for Falk-Rafael et al.’s (2005) study was to collect baseline data to 

monitor changes occurring to PHNsg services because no provincial PHN data existed. After 

discussing how several changes to PHN practice went against the best available evidence, Falk-

Rafael et al. (2005) argued for policy decisions related to the provision of PHNsg programs and 

services to be based on systematic program evaluation and outcomes research (Falk-Rafael et al., 

2005). However, when current documentation systems are insufficient, failing to capture the 

range of PHN activities, such as high priority family caseload, we are missing important data 

needed to track PHNsg services, and to examine the impact on health outcomes. Examining the 

impact of reorganization on nursing practice and patient outcomes in the hospital seems to be 

less of a challenge for researchers. For example, Aiken and colleagues (2001) studied changing 

nurse to patient ratios and patient mortality. Nursing researchers have also examined the effects 

of particular changes, such as nursing shortages and minimum patient-to-nurse ratio legislation, 
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on client outcomes (Aiken et al., 2002; Spence Laschinger & Leiter, 2006). Currently, we 

have little insight into how public health reform initiatives have affected health outcomes. 

PHNs have been described as the backbone of public health agencies in the US, in part 

because they are the largest group of public health professionals, but recent budget cuts to public 

health departments, with the greatest cut to PHNsg, have negatively affected PHNs in their 

efforts to impact population health effectively (Hassmiller, 2014; Kub et al., 2017; Swinder et 

al., 2014; Swinder et al., 2017). The detrimental effect of budget cuts to PHN services was also 

evident after reviewing the Canadian literature. The chronic underfunding in public health units 

hinders PHNs in providing adequate care in their communities (Beaudet et al., 2011; Falk-Rafael 

& Betker, 2012b; Schofield et al., 2010). This retrenchment comes at a time when it has been 

made clear that effective Canadian health human resource planning necessitates ensuring that 

PHNs are used to their full potential (Meagher-Stewart et al., 2009).  

The public health sector, including PHNsg, requires sufficient funding to promote health 

and prevent disease and injury in communities. Authors outside of nursing share in this concern 

and have called for increased funding to public health and for public health professionals to 

advocate more forcefully for their services (Rutty & Sullivan, 2010). Reductions in public health 

spending do not reflect the current evidence, in which researchers have demonstrated a large 

return on investment of public health interventions (Masters et al., 2017). Thus, investments in 

public health are actually cost saving.  

 Despite the financial cuts to PHNsg in the US, there appears to be momentum, with 

several organizations looking to enhance support for PHNsg education, practice, and research to 

attain health system reform (American Academy of Nursing, National Advisory Council on 

Nurse Education and Practice, Robert Wood Johnson Foundation, Quad Council of Public Health 
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Nursing Organizations). Hassmiller (2014) suggests that the potential of PHNsg needs to be 

leveraged to contribute to better population-based health outcomes and achieve the promise of 

health reform. What is needed is a health system that works to prevent disease and promote 

health instead of one that focuses on treating illness and disease. PHNs could be central to this 

promise.  

  PHN effectiveness in promoting health and preventing disease and injury is grounded in 

their ability to develop relationships (Falk-Rafael & Betker, 2012a). PHNs require adequate time 

to build trusting relationships to go beyond a superficial understanding of others’ circumstances 

(Aston et al., 2009). They face obstacles accessing their client population when organizational 

and policy changes impede their ability to establish connections with individuals and families in 

their community. During my time volunteering at a health unit, one nurse shared an experience 

with me regarding the effectiveness of a home visit, a PHN intervention she explained was being 

limited based on shifting organizational priorities. This nurse explained the critical role of PHNs 

being in their communities, and maintaining care at all levels. She stated to me that, over the 

phone a new mom reported to the PHN that breastfeeding was going well and had no concerns, 

which was in contrast to what the nurse found on the home visit. Upon arrival at the home, the 

nurse found a sleepy baby who was jaundiced and dehydrated. The PHN sent the mom and baby 

back to the hospital for the baby to receive treatment, while the mother received continued 

breastfeeding support in hospital and ongoing support from the nurse upon returning home. This 

home visit intervention helped to prevent potential brain damage to the baby from 

hyperbilirubinemia, and continued to improve the health and prevent disease of both mother and 

infant by maintaining breastfeeding.  
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By providing adequate care in the perinatal role, PHNs work to prevent health 

problems such as hyperbilirubinemia, but also support breastfeeding, and empower the mother in 

managing and coping with postpartum changes, and the transition into motherhood. We have 

little understanding how public health renewal initiatives have influenced PHNs in the provision 

of care, particularly in BC, and even less evidence detailing how these changes have affected 

community and population health. Thus, in this dissertation study I aim to provide insight into 

how public health reform has influenced PHNs providing services in three HAs in BC.  

Summary 

The purpose of this chapter was to review the literature to understand better how 

healthcare reform has affected nurses delivering care. Of particular interest, is to discern how 

organizational and policy changes have influenced PHNsg practice. I began by exploring the 

impact of healthcare reform initiatives on nurses broadly, to learn about nurses in other, 

predominantly hospital settings before narrowing my purview to PHNs. Researchers have 

conducted comprehensive and rigorous research to examine the effects of hospital restructuring, 

such as budget cuts and patient ratios, on nurses’ practice, nurses’ wellbeing, and patient 

outcomes. Healthcare reform, such as shifting policies and changes in management that 

negatively influence PHNs’ practice, PHNs’ wellbeing, and client outcomes, have received less 

attention. Nursing researchers suggest that supporting PHNs to work more effectively, could lead 

to more efficient use of funds, improved program outcomes, and more prevention of illness and 

injuries (Underwood et al., 2009) 

From the literature reviewed pertaining to organizational change and nursing practice, 

there are significant commonalities in the effects of organizational change on nurses across 

practice settings. The context in which nurses practice has a significant influence on determining 
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the nature and quality of their work, and, in turn, on PHN satisfaction with their work. One of 

the main themes that surfaced from this review of literature is nurses’ concerns regarding 

organizational change that hindered their ability to provide adequate nursing care and limited 

their professional autonomy. This sentiment held true across healthcare settings. Nurses in many 

studies voiced their resentment and opposition towards changes that undermined their ability to 

provide adequate, professional, high quality care. PHNs, in particular, expressed their concern 

regarding changes in PHNsg practice that altered the fundamental nature of their role. By 

understanding how reform has affected their role, as well as what enables and hinders PHNs in 

managing and responding to organizational change, we could improve our understanding of what 

factors influence PHNs in promoting and protecting health. This might also provide evidence to 

inform better ways to structure and organize the public health system, and the services and 

programs provided by PHNs.  

Researchers have demonstrated the effectiveness of numerous PHN interventions, such as 

PHN involvement in home visitation, breastfeeding, and immunizations. Each of these three 

areas of practice has been demonstrated to be important to the health and wellbeing of 

individuals, families, and populations. Minimal attention, however, has been paid to the impact 

of reform on PHNs delivering such interventions and whether those impacts might negatively 

influence health outcomes. After reviewing the literature, we have a better sense that contextual 

factors have an important role in shaping the delivery of PHN services. For example, PHNs in 

Ontario explained that the shift to program-focussed services and the loss of nursing leadership 

positions negatively affected their role, weakening nursing’s voice in the organization and 

nurses’ connections in their communities (Falk-Rafael et al., 2005). More work is required to 

decipher how organizational change unfolds in the day-to-day realities of PHN practice. 
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Therefore, in this study I explore how public health reform affected PHNsg practice in three 

regional HAs in BC.  

Public health renewal in BC, intended to strengthen public health systems and services, 

commenced in 2005. The effect of public health renewal on PHNsg practice and health outcomes 

has received minimal inquiry, leaving us with a poor sense of whether public health reform has 

moved towards the intended health aims. The Ministry of Health (2005) initiated public health 

renewal with the release the Core Functions Framework to guide public health delivery across 

the province. Then in 2013, the Ministry implemented BC’s Guiding Framework for Public 

Health, a 10 year directional document encompassing the Core Functions Framework, that was 

later revised in 2017. In 2012, the BC Ministry of Health launched the NFP research program, 

based on promising, rigorous research noted above. However, this program was implemented 

with no additional funding, leaving health units to absorb the extra workload within existing 

resources. As a result, there were fewer nurses and resources to provide perinatal support to 

those who did not qualify for the intensive support from the NFP Program, potentially affecting 

universal home visiting services. The province also launched a new electronic public health 

information and documentation system in 2011, once again changing the context in which PHNs 

deliver care. In addition to policy and program changes, PHNs were also required to navigate 

HA restructuring. For example, in 2002-2003 Interior Health amalgamated six public health units 

into a single regional public health department, intended to consolidate services and 

administrative functions, and improve clinical efficiencies. As one can see, PHNs in BC have 

been faced with numerous organizational and policy changes.  

Unfortunately, little is known about how recent healthcare renewal processes across the 

province of BC have influenced PHNs and PHNsg practice, how PHNs have managed this 
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evolving landscape, and how the public has been affected. We currently have a poor 

understanding of how these efforts to strengthen public health across the province have played 

out for PHNs, the largest group of public health professionals in the province. We have a 

preliminary sense of organizational factors significant to PHNs in practice, but minimal 

understanding of how health reform in the province has affected their role. The purpose of this 

dissertation is to address this gap. I also address the call for researchers to conduct qualitative 

research to surface the complex and often invisible aspects of PHNsg practice, as well as to 

attend to the issue of limited resources and organizational factors hindering their role (Aston et 

al., 2009). To that end, in the next chapter of this dissertation, I outline the qualitative research 

methodology I used to explore how significant organizational and policy changes have 

influenced PHNsg practice in BC. 
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Chapter 3 – Methodology 

In this chapter, I review the philosophical, theoretical, and methodological foundations of 

this dissertation research, as well as the research process for the study. To begin, I explain the 

philosophical and theoretical lens that I applied to this study of PHNsg practice to help guide the 

analytic process and in interpreting the findings. I discuss how a philosophical/methodological 

combination was useful in exploring underlying factors shaping the PHN role. I detail the 

grounded theory research methodology and methods to describe the research process, including 

data collection and analysis. Lastly, I discuss the safeguards used to protect study participants, as 

well as study rigour for this research project.  

Philosophical Perspective 

In preparation for discussing the methodology of this research project, it is important first 

to consider the philosophical underpinnings supporting this approach. I drew on the work of Roy 

Bhaskar and critical realism (1978). Bhaskar developed the ontologically-based philosophy of 

science, critical realism, in the 1970’s with the publication of his book, A Realist Theory of 

Science (1978). As with many philosophers, Bhaskar’s work has shifted over the last few 

decades, with a more recent spiritual turn towards Eastern philosophies (Oliver, 2012). To 

inform my study I drew on his earlier work, which I find aligns with my philosophical view.  

Ontology of Critical Realism 

In his original text, Bhaskar (1978) presents the question, “What must reality be like to 

make science possible?” He invites readers to consider this ontological question about reality and 

what is real, and provides his view of a stratified reality. He attempts to answer this question by 

outlining his view that reality consists of three layers or domains, referred to as the real, the 

actual, and the empirical.  
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The real layer consists of the underlying structures, generative mechanisms, and 

tendencies beneath the surface that exert power to produce phenomena and events in the actual 

domain. These underlying mechanisms and structures exist and act independently of our 

experience and understanding of them, yet generate certain events that we may or may not 

observe and experience (Clark et al., 2008). These mechanisms, or underlying factors at play in 

the real domain, interact with people and lead to events or outcomes in the actual, that we may 

witness or experience in the empirical. The actual domain is responsible for the phenomena and 

events that occur in the world that we may observe in the empirical domain (Bhaskar, 1978). 

Events in the actual layer take place regardless of whether we are there to observe or experience 

them (Eastwood et al., 2014).  

 The empirical layer only constitutes our experiences, that is, our perceptions of what we 

observe and sense, either directly or indirectly (Clark et al., 2008; Eastwood et al., 2014; 

McEvoy & Richards, 2006). The empirical is the position from which we study the events in the 

actual, in an attempt to draw insights about the real (Eastwood et al., 2014). Data collected in this 

dissertation research represent PHN experiences of the empirical domain. PHN descriptions of 

their experiences in the empirical domain reflect PHN interactions with phenomena and events in 

the actual domain, which are shaped by mechanisms in the real domain. A central aim of 

research informed by critical realism is to search for the causes of events and phenomena in 

context while looking for a deeper understanding and explanation (McEvoy & Richards, 2006). 

Epistemology of Critical Realism  

Although Bhaskar emphasized ontology in his framing of critical realism, epistemology, 

or how we come to know in science, is often joined to a discussion of ontology. Some have 

labelled Bhaskar’s position as ontologically realist and epistemologically relativist (Lee, 2012; 
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Oliver, 2012). From this point of view, reality exists but knowledge of it and scientific inquiry 

about it are socially embedded, historically contingent, and change over time. Our views and 

experiences of reality are mediated through our own situatedness and, as a result, knowledge is 

always socially produced and thus provisional (Oliver, 2012). Knowledge we generate can 

reflect different layers of reality, but remains fallible, in that there are no eternal “truths.” We can 

never close the distance between the real and our knowledge of it, but we can capture better or 

worse accounts or assessments of reality (Oliver, 2012).  

Bhaskar (1978) also calls attention to the epistemic fallacy, in which we conflate that 

which exists with the knowledge we have of it. He suggests we need to avoid coupling ontology 

and epistemology, because this leads us to believe that our experience is all that goes on in the 

world. Thus, there is a critical distinction between the underlying causal mechanisms (real) and 

the occurrence of events (actual) that are apart from our experiences or knowledge of them 

(empirical) (Oliver, 2012). As researchers, therefore, our attempts should not be limited to 

identifying the regularities of events but should move beyond to uncover the underlying 

structures and mechanisms responsible for such events. This helps the researcher move from 

description in identifying regularities to explanation by uncovering underlying mechanisms. 

Applying Critical Realism in Nursing Research 

Critical realism is not new in the nursing literature. For example, an entire issue of 

Nursing Inquiry (2012) was dedicated to the use of this philosophical perspective in nursing 

research. Researchers have found the stratified reality of critical realism useful to help explain 

complex issues evident in the actual by exploring generative factors in the real. For instance, 

Oladele et al. (2013) found critical realism valuable when examining the complexities of 

smoking and tobacco control across different global settings by pushing the analysis into the 
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underlying multifactorial nature of policies, interventions, and outcomes. In their study of 

complex influences on smoking, these authors report that what has typically taken place within 

public health is linear logic, assuming that what works in one location will be generalizable to 

other contexts, without considering particularities that make each context unique (Oladele et al., 

2013).  

One key ingredient that critical realism has to offer nursing researchers is the explicit 

attempt to take into consideration the underlying mechanisms of causation. Drawing on this 

perspective, researchers are supported to consider the numerous factors and influences that come 

together in complex ways, which are not linear, and give rise to new events (Clark et al., 2008). I 

see critical realism as a useful perspective because it enables the researcher to take the middle 

ground between a positivist objectivist viewpoint of universal order and the social dimensions of 

science in which the influence of human perspective in knowledge generation is embraced (Clark 

et al., 2008). In other words, researchers are pushed to acknowledge the role of both structure 

and agency when exploring phenomena of interest in nursing research. 

Applying Critical Realism in my Dissertation Research 

Critical realism is a useful philosophical perspective for this study because it helps to 

address the underlying social and structural mechanisms influencing PHNs and PHNsg practice 

(Oladele et al., 2013; Oliver, 2012). In fact, two nurses, Hill (2017) and Musto (2018), recently 

delineated critical realism as the philosophical underpinnings of their dissertation research. Hill 

employed a case study to explore PHNsg practice, and Musto conducted a grounded theory study 

to investigate moral distress in healthcare providers working in mental health settings. Both Hill 

and Musto used critical realism as a philosophical perspective to examine healthcare providers, 
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including nurses and nursing practice in context. This aligns with my dissertation research 

exploring the impact of healthcare reform on PHNsg practice.  

A researcher using a critical realist perspective believes that individuals hold and enact 

agency, but broader structural factors always shape their actions (Bhaskar, 1998). PHNs have the 

capacity to act, albeit by navigating through the structural dynamics external to them. By 

seriously considering the role of broader structural factors on PHNsg practice, the grounded 

theory I constructed is an attempt to explain this vertical relationship between those stratified 

layers of reality. To me, context plays out in all three layers of reality. For instance, nurses 

navigate contextual factors they experience in the empirical layer. Nurses encounter events 

taking place in the actual, shaping the context in which they work. Nurses also experience 

various contextual elements playing out in the real as underlying mechanisms. Thus, researchers 

holding this perspective consider context as an essential object of inquiry, and value examining 

how context interacts with individual and program characteristics by asking the key question of 

what works, for whom, why, and in what situation (Clark & Thompson, 2010; Kempster & 

Perry, 2011; Lee, 2012; Oladele et al., 2013; Oliver, 2012; Poland et al., 2008). It becomes 

evident from this discussion that the critical realist consideration of the mutual interplay between 

context and people coincides with the tenets of a socio-ecological framework and the symbolic 

interactionist foundations of the grounded theory method (MacDonald, 2001), both outlined 

below. Together, critical realism, a socio-ecological framework, and grounded theory analytical 

strategies helped me to maintain my theoretical sensitivity around the mutual interdependence of 

PHNsg practice and context, because PHN agency can only take place in context. Theoretical 

sensitivity assists researchers in their “ability to recognize and extract from the data elements that 

have relevance for the emerging theory” (Birks & Mills, 2011, p. 176).  
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Applying Critical Realism to Grounded Theory. 

The use of critical realism in grounded theory has been applied by researchers from 

several different disciplines, including economics (Lee, 2012), leadership (Kempster & Parry, 

2011), social work (Bunt, 2018; Oliver, 2012), and nursing (Musto, 2018). These authors agree 

on the usefulness and congruence of a critical realist philosophy and the grounded theory 

method. They found grounded theory techniques to be useful to examine the structures and 

causal mechanisms required within the analysis when informed by the critical realism of Bhaskar 

(Bunt, 2018; Kempster & Perry, 2011; Lee, 2012; Musto, 2018; Oliver, 2012).  

A researcher using grounded theory informed by critical realism aims to connect social 

phenomena with underlying generative mechanisms, producing a contextualized understanding 

and explanation of participant meaning and action (Kempster & Perry, 2011). Researchers found 

analytic devices developed by the originators of grounded theory, Barney Glaser and Anselm 

Strauss, useful to help delineate such connections in the data. For instance, Kempster and Perry 

found Glaser’s (1978) six Cs – cause, consequence, contingency, condition, covariance, and 

context – useful to detect relationships between the variables identified as important during their 

analysis. Similarly, Oliver (2012) found Strauss’ conditional matrix a useful tool to situate 

individual action within broader structures and context (Strauss & Corbin, 1990). Such grounded 

theory methodological tools are fitting, and support researchers to explain vertical relationships 

between the layers of reality when using critical realism as a philosophical frame in their study. 

These methodological tools help the researcher to connect events and experiences to underlying 

generative mechanisms by contextualizing action in the data (Oliver, 2012). Oliver recommends 

asking the data, “What must be true for this to be the case?” and “What makes this possible?” (p. 

380) in an attempt to explain the underlying generative mechanisms of individual action. In 
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addition to a philosophical perspective guiding research, researchers also use theories to 

inform their perspective throughout the research process (Creswell, 2013). I outline my 

theoretical perspective below, as well as position myself within the contentious terrain of a priori 

theory use in grounded theory research.  

Theoretical Perspective 

I draw on social ecological theory as a theoretical framework to situate my study. Stokols 

(1992) describes social ecology as a conceptual framework that depicts humans in mutual 

interdependence and in reciprocal relationship with their socio-cultural contexts. MacDonald 

(2001) defined social ecology as the “social, institutional, and cultural contexts of people-

environment relations” (p. 116). This framework supports me to make the positioning of PHNs 

located within context explicit in my thinking, in which organizational and system level forces 

shape their practice and, in turn, PHNs constitute and shape the organization.  

Social ecology has evolved from ecology into a general framework for understanding 

human action and interaction in society (MacDonald, 2001), often depicted as a series of nested 

concentric circles representing micro, meso, and exo levels of influence (McLaren & Hawe, 

2005). There are multiple levels of contextual influence on human action and interaction, and in 

reciprocal fashion, human action influences these broad contextual conditions. Thus, the nature 

of the relationship or interaction is considered mutually influential, or transactional. This 

transactional view of human interaction within a larger system helps me to consider the 

reciprocal influence of the social and structural location of PHNs and their actions. As I outlined 

above, researchers conducting inquiries within the realm of critical realism consider context as 

central within their analysis, alongside examining the action/interaction between individuals and 

groups in that context. Thus, by drawing from both critical realist philosophy and socio-



 

 

88 

ecological theory I am guided in my analysis to consider explicitly the mutual interplay 

between context and PHN action and process.  

Social Ecological Theory and Grounded Theory 

A social ecological theory is not only congruent with my own understanding and 

conceptualization of humans interacting in the world, but it is also congruent with grounded 

theory (MacDonald, 2001), the methodological approach in my study. For instance, a researcher 

using grounded theory sets out to understand the lives of people in their everyday worlds 

(MacDonald & Schreiber, 2001), thus, explicitly acknowledging that human action is situated in 

context. Grounded theory, founded on symbolic interactionism (Blumer, 1969) and rooted in 

pragmatism (Dewey, 1922; Mead, 1934), is concerned with the dynamic relationship between 

human action/interaction and society (MacDonald & Schreiber, 2001). As a result, a central 

focus of researchers while conducting a grounded theory study is to learn how people understand 

and act, and the meaning of such action within certain settings, or around the phenomenon of 

interest. Grounded theory has even been referred to as a transactional system in which an array 

of broad environmental conditions and micro level influences are integrated to shape individual 

meaning and action (Strauss, 1987; Strauss & Corbin, 1990). Even the development of certain 

analytic tools, namely the conditional matrix, reflects a leveled ecological approach and 

transactional view of data within grounded theory. The conditional matrix is used within 

grounded theory to help the analyst be theoretically sensitive to the array of contextual factors 

potentially important to the phenomenon of interest (Strauss & Corbin, 1990). 

Researchers bring their own theoretical perspective to a grounded theory analysis, 

shaping the analytic process and findings (MacDonald & Schreiber, 2001). MacDonald and 

Schreiber (2001) clarified that grounded theorists take an atheoretical stance, in that they begin 
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collecting data without a sense of what the findings will entail, and need to remain open to 

various possible theoretical ideas fitting the data. However, researchers do not have empty heads 

(Schreiber, 2001); they bring their experiences and interests with them as they explore their data. 

Constant comparison of data, concepts, and categories is one method to ensure that study 

findings continue to reflect participants’ understanding and experience, while acknowledging the 

integral role of the qualitative researcher in the analytic process (MacDonald & Schreiber, 2001). 

Another theoretical perspective central in this research is symbolic interactionism, a classic 

theoretical root in grounded theory (Blumer, 1969). 

Symbolic Interactionism and Grounded Theory  

Symbolic interactionism is a theoretical perspective foundational to grounded theory that 

enables the researcher to address and understand communication and construction of meaning 

among individuals in society (Milliken & Schreiber, 2001). It is our own internal dialogue and 

interaction with others that shape the meaning things have and how we act toward them 

(Milliken & Schreiber, 2001). Blumer (1969) explains how humans actively construct the world 

around them through making meaning of their world, and act based on this meaning, shaping 

subsequent action and meaning making. A central focus of a grounded theory study is to 

understand participant meaning and the meaning of actions and interactions within certain 

settings or in relation to a phenomenon of interest (MacDonald & Schreiber, 2001). By drawing 

on the symbolic interactionist roots of grounded theory, a researcher focusses on understanding 

participant action and language within context. In my study, I listened closely to the meaning and 

understanding PHN participants gave to their action and interaction in the context of 

organizational change. Thus, the researcher aims to go beyond describing behavior to explain the 

meaning that motivates behavior. Through the use of constant comparison, a key analytic 
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technique in grounded theory, we begin to conceptualize and understand meaning in grounded 

theory data. 

Symbolic interactionism attends to the meaning people give to objects, experiences, and 

events, which relates to notions from my philosophical positioning of critical realism. Both 

symbolic interactionism and critical realism address the perceptions and meaning people 

attribute to phenomena and events, and view humans as social agents who act based on their 

views and experiences. We can see the fit between these perspectives when we acknowledge that 

a researcher from either position would advance the idea that participants’ experiences are 

socially contingent, and thus our knowledge and understanding of the world is socially produced. 

Clark and colleagues (2008) explain how critical realism helps researchers to understand the 

social aspects of humans in science, in that the human perspective is central in generating 

knowledge.  

By locating this study within the theoretical perspectives of social ecology and symbolic 

interaction, demonstrating the interconnectedness of meaning and action in a social setting, I 

examine how recent organizational and policy changes in BC’s health system shaped PHNsg 

practice, and how PHNs navigated this change. Informed by my theoretical and philosophical 

positioning, my theoretical sensitivity is enhanced regarding the role context plays in influencing 

the actions and interactions of PHNs around the basic social problem. Theoretical sensitivity has 

to do with “the researcher’s level of insight into the research area, how attuned they are to the 

nuances and complexity of the participant’s words and actions, and their ability to reconstruct 

meaning from the data generated with the participant” (Mills et al., 2006, p.4). By using this 

theoretical and philosophical mix, I am well positioned to explore PHNsg practice in the context 

of organizational change, using the grounded theory method.   
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Applying a Theoretical and Philosophical Perspective in Grounded Theory Research 

Researchers have used grounded theory and incorporated varying theoretical and 

philosophical perspectives to allow for new ways of looking at the data (e.g., Clarke, 2005; 

MacDonald, 2001; Musto, 2018). As researchers, we bring certain perspectives, theories, or 

paradigms that guide our action and decision-making (Creswell, 2013). The choice of a 

methodological approach reflects particular ontological assumptions about reality, and 

epistemological assumptions regarding knowledge generation (Crotty, 1998). Even the 

originators of grounded theory, Anselm Strauss and Barney Glaser, ultimately had different 

views as to the grounding of the method and the analytic techniques that ought to be employed in 

generating a grounded theory (Stern, 1994). Some view grounded theory as adaptable to a range 

of theoretical and philosophical perspectives (Charmaz, 2014; Oliver, 2012), whereas others, 

including Glaser (2002), perceive the evolution of the method to have eroded the analytical 

power of grounded theory. Although Glaser (1998) rejects the use of an a priori theoretical 

perspective in grounded theory research, he does not argue against using a theoretical perspective 

in interpreting the findings. Based on this, I used social ecological theory (Stokols, 1992) in my 

grounded theory research to aid in conceptualizing and thinking through the layers of influence 

in the data, not to preconceptualize the problem or categories in the theory. This helped me 

maintain rigour in the research approach.  

The flexibility of grounded theory has been observed in the work of Kathy Charmaz 

(2006; 2014) in her use of a constructivist philosophy within grounded theory research, and in 

the recent work of Adele Clarke (2005) with situational analysis. Clarke claims she aimed to 

bring grounded theory “around the postmodern turn” (p. 5) by incorporating diverse theoretical 

and philosophical perspectives, such as actor network theory, and post-structuralism, in addition 
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to the classic roots of grounded theory in symbolic interactionism and Chicago ecological 

theory. Reiger (2019) also discussed developments in, and extensions of grounded theory, and 

provided examples of feminist grounded theory (Wuest, 1995), and situational analysis (Clarke, 

2005; 2009). Despite these developments, Musto (2018) explains how, “there are strategies 

common to conducting all grounded theory research that reflect its focus on processes, regardless 

of the ontological position of the researcher” (p. 136). Despite the apparent diversity within 

grounded theory, most approaches share some core characteristics, such as concurrent data 

collection and analysis, theoretical sampling based on emerging concepts, constant comparison, 

memoing of ideas and relationships between categories, and diagramming (Charmaz, 2014; 

Musto, 2018; Oliver, 2012). Reiger (2019), however, urges researchers to be mindful of 

similarities and differences between variations of grounded theory to ensure methodological 

transparency and congruency in one’s research, enhancing the rigour of the research project. 

Grounded theory informed by critical realism does not seem such a stretch for an 

adaptable methodology because it maintains the focus on action and meaning in context, which 

aligns with the theoretical views of predominant grounded theory methodologists, for instance, 

Anselm Strauss and Kathy Charmaz. Even though Charmaz (2006) places her use of 

constructivist grounded theory squarely within the interpretivist tradition, she explicitly outlines 

how her approach is congenial with other perspectives and research approaches, one of which 

she mentions is critical realism, along with feminist theory, narrative analysis, cultural studies, 

and critical inquiry. Unfortunately, she does not elaborate as to how her approach might be 

useful to, or fit for researchers subscribing to these other philosophical and theoretical camps. 

However, where critical realism pulls away from constructivism is with the view that there is 

only one stratified reality, rather than the multiple realities. Nonetheless, in critical realism there 
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are multiple interpretations and understandings of reality in the empirical layer, constructed 

based on one’s location in the world. What we know about this reality is fallible and partial, but 

diverse, given our individual locations. Regardless of our different ontological philosophical 

positions, Charmaz and I agree that knowledge generated from a research endeavor is a 

construction. The theory I constructed reflects this viewpoint: historically contingent and socially 

constructed, yet grounded in the data. This, however, to me, does not negate the existence of an 

external reality. This relates back to Bhaskar’s standpoint on the epistemic fallacy, in which he 

warns against conflating one’s epistemological and ontological stance. Informed by critical 

realist philosophy as well as the theoretical perspectives of social ecology theory and symbolic 

interactionism, I developed a theory that captured a range of PHN practice experiences and the 

influences of healthcare reform.  

Grounded Theory Method 

As mentioned above, grounded theory was developed by two sociologists, Barney Glaser 

and Anselm Strauss, and became popular with the publication of their ground-breaking text, The 

Discovery of Grounded Theory (1967). Glaser and Strauss wrote this text in reaction to the 

dominant deductive approach to research commonplace during that time. Researchers often use 

grounded theory to uncover basic issues for people within a setting or situation, as well as to 

explain what is going on in the situation around the issue at hand. The aim of grounded theory is 

to develop an understanding or an explanation of a phenomenon within context, from the ground 

up, thus producing a theory that remains grounded in the data (Glaser & Strauss, 1967). It is this 

fit with the data and experiences of participants that allows a grounded theory to be readily 

available to inform practice (MacDonald & Schreiber, 2001), and makes it an appropriate 
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research methodology for my study. Constant comparison is the central analytic tool used 

within grounded theory research to help the researcher understand meaning and action in the 

data.  

Constant Comparison in Grounded Theory 

Constant comparison takes place through a process of inductive and deductive reasoning, 

as well as concurrent data collection and analysis (Milliken & Schreiber, 2001). Constant 

comparison supports the researcher in theoretical conceptualization by moving back and forth 

between data and theory, comparing the data with newly emerging concepts while moving to 

higher levels of abstraction, and testing out emerging categories to ensure fit with the data 

(MacDonald & Schreiber, 2001). Ongoing analysis and the development of theoretical insights 

guide subsequent data collection, often called theoretical sampling. Once a core category is 

distilled and a theory begins to take shape, the researcher purposefully samples for contrary cases 

to ensure the range of experiences are captured as people deal with the basic social problem 

(Milliken & Schreiber, 2001). In my dissertation research, through the process of constant 

comparison, a basic social process or core category emerged, titled managing the eroding PHN 

role, reflecting how participants managed the basic social problem, when it is no longer your 

call.  

Grounded Theory Method in my Dissertation Research  

The justification for the choice of a research methodology is linked with the original 

purpose of inquiry (Crotty, 1998). Schreiber and Stern (2001) describe grounded theory as an 

exploratory method of research, but it is also explanatory; that is, the method helps researchers 

move beyond understanding to explaining meaning and action. This broad-based approach to 

research fits well with the intent of my study aimed at understanding how PHNs navigated the 
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shifting grounds in the context of organizational and policy changes. The grounded theory 

method allowed me to delve into the shared concerns of PHN participants, and develop a 

conceptualization of how PHNs managed their role. With a focus on meaning and action, I drew 

on grounded theory to explain the meaning, causes, and consequences of PHN responses to 

healthcare change.  

I used Kathy Charmaz’ newest text, Constructing Grounded Theory (2014), as a guide to 

conduct my own grounded theory study because I found her explanations clear and her examples 

useful. However, I drew from other supporting grounded theory texts as necessary, such as 

Strauss and Corbin’s (1990) explanation of the conditional matrix analytic tool, to make a clear 

connection with critical realism. I also drew from their explanation of coding. I largely used 

Strauss and Corbin’s (1990) edition of the text because in later versions, Corbin replaced action 

with individual at the center of the conditional matrix. Replacing action with individual shifts the 

focus of the analysis. Action is central in a grounded theory analysis and belongs in the center of 

the conditional matrix, true to its original conceptualization (Strauss, 1987). Thus, I drew largely 

on their first text.  

In her 2006 text, Kathy Charmaz explains how her use of grounded theory draws on the 

Glaser and Strauss approach, but she applies a constructivist view to interpreting research 

findings. I discussed our philosophical tensions above, and drew on her text at the level of 

method. I found particularly useful the insights she offered readers into the how to of grounded 

theory research, and her explanations of traditional grounded theory analytic techniques in 

practice. True to the original foundations of the method, she draws out the pragmatist 

underpinnings of traditional grounded theory to highlight language, meaning, and action within 
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the analysis. Regardless of our philosophical grounds, Charmaz (2014) provides a clear 

pathway for students to follow in learning the grounded theory method. 

In her text, Charmaz (2014) offers students advice in using basic grounded theory 

guidelines, and provides exemplar cases on gathering rich data, conducting interviews, coding 

data, memo-writing, theoretical sampling and sorting, and even how to go about writing up 

findings in a manuscript. She describes such methods as “neutral” in her first edition of the text 

(Charmaz, 2006, p. 9) and explains that they are “transportable across epistemological and 

ontological gulfs” in her second edition (Charmaz, 2014, p. 12). Thus, she also believes that 

researchers subscribing to various philosophical and theoretical viewpoints on grounded theory 

can use these methods towards theorizing. Charmaz (2006) states that the main contribution of 

grounded theory methods is that they offer a guide to theorizing, not a blueprint for theoretical 

development.  

Grounded Theory Method Informed by Critical Realism in my Dissertation 

Research.  

As previously noted, the grounded theory toolkit offers techniques that help researchers 

to explore underlying structures and mechanisms central to theory generation founded on a 

critical realist philosophy. I found the work of several researchers useful in providing 

methodological guidance for conducting grounded theory from a critical realist perspective (e.g., 

Bunt, 2018; Kempster & Parry, 2011; Lee, 2012; Oliver, 2012). These researchers reported how 

traditional grounded theory techniques, such as Glaser’s six Cs and Strauss’s conditional matrix, 

were useful in theory generation to help contextualize understanding and explanation, and link 

action/interaction to underlying generative mechanisms (Bunt, 2018; Kempster & Parry, 2011; 

Oliver, 2012).  
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Charmaz (2006) also advocates for placing the data within relevant social contexts to 

aid in the conceptual complexity of theorizing, because concern with context is common in an 

interpretive stance. Charmaz (2006; 2014) explains how, in conducting a grounded theory study, 

the researcher often returns to the field to test out hunches and clarify or elaborate theoretical 

categories surfacing in the data. Through means of theoretical sampling to define properties and 

relationships between or among emerging categories, researchers enhance the conceptual 

complexity of their data (Charmaz, 2006; Glaser & Strauss, 1967; Strauss, 1987). Charmaz 

(2006), in explaining grounded theory à la Glaser and Strauss, outlines how a researcher strives 

to construct a grounded theory that explains the properties of identified categories and describes 

the precursors and outcomes of the studied process, leading to a new theoretical understanding. 

The application of critical realism to grounded theory in the study of PHNsg practice is a 

relatively novel approach. Even though grounded theory is a frequently used research 

methodology in nursing, the use of critical realism as a philosophical perspective within such a 

methodological mix is relatively new. I hope to add this discussion to the nursing literature and 

beyond. I will now outline the data collection methods and the key analytic tools I employed in 

conducting this grounded theory study.  

Conducting my Grounded Theory Study 

In this section, I describe the progression of my grounded theory study exploring PHNsg 

practice in the context of healthcare reform in BC. I begin by outlining the ethics approval 

process, then describe the study participants, the sampling strategy and recruitment efforts 

employed. Following this, I discuss the data analysis and analytical tools I used to enhance my 

theorizing. Lastly, I outline the evaluation criteria used in grounded theory research, and apply 

these concepts to my dissertation study.   
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Ethics Application 

I obtained ethical approval for this study through the harmonized ethics review process in 

BC. The study commenced once I obtained ethics approval (see Appendix A) and operational 

approval for the regions. As the Principal Investigator on this study, I completed the Tri-Council 

Policy Statement, Second Edition, online tutorial. Once I received ethics approval, I began 

participant recruitment. 

Data Collection Methods. 

Recruitment Process.  

At the outset of this study, I envisioned collecting data from all five regional HAs in BC, 

but after facing time constraints and unexpected barriers receiving operational approval in two 

HAs, I collected data in three HAs. I had not worked in any of these HAs, and therefore had no 

formal employment connections within any of them. My PhD supervisor and I anticipated that I 

would achieve theoretical saturation by collecting data in three authorities, and believed that the 

sample would capture diverse experiences and practice settings representative of PHNsg in BC. I 

learned that a clear organizational structure, as well as a having someone to spearhead the 

project, were important to gain entrée in HAs.  

I began the recruitment process for this study in health authority (HA)1. After receiving 

approval from the director of public health in HA1, she connected me with an administrative 

assistant who acted as a neutral third party and distributed my recruitment letter (see Appendix 

B) via email to all PHNs in the region. The recruitment letter was distributed across HA1 first 

because it was the first region to approve my study. In the study recruitment letter, I explained 

the background and purpose of the study, eligibility criteria for participants, data collection 

details, and what was required of potential participants. I included my contact information on the 
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recruitment letter for potential participants to contact me via email if they were interested in 

participating in the study. After participants contacted me via email, I screened them for 

eligibility before arranging a date and time for the interview.  

I then collected data in HA2 and HA3. Due to differences in ethics protocols among the 

three HAs, I had to rely on individual PHNsg managers for HA2 and HA3 to access PHNs for 

data collection. To gain access to PHNs in these health regions, I required both manager and 

director signatures, which took considerable time. In HA2, my dissertation supervisor had a 

personal connection with a PHN manager who was instrumental in gaining access to PHNs. The 

PHN manager emailed other managers and discussed my study at a manager meeting to improve 

buy-in and participation. Again, having a key contact or champion of the research within an 

organization was vital to facilitate the recruitment process. I had access to three health unit 

offices in HA2, and seven health units in HA3. A recruitment email was sent out twice in each 

HA. Following the distribution of two recruitment letters in each HA, I achieved theoretical 

saturation of the core category and sub-categories. Saturation is achieved when the core category 

and sub-categories capture the full variation in participant action and meaning in response to the 

basic social problem.  

In arranging the recruitment process for this study, I took measures to avoid undue 

pressure on staff to participate in the study. For example, in HA1 I sent the recruitment email via 

a neutral third party. Unfortunately, this was not the case in HA2 and HA3, where I had to rely 

on PHNsg managers to send out the recruitment emails to PHNs. There was no neutral 

participant recruitment process available in these HAs. A statement was included, however, in 

the recruitment email to mitigate the potential perception by participants that they were being 

pressured into participating. The statement was, “Please note, the person who sent you this email 
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has nothing to do with this research and you should not see this email as something that may 

influence your professional relationship with your health authority.” PHNs had to meet certain 

criteria to participate.  

Inclusion and Exclusion Criteria.  

To be included in the study, participants had to be employed in PHNsg, or were managers 

knowledgeable about the PHN role in one of the three regional HAs being studied. These 

participants had to be able to communicate in English, and to have been employed in PHNsg for 

at least three years. I initially made this cut-off point because I was interested in exploring the 

impact of organizational and policy change on PHNsg practice, and at that point, the most recent 

provincial policy shift to the Guiding Framework had taken place in 2013, hence three years’ 

experience. All PHNs interested in participating spoke English and had at least three years of 

experience. Thus, I did not exclude any participants from the study, and each participant 

provided consent.  

Informed Consent.  

For each participant who contacted me with an interest in participating in the study, I 

emailed them a consent form (see Appendix D) for their review prior to participating. I also sent 

them study information if they requested additional study details (see Appendix C). I provided 

prospective participants with these documents pertaining to the study to enable them to make an 

informed decision regarding participation. Prior to beginning the interview, I asked participants 

whether they had read and understood the information on the consent form, and if they had any 

questions. Whether they were interviewed in person or over the phone, participants consented by 

providing a signed copy of the consent form, or verbal consent that was audio recorded. I 
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reassured participants that I would keep all information confidential, that participation was 

voluntary, and that they could stop the interview and withdraw at any time. 

Participant Sample.  

This study consisted of 29 PHNs and 3 PHNsg managers from three HAs in BC, who 

were currently providing PHNsg programs and services to their communities. All participants 

expressed an interest in discussing the nature of PHNsg practice and role. I recruited a diverse 

sample of PHNs from varied settings, ranging in experience from three years to several decades. 

These PHNs represented both urban and rural practice settings, both single nurse offices and 

larger multi-nurse offices, and both generalist and specialist PHN roles. I had a few early-career 

participants who were in their late 20s or early 30s, more participants who were mid-career in 

their 40s, and the largest number of participants were in the later stages of their career, with 

several eligible for retirement. I also interviewed three PHN managers, two from HA2 and one 

from HA3, who wished to participate, who had knowledge of the current nature of PHNsg 

practice in the province. Each manager had a PHNsg background and had oversight of PHNsg 

programs. These managers provided insight into the realities of management positions, the nature 

of leadership, and how organizational change was managed while mentoring PHNs throughout 

such change. See Table 2 for a summary of the participant population. 
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Table 2   
Demographic Characteristics of Study Sample 

 
Participant Characteristics HA1 HA2 HA3 
Years of PHN experience 
     3-10 
     11-20 
     21- 

 
1 
6 
2 

 
4 
2 
6 

 
2 
3 
6 

Setting 
     Urban 
     Rural 

 
8  
1 

 
10 
2 

 
2 
9 

Work Environment 
      Team Practice 
      Solo Practicea 

      Generalist 
      Specialist 

 
9 
0 
5 
4  

 
10 
0 
0 
10 

 
5 
5 
10 
0 

Note. Manager/Team Leader participants were not included in work environment category. 
aSolo practice is a one nurse office.  

Sampling.  

For participant recruitment, I strove to capture a range of PHN perspectives, sampling 

PHNs from three HAs who had different PHN roles and worked in different settings, with 

varying levels of experience, outlined in Table 1. I used purposive sampling, which is a type of 

non-probability sampling in which the researcher predetermines and recruits participants based 

on certain characteristics. In this study, I purposefully sampled PHNs who were employed prior 

to the last provincial public health policy shift in BC, with the implementation of the Guiding 

Framework for Public Health in 2013, to learn about their experience with policy change and the 

influence it had on their practice. I was able to capture a range of diverse perspectives and 

experiences within my interview data, which is important in a fully developed grounded theory 

(Milliken & Schreiber, 2001). 

I anticipated recruiting a sample of 20-30 participants, as recommended by Oliver (2012), 

but was aware that I might have needed to adjust the sample size depending on the length and 

diversity of participant experiences. I had no challenge in recruiting participants. In fact, I had 
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several PHNs contact me to participate within 24 hours of distributing the first recruitment 

letter. At times, it was a challenge to schedule all the interviews, given the number of PHNs 

interested in participating. It seemed the time was ripe for this study. Multiple participants 

expressed to me their eagerness to participate because they were concerned about recent changes 

to PHNsg practice. In the end, I interviewed a total of 32 participants. 

Additional Data Sources.  

I also drew from a variety of additional data sources in this study. Ultimately, I aimed to 

capture a range of experiences within participants’ interviews, and included other data sources if 

they added to the conceptual density of my work. As Glaser (1978) suggests, “all is data” in 

grounded theory. Data sources for this study included individual interviews, organizational 

documents (e.g., HA vision statements and strategic planning documents), government 

documents (e.g., Ministry of Health provincial policy frameworks related to public health), 

auditor general reports (e.g., review of Panorama, an electronic health database), and PHNsg 

guiding practice documents (e.g., national standards of practice). See Table 3 for a list of 

additional data sources. Charmaz (2014) added a section in her new text explaining how one can 

go about including documents as text within their analysis. I drew on these documents during 

memo writing, while mapping data to support my understanding of contextual factors shaping 

PHN practice, and throughout coding to understand practice expectations for PHNs in their role. 

Table 3   
Additional Data Sources 

 
 

1. Auditor General of British Columbia (2015). An Audit of the Panorama Public Health  

2. British Columbia Ministry of Health (2014). Module 1: What is public health? 

3. British Columbia Ministry of Health (2014). Module 2: Population health and the 

determinants of health. 
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4. British Columbia Ministry of Health (2014). Module 3: How does public health work? 

5. British Columbia Ministry of Health (2014). Module 4: How is the public health 

system organized in Canada? 

6. British Columbia Ministry of Health (2014). Module 5: Public health renewal in 

Canada. 

7. British Columbia Ministry of Health (2014). Module 6: Public health renewal in BC. 

8. British Columbia Ministry of Health (2014). Module 7: Core functions in public health. 

9. Canadian Foundation for Healthcare Improvement (2016). Towards the triple aim of 

better health, better care, and better value for Canadians. 

10. British Columbia Ministry of Health Services (2005). A framework for core functions 

in public health. 

11. British Columbia Ministry of Health Services (2013). Promote, protect, prevent: Our 

health begins here. 

12. British Columbia Ministry of Health Services (2014). Setting priorities for the B.C. 

health system. 

13. Canadian Institute for Health Information (2016). Improving health system efficiency 

in Canada: Perspectives of decision-makers. 

14. Perinatal Services BC (2014). Population and public health prenatal care pathway. 

15. Government of British Columbia (2014). Taxpayer accountability principles: 

Strengthening public sector governance and accountability. 

16. Health Authority Service Plans (2016/17-2018/19). 

17. Health Authority Performance Based Pay (2016/17). 

 
Interview Design and Questions.  

I interviewed PHNs over a nine-month period in 2016. All interviews were digitally 

recorded, and ranged between 45 and 75 minutes in length. I conducted one face-to-face 

interview in a private location at a convenient time for the participant. The remaining interviews 

were done over the telephone, which was preferred by most participants, given privacy, 

flexibility, and convenience. Participants selected a time and gave me a phone number where I 
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could reach them. I transcribed each interview verbatim, and then listened to the interviews 

again while reviewing the transcripts to ensure accuracy.  

I used semi-structured interviews in this study, guided by an initial list of open-ended 

interview questions (see Appendix E). Semi-structured interviews provided guidance in the 

conversation but also created space and flexibility for participants to express their perspectives, 

and shape the nature of the conversation. I opened each interview in the same manner by 

introducing myself and allowing some time for questions and conversation. This helped to 

establish rapport with the participant and built trust between myself as the interviewer and the 

nurse. Once they found out I was a nurse, it allowed them to open up about their experiences, 

eliminating some of the potential power differential. A few PHNs made explicit comments 

regarding the fact that they were relieved that I was not from another discipline or management 

background. They were more comfortable discussing their thoughts, ideas, and experiences, 

given that I was a nurse. Many stated that they appreciated the opportunity to discuss the 

changing nature of PHNsg practice, as well as my research interests in this work. In fact, the 

majority of participants thanked me at the end of the interview for the opportunity to be heard. I 

closed in the same fashion by asking if there was anything else they would like to discuss, or if 

there was anything I had overlooked asking them.  

Given the flexibility of semi-structured interviews and the emergent nature of grounded 

theory research, the initial list of open-ended interview questions evolved over the course of 

concurrent data collection and analysis. I included questions designed to elicit what was 

happening and had happened in their practice, as well as precursors, conditions, and 

consequences of organizational and practice change. This line of questioning stemmed from 

Glaser’s six Cs, in which I attempted to surface some of the meaning, as well as the mechanisms 
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guiding participant action. I also aimed to draw out their thoughts and ideas about 

organizational decision-making processes and practice change that affected PHNs, as well as 

their views about what should or would support PHNsg practice. 

During the initial interviews, I asked questions specifically about policy change, and 

provided participants with examples of policy changes, such as the Core Functions Framework 

and the Guiding Framework documents, and how they affected PHN practice. However, by 

about the fifth interview, my line of questioning moved away from focusing on policy 

implementation after I was told by multiple participants that Core Functions and other policy 

documents were not the primary factors in the changing nature of their practice, and that they 

had more pressing concerns they wished to discuss. These participants agreed with many of the 

ideas in the Core Functions Framework, but they felt there was not adequate time or financial 

resources to implement the programs.  

The focus of the interview questions shifted away from examining how high level policy 

had shaped PHNsg practice, to a broader focus on what they perceived to be key factors at play 

that shaped their practice, aligning with the emerging basic social problem. The line of 

questioning became less about facilitators and barriers to the implementation of Core Functions, 

and more about how contextual factors had shaped the PHN role, and how participants were 

navigating this change. A more pressing concern to participants in my study was the frequency 

of organizational restructuring, the changing nature of PHNsg leadership and decision-making, 

and the cuts to the PHNsg budget. Thus, my line of questioning in interviews evolved as I 

analyzed data and as themes emerged. I asked more explicitly about how PHNs managed their 

role in light of practice changes. I followed up on theoretical ideas, such as how PHNs came 

together to advocate for parts of the PHN role being reduced, and probed more into the process 
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of PHN thinking and decision-making about managing change. Nearing the end of one 

interview, the PHN said that, based on the nature of the interview and the intent of this research 

project, she felt that I had been listening to PHNs, and had heard their concerns. This reaffirmed 

for me that I was delving into an area of importance and of use to PHNs in practice.  

As I explained in Chapter 1, I used my knowledge and insights from the Renewal of 

Public Health Systems (RePHs) data, and my volunteer experience as sensitizing concepts, both 

of which shaped the conceptualization of the research problem and the initial design of the 

interview questions for this study. Charmaz (2014, p. 30) explains how sensitizing concepts can 

be used to guide research, however, they are “points of departure” to further develop 

conceptualizing. Extant theories, literature searches, and research questions also help to enhance 

research theoretical sensitivity (Charmaz, 2014). Once I began interviewing participants, the 

focus of my interviews and theorizing shifted. Thus, I used knowledge of RePHs data and 

insights from my volunteer experience as points of departure. I reminded myself that qualitative 

designs are emergent, meaning that one’s ongoing analysis and development of theoretical 

insights guide data collection to support theorizing. 

Confidentiality and Privacy Steps.  

To maintain the confidentiality of participants, I de-identified the interview transcripts, 

and labelled each with a code. No identifying information was used in reporting quotations in the 

study findings. Names of locations and services have been eliminated to avoid the risk of 

identification. By collecting data in more than one HA, the findings of my research are not only 

transferable across health regions, but provide distance between PHNs and organizational 

criticism in any one region.  
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As the Principal Investigator, I was the sole person to have access to the study code 

list, a master list linking coded transcripts to participant information. I kept the study code list to 

respect the wishes of any participant who might have wanted to withdraw from the study and 

have their data removed. To ensure this list containing participant information was kept secure, it 

was stored on a University of Victoria (UVic) password protected and locked computer that was 

connected to the University’s server. This list will be kept for 5 years post data collection only on 

a University of Victoria computer connected to the UVic server. The study code list is kept in a 

separate file folder from the data. 

Data Analysis Process 

Grounded Theory Analytical Process.  

Even though I separated data collection and analysis into different sections for ease of 

explanation, the practice of concurrent data collection, coding, memoing (i.e., recording 

analytical thoughts and methodological decisions), and conceptual analysis is central within 

grounded theory because it helps to guide the researcher in subsequent data collection and 

analysis based on developing analytic insights (Glaser, 1978; Glaser & Strauss, 1967). Reflective 

of the inductive logic in grounded theory, issues that were important to participants emerged 

through data collection and analysis, leading to the definition of the basic social problem (Rieger, 

2019). I managed and analysed my data using QSR International NVIVO 10, a qualitative 

software program. NVIVO facilitated creating and organizing nodes at all stages of coding, as 

well as linking memos to nodes to capture meaning. 

Data Coding.  

I drew insights from Strauss and Corbin’s (1990) three levels of coding, as well as other 

sources to guide my coding process. In her text, Charmaz (2014) also outlines three types of 
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coding that draw on and closely mirror the stages advanced by Strauss and Corbin (1990), 

however she finds some of their analytic strategies somewhat cumbersome, as did others (e.g., 

MacDonald, 2001). MacDonald (2001) explains how some of the tools presented by Strauss and 

Corbin (1990) are a bit unwieldy and not useful to all. Charmaz suggests emergent coding, which 

is a well-established notion in grounded theory (Strauss & Corbin, 1990; Glaser & Strauss, 

1967), and refers to three types of coding: initial coding characterized by line-by-line coding 

using in vivo codes, comparing incident with incident; focused coding; and theoretical coding. 

These levels of coding were not linear for me, and I found I worked my way up to theoretical 

coding as categories were saturated, properties explained, and relationships clarified. Throughout 

coding, the researcher engages in constant comparison, an analytical method in which the 

researcher gradually moves the findings to higher levels of theoretical abstraction, by comparing 

incident to incident in the data, code to code, category to category, as well as categories and 

codes to incidents, and vice versa, deriving theoretical import from the data (Glaser, 1978). 

During the initial stages of my analysis, soon after the first interview was recorded and 

transcribed, I began to analyze the data by reading and coding line-by-line using NVIVO. Line-

by-line coding is intended to “break open the data to consider all possible meanings” (Corbin & 

Strauss, 2008, p. 59), which is useful to enhance one’s familiarity with the data. Milliken and 

Schreiber (2001) suggest that researchers begin coding by creating codes that closely match the 

language used by participants, referred to as in vivo codes. I had many initial codes that reflected 

the language used by study participants. For instance, “being cut out of the equation,” “putting 

our practices into boxes,” and “using band-aid solutions” are examples of in vivo codes from my 

data. 
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These first few interviews provided an initial set of codes as I broke apart the data 

into many codes. This initial breaking down or opening up the data in open coding allowed me to 

examine and compare incidents in the data, leading to preliminary conceptualizations of what 

was going on, and the formation of initial substantive codes. I found some of the questions 

presented by Glaser (1978) helpful during open coding, as well as throughout the remainder of 

the analysis. These questions were: What is this a study of? What property of what category does 

this incident indicate? What is actually happening in the data? What is the main concern being 

faced by participants? These questions were helpful in my initial theorizing of the basic social 

problem, a shared concern among participants. 

To me, coding became a process of multiple rounds of expansion and contraction. After 

open coding the first five interviews, I had well over 150 initial codes. At this point, I started to 

see patterns and overlaps between codes, and I began to collapse related codes together at a 

higher level of abstraction, comparing incident to incident, incident to concept, and concept to 

concept. At times, I could see how higher level codes were more similar than different, and 

merged codes. After subsuming codes under a higher level code, I produced memos about the 

similarities between the ideas captured in the new code. In the beginning stages of analysis, I 

developed a new set of initial codes after each interview when these concepts and ideas were not 

yet represented by a code in my code book. Then I would, once again, draw on Glaser’s (1978) 

list of neutral questions to think through the meaning and action in the data, and how they fit 

with other emerging concepts. As the study progressed, however, the rate of development of new 

codes diminished, with very few new codes created later in my analysis. I attempted to title 

codes using gerunds, or words that ended in -ing, to indicate action and process in the data when 

applicable.   
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Gradually, codes began to shift to reflect higher-level categories mirroring my 

conceptual understanding of the data. These categories were developed iteratively, comparing 

meaning within and between categories to understand the dimensions of each category in 

different conditions (Glaser & Strauss, 1967). The constant comparison process led to the 

development of a core category or basic social process. The core category accounts for much of 

the variation in the data and explains how participants continually work to resolve the basic 

social problem. Some codes were eventually dropped, or set aside if they did not help to explain 

the basic social process that was related to the basic social problem. In the end, this process led 

me to see that participants in my study engaged in five strategies to manage the basic social 

problem, when it is no longer your call.  

Once I began to collapse data and look for how concepts were related, I also drew on 

some of the coding schemes used in axial coding, Strauss and Corbin’s (1990) second level of 

coding, as a means of forging links between categories and sub-categories. Strauss and Corbin 

(1990) explain how, in axial coding, the researcher puts the data back together, but in new ways. 

They suggest that by coding the data using their “coding paradigm”, the researcher begins to 

develop higher conceptual categories and theoretical linkages between the categories. The coding 

paradigm includes coding categories such as causal conditions, the phenomenon under study, 

context, intervening conditions, action/interactional strategies, and consequences, which aligns 

closely with Glaser’s Six Cs: “cause, consequence, contingency, condition, covariance, and 

context” (1978, p. 74). In order to explain the linkages between categories, I examined the 

relationships between codes and emerging categories and returned to the data to test out hunches 

regarding these relationships (MacDonald, 2001).  
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I began to focus on mapping the process I observed emerging in my data. I grappled 

with and categorized the broad contextual factors that PHNs reported had led to changes in their 

practice. After describing those changes, I examined how PHNs managed this phenomenon 

across varying situations and contexts. For instance, I began to see how PHNs, with the 

implementation of a new directive undermining their practice, navigated between the strategies 

of standing tall and getting by. Based on such factors as the nature and frequency of 

organizational change and leaders, team morale, and available resources, PHNs decided how and 

when to advocate for their role, or to keep their heads down. I looked for the variance in 

strategies that PHNs employed to manage changes in their practice, and the implications they 

perceived from such change.  

 I found axial coding particularly useful to help move beyond describing the data, and to 

progress towards developing a contextualized understanding and explanation of the phenomena. 

For example, the coding category of covariance from Glaser’s six Cs pushed me to consider the 

relationship between two or more concepts or categories, and was also useful when 

conceptualizing conditional factors shaping PHN action in my theory. For example, I observed 

how PHN participants who engaged in the strategy of standing tall, were also likely to go 

underground. Certain personal conditional factors also corresponded with PHNs who engaged in 

these strategies. Experienced PHNs operating from a social justice perspective often engaged in 

standing tall and going underground to navigate the basic social problem.  

I also found the conditional matrix (Strauss & Corbin, 1990) a useful tool to support my 

conceptualization in using Strauss and Corbin’s coding paradigm to think purposefully about and 

characterize the various contextual levels shaping PHN action and interaction around the basic 

social problem. Kearney (2009) believes that to construct stronger grounded theory, nurses need 
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to include the context within their analyses to understand how it shapes individual action and 

interaction. MacDonald (2001) also suggested that Strauss’ conditional matrix is a useful 

analytic tool to consider the range of conditions related to the phenomenon of interest. By using 

this model, I was able to portray nested circles to think through the dynamic interplay between 

the healthcare system, organization, and individual (both interpersonal and intrapersonal) level 

factors (see Figure 1). You can see in the center of Figure 1 that there are several micro level 

factors that overlap to inform PHN action and interaction. I found the conditional matrix helpful 

in understanding PHN action also within the broad healthcare setting to contextualize action, and 

identify conditions that activated PHN action, and the consequences of such actions. The 

influence of this analytical tool on my conceptualization of the data is apparent when viewing the 

conceptual model I developed in this study. I found diagramming and written memos helpful at 

this stage to assist me to visualize and think through the connections and meaning in the 

emerging codes and categories. External frameworks such as Glaser’s six Cs and the conditional 

matrix can be useful, but the insights that emerge must “earn their way” into the analysis 

(Charmaz, 2014, p. 153). 
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Figure 1  
Conditional Matrix of Study Phenomenon 
 

 

The final stage of coding outlined by Strauss and Corbin (1990) is selective coding, 

whereby the researcher focuses in on one (core) category and integrates the categories at a higher 

level of abstraction. The researcher spends time delineating the relationships around the core 

category and fitting it with other categories to explain what is going on in the data. Strauss and 

Corbin (1990) offer five steps to support researchers in selective coding, which helped me to 

integrate codes. These steps are: a) explicating the story line; b) relating subsidiary categories 

around the core category (or basic social process) via the coding paradigm; c) relating categories 

at the dimensional level; d) validating relationships against the data; and e) filling in categories 
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that need refinement by, for instance, saturating categories (p. 117). I found the first step, 

explicating how PHNs managed the undermining of their role a useful exercise and presented 

this conceptualization at Grounded Theory Club, a group of researchers and graduate students 

interested in grounded theory. I initiated the second step during axial coding, and the coding 

paradigm and the conditional matrix helped me to conceptualize relationships to the core 

category. The third step helped to establish dimensions and properties within the core category. 

The last two steps began around the mid-point of my interviews, when I delved further into how 

PHNs managed the basic social problem, as well as when I continued to test hunches against the 

data.  

Memoing.  

Throughout the coding process, I created memos capturing my substantive or 

methodological insights, as well as salient features of individual interviews and nodes. For 

example, creating a memo was a useful tool when I was thinking about the similarities and 

differences between two PHN strategies, and wondering whether to merge the concepts under a 

higher level category, or to keep them separate. I also produced memos on the linkages and 

relationships within and between concepts, and the theoretical import of categories. I used 

memos to capture the meaning and underlying characteristics of the data contained in nodes. 

After each interview, I took time to reflect and write a memo about the content of the interview, 

and the similarities and differences of the PHN’s perspective with other participant points of 

view.  

Oliver (2012) explains how memoing is part of the analysis that helps to capture a 

researcher’s internal dialogue during the analytic process. It provides opportunity for reflexivity, 

and is also a source of data to be potentially integrated into the write up of the findings. 
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Memoing helped me to process what I was seeing and thinking about in the data, and helped 

in delineating the basic social problem for my theory. Memoing is a key step in the analytic 

process of grounded theory, taking the researcher from initial coding to higher levels of 

abstraction, leading to theory generation (Milliken & Schreiber, 2001). For instance, I started 

with memos about loss and identity, and moved towards identifying and recording ideas about 

losing meaning and purpose in PHN practice, before reaching the concept of the erosion of the 

PHN role.  

In actuality, the researcher constructs the theory through the recording of memos or 

theoretical ideas about the phenomenon under study (Milliken & Schreiber, 2001). I found 

Charmaz’s (2014) guidance and examples on how to write and use memos particularly helpful as 

a means of developing and raising the conceptualization of codes to conceptual categories. I 

generated memos throughout the analytic phase, and they became increasingly complex as the 

theory developed (Milliken & Schreiber, 2001).  

Establishing Rigour in a Grounded Theory  

Reiger (2019) discusses several ways that researchers evaluate grounded theory studies, 

and references criteria outlined by Glaser (1978), Strauss and Corbin (1990), and Charmaz 

(2014). I gravitate towards the evaluation criteria discussed by Glaser and Strauss (1967), later 

added to by Glaser (1978), because these criteria are parsimonious and clear. Originally, Glaser 

and Strauss indicated that a grounded theory should have fit, work, and grab. That is, categories 

must fit or reflect the data collected by the researcher, the theory must work to explain the 

behaviour and meaning in the data, and must “grab” or capture the attention of anyone who has 

experience with the phenomenon under study because findings ring true in a powerful way 

(Glaser & Strauss, 1967). To Glaser, a good grounded theory is also relevant and modifiable in 
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light of new data (1978). I aimed to construct a grounded theory that fits, works, has grab, is 

relevant to PHN practice, and is modifiable in light of new data (Glaser, 1978).  

The inductive and deductive processes of constant comparison, guiding the analytic 

process, is a rigorous process in itself, ensuring the emerging theory incorporates a full range of 

variation (Glaser, 1992). To ensure the rigour of my findings, I used a variety of thoroughly 

developed analytic devices to aid in the construction of a grounded theory examining the impact 

of organizational and policy change on PHNsg practice and PHN response to such change. For 

instance, I began analyzing the data after conducting and transcribing my first interview, 

commonly referred to as concurrent data collection and analysis. By initiating analysis during 

data collection, I was able to explore emerging concepts in subsequent interviews. I used 

constant comparison throughout the analysis to develop theoretical insights and examine 

similarities and differences between and among pieces of data, with codes and categories at all 

levels of abstraction. I recorded my initial thoughts, theoretical conceptualizations, and 

methodological decision-making in memos, which I returned to throughout the analysis. I dated 

all memos and drawings so I could track the evolution of my thinking and theorizing. 

Over the course of data collection and analysis, I presented preliminary findings in both 

formal and informal settings to obtain feedback and to determine whether my emerging 

categories fit the data and resonated with PHNs. I talked to several PHNs that I know personally 

throughout my analysis to glean their insight into my theoretical rendering of the data. As well, I 

discussed my evolving theory and model at Grounded Theory Club. I also had routine meetings 

with my supervisor and committee member, both experts in the grounded theory method, with 

whom I shared my emerging findings. They asked questions that pushed me to develop higher 
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levels of abstraction, identified thin areas that required more explanation, and indicated 

instances when I was too wedded to a concept, or when I had overlooked my assumptions.   

I used these opportunities, as well as memos, to engage in reflexivity. That is, I took the 

time to think critically about how I might have influenced the research process and the study 

findings. Charmaz (2014) refers to the importance of researcher reflexivity to enhance study 

rigour, by considering the assumptions one brings to the research process. In the end, a grounded 

theory is complete when the researcher has developed a symbolic representation that explains 

actions and interactions of participants, and illustrates the relationships between concepts 

(Milliken & Schreiber, 2001). Others speak to the end of the analytic process as the point at 

which theoretical saturation has been reached, that is, when no new dimensions and properties 

emerge, and categories are well developed (Charmaz, 2014; Oliver, 2012). 

Summary 

Rieger (2019) suggests researchers consider the study purpose, their philosophical 

positioning, and pragmatics in determining methodological fit for a study, promoting 

methodological transparency and philosophical/methodological congruence, and ensuring 

rigorous research. Throughout this chapter I have detailed my philosophical and theoretical 

orientation in this study. I outlined the philosophical fit of grounded theory and critical realism 

that informed this research. I hope that my account of the research process in this chapter 

enhances the rigour of this dissertation study.  

The focus of my research evolved, as I collected and analyzed the data, to reflect the 

concerns of participants in the study. My conceptual understanding of issues arising for PHNs, 

given both historical and recent organizational and policy changes and the changing nature of 

their practice, informed my line of questioning to elaborate and explore emerging categories in 
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the data. By implementing a variety of analytical tools and levels of coding, while using 

constant comparison and memoing, I portrayed how PHNs managed in the face of organizational 

change eroding the PHN role. In the next chapter, I describe the results of this process in the 

findings chapter, which follows. 
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Chapter 4 – Findings 

In this chapter, I consolidate the data gathered from PHN interviews into a theory entitled 

managing the eroding PHN role. The theory is an explanation of how PHNs have navigated the 

weakening of their role in the context of health system restructuring and financial constraint in 

three HAs in BC. I begin with a depiction of the basic social problem at the core of this theory, 

conveying the significance of the problem and its importance to the day-to-day practice of PHNs. 

I then move on to explain the basic social process of the theory, represented by five PHN 

strategies, defining and describing the categories and subcategories, illustrating each with quotes 

from participants, and demonstrating the relationship between the categories. It is from the words 

and experiences of PHNs that the basic social problem and process emerged. Before examining 

the details of how PHNs have managed organizational and policy change undermining their role, 

I begin with a description of shared participant concerns in the basic social problem. 

Basic Social Problem 

The basic social problem is a shared concern among participants that they are working to 

resolve, manage, or respond to. In this study, the basic social problem, when it is no longer your 

call, reflects the experience of many PHNs in my study in which nurses have witnessed 

weakening authority in their role such that they no can no longer make decisions that have 

traditionally fallen within their scope of practice. The basic social problem consists of three 

overlapping, yet distinct components. PHN participants described a loss of support, autonomy, 

and flexibility in practice, eroding PHN control and professionalism in their role. Nurses in this 

study explained how a number of provincial and organizational changes in the planning, funding, 

and delivery of PHNsg services have reduced and, at times, eliminated PHNsg programs and 

narrowed the PHN role. These changes constrained their ability to anticipate and respond to local 
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health issues and promote health at a population level. As discussed in Chapter 1, the scope 

and depth of the PHN role is clearly articulated in several Canadian practice documents, most 

notably in the Community Health Nurses of Canada (CHNC) Standards of Practice (2011, 2019). 

Nurses in this study discussed several examples of PHNsg services no longer offered in 

their communities, such as prenatal classes, universal postpartum home visitation programs, 

mother-child programs, early childhood development programs, health education in schools, as 

well as a reduction in immunization clinics and community development and advocacy work. 

There was, however, variation across regions. Many participants described the contracting out of 

traditional PHNsg services to other agencies and paraprofessionals, as well as the hands-off 

approach of their role in some community settings, such as schools. In some regions, leaders no 

longer supported PHNs’ direct involvement with educational activities in schools, and only 

permitted PHNs to share educational resources with teachers. Several nurses also discussed the 

narrowing scope of their role, limiting their activities to individually-focussed tasks within the 

health unit, often at the expense of community-based work. They explained how several 

contextual changes, such as budget cutbacks and changing leadership, have restricted PHN 

involvement and reach in the community, compromising the nature of their role. Many nurses 

were demoralized by the state of continuous healthcare reorganization within the region, alleged 

to improve services and outcomes, when most participants believed it resulted in weakened, 

inadequate, and poorly coordinated care. There was consensus among PHN participants that 

multiple changes over time have diminished their ability to work across levels of practice, the 

quality of their relationships, and compromised their effectiveness in the role. 

In the past, PHNs were supported by their managers to use their professional judgement, 

applying their knowledge and skill, and taking initiative to identify local health issues and work 
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with their community partners to engage in a range of health promotion and disease 

prevention activities. Many participants explained that organizational changes have 

compromised the PHN role because nurses were restricted in initiating and maintaining 

connections that were key to promoting and maintaining health in their communities. PHNs were 

constrained in drawing on their professional knowledge to guide their activities, and limited in 

their day to day work beyond provincially mandated programs. When confronted with a punitive 

organizational culture, nurses often feared retribution if they went against organizational 

priorities, and were left feeling disrespected and devalued in their role and concerned about 

health and wellbeing in their communities. Throughout the interviews, PHN participants spoke 

about three aspects of the basic social problem (i.e., loss of support, loss of autonomy, loss of 

flexibility), giving examples of organizational and policy changes and the negative impact on 

PHNs’ authority in their practice, reducing PHN control over their work and undermining their 

ability to collaborate with their communities to improve health. 

Loss of Support 

Several PHN participants explained how healthcare restructuring has resulted in 

weakened support for the PHN role. A number of experienced nurses in this study indicated that 

the wave of change eroding the infrastructure supporting the PHN role began with the 

regionalization of the provincial healthcare system throughout the 1990s. They stated that by 

amalgamating public health with the larger healthcare system, public health leaders lost authority 

in decision-making and struggled to compete for healthcare dollars against the dominant medical 

paradigm, namely acute care.       

It seems that public health and PHN leaders experienced less control and decision-

making authority in HAs than they had when PHNsg programs were directly linked to the 



 

 

123 

Ministry of Health in Victoria, or the local municipal health department. As one PHN noted, 

even though public health leaders, such as medical health officers, brought public health 

knowledge to decision-making tables, they seemed to have little power with regard to funding 

decisions. PHNs were used to working independently, but were then integrated into a system that 

was inherently autocratic. With regionalization of health services and the reconfiguration of 

reporting structures came top-down decision-making that took place across the province. A few 

participants explained that regionalization also seemed to open the door for subsequent 

organizational change, such as hiring managers who lacked public health or PHNsg knowledge 

and experience to oversee PHNs. This has eroded the PHN role. No longer were all higher-level 

public health managers steeped in goals of prevention, health promotion, and social justice. 

A number of PHNs in this study discussed how restructuring has continued within HA 

structures since regionalization, negatively influencing PHNsg practice. After regionalization, 

when HA administrators became responsible for the organization and delivery of public health 

services within a region, including PHNsg, several PHNs noted how variations in organizational 

change between HAs resulted in regional differences in the PHN role. They discussed the 

importance of public health and PHNsg leadership within HA administration and how it 

influenced the level of support for the PHN role within the organization.  

Many nurses in the study also discussed the effect of leadership on public health funding 

and the level of PHN staffing within regions. When public health and PHNsg leaders were no 

longer seated at decision-making tables, or had limited power at those tables, they lost their 

ability to advocate for prevention and health promotion initiatives. This contributed to reduced 

PHNsg budgets and staffing levels. For example, the presence of public health champions in 

HA3 administration, in part, created a strong public health culture, and as a result, several 
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participants noted higher levels of PHNsg funding and staffing in that region as compared to 

the other two regions. A few PHNs in HA3 noted a shared public health vision and historical 

support for their role. However, a number of nurses in the region believed this level of support 

was in decline because administrators were changing the management structure and moving 

managers to different portfolios. These nurses were concerned that their new managers would 

lack public health knowledge and experience and undermine their role. 

Several PHNs in HA2 discussed another form of organizational restructuring across their 

region, whereby the community portfolio, which included PHNsg, was integrated with the acute 

portfolio. As a result, PHNs were divided, and no longer all together under the same portfolio. 

These participants explained how the scattering of nurses across numerous portfolios weakened 

PHNsg infrastructure, voice, and support within the team. Several PHNs in this study explained 

how nurses were no longer all together in a public health department, which had a detrimental 

effect on their community of practice and ability to come together to support each other. They 

indicated that program development now took place in a different portfolio than the department 

comprising PHNs who implement the program, disconnecting the processes of program 

development and implementation. These nurses were concerned that reorganizing in HA2 

displaced public health, which they believed negatively affected PHNsg practice, as well as the 

communities they served. A manager in HA2 indicated that there was minimal understanding of 

public health in the administration prior to this round of reorganizing, and that since integrating 

acute and community portfolios, there was even less. 

Some participants in HA2 also noted that changes in the location of public health in the 

community had a significant effect on their role. A few nurses discussed how they did not have 

the appropriate spaces to provide services. For instance, one nurse expressed concern regarding 
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having to provide care in a hospital clinic room that was not appropriate for the range of 

PHN activities, whether that was supporting a young mother who was seeking breastfeeding 

assistance, an individual requesting a sexual health service, or a distraught teen who thought she 

was pregnant. Nurses were also concerned about plans to move public health offices to locations 

away from community centers, decreasing visibility and accessibility of PHNsg programs and 

services. Several nurses discussed the importance of a health unit being convenient and 

prominent to the community. After it was announced that PHNs were being moved, one 

participant expressed concern about no longer being co-located with other child and family 

services. This nurse explained how these other services offered free food and supplements, such 

as prenatal vitamins and vitamin D, drawing in clients who might benefit from PHN 

involvement. She stated that when leaders viewed PHNs as portable, they overlooked the 

importance of continuity of relationships and accessibility of PHNs in their community. These 

nurses emphasized the significance of being co-located and working in collaboration with 

partners in partnerships that take time to develop. When decision makers moved PHNs away 

from other community-based services and community centers, weakening their ability to connect 

and provide adequate care, they believed they were less effective in their role. 

A number of participants also noted how a round of reorganizing in another HA, not 

included in this study, affected the PHN role in that region. They raised concerns about how the 

amalgamation of the PHN role with the home care nurse role took place within one HA in BC. 

These nurses noted how their own leadership were watching this change with interest. These 

participants stated that they were worried that this may be implemented in their region. They 

explained that if this took place, they believed the individual clinical focus of home care would 
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be prioritized over the broader community and population focussed aspects of the PHN role, 

further reducing their role in community health promotion and prevention. 

Across all three study regions, PHNs reported a number of recent cuts to the public health 

budget, which they felt were disproportionately directed at the PHNsg budget. These nurses 

attributed cuts to the PHNsg budget, such as decreasing the number of PHNs in many regions 

and narrowing PHNsg programs and services, to be a reflection of the dwindling influence of 

public health within healthcare, financial pressures of escalating hospital costs, shifting 

government priorities, and a devaluing of the PHN role. With fewer PHN positions, nurses 

commented that the remaining PHNs had higher workloads, more often focussed on priority 

populations and less universal support.  

Many PHN participants believed that decisions to eliminate meaningful and effective 

PHN programs and services were largely based on budget because they did not fit with 

organizational priorities and mandates, regardless of the benefits to communities. One PHN 

captured the experience of many nurses in this study when she stated:  

What has been hard is that those cuts and the changes were not discussed with input from 

people who actually do the work. So, I think we would have been a little bit more on 

board if we’d really felt like our voices had been heard, but they weren’t.  

Many participants acknowledged that change is inevitable and can be an improvement in 

promoting health, but noted that they have had little input and control over how a change is 

implemented. Several nurses explained that a number of program changes weakened nurses’ 

ability to anticipate and address health issues. For example, the provincial decision to 

discontinue universal postpartum home visitation impeded their ability to identify and mediate 

potential health issues, such as infant jaundice or maternal postpartum depression. Currently, 
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however, there is no means of tracking the level of investment, or divestment, in public 

health and PHNsg services across HAs to substantiate these PHN participant claims of budget 

cuts (Guyon & Perreault, 2016). 

Nurses from all study regions also discussed the decline in professional development 

opportunities in their role. Many nurses explained how they were no longer provided with 

financial support to attend conferences, and to advance their knowledge by completing 

educational programs or certificates. They described the lack of investment in updating and 

refreshing services provided by PHNs, such as prenatal education, to ensure the credibility and 

usefulness of information distributed in their communities. Many nurses also noted the decline of 

educational presentations for PHNs by key speakers once brought in by HAs. PHNs were 

concerned about maintaining professionalism in their role and ensuring that what they offered to 

the community was current and best practice. Once again, PHNs were often told that there was 

no funding for these educational pursuits to support their practice. 

It was changes in leadership, however, that were the most frequently reported 

organizational change that reduced support for PHNs in their role. Most nurses in this study 

stated that they no longer had a manager who had PHNsg experience, but instead had a manager 

from an acute care setting or with a business background. A few participants noted that the 

amalgamation of public health with the larger health system created the opportunity for changes 

in the type of managers overseeing PHNsg. Several nurses also noted that these managers were 

likely hired or reallocated based on the premise that they were skilled at accounting and 

measuring outputs, as well as their seniority within the organization. It seems that PHNs were 

not alone in being treated as interchangeable, because managers were too.  
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This shift in management affected support for PHN practice in several ways. Changes 

in leadership weakened advocacy for PHNsg within the organization because their managers 

lacked understanding of public health, population health, and the PHN role. Nurses also reported 

that they were no longer able to draw on the professional expertise of their managers to problem 

solve and to help them to think through complex practice issues, and were often questioned about 

what they were doing and why. A few nurses characterized this questioning as patronizing. 

Several PHNs explained that their managers did not value the foundational parts of their role, 

such as community advocacy. Due to their managers’ poor understanding of public health aims, 

PHNs witnessed management decision-making that led to the narrowing of the PHN role and an 

increased clinical focus. For the few PHNs who had managers with PHNsg experience, changes 

in manager portfolios meant that managers were less accessible to PHNs. Expanding the scope of 

management portfolios meant that managers were no longer solely covering public health, but a 

number of other practice areas too, such as mental health and ambulatory clinics, multiplying the 

workload of managers. These managers were not often available to the nursing team to provide 

mentorship and guidance to support nurses providing care, and predominantly played an 

administrative role.  

The changing of leadership reflected not only changes in the background and expertise of 

leaders, but also the rate of leader turnover. Many participants discussed that their managers 

were often only in their roles for short timeframes. One PHN reported having five managers in 

the last six years. The increasing frequency of leader turnover in health units was unsettling for 

nurses in this study. This not only created a sense of instability in the team, but also diminished 

PHN trust in their managers because these nurses believed that some leaders used their position 

as a means to attain higher-powered positions in the organization, and were strategic in their 
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decision-making in alignment with their career goals. Several nurses also attributed the 

turnover in leaders to the frequency of structural change in management within HAs, often 

altering who was responsible for each program. Participants explained that manager turnover, 

and the lack of trust, negatively influenced team culture and the ability to create a longer-term 

vision, important in addressing the broad determinants of health in PHNsg practice. Several 

PHNs stated that many leaders were driven by financial incentives, accolades, and self-interest, 

and much less so by the health and interests of the community. These PHNs noted that this was 

in contrast to how managers in the past were predominantly PHNs who worked their way from 

practice into leadership positions. PHN managers often remained in the same community, 

bringing with them not only professional knowledge but community knowledge and 

relationships to mentor other nurses, and as a guide to decision-making. The level of investment 

in the community was noted to be different among current managers who did not appear to share 

the same values or the inclusive and participatory nature of decision-making of prior managers 

who were supportive of community development and the PHN role.  

Participants were concerned about their disconnection from leaders and the organization, 

but they also described several ways in which healthcare reorganizing had restricted their ability 

to connect with their community and with PHN colleagues. When PHNs were divided into 

different portfolios in HA2, several participants noted how they spent less time as a team 

supporting each other and reported feeling disconnected from other PHNs. In HA3, one PHN 

discussed how a new Chief Executive Officer (CEO) reorganized the administrative structure, 

shuffling and hiring new leaders, and cancelled all PHNsg practice meetings. PHNs were 

disconcerted that many new leaders no longer supported opportunities for PHNs to come 

together, to share practice issues and ideas, thereby weakening the connection among nurses. 
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Losing professional mentorship from both leaders and peers weakened support for PHNs, 

leaving some nurses feeling isolated in their role. 

Several nurses also discussed the demise of province-wide PHNsg meetings and 

indicated that PHN leaders were no longer supported to gather in-person to discuss practice 

issues and programs, collaborate with Ministry partners, and influence the direction of practice. 

A few nurses framed the administrative decision to discontinue PHN meetings across the 

province or within regions on work time as a demonstration of power and authority, indicating 

that decision-making was to take place at the HA executive level. As a result, PHNs stated they 

lost connections with fellow nurses, as well as with Ministry partners, important in directing their 

activities. Many PHNs believed that their role was poorly understood and not valued or 

supported within the organization, and at times, they felt invisible. A confluence of 

organizational factors, initiated with the regionalization of the health system, have eroded the 

infrastructure supporting PHNs in their role, contributing to the basic social problem, when it is 

no longer your call. The series of organizational changes have also constrained PHNs’ autonomy 

in practice, reducing their ability to address health inequities and improve the health of the 

population.  

Loss of Autonomy 

Many participants were concerned about the impact of organizational restructuring on 

PHN autonomy, and in particular, the negative effect on PHNs’ ability to initiate and maintain 

relationships foundational to their role. Several nurses in this study explained how contextual 

changes have reduced PHN control in organizing their practice, hindering the continuity of 

relationships with individuals, families, and partners, such as schools. These nurses explained 

how they used to have more control over prioritizing their activities and authority in developing 
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community-based programs reflective of the community context. That is, they drew on their 

professional knowledge and skill, often in partnership with individuals, groups, and 

organizations in the community, to guide their activities and program development. Participants 

discussed several ways in which healthcare changes have eroded PHN autonomy and decision-

making authority in their role, contributing to the basic social problem, when it is no longer your 

call. 

Particularly concerning to nurses in this study was the number and frequency of 

organizational and policy changes, and the effect of these changes on the PHN role. A few 

participants indicated that, despite the fact that the responsibility of organizing and delivering 

most health services was devolved to HAs, funding came from the Ministry of Health. Thus, 

HAs were largely steered by provincial goals and mandates. Several participants stated that 

funding was often tied to targets, which they described as poorly defined and unmeasurable, 

directing leader decision-making and their practice. Even though responsibility for health 

services was devolved to the regional level, authority appeared to remain at the provincial level, 

and provincial-level decisions did not always fit with the local context. This did not reflect the 

purported intention of regionalization, which was to shift health services decision-making closer 

to home.   

This balance of power was reflected in PHN accounts from all three HAs, when nurses 

discussed the increasing number of provincially-mandated programs and the impact on their role. 

Several nurses in this study explained that with the rise in mandated programs, combined with 

inadequate PHN staffing, there was less consideration and space for locally generated programs 

based on specific needs, demographics, and resources in the community. PHNs, however, 

pointed to the limitations of PHNsg programs and services that were conceptualized and 
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developed separate from PHNs delivering the programs, with little to no PHN input. A 

number of nurses in the study discussed that administrators often failed to consider fully issues 

such as the appropriateness, feasibility, and fit of new programs with what PHNs were already 

doing in the community. PHNs in this study believed that provincially-mandated programs were 

often too prescriptive, predetermining the focus of PHNsg practice irrelevant to context, and with 

little consideration of how such changes would influence the effectiveness of the PHN role in the 

community. For example, during my volunteer experience, a PHN explained that their team of 

nurses developed and implemented a smoking prevention program in local schools, but it was 

later eliminated with the implementation of the provincially mandated Comprehensive School 

Health program. 

Several nurses in this study also discussed how the adoption of standardized processes 

within provincially-mandated programs undermined their autonomy. PHN judgement was 

undermined because standardized processes and assessment tools were privileged over other 

forms of knowledge in practice. Most nurses did not find these tools provided support and 

structure, and thus did not find them useful as a guide to practice. Instead, they interfered with 

practice. Some participants explained that these standardized processes directed how and when 

PHNs connected with individuals and families in their communities, not allowing for 

professional PHN judgement. Although PHNs embraced some components of mandated 

programs that worked well in their community, more often than not they believed that outside 

forces exerted too much control over, and created barriers in their role. For example, some nurses 

discussed that after the implementation of a provincial perinatal initiative, they were no longer 

allowed to connect with and support prenatal and postnatal women in their community unless the 

client had been screened through the central prenatal registry and was eligible for PHNsg 
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service. Many PHNs were concerned that these mandated processes, far removed from 

practice, created barriers to nurses connecting with a priority population in their community. The 

provincial shift to provide prenatal and postnatal home visit support solely to the most socially 

and economically disadvantaged women conflicted with nurses’ view of their role in providing 

accessible care across the social gradient in their communities. Thus, organizational standardized 

processes used to determine who got care moved away from PHNs’ professional judgment to 

determine appropriate and effective care for women and infants. Many of these changes 

coincided with changing of leadership. 

As with a loss of support, discussed earlier, the changing of leadership also affected PHN 

autonomy. PHN participants stated that leadership changes within HAs constrained their 

professional autonomy. In all three HAs, participants described how the hiring of managers with 

acute care or business backgrounds had restricted their role in assessing, anticipating, and 

responding to health issues and promoting health in their communities. Many participants 

described how their “hands are tied” in the PHN role because their managers did not support 

many of their activities to prevent disease and support health at the population level because 

these managers appeared to be guided by the value of individualism.  

Nurses across study regions were concerned about their ability to establish and maintain 

relationships with their clients and work across all levels, from individual through to population, 

due to such changes. Several PHNs discussed how these managers failed to understand the 

nature of PHNsg practice and activities, such as coalition building and improving population 

health, and thus directed nurses to abandon these activities. Participants believed that this was 

likely because they did not understand public health, population health, and the role and benefits 

of PHNsg practice. For example, one nurse in this study noted a conversation with a manager 
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that indicated to her this person struggled to understand the nature of PHNsg practice. The 

manager failed to understand the value of maintaining community connections and thus did not 

allow the nurse to participate in a specific community event, contrary to the nurse’s professional 

judgement on the importance of community advocacy.  

Many participants described how, with changes in leadership, they had experienced 

controlling management practices that restricted their professional judgement and decision 

making. Several nurses explained that they were instructed by their managers to request 

permission before taking initiative on activities squarely within their scope, and which they once 

did of their own accord. Many PHNs also indicated that these managers were more likely than 

managers who were PHNs to implement edicts from above uncritically, and limit the scope of 

PHNsg practice to organizational directives, with little consideration of the community context. 

A number of nurses characterized this behaviour as toeing-the-line, resulting in a top-down 

organization, which they reported to be commonplace across regions.  

Participants indicated that leadership changes made it difficult for PHNs to practice 

autonomously because the punitive culture within the organization threatened PHNs and forced 

them to adopt organizational priorities and processes that were not congruent with their values or 

the Standards of Practice (CHNC, 2011, 2019) because they feared retribution. PHNs in this 

study believed management changes contributed to a narrowing of the PHN role and constrained 

PHNs’ ability to empower their communities to better health. Restrictions on PHN autonomy 

contributed to poor PHN job satisfaction and low team morale. There was a growing sense of 

unease among participants that the PHN role was being eroded and they were uncertain of what 

was deemed PHN decision-making authority.  
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When managers failed to provide the opportunity and encouragement to connect with 

communities, PHNs reported a decline in relationships and partnerships in their local areas, 

which they deemed foundational to their role. Many participants discussed how leadership and 

program changes have limited PHNsg practice, and as a result, local community health issues 

went unaddressed. When this happened, PHNs felt powerless to help their communities to better 

health, and they saw worsening health outcomes, such as increased rates of mastitis, isolation, 

depression, and insufficient infant weight gain, that they believed could have been avoided. 

PHNs were concerned about the future of their practice because of their experiences of 

weakening trust, respect, and vision in public health within their organizations. Many nurses in 

this study recounted attempts to have their voices heard by leadership at a variety of levels within 

the HA, but they described how their concerns were often ignored, dismissed, and at times, 

silenced. Such constraints on PHN autonomy often affected their ability to be flexible in 

providing care for individuals and communities.  

Loss of Flexibility 

PHN participants described various provincial and organizational changes that resulted in 

a loss of flexibility within their day-to-day practice activities. Several contextual mechanisms 

that reduced PHN support and autonomy, also limited PHN flexibility in practice by controlling 

PHN time. Participants discussed the influence of contextual factors, such as reduced PHNsg 

budgets, more mandated programs, changing leadership, as well as an increasingly dominant 

organizational discourse of time and efficiency. For example, several nurses stated that PHNs 

were now scheduled into shift hours and breaks, reflective of nursing schedules in the acute care 

sector, limiting flexibility in their day. This change in scheduling was likely a reflection of the 
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unionized work environment, but it also could be the result of amalgamating healthcare 

sectors into one organization.  

PHN participants across all three health regions referenced the increased use of the 

concept of time within administration, which was used as a tool to organize PHN day-to-day 

activities. Many nurses in this study described instances when they were told by leaders that their 

community-based activities were not a good use of nursing time, and that they were to withdraw 

from such activities. Several participants also discussed how PHN workdays had become tightly 

scheduled, such as immunization clinic time, with little open time to participate in their 

communities, as well as being required to request permission to work outside of scheduled hours. 

One PHN illustrated for her supervisor the need for schedule flexibility. The nurse pointed out 

that if a distraught woman comes into her office at 4:20 pm with a positive pregnancy test, she 

could not stop in the middle of the interaction to ask her supervisor for permission to stay late to 

support this woman.  

Many nurses in this study were also concerned about the lack of organizational support 

for PHN initiatives in working proactively and problem solving in their communities. As one 

PHN indicated, "People [clients, families] have to come to us,” because PHN time has been 

narrowed to programs and clinics offered in the health unit office, with much less time for 

outreach in the community. Many nurses were concerned about limited available time in their 

schedule to be active in their communities, building and maintaining partnerships, promoting 

health, responding to local issues, and working across levels of practice. Another nurse 

concerned about practice stated:  

It`s a hollow shell of what it was. We`re not following through on anything. We`re given 

some tasks to do and you have to do it…you have to fill in all the boxes and cross the 
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“t`s” and dot the “i`s,” that kind of thing, but we`re not actually doing care like we 

did before. 

This nurse was frustrated because she used to have more independence in practice to engage in a 

range of activities, and was afforded the time to connect and follow-up with clients. Several 

nurses acknowledged that they respected the political climate of healthcare and the financial 

constraint within HAs, but the lack of understanding and the devaluing of prevention and 

population health by administration and leaders limited PHN investment in the health and 

wellbeing of their communities. PHNs were clear that they needed time to explore their 

community and establish relationships, and required freedom to innovate to be effective in their 

role. Nurses emphasized that community-based activities take time. The lack of organizational 

and manager support, however, resulted in PHNs engaging in community development and 

advocacy work, in what nurses referred to as “off the side of their desks.”  

Many participants discussed having inadequate staffing to cover what they often labelled 

as the basics, resulting in minimal time to engage in activities beyond mandated functions. The 

basics referred to what they deemed as necessary components of their role, including mandated 

activities. For instance, several PHNs indicated that they had to complete postnatal contact 

within a certain time frame after a women and infant were discharged from hospital. However, 

they also noted that some activities that they considered part of the basics were not getting done, 

such as completion of the Edinburgh screening tool for postnatal depression. With inadequate 

staff, many nurses believed that they were failing to provide what they deemed essential 

components of their role. Several experienced PHNs mentioned how, when they had better 

staffing levels and more flexibility in their day, they were more effective because they had more 

time to anticipate and prevent health issues, while also engaging in health promotion, capacity 
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building, and advocacy for health enhancing policy and programs. Many nurses reported 

witnessing poorer health outcomes in their community, due in part, to the narrowing of PHN 

activities. For example, several PHNs reported reduced breastfeeding and immunization rates, a 

higher hospital readmission rate with breastfeeding problems and postpartum infections, and an 

increase in children’s emergency room admissions. Nurses also discussed the potential for 

increases in problems such as teenage pregnancies, communicable diseases, high risk children 

being inadequately supported, and social isolation and depression. 

Provincial level priorities, such as the implementation of Panorama, an electronic 

documentation system, have also influenced the flexibility of the PHN role. For example, many 

nurses in this study expressed concern about the introduction of Panorama because of the 

additional time it took to complete documentation, consuming time they once had for other 

activities. Several PHNs noted that expectations were clear from HA and provincial 

administration that PHNs were to use Panorama to complete documentation, and to access 

practice protocols and guidelines. Many nurses emphasized that capturing data was important, 

but the Panorama system was ineffective. Most participants described the computer program to 

be convoluted, poorly designed, and unreliable because the program frequently crashed or was 

often updating. Several nurses in the study also expressed concern that the computer directed 

their practice and interfered with their ability to connect with clients and families during 

appointments. They also noted that the program was inadequate because it failed to capture 

central parts of the PHN role, reducing their role to what could be denoted by a tick box. Many 

participants believed that management overlooked or failed to grasp the poor functioning and 

inadequacies of Panorama for practitioners. It is important to note, however, that at the time of 

data collection, Panorama had recently been implemented across all three HAs. Thus, this study 
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captured initial PHN experiences with the computer program and it is possible that, with 

time, their perspectives on Panorama could evolve. 

Although not discussed as frequently as other changes, several experienced PHNs raised 

concern about the impact of the shift to specialist PHNsg practice from generalist PHNsg 

practice. These nurses noted this change because PHNs were divided between programs, and as a 

result, it decreased the breadth of PHNsg practice. This concerned some nurses because it meant 

that they were not involved in their community in a comprehensive way, and practice activities 

were often focussed on a segment of the population or a health topic. Some nurses also noted that 

in generalist practice, they felt they had a picture of the whole community, and as a result, were 

more dynamic. Not all PHNs were opposed to specialist PHNsg practice, however, because they 

explained that with specialist practice they were able to develop expertise in one area, compared 

to having some knowledge in many areas. In this study, urban practice was dominated by 

specialist practice, whereas rural practice remained largely generalist. 

Nurses in this study were not alone in expressing their concern about healthcare changes 

that have eroded the PHN role. Public health leaders and advocates elsewhere in Canada have 

also sounded the alarm with regard to the weakening of public health locally, as well as on a 

broad scale (Guyon & Perreault, 2016; Potvin, 2014). PHN participants explained that healthcare 

changes undermined their effectiveness, professionalism, and authority in the role by weakening 

PHN support, autonomy, and flexibility in practice, detailed throughout the explanation of the 

basic social problem. Despite bleak descriptions from participants working within bureaucratic 

organizations in BC, nurses demonstrated agency in response to these changes, albeit buffeted by 

organizational forces. Through semi-structured interviews with PHNs working across three HAs 



 

 

140 

in BC, I developed a grounded theory to explain how nurses have managed the erosion of 

their role in health promotion and disease prevention. 

The Basic Social Process: Managing the Eroding PHN Role 

Participants were adept at managing provincial and organizational change that created the 

basic social problem and eroded the PHN role. PHNs described creative ways they, and their 

colleagues, responded to and worked through and around the challenges they faced. Nurses in 

this study demonstrated resilience and garnered energy to withstand, adapt to, and deal with 

change. They did so by leaning on colleagues, drawing on their collective strength as well as 

rewarding experiences with individuals and families. Nurses also remained steadfast in their role 

by holding onto their belief in the difference PHNs can make in their communities. Many PHNs 

were prepared to advocate for PHN services, founded on the belief in health and access to care 

for all, but they also knew when to retreat.  

PHNs in this study managed the basic social problem, when it is no longer your call, by 

engaging in five strategies: standing tall, getting by, going underground, contemplating getting 

out, and reaffirming commitment. Participants used these strategies to navigate healthcare 

changes that undermined PHN support, reduced PHN autonomy, and restricted PHN flexibility, 

thereby weakening PHNsg practice. Nurses responded to, or managed system change that eroded 

their role to be able to provide continued care and support to their communities. However, at 

times, their actions became more about self-preservation.  

Despite varying forms of organizational change, participant strategies remained 

consistent. PHN participants advocated for their practice in standing tall, worked within 

organizational constraints in getting by, subverted organizational barriers and harnessed their 

community connections in going underground, considered other possibilities in contemplating 
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getting out, and restored their dedication to the PHN role in reaffirming commitment. Each 

strategy was pivotal in explaining how participants responded to and managed provincial and 

organizational decisions and changes that they believed were counter to the values underpinning 

PHN work. Several personal factors shaped participant action within each of the five strategies, 

which are explored in the discussion of each strategy.  

Nurses in this study explained that a number of external factors, detailed in the basic 

social problem, have altered the nature of the PHN role, impeding PHNs in practice. Thus, 

context is a central object of inquiry because this theory emerged from the experiences of PHNs 

operating within the healthcare system. Figure 2 is a depiction of the theoretical model and 

portrays multiple contextual factors that affected PHNs and PHNsg practice, and illustrates the 

strategies participants used to work through external changes shaping their role. It is important to 

note, however, that the model portrays a static picture, whereas PHNs in this study were clear 

that contextual forces influencing their role, as well as participants’ action within and between 

strategies, were fluid and mutually influential across levels of the model.  
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Figure 2   
  A Theoretical Model of PHNs Managing the Eroding PHN Role in BC

 
 

The outer area of the model represents provincial level factors that participants identified 

as influencing PHNsg practice. Many of these factors were previously discussed in the section on 

the basic social problem, thus are noted only briefly here. For instance, PHN participants 

described the impact of an increasing number of provincially-mandated programs and provincial 

directives on their role. Several nurses in this study also indicated that healthcare restructuring, 

particularly regionalization of the health system in the 1990s, reconfigured the organization and 

delivery of healthcare across the province. They explained how the frequency of changing 

decision-making and management structures within HAs had affected the PHN role. Many 

participants noted the political climate of healthcare, with implications for health spending, and 
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in particular, the chronic underfunding of health and social services. The pressure on the 

healthcare budget was particularly evident with the decline in federal health transfers to 

provincial and territorial governments, leaving provinces to finance a larger proportion of 

healthcare (Fayerman, 2019; Times Colonist Editorial Board, 2019).  

The Ministry of Health allocates funds to HAs and thus, provincial healthcare spending 

sets the stage for the funding climate in HAs. The Ministry provides stewardship to HAs, 

directing HA priorities and processes through provincial directives, such as mandates, targets, 

and priorities. Thus, HA administrations have authority to organize and distribute funds within 

the regions, however, HAs are accountable to the Ministry for spending and outcomes. Several 

participants explained how, with limited healthcare dollars and increasing acute care costs due in 

part to an aging population and expensive surgeries, other sectors, such as public health, have 

been sacrificed to fund what are often perceived as more urgent care demands. Many nurses in 

this study discussed the state of financial constraint within HAs, and the number of budget cuts 

directed squarely at PHNsg that has resulted in inadequate PHN staffing levels. These HA level 

factors, among others, are depicted in the outer ring of the model, and reflect the organizational 

changes that participants explained were significant in eroding the PHN role as discussed above 

in the basic social problem.  

The adoption of organizational processes, such as standardization and centralization of 

programs and processes, and the hiring of leaders who were “toeing the line”, influenced the 

organizational culture that seemed to be established, in part, by the Ministry with a command-

and-control style of leadership. Organizational values, however, particularly the value placed on 

public health by administrators and the presence of public health champions, also shaped 

organizational culture. Several nurses noted how they were once proud to be an employee in 
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their HA, but now they no longer felt that they were a valued member of the healthcare team. 

A number of participants characterized the organizational climate as toxic, in which they were 

devalued and marginalized. The sense of devaluing was partly due to the divisiveness created 

within the organization, whereby provincial organizational priorities and decisions that directly 

affected PHNsg practice were developed without input and insight from nurses who provided 

programs in the communities. Many participants explained how the silencing of nurses and their 

heightened fear of reprisal have weakened nurses’ voices within the organization.  

The confluence of provincial and organizational forces has negatively affected PHNs in 

practice, but nurses were often resilient and navigated their role in ways they believed were 

beneficial to the community, or necessary in difficult circumstances. Several personal 

conditional factors influenced how PHNs managed the eroding role and are represented in the 

second ring. PHN participants navigated the complex organizational terrain, based in part on 

these personal conditional factors that informed their decision-making and action. Participants 

were more likely to use certain strategies depending on their years of PHN experience, 

perceptions of the unit culture, appetite for risk, and explicit commitment to social justice, which 

included core PHNsg and public health values. In some strategies, personal conditional factors 

were woven throughout the explanation of the strategy, but other strategies required a more 

detailed description and were elaborated on in an additional section at the end of the strategy. 

Provincial and organizational level factors, such as provincial mandates and changing 

leadership, depicted in the outer area and outer ring of the model, were also conditional factors 

that shaped participant action. For example, when leaders with PHN experience were still in 

place, they acted as a critical link between PHNs and the larger system. These PHN leaders 

advocated for practice, worked collaboratively with nurses to support community health, and 
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were considered integral to the team in guiding practice and fostering PHN autonomy, 

influencing PHNs’ response to change. They also helped to protect PHN time, creating space for 

them to use their judgement (i.e., supporting PHN flexibility and autonomy) to address local 

needs and participate in community activities that nurses deemed important. Thus, provincial and 

HA level factors were responsible for eroding the PHN role, as well as shaping PHN action in 

response to changes in their role. In some strategies, these contextual conditional factors were 

woven throughout the explanation of the strategy, but other times they were elaborated on in a 

separate section at the end of the strategy, along with personal conditional factors. 

In the center of the model, I depict the interconnected and overlapping strategies PHNs 

used in managing the eroding PHN role, the basic social process, to address the basic social 

problem, when it is no longer your call. I discuss each of these strategies in more detail below, 

beginning with the process of standing tall. I present these strategies in sequence but, as noted 

above, participant action was fluid within and among strategies depending on the nature of the 

change, as well as personal and organizational level factors.  

Standing Tall 

Participants used standing tall as one strategy in managing the eroding PHN role. 

Standing tall is about advocacy for the PHN role and adequate PHNsg programs and services to 

promote health and prevent disease and injury. For instance, PHNs addressed leaders about 

organizational changes negatively affecting practice and stood up for essential components of 

their role. Several PHNs were sure to note that many nurses were not against change, in fact, 

they embraced change when they could see how the change improved service and health 

outcomes. Participants voiced their concerns, however, when they believed an organizational or 

policy change undermined their practice by restricting their autonomy, weakening PHN support, 
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or reducing their flexibility. Nurses in this study stood tall to support and act on behalf of 

their communities, and worked to improve population health, guided by local knowledge and 

partnerships. Advocacy, in fact, is a core competency of both public health and PHNsg (CHNC, 

2009; PHAC, 2007). 

Participants stood tall with a range of approaches when changes occurred. Their actions 

included such things as seeking clarification and information regarding a change, informing 

leaders about current evidence and best practices, raising concern about the impact of an 

organizational change, and challenging and opposing a health service change. For example, one 

PHN explained how their team of specialized nurses collected and presented data to their leaders 

to demonstrate “look at what we [PHNs] do and look at the results” they were getting in the 

school setting. This participant indicated that if they did not show evidence of the difference that 

they made, “they would not be going into the schools and doing health promotion education or 

sexual health education or talking about relationships with the students” because they would not 

be supported by leaders. By providing evidence of their effectiveness in schools, these PHNs 

advocated for and maintained their role in the school. Several participants in other locations 

stated that nurses were no longer supported to provide health education in schools. At times, 

PHNs used a collegial approach to advocacy to share their knowledge and expertise to inform 

leader decision-making, while at other times, PHNs took an adversarial stance in opposition to 

leaders. In this way, standing tall was often an overt form of resistance. The underlying aim of 

this strategy was to have their voices heard and to work in support of community health and 

wellbeing.  

Some PHNs engaged in standing tall to gain insight into the vision of a planned change 

and to understand the implications for PHNsg programs and services, as well as for the 
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community. Nurses often posed questions to leaders and sought the opportunity to problem 

solve together to clarify decisions and mandates. They did so in an effort to think through how 

the change would work in their day-to-day activities. For instance, over the course of several 

interviews, nurses discussed their efforts to understand the aim of new programs, to determine 

what was feasible within their context, how it fit with what they were already doing in the 

community, and what was possible within available resources. One participant explained how, 

“We [nurses] talk, we look at what we can do, try to get together and bring information forward 

that we think is inappropriate to our managers.” When they did not believe a change fit in their 

context, PHNs often requested additional information or insight to clarify or seek understanding 

and guidance in interpreting or problem solving a change. Nurses made initial inquiries to inform 

their viewpoint or seek mutual understanding of changes in practice and did not jump 

immediately to opposition.  

Participants also used this strategy to bring information forward to leaders to address 

gaps in local service because of practice changes, with the intention of strengthening community 

support. Many nurses promoted components of their role and advocated for additional services 

when they believed community needs were going unaddressed. PHNs used knowledge from 

numerous sources to inform their advocacy work, such as community knowledge and 

partnerships, experiential knowing, and evidence from other programs and contexts. For 

instance, one PHN in this study identified the need for additional prenatal care in the community 

and discussed how she had been exploring with her manager the feasibility of implementing a 

prenatal program that she had delivered while working at another health unit. The nurse 

reiterated her conversation with her manager and stated, “Okay, what can we take from that [the 

prenatal program], that we could deliver here in [city] to improve our outcomes?” The nurse 
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presented to her manager the impact the program had on birthing outcomes in the other 

community. She indicated that together, they were exploring the availability of resources to 

deliver the prenatal program. The nurse felt respected and heard by her manager in thinking 

through the community issue and said, “And the fact [is] that my manager supported me in 

thinking that was a great idea; let’s see what we can do.” The program had yet to be 

implemented, but the nurse felt encouraged in being able to address gaps in services in her local 

community. This nurse engaged in standing tall in advocating to her manager for additional 

prenatal care based on her observation of inadequate services in the community, and was 

successful in her advocacy efforts. Universal prenatal care is a traditional component of PHNsg 

practice that has more recently been discontinued in many regions of the province. 

Participants also brought forward issues to their manager to defend their role when they 

believed a change would have negative health implications for their community. Many PHNs 

raised questions and requested further explanation from their managers with the intention to 

discuss the implications of a change. At times, nurses voiced their concern about a change, 

outlining the limitations of the proposed change, and shared insights about what was appropriate 

and applicable to the local context. For example, one nurse in this study overheard talk about a 

proposed change to how and what immunization records were being stored at daycare centers in 

her community, a population of focus within her specialized practice. She addressed the 

documentation changes with her manager, requesting further information regarding the change, 

and shared how certain aspects of the change may not work based on the nature of the 

population. The daycare centers in the community had large proportions of children from 

different countries, and the nurse was concerned about considerations for immunizing this 

population. She posed questions, urging her manager to consider the broader implications of the 
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record change, to no avail. The manager told the PHN that they were going ahead with the 

change. The nurse, unsuccessful in her advocacy attempt, was frustrated because the proposed 

change was developed without PHN input, and her attempts to share community-based 

knowledge were dismissed. This nurse believed there was pressure from the top for managers to 

implement the change.  

Sometimes participants voiced their opposition to a decision or change. When nurses 

believed a change jeopardized their ability to provide effective care, some were confrontational 

in standing up for what they deemed was right for clients, families, and the community. This was 

particularly the case with several experienced PHNs who were explicit about their commitment 

to social justice. These nurses challenged leader decision-making by presenting the implications 

of such change for PHNsg practice and the consequences for health in their communities. For 

example, one nurse recounted a teleconference when leaders announced another round of 

reorganizing in which PHNs were being relocated away from the city center and other family 

and child services. She exclaimed, “I couldn’t get my phone off mute fast enough to say, ‘What 

about our partners? What about these partnerships that we have built up here at the center for so 

many years?’”  PHNs in this health unit disputed with their leader about the decision to relocate 

the health unit, and outlined how PHN services would become harder to access for many clients, 

including hard-to-reach target populations. Other community partners advocated alongside these 

nurses to keep the health unit in the community center, co-located with other family services and 

close to schools. The participant reported that they were unsuccessful in their advocacy efforts 

because their concerns were ignored and leaders were going forward with the planned move. 

Nurses, at times, stood tall by voicing their concerns and pushing back against changes that they 
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believed would be detrimental to clients and PHN service provision but at times their push 

back was not effective. 

A few PHNs in this study described other situations when nurses stood in opposition to a 

particular change by voicing their objection. When there was a direct cut to PHNsg programs 

that nurses deemed essential, with direct implications for worsening health outcomes, nurses 

often stood their ground and advocated with more force. That was the case when a group of 

nurses went to the public with their concerns about the elimination of sexual health clinics that 

they believed were an essential PHNsg program in their community. These nurses voiced their 

concerns and opposition through community channels and were formally reprimanded for their 

actions. They were reacting to the loss of service to their community, concerned about the 

negative impact, such as teenage pregnancy rates and rates of sexually transmitted infections in 

the community. One participant explained how nurses were basically told that they are not 

allowed to disagree with organizational decisions and practice changes. They felt that to do so 

would be to risk losing their jobs. These clinics were shut down, but some of the nurses obtained 

other positions to provide this service in their community. These nurses remained within their 

PHN positions, but picked up additional part-time employment to support this need in their 

community. Most nurses were cautious and seemed reluctant to discuss this form of standing tall 

and requested that I was careful in my reporting of this approach. 

A few participants noted that even PHN managers engaged in standing tall, advocating 

for PHN programs and services, but were also subject to disciplinary action. One nurse in the 

study recalled how her previous manager, a PHN, challenged decision-making at administrative 

tables, and was reprimanded for her behaviour. Similarly, another participant explained how her 

previous manager, also a PHN with a history of voicing her concerns, was moved into another 
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role, leaving many nurses in the unit speculating as to the rationale for her relocation. 

Although several nurses in this study indicated that more PHNs were needed in leadership 

positions, they also noted the reluctance of PHNs to step into those positions, due to what they 

saw as a toxic organizational climate.  

 PHNs stood tall individually and in groups. On an individual basis, many participants 

described how they had approached their manager or team lead, expressing their concerns about 

how the change directly affected their practice, such as restricting nurses’ time to collaborate 

with local organizations. In this way, PHNs sought opportunities to be heard, and to learn the 

rationale for the change. Nurses wanted to have their professional and community knowledge 

heard, acknowledged, respected, and used to inform decision-making. For example, one 

participant commented on her manager’s opposition to nursing participation on a local 

community committee to address youth concerns, despite the value of relationships with 

community partners working to address health issues. By being aware of local youth issues in the 

community, such as drug use rates, communicable diseases, and mental health concerns, this 

nurse explained how this information helped to guide her in partnering with other organizations 

to address shared issues. By explaining to her manager the importance of attending these 

meetings, this PHN provided the rationale and potential outcomes of involvement. Despite the 

discussion, she was directed not to attend the meetings. By working in partnership, PHNs learn 

more about local issues, and are better positioned to ameliorate adverse social and health 

outcomes, but not if they are restricted from partnering.  

PHNs also came together in groups presenting as a united front when they shared 

concerns about a change. One participant explained how PHNs “found strength in numbers,” 

when they presented their viewpoints to their manager in a meeting. As a collective, they drew 
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on nurse expertise, and felt more assertive and protected from reprisal. For example, several 

rural nurses came together to form a group to share local knowledge and experiences and to 

support each other. In one instance, this rural nurses’ group addressed the implementation of the 

standardized Nurse Family Partnership (NFP) program, a provincial prenatal and postnatal 

program for high priority women with strict inclusion criteria that several nurses claimed did not 

fit with their rural context and practice. These nurses were concerned about how one nurse 

covered a vast region to offer the program, travelling great distances, and leaving PHNs locally 

feeling disconnected from high priority women in their communities. In this case, PHNs felt that 

decision-making was dictated by the characteristics of urban practice settings, with little 

consideration of how the program worked in other settings in the province. They also discussed 

the effect of the NFP program on local office coverage, leaving the non-NFP nurses with an 

increased workload. Non-NFP nurses had to pick up the workload from NFP nurses no longer 

engaged in other components of the PHN role. Nurses in the rural group explained how each 

context was different, and they required support and flexibility in provincial mandates to address 

unique community issues and deliver programs in a way that worked in their setting. Nurses 

often came together to present as a collective voice to have a more effective means of being 

heard and standing against imposed practice changes that undermined their role.  

Conditional Factors.  

A PHN’s approach in advocacy was influenced by both personal and contextual 

conditional factors, which are depicted in Figure 2. There were four personal factors that shaped 

one’s approach in standing tall. I present these personal factors as if they are distinct, but they 

often overlap. For example, some participants at later stages of their careers, operating from a 

social justice lens, with an appetite for taking risk, and in a strong health unit culture, were more 
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likely to engage in standing tall. Early career PHNs with a less developed social justice 

perspective, limited appetite for risk, working in non-supportive health unit cultures were less 

likely to stand tall, and more likely to focus on getting by. Nurses in this study also discussed 

how organizational level factors influenced their action in standing tall, in particular the presence 

of PHN leaders. They talked about the effect of changing leadership, financial constraint, and 

organizational culture on their use of standing tall.    

 Years of PHN Experience.  

PHN participants with substantial knowledge and experience in public health, particularly 

nurses nearing retirement, were more likely than junior and mid-career nurses to take an 

oppositional stance in standing tall because they were more comfortable taking risks, were 

confident in their PHN role, and had a vision for the pursuit of prevention. As one participant 

noted:  

I think in [city] they [nurses] are very good at advocating for their practice. I know that 

there are some very experienced nurses and I think that’s probably also a very large part 

of it because they’ve been advocating for their practice and for their clients for a long, 

long time.  

Several nurses explained how their years of service gave them a historical perspective and 

insights into changes unfolding within healthcare that junior nurses and those with minimal 

PHNsg experience would not have. They indicated that they had a firm grounding in the nature 

of the PHN role, and recognized important aspects of the role imperative for PHN effectiveness.  

PHNs’ depth of knowledge and long-standing community relationships also strengthened 

their advocacy efforts. The positive feedback from the community, and observing the difference 

they were able to make through PHN involvement reassured them in their activities. A number of 
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PHNs in this study discussed how nurses who were hired into public health from an acute 

care setting may have years of nursing experience, but often struggled with the shift from an 

individual to a population orientation. One PHN manager explained this well when she stated, “It 

really is often a challenge for some nurses, especially ones that may have come from acute where 

your work is task driven and you’re following orders.” Some less experienced PHNs had 

difficulty grasping the broad components of the PHN role, such as community development and 

advocacy, rooted in values of social justice, and were less likely to take an oppositional approach 

in advocacy. 

Social Justice Lens.  

Several nurses were candid about the social justice foundations of their practice. When 

nurses viewed the PHN role as founded explicitly on social justice and equity, they were clear 

about their role and responsibility to promote health, through means such as community 

participation. Guided by a moral compass, many nurses looked to work in partnership with other 

organizations to tackle community issues effectively, and took a stand against changes that 

weakened the social safety net, such as reducing access to PHN services. It was evident that 

these nurses believed in universalism, and felt compelled to provide adequate and effective care 

to all, with a focus on, but not exclusive to, those with higher levels of need. 

One mid-career PHN demonstrated her social justice orientation when she pushed back 

against decisions that weakened her harm reduction role. She described how she worked with her 

community partners to address the high levels of substance use in a rural community, and 

explained that she was no longer supported to participate because the emergency department was 

taking over the service. In advocating for her role, this PHN explained to her manager how 

emergency department providers did not have time to offer harm reduction, and were not able to 
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do outreach to these clients in the community. This nurse explained how she had developed 

relationships with such clients in her community, was working with partners using a harm 

reduction approach, and together, they were making progress. Her attempts to justify her 

involvement and to explain the limitations of the service change proved futile, and as a result, 

she engaged in alternate strategies, such as going underground in her activities. How PHNs 

responded to feeling ignored and undermined in their role, was also influenced by a nurse’s 

willingness to take risk.  

Appetite for Risk.  

Nurses’ appetites for taking risk were largely influenced by their years of experience. 

Experienced nurses were more comfortable taking risks because they did not feel as threatened in 

losing their job. As one mid-career participant noted, she still, “had to put food on the table for 

her family.” A few experienced nurses who witnessed the slow erosion of prenatal education and 

universal postnatal support to women and families pushed back against cuts to these programs 

and voiced their concerns with force because they anticipated that these changes would lead to 

worsening health outcomes. Nurses were also more willing to take risks, such as presenting an 

oppositional stance, when they presented as a group. A nurse’s appetite for risk taking in 

standing tall was often associated with an explicit commitment to social justice, and a positive 

health unit culture, particularly with the presence of supportive nursing leadership.  

Health Unit Culture.  

When participants were employed in an organization with strong public health leadership, 

they were steadfast in their role in promoting health equity, in part, because they were supported 

in this way of thinking. HA3 in particular had a noticeably strong public health and PHNsg 

heritage in advocacy throughout the organization. Multiple participants noted the longstanding 
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strength of nursing and public health leadership within HA3 and how it bolstered nurse 

momentum in taking a stand for public health aims.  

One PHN in HA3 explained how, in her health unit, nurses were still offering universal 

postpartum home visitation to new mothers. She indicated that, despite provincial pressure to 

minimize home visitation, they continued to provide this follow-up service when they deemed it 

appropriate. This participant stated, “So seeing the push for less home visits and seeing in [HA3] 

how the nurses are pushing back because we still have the autonomy to be able to make that 

decision as to who gets a home visit.” This nurse explained how her PHN manager continued to 

protect time for, and champion this service in their communities. In this situation, these PHNs 

still felt empowered in this area of professional decision-making, despite the external pressure to 

cut services. This nurse, however, was concerned that current restructuring and reshuffling of 

management portfolios would compromise the strength and quality of nursing and public health 

leadership to which they were accustomed.   

Changing Leadership.  

Many participants discussed the critical role of leadership, in particular, the pivotal role 

of PHN leaders, and demonstrated how it shaped PHN action in standing tall. How leaders 

responded to nurses’ efforts in advocating for their role and providing adequate services in their 

communities had a significant influence on nurses’ experiences of organizational and policy 

change, as well as their subsequent action. For instance, when PHN requests for further 

clarification and discussion regarding a proposed program change were met by a leader willing 

to listen to PHN views, and engage in an open and inclusive conversation, nurses felt 

acknowledged and respected in the process, and remained empowered in their advocacy efforts 

in standing tall. When nurses’ attempts at standing tall were met with resistance, disregarded, or 
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reprimanded by leaders, nurses often became frustrated and felt disempowered, at which 

point many nurses shifted to other strategies, such as going underground in their activities.  

Nurses were more likely to take an advocacy role by putting forward their views and 

concerns when they had strong nursing leadership because they trusted that their nurse leader 

supported and respected them in their role, and as a result, they were less likely to resort to other 

strategies because they were successful in their efforts at standing tall. This was often the case 

when nurses had managers with PHN experience, who valued PHN professional knowledge and 

judgement. For example, one PHN manager explained how, by working with her nurses and 

hearing their concerns about attending various community activities, she implemented a flexible 

schedule to support PHNs to work outside of regular health unit hours and into the evening. 

Similarly, another participant explained how she raised concerns about the need for time in her 

day to connect with priority families in her community, and in doing so, her coordinator created 

some space in the PHN’s schedule for non-clinic activities. In these instances, PHNs were 

successful in voicing their concerns about limited time in their schedule to participate in 

community initiatives or address needs, maintaining a sense of autonomy, because their leaders 

found ways to support them to make it work. 

When nurses and leaders shared a vision regarding prevention and population health for 

the community, even amid unfavourable organizational change, participants felt heard when they 

voiced a concern, and worked together to support community health. At times, however, some 

managers ignored, dismissed, or punished PHNs in their attempts at standing tall, leaving nurses 

feeling silenced and devalued. Many participants described the hiring of leaders who had no 

experience or knowledge in public health, but demanded control over PHN practice and 

instructed nurses as to what was a good use of nursing time. Several nurses in this study 
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perceived these managers to be preoccupied with balancing the budget, having no real 

investment in or commitment to supporting PHNs in practice. One PHN described her 

experience of writing a letter to management explaining an issue of importance. This PHN 

stated:  

I`d be really afraid to write a letter because, I`m trying to think of what I did, I wrote a 

letter once about something. And I did get my hand slapped. I actually… whenever you 

write to upper management it immediately, it goes back to your manager.  

Many new managers instilled a sense of fear in those who did not obey, thereby stripping PHNs 

of their ability to advocate within the organization. Another participant expressed concern over 

the muzzling of PHNs in their efforts to ensure adequate support and care, and stated that, 

“There`s a tremendous sense of feeling that publicly speaking out, but definitely criticism, could 

be really detrimental to your job.” As a result, a number of PHNs also explained that they were 

unsure of where to direct their voice to be heard, stunting their advocacy capabilities. Changing 

leadership, as well as financial constraint, influenced PHN advocacy efforts in standing tall.   

Financial Constraint.  

Every nurse I interviewed had experienced some level of frustration in the face of recent 

changing organizational contextual factors affecting the PHN role, particularly financial 

constraint, that resulted in nurses standing tall. Lack of public health funding within HAs was a 

key contributor to this frustration, leading participants to advocate for more resources. Every 

nurse in this study pointed to the lack of funding for PHNsg programs and services, as well as 

inadequate funding for adequate staffing levels across regions. Several nurses indicated that the 

state of financial constraint unfolded largely after 2005. However, PHNs in this study did note 
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some variation in PHNsg resources between HAs. Again, HA3 was perceived, not only to 

have stronger nursing leadership, but also to have better PHNsg funding.  

Many nurses informed their leaders about the implications of inadequate services in the 

community and the consequences of their decisions to reallocate funding. For example, one PHN 

who specialized in sexual health attempted to bring attention to youth sexual health needs in her 

community and brought forward the issue to her manager. This PHN identified high teen 

pregnancy rates in the community. She realized that many teens did not have access to a primary 

care provider, and took steps to address youth sexual health needs in her community. She 

described multiple failed attempts to make headway on this project, organizing with partners, 

and they remained stalled without the approval to move forward due to lack of financial support. 

Financial constraint played a large role in shaping PHN practice and led many nurses to stand 

tall advocating for additional and sustained investment into community programs and services, 

along with organizational culture.  

Organizational Culture.  

With the turnover of leaders and the hiring of leaders with predominantly acute care and 

business backgrounds, many participants noted how it has contributed to an organizational 

culture characterized by top-down decision-making and toeing-the-line. The hiring of managers 

lacking public health or PHN expertise and experience, and their nature of decision-making and 

communication made it difficult for PHNs to stand tall. One participant exclaimed that, in her 

workplace, there is “a history of being told to shut up,” and a sense that PHNs are “always shut 

down.” Several nurses described a looming threat of disciplinary action, with stories about such 

actions etched into the minds of nurses. This resulted in some reluctance on their part to question 

and push back against decision-making, and eroded nurses’ trust in their leaders. As a result, 
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participants witnessed decisions that were not informed by the local knowledge and skill of 

PHNs, leaving many nurses demoralized by the state of their role, and turning to other strategies 

and avoiding interacting with administration. 

Summary.  

Participants described various ways in which they stood tall in their day-to-day practice. 

They talked about both the positive and negative effects of advocating for their role as PHNs, in 

an effort to support the health of their communities. PHNs who stood tall did so with a belief in 

the value of PHNs to connect with and support communities to better health. Many nurses in this 

study expressed the need to take a long-term view and to invest in communities to improve 

population health. PHNs felt strongly enough about their role, and ultimately, the health and 

wellbeing of their communities, that they were willing to stand up and voice their concerns in the 

name of health, often times at the expense of their own wellbeing.  

Nurses in this study believed in the role of PHNs and the difference they can make by 

working across levels of practice. Many nurses made efforts to stand up for those values and 

beliefs. Several PHNs indicated, however, that there was only so far they would go to challenge 

their leaders because they feared negative repercussions. Many of these nurses also believed such 

efforts to be futile in changing the decision, which they say has resulted in low morale across 

many health units. When nurses’ voices were overlooked, disregarded, or silenced within the 

organization, they adjusted and redirected their energy. Several nurses indicated that they 

continued to find ways to connect with and offer support to clients, often through involvement in 

other programs, by engaging in other strategies. When unsuccessful in standing tall, PHNs 

turned to other strategies, such as getting by, to manage the eroding PHN role.  
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Getting By 

A second strategy in managing the eroding PHN role is getting by. Getting by refers to 

proceeding without attracting criticism or punishment; participants did what they could to 

maintain high quality PHNsg programs and services within the confines of organizational edicts 

that eroded their role. Part of the process of getting by was also about taking the time to figure 

out what one could and could not do within a policy or practice change. Participants often 

engaged in this strategy, in part, based on fear of retribution for standing tall within HAs. Within 

this strategy, nurses, at times, were passive in their action, while at other times, they were active.  

Many nurses in this study adapted to organizational and policy changes shaping their 

practice, typically because they saw these changes as outside of their control because the 

decisions had already been made. For example, with the implementation of the NFP program and 

the pressure to discontinue universal postpartum follow-up, several PHNs did their best to adapt 

to reduced perinatal contact with high priority women in their communities, and to shift to 

telephone assessment and support. Many nurses explained that they worked to provide care 

within the limitations of their setting, and remained patient, looking and waiting for opportunities 

to collaborate with community partners to improve health.  

Not all changes, however, conflicted with CHNC (2011; 2019) Standards of Practice and 

PHN values, nor did they require PHNs to get by in practice. When a proposed change fit well in 

PHNsg practice and PHNs could see how it improved service and health outcomes, they 

skillfully adjusted their practice to reflect such change. This was the case with the Back to Sleep 

campaign, and PHNs educated families to put their babies to sleep on their backs to reduce the 

risk of sudden infant death syndrome (SIDS). In another example, one nurse explained how her 

team accommodated a change in practice by integrating a new immunization schedule. They did 
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so seamlessly because they understood the rationale, had the necessary resources, and could 

see how the change improved health in the community. In these situations, there was no need to 

stand tall or get by. PHNs did not disagree with all HA-based decisions, but they often found the 

lack of consultation and inclusion of PHNs in the decision-making process, as well as limited 

resources, to be a significant barrier in bringing changes and programs to fruition.  

Getting by is closely related to the category standing tall. Participants engaged in getting 

by when the threat of standing tall was perceived to be too great, or when PHNs became 

frustrated by standing tall and deemed such efforts as futile. Some nurses lost confidence that 

they could change or influence decisions that had been made when advocating for their role. 

When PHNs perceived standing tall as a perilous activity, they redirected their energy into other 

strategies, such as getting by.  

Participants demonstrated how they moved from advocating for their role and activities, 

to doing what they could within the confines of their practice. For example, one nurse described 

how she went from standing tall to getting by in her activities. She stated:  

I had a lot of uncomfortable conversations with the coordinator, saying I can’t do all 

these programs and still see my families. She was trying to protect resources. Finally, I 

stopped having the conversations and I just decided to do whatever I can do. 

After voicing her concerns about the inadequate time to follow-up with priority families in her 

community, this nurse recognized that she was not going to be supported to provide what she 

saw as essential to promoting health and preventing disease and injury. At this point, she 

redirected her efforts to figuring out how she was going to make time to support these families in 

her day. When nurses believed they were not going to be supported by leaders, they looked for 

other ways to provide care.  
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Getting by is composed of three subcategories: adjusting to change, finding a way, 

and treading cautiously, reflecting the ways in which PHNs adapted within change. These 

subcategories are presented as discrete, yet often overlap. Several conditional factors, such as 

years of PHN experience and changing leadership shaped how PHNs engaged in this strategy. In 

adjusting to change, conditional factors are discussed in a separate section at the end of the 

strategy because it required a more detailed description. Conditional factors in both finding a 

way and treading cautiously are woven throughout the strategy. I discuss each of the sub-

categories further, showing the types of activities involved, and demonstrating how they relate to 

the basic social problem.  

Adjusting to Change.  

One way participants described getting by was by adjusting to change in their role. In 

adjusting to change, participants used their professional judgement, to the extent possible, to 

adapt their practice in light of an organizational change. Depending on their circumstances and 

the nature of the change, PHNs discussed how they used their professional judgement to decide 

how to incorporate organizational priorities into their day-to-day activities. After failed attempts 

in standing tall, and in an effort to avoid criticism, PHNs were sometimes passive in their 

response to adapting their practice activities.   

In the context of several program changes, including inadequate PHN staffing, 

participants described how they had to adjust their activities, often letting go of some 

components of practice. As one participant explained, “Economically, we just don’t have as 

many positions and so we’ve had to shift how we do our practice because the financial backing 

isn’t there anymore.” Many participants described how their practice had become focussed on 

priority populations, and less on the general population because of limited resources. That is, 
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they were mainly involved in targeted programs, and less often in universal programs. A 

nurse described this scenario well when she stated: 

I mean if we had a larger team, we could afford to take on more clients and just give them 

better support. But because, with every contract and with every budget cut that needs to 

be made, we have to adjust so that our normal, healthy folks don’t get the kind of service 

that they used to get. 

Many participants also explained how they had to adapt their activities with mandated programs, 

often at the expense of broader components of the PHN role, such as community development 

and advocacy. With fewer PHNs and less organizational support for nurses’ involvement in 

community development work, a number of participants explained how many people in need 

were not receiving the support they required and deserved. A number of nurses in this study 

described how practice changes have often unfolded slowly and in pieces, and how, at times, it 

was not until much later that they realized the compounded effect of several organizational 

changes in compromising PHN care. 

Many PHNs described how they had to let go of components of practice in their 

communities that they were no longer supported to provide. For example, with the 

implementation of Comprehensive School Health across the province, PHNs in some regions 

were no longer allowed to visit local schools because they were to assume a referral or 

information sharing role, or because another public health person took over the school liaison. 

One participant referred to the newly created local position, the public health school collaborator, 

who took over local school visits. PHNs in many regions were no longer supported by their 

leaders to visit local schools, forsaking partnerships that nurses had developed over many years. 

Another nurse described how she was no longer supported to offer universal home visitation to 
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connect face-to-face with new mothers. This nurse was not alone, and several PHNs 

discussed how the shifting focus on perinatal clients with higher needs was at the expense of 

universal support. This shift to a targeted approach, at the expense for universal follow-up, could 

result in PHNs missing other health concerns faced by those without such risk factors, such as 

intimate partner violence, postpartum depression, and rising bilirubin levels, which may not be 

connected to poverty, education, or other social and economic risk factors.  

Participants also spoke about how PHNs had fewer opportunities to see people outside of 

the health unit, and activities became more focused on one-to-one care. For example, several 

participants explained how some group programs were eliminated at their offices in favour of 

one-to-one support on an as-needed basis. These nurses discussed how they were required to let 

go of activities, such as prenatal classes and breastfeeding support groups, and instead PHNs 

were instructed to offer support on an individual and ad hoc basis, but the number of clients 

receiving this support was reported to be dwindling. A small percentage of young, first time 

pregnant mothers who met specific criteria were eligible for one-to-one prenatal support through 

the NFP program. Several PHNs I interviewed discussed how they had witnessed group 

programming as helpful in connecting mothers and children to others in their community, 

building resilience in clients by developing their support systems. Nurses felt that the value of 

such benefits was often overlooked within the organization. They explained how these programs 

offered more than health education, guidance, and a relationship with the PHN. PHNs perceived 

that by bringing together people who were sharing a similar experience, connections developed 

between clients and families that continued after the end of the group program. Regardless of 

their belief in the value of group classes, PHNs initiated and maintained connections with 
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perinatal women on an individual basis whenever possible, and encouraged mothers to meet 

in the community to develop a support system.  

Some PHNs explained how they had to let go of components of practice because of lack 

of resources. Many PHNs stated they were constrained in providing what they perceived to be 

adequate service. One PHN stated, “and because the other resources aren`t there, then often we 

go home at the end of the day realizing that there’s so much more we could have done but we 

just haven’t been able to anymore.” Another participant explained how she was struggling to 

meet the scheduled clinic time while also supporting priority families in her community, because 

there was no protected time in her day to do so. She discussed her dilemma of having to decide 

what she was going to let go of in her day. She explained the day-to-day problem solving of 

practice and working within the time constraints this way: 

Every day you juggle. I think that’s true of most nurses, but being in Public Health for 20 

years, the juggling now is so much more intense. Yet, it’s frustrating. The trend I’m 

seeing, because I work casual as well, so I go to all the health units. And when you’re 

constantly faced with the barrage of juggle, juggle, juggling, the ethical dilemmas. Do I 

do my program? Do I get somebody to cover for me? Will anybody cover for me? 

Because they [other PHNs] are pissed off at this point because they’re always covering 

for me because I`ve got some crisis with my family [client]…or do I let something slide? 

Do I let something slide? What am I going to let slide? Because I just can’t keep this up 

forever. 

This nurse talked about having to accept that she would not be able to maintain the same contact 

she once had with families. At times, PHNs had to let go of providing the level of care in their 

communities they believed necessary. As a result, many of these PHNs believed that they were 



 

 

167 

providing inadequate care, and perceived people to be falling through the cracks in 

community services. In adjusting to change, many participants were upset because they felt they 

were losing relationships in their community that were central to PHN effectiveness.  

In addition to letting go of parts of their role, many participants described the process of 

accommodating new programs or directives. When new programs were implemented, PHNs 

used their professional judgement to prioritize activities and determine what aspects of the 

program worked in their role, how the program fit with what they were already doing, the level 

of resources available to them, as well as what parts they felt they had to do, and what parts they 

could overlook if necessary. Many participants also discussed how nurses came together to 

problem solve how directives could work in their setting within the available resources. With 

less guidance and support from leaders, PHNs drew on their network of expert and experienced 

nurses.  

Participants adjusted to change with varying degrees of reluctance, and at times, 

disregarded a change that they deemed poor practice or irrelevant. At other times, participants 

described adopting only some aspects of a program or directive when they perceived that certain 

parts did not fit for the client or that it was not the appropriate time for the intervention. Some 

nurses did not implement a component of a directive until they deemed it appropriate because it 

did not fit into what they believed was good care. For example, one nurse felt screening for 

intimate partner violence during an initial encounter was too intrusive and interfered in 

developing a trusting relationship with a client. She explained that, based on a woman-centered 

approach, such screening was thought to be harmful during a first meeting. This PHN drew on 

best practices from her time working in another institute that specialized in women’s health. If 

the nurse, however, did not have another opportunity to connect with a client, the opportunity to 
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assess and support this client could be missed. PHNs’ professional judgement often informed 

how and when they implemented aspects of a program. PHNs used their professional knowledge 

and experience to adjust to change in delivering programs and services, as well as in 

accommodating new activities.  

A number of participants also noted how PHNs have had to accommodate additional 

administrative activities because of changes in managers. One participant discussed how, with 

the high rates of manager turnover and increase in manager portfolio sizes, experienced PHNs 

were taking on management tasks, such as scheduling and organizing within the team, because 

their manager was not around. Some nurses took on more responsibility to support the 

functioning of their team, but they were clear that the lack of leadership was disruptive to 

planning and supporting day-to-day operations in the health unit offices. When managers were 

not available or when nurses were without a manager, they came together to problem solve local 

issues and to support each other the best that they could. 

Participants often felt devalued in the process of adjusting to change. Not only did PHNs 

witness reductions to many of their services; several PHNs also discussed the inadequate 

opportunities for professional development, and far less support to engage in continuing 

education. Once again, they turned to each other for support in clinical decision-making, and 

looked for outside opportunities for education to enhance their programs. They felt the dwindling 

opportunities for professional development reflected not only inadequate resources, but also a 

devaluing of PHN programs and services in the organization. Participants often grieved the 

weakening connection with clients, families, and partners throughout their community in the 

process of adjusting to change.  
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Conditional Factors.  

PHNs adapted their practice within the confines of the organizational constraints based, 

in part, on a number of conditional factors. Personal and contextual level factors outlined in the 

model, such as years of experience, changing leadership, and mandated programs shaped nurses’ 

action in this process. It is important to note that these conditional factors often affected PHN 

action in each strategy in different ways.  

Years of PHN Experience.  

Several experienced PHNs commented on how less experienced PHNs, whether they 

were younger nurses or from another clinical background, were more willing to cooperate with, 

and uncritically adopt organizational edicts into their practice. For example, after outlining a 

recent discussion in her HA to incorporate home care nursing tasks, such as dressing changes, 

into the PHN role, one young participant stated that if an older PHN in her unit, “doesn’t adapt to 

it, she’s going to be out of a job.”  

For some nurses, meeting organizational standards and expectations was internalized as, 

and became a benchmark for, effective nursing practice. This level of assimilation left some 

participants, often experienced nurses with a strong social justice perspective, unsatisfied 

because they believed their professional responsibility included outreach and community 

development work. Some participants perceived these younger and less experienced nurses who 

did not have a strong theoretical or practice base in PHNsg, as more willing to adopt practice 

change, overlooking the processes undermining the PHN role. 

Changing Leadership.  

Several experienced PHNs also noted a trend in management hiring practices, with the 

increased hiring of nurses with little public health experience, and at times, young nurses. These 
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participants believed this to reflect leaders’ desire for nurses who were more compliant and 

accommodating of organizational priorities and decision-making. Several PHNs also discussed 

how some nurses were praised for their efficiency in delivering service and completing 

electronic documentation, whereas some older nurses were criticized for being too slow with 

computer tasks and for not being obliging. These older nurses recognized the benefits of 

electronic documentation, but were concerned with the inefficiencies of the documentation 

system and the time it took away from providing care. Several participants noted competing 

priorities between efficiency and quality of care within their workplaces. 

Mandated Programs.  

Although nurses often agreed with the theory and evidence underpinning provincially-

mandated programs, they raised concerns about how the program was implemented. A common 

thread across mandated programs was the PHN view that these policies often failed to consider 

the local context in which they were implemented. One example of a provincially-mandated 

program that had recently been reintroduced across the province was the Comprehensive School 

Health program. How this program was implemented between settings looked quite different. To 

some nurses, the implementation of this program led to less or no involvement in their school, 

while for other nurses, it led to more. PHNs in rural settings, who tended to have a generalist 

practice, described how some policies did not fit in their context. They argued that these policies 

were more appropriate for urban settings where there were more nurses and PHNs were often 

specialized. That is, some nurses discussed the difficulty implementing components of the 

Comprehensive School Health Program with only one rural nurse and limited resources, 

compared to a group of PHNs in an urban community dedicated to the school-aged population. 

This generic development of policy that did not take the local context into account, often failed 
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to consider what might have already been in place, or what the local school district felt about 

it, making it difficult for PHNs to adjust to change. 

In another example, several nurses discussed the provincial implementation of the NFP 

program. In this program, backed by extensive longitudinal research in the US (Olds, 2006), 

PHNs provided intensive support to young, high priority, first time mothers prenatally and for 

two years postnatally. These PHNs indicated, however, that there were no new resources to 

implement the program, requiring non-NFP PHNs to absorb the previous workload of the NFP 

nurse. In several offices, a part or full time PHN was used to implement the program, but, given 

the strict research criteria of the program, this nurse was not permitted to help out other PHNs 

with postpartum services, even when the nurse had spare time. Nurses reported that this lack of 

flexibility in the program caused division within the team because the rest of the PHNs had to 

adjust their practice to take on additional responsibility, including supporting other high priority 

families in the community that did not meet NFP criteria.  

Provincial Directives.  

Nurses across the three HAs in this study spoke about the frequency of organizational and 

policy change. Several nurses characterized changes as “the flavour of the month”, suggesting a 

high rate of change within their organizations. A few PHNs noted recent changes in provincial 

guiding frameworks, and the implications for nurses and leadership. For example, one participant 

discussed how there were many useful program ideas within the provincial level Core Functions 

Framework and Model Core Program documents, introduced in 2005 to guide public health 

renewal across the province. However, she described how nothing really changed in their 

practice, and yet a great deal of meeting time was invested into planning and coordinating 

program change. This nurse perceived that there were no new resources and insufficient direction 



 

 

172 

to implement any real change from the policy. With subsequent shifts in policy, and the 

perceived lack of commitment from leadership to see any real change through, nurses began to 

disregard the hype and fanfare around such policy initiatives. Some nurses talked about tuning 

out, or not buying into the level of change or promises within organizational and provincial 

rhetoric.  

Within a context of limited resources, PHNs adjusted to change by using their 

professional judgement to prioritize their practice activities. As a component of getting by, 

nurses did what they could to maintain high quality services while often letting go of parts of 

their role because of fear of reprisal in standing tall. Throughout adjusting to change, nurses 

described situations where they struggled to balance organizational directives and local 

community need. Within a landscape of shifting policies, many nurses adapted in their role, but 

they also focussed on finding a way to connect and maintain quality of care within organizational 

constraints. 

Finding a Way.  

At the same time as adjusting to change, another way many PHNs described getting by 

was by finding a way to maintain connection to and support in their community amidst 

organizational change eroding their role. These nurses worked towards finding a way to provide 

support to their communities by being creative within the limits placed on their role, as well as 

by going outside their role. Many participants, particularly experienced PHNs, were resourceful 

in their efforts to find a way to work within and around change that eroded their role to build 

relationships and support clients without upsetting administrators. At times, PHNs had to go 

outside of work hours to do so. These nurses tried to maintain their view of the bigger picture to 

work collaboratively to address health and social needs within their narrowing role. PHNs who 
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seemed to be defeated by recent changes were more likely to respond passively by adjusting 

to change. They did not engage in finding a way to the same extent as more resilient PHNs who 

had a firm sense of the PHN role, based on many years of experience in the community, and a 

stronger and more supportive team led by a PHN leader.  

Many participants worked to find ways to establish and maintain relationships with 

people in the community to promote health, albeit with increasing difficulty. These PHNs 

recognized that organizational and leadership changes were restricting PHNsg practice, yet many 

nurses remained focussed on what they could accomplish. They made the most out of each 

opportunity to connect and interact with clients and partners. For instance, one PHN explained 

how she directed her energy to connecting with clients and families during increasing clinic time, 

and made the most out of these opportunities to establish and maintain relationships. This 

participant said, “And just how I do my work in clinic. There`s a lot you could do in public 

health, it`s just how you do it, and you have to do it in the boxes you`re given.” She 

acknowledged the restrictions placed on PHNs in their practice, but highlighted how she 

capitalized on the opportunities to connect that she did have. Another PHN explained that, with 

the reduction in prenatal contact, she focussed on initiating relationships with mothers and 

families during childhood immunization clinics to assess whether families required additional 

support. With the implementation of new mandated programs, PHNs witnessed several of their 

perinatal programs eliminated or replaced with telephone assessment, leaving many PHNs 

adjusting to change and finding a way to maintain service in their communities. 

 When PHNs were presented with practice issues, they often worked together with PHN 

colleagues to generate solutions. They drew on the expertise and resources within the group of 

PHNs to think through how to address issues. For instance, one PHN explained how nurses in 
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her unit were upset with the decision to remove a telephone support line for families with 

newborns. The team of nurses brought forward the idea and initiated a one-hour daily phone line 

to support these clients. She stated: 

Even with the removal of the [telephone support line for families with newborns], oh we 

still have our info nurse, our drop-in nurse, who do one hour a day. Our solution was one 

hour a day we’ll have a nurse available for any questions. We’ll do ECP [emergency 

contraceptive pills], or if they need a pregnancy test, any questions. By and large, it’s 

mostly phone calls about babies, so I guess in our little way, we still brought back that 

[telephone support line for families with newborns], even if wasn’t directly labelled as 

such. 

This group of PHNs came together and worked creatively to address a practice issue, finding a 

way to make it work for their clients, and continued to serve the community after a program was 

eliminated. 

A number of participants explained that they were committed to figuring out ways around 

changes that restricted their ability to connect, even if it meant they did so outside of work hours. 

These nurses worked diligently to explore possibilities in practice. For instance, several PHNs 

discussed connecting with other PHNs outside of work hours. These nurses were looking to 

reconnect because they used to come together in a number of ways that were no longer supported 

during work hours. One PHN discussed how she had been connecting with other PHNs outside 

of work hours to hear about what had been going on in their communities, to support each other, 

and to share practice ideas. She had been brainstorming ways to continue to meet face to face 

with more PHNs, believing that after meeting in person they were better able to maintain that 



 

 

175 

connection remotely. By working around restrictions disallowing PHNs to come together, 

these nurses found a way by going outside of work time to maintain support between nurses. 

Another PHN demonstrated her commitment to support her community when she 

discussed going outside of work hours to provide sexual health services after the elimination of 

the sexual health clinic in the community. She explained how PHNs got together and found a 

way to continue to provide the needed service, but they did so outside of their job in public 

health. These nurses helped to establish a sexual health clinic in their city that was independent 

of public health. Once again, another PHN, identifying high teen pregnancy rates in the 

community, felt so strongly about providing sexual health support to teens that she took the 

initiative to expand her knowledge on her own time and at her own expense. This PHN 

personally paid for a contraceptive management course, funding for which was denied by 

management. These PHNs felt so committed to issues of social justice, prevention, and health 

promotion, that they would do this on their own time and at their own expense.  

Several nurses were also committed to supporting and mentoring younger and less 

experienced PHNs, as well as others, such as community partners, in the pursuit of building 

capacity and addressing issues of health and wellbeing in their communities. One PHN described 

how she tried to do her work in an inspiring way, to lead by example in her health unit, in hopes 

that it would help others to hang onto broader aspects of the PHN role. She talked to other nurses 

in her office about how she worked with partners in the community to advance projects of 

mutual interest. Several other participants talked about needing to tell their [PHN] story, to share 

with people how PHNs’ practice can make a difference in the community, to garner support for 

public health and the PHN role.  
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Individually and collectively, nurses continued to focus on ways they could lay the 

foundation for PHNsg programs. They did so to meet local issues and build connections to 

promote health in their community, often at their own expense. A few participants mentioned the 

aid of PHN leaders in supporting nurses to be creative to work within the constraints. When 

leaders and PHNs problem solved together and shared a common vision, participants got by with 

less resentment and were less likely to go underground in their activities. 

In finding a way, some PHNs took the initiative to look for solutions to changes 

undermining their role. Several participants explained how nurses were creative in their efforts to 

maintain relationships and support within external limitations. These nurses showcased the 

resourcefulness of their colleagues and their commitment to come together to maintain a 

population focus within a narrowing role. However, many PHNs found maintaining relationships 

increasingly difficult with inadequate staffing levels, and with changing leadership exerting 

tighter control, and decreasing the flexibility in PHNsg practice. In light of tighter control over 

practice and an increasingly punitive culture, at times nurses were cautious in navigating their 

roles. 

Treading Cautiously.  

Within getting by, several PHNs discussed how nurses often felt insecure in their role, 

given what they saw as a punitive organizational culture. This sense was, in part, based on 

nurses’ experiences in standing tall, and the sense that they could be replaced. Treading 

cautiously is to be careful about what one says or does in a difficult situation. Many PHNs in this 

study were hesitant in their role, as well as in voicing their perspectives because of experiences 

of feeling ignored or silenced by leaders, and the perceived threat of retribution and losing their 
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job. After negative experiences in standing tall, a number of participants stated that nurses 

were left treading cautiously. As a result, some nurses abided by the rules. 

Many PHNs in this study were wary or reluctant to speak up, take action, or ask 

questions. These nurses attempted to avoid getting into trouble by asking permission and waiting 

for direction from leaders before engaging in PHN activities. Several nurses described how they 

often followed edicts and tried to keep their heads down in what they portrayed as times of 

organizational unrest. A number of PHNs in this study were mid-career nurses who indicated 

that they could not afford to lose their jobs because they were raising families. The autocratic 

style of leadership and decision-making undermining the PHN role left some nurses feeling 

uneasy about the organizational direction and the future of their role. 

After several participants experienced what they described as “being shut down” by 

leaders, they withdrew, distancing themselves from these leaders and deliberately avoiding 

potential problems. One PHN described feeling shut down by leaders and stated, “I almost feel 

like I dare not ask a question because I’m likely to get in trouble. Or I’m told to go [to the 

internet], here’s the hyperlink for it.” The relationship between PHNs and leaders was often 

strained. This was the case when nurses sensed their leader was not a leader at all, that is, the 

leader was not mentoring and supporting PHNs in practice. Rather they were largely dictating 

PHNsg practice. A number of participants believed that their manager had no vested interest in, 

or commitment to, addressing issues in their communities. After being dismissed or silenced by 

leaders, nurses often had to tread cautiously in their roles because they feared retribution. As a 

result, several participants indicated that mutual respect and trust between nurses and leaders had 

diminished. 
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When leaders failed to build a relationship with PHNs, honouring their knowledge 

and experience, nurses negotiated and adjusted their practice with caution and compromise. 

Some participants were cautious in their day-to-day activities because components of their role 

were not supported by their leaders and many nurses explained the need to be careful, such as 

requesting permission before their activities. For example, one nurse commented on the top 

down nature of organizational processes, the punitive nature of leaders, and the implications of 

stepping out of line:  

The information flows from the top to the bottom. It’s a very top down organization. So if 

you go out of line, then your hand is going to get slapped, or you could even have a letter 

put on your file. So, you want to be very careful of what you do. 

As a result, nurses requested permission for activities they once did based solely on their 

professional judgement. Another participant explained her experience of engaging in community 

development activities in her workplace, the requirement to request approval, and the need to be 

careful in one’s activities: 

You’ve got to think outside the box, and I think a lot of the time when you did something 

really crazy and creative, people [leaders] would be looking at you like, “What are you 

doing? It’s too political. It’s too community development type stuff. We don`t want you 

doing that.” So, every time you do something, you sort of get, the fishing line pulls you 

back, right? You’ve got to be very careful if you’re going to do anything these days, that 

it is approved of. 

PHNs were quick to learn what was supported as part of the PHN role through interactions with 

their leaders.  
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Many participants viewed activities such as surveillance of community issues, 

outreach, attending community meetings, and partnering to address broader factors impinging on 

health in their community, as central components of their role. Several PHNs stated that was just 

how they went about their work. When nurses were woven into the community fabric, that is, 

connected to clients, families, and partnering organizations, they skillfully navigated health 

promotion and prevention in their communities. Now, they had to wait for approval before 

engaging in activities that were actually core competencies and standards of PHNsg practice.  

A number of participants explained that they were frustrated by the process of waiting for 

permission to move forward when they could see a pressing need being overlooked that they 

were equipped to address. Several nurses commented on how they were once supported to use 

their professional judgement to guide practice decision-making, but recently felt uncertain about 

what constituted part of their work and what should guide their practice. For instance, one PHN 

captured the frustration of many nurses when she exclaimed, “Can I not, as a professional, be 

trusted that I have the ability and professionalism and knowledge and skill to figure that one out 

on my own?” Another participant explained her frustration when administrative “red tape” 

impeded her involvement in developing and implementing a community-based program. She 

stated, “It doesn’t inspire you to do these things [develop community-based programs]” and she 

just “threw my hands up in the air” out of frustration due to the approval process. When PHN 

professional judgement was undermined, nurses felt stripped of their autonomy in their role and 

were cautious in their approach when led by autocratic leaders. 

One manager with PHN experience noted how nurses in her office were still treading 

cautiously even after the previous manager left. She pointed to the low morale when she was first 

hired into the health unit and how she worked to support and empower PHNs, trusting their 
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knowledge and skill to re-engage in broader community activities, collaborating and working 

with partners in the community. She explained the negative impact of previous leaders and how 

she encouraged nurses in her office to collaborate across health sectors on joint issues. She 

explained: 

You don’t feel valued. You are scared to do anything. I still get staff asking me if they 

can do this or that, things I wouldn`t think twice about. Like going to a committee 

meeting with postpartum, with the maternity floor to talk about postpartum issues. I 

wouldn’t think twice. I think, yeah, that’s an excellent thing to do. Whereas before, they 

were taken off all that kind of stuff. So, they`re still treading quite cautiously because 

they don’t know what`s going to happen again. That’s the thing, if I go, or they get new 

management, things could change again. 

What she viewed as routine day-to-day activities in practice, PHNs in her office were still 

requesting permission for, based on experience with prior managers, proceeding with caution in 

their role. When nurses had managers with PHN experience, willing to work alongside them to 

determine whether they could accommodate their ideas and concerns in practice, they felt less 

constrained in taking initiative and moving forward. 

 Several participants also commented on treading cautiously in how they represented their 

organization. They were concerned about the state of their role, yet were cautious in speaking 

negatively about their employer, given the perceived backlash that could result from speaking 

out on such issues. For example, one participant discussed how a community partner questioned 

her absence at a meeting, recognizing the need for all partners to come together to discuss and 

address community issues. This nurse explained: 
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I think it’s embarrassing and it takes away from our credibility when somebody says, 

“oh, why aren’t you guys at the meeting?” It’s like you’ve got marbles in your mouth 

because you don’t want to be disrespectful to your employer, but the person is talking to 

you and you know damn well you should be at the table having those conversations. 

Right? 

In this case, the participant felt the leader’s decision to remove nurses from community meetings 

served to undermine the PHN role and credibility more broadly throughout the community. 

PHNs were treading cautiously as they navigated their role between being an employee and 

being an advocate for health in their communities.  

Summary.  

Within the process of getting by, PHNs worked within the constraints of the organization. 

They did so to avoid retribution. Nurses in this study accommodated change while, to the extent 

possible, using their professional judgement in practice. PHNs also worked to find creative ways 

to connect with and continue to provide care for their community within their narrowing role. 

However, some nurses, marginalized and disciplined in advocating for their community, were 

careful in proceeding with their activities and obeyed the rules, for fear of retribution.  

Many nurses in this study described the process of shifting between strategies, but a great 

deal of their time was spent in getting by. At times, however, nurses who were frustrated in the 

process of getting by, went underground in their role. Some nurses, when they could see a need 

being overlooked that they were equipped to address, bypassed permission and resorted to going 

underground.  
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Going Underground 

 Feeling a strong commitment to the values of prevention, health promotion, and social 

justice, and sometimes being unwilling to give up and conform to new directives, some nurses 

engaged in going underground to conduct activities unsupported by their leaders. Going 

underground is to do something in secret. Some participants, particularly experienced PHNs 

operating explicitly from a social justice lens, engaged in a quiet resistance and resorted to doing 

what they felt ethically compelled to do, while trying to remain undetected in their activities. 

These nurses knew they were taking a risk by engaging in covert activities, unsupported within 

the organization, but they did so anyway. Participants used phrases such as, “finding work-

arounds” and “flying under the radar” to refer to instances of going underground.  

 Some participants went underground after they reached a point of frustration in, or were 

disciplined for, standing tall and were unsatisfied in getting by. Nurses often went underground 

in their activities when they were thwarted in their attempts to advocate for, and address 

community issues in their day-to-day practice. For example, one PHN working to develop a 

community-based program, shifted from standing tall to going underground in her activities 

after being stalled in the approval process. To move forward in the initiative, this PHN drew on 

her community partners to address the need, avoiding the administrative approval process. 

Another participant demonstrated nurses’ unsuccessful efforts in standing tall and their shift to 

going underground when she stated, “If management isn’t going to listen, they’ll [nurses] find a 

way to do it anyways.” She stressed that nurses would find a way meet client need if client safety 

and quality of care was in jeopardy. 

Several nurses in this study drew on community partnerships to bring initiatives to 

fruition when they were limited by organizational restrictions and decision-making processes. 
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PHNs collaborated with partners on community issues of shared interest, and worked 

together to address concerns. They often pooled resources and each contributed by doing various 

parts of the work. For instance, one nurse partnered with several community agencies to help 

create a mothers’ group in the community. She stated that PHNs were “sneaking around” to 

support such community initiatives because they were not supported by their leader. She 

indicated that the nurse, whose position she replaced, hid some of her activities too. This 

participant explained, “She [the other nurse] would write the article and pass it to her community 

partner who would put it into the paper under their agency, so to speak.” Another participant also 

discussed drawing on community partners to avoid organizational processes in addressing needs 

and gaps in service in the community. She stated: 

So for me, it was about, and for my colleagues, some of the people that I work with, we 

would identify the community agencies that we might be able to work with, and then very 

informally make a phone call to someone that you connect with so you always know 

someone, rather than going through all of the levels of “yip-yap”. Um, you just connect 

and you figure it out. 

To address a community issue, this nurse determined who she could partner with, while 

attempting to avoid approval processes in the organization. By drawing on community partners, 

nurses went around organizational constraints to get work done, which they perceived as 

important in the community.  

Another participant, who was demoted from her role as clinical coordinator, in part for 

challenging decision-making within the organization, described how she went from standing tall 

to going underground after another experienced coordinator told her that the “[health authority] 

has never, and will never make decisions based on evidence.” At that point, she felt that her 
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attempts to influence management decision-making were futile, and carried on in some of her 

day-to-day activities in secret. She explained how, “in that moment, I gave up. I thought, well, I 

will just do my thing; work with my clients, lie, cheat, steal, and do the best I can for the clients 

that I work with.” Participants explained that they did so because they felt ethically compelled, 

and it helped them maintain job satisfaction. 

At times, participants engaged in components of their previously enacted role, such as 

outreach and community development work, discreetly, and without permission. Several nurses 

also reported on new restrictions on postnatal home visitation and how PHNs found ways, when 

they deemed it necessary, to do home visits even when the reason for the visit did not meet 

established criteria identified in the standardized postnatal screening tool used during a telephone 

assessment. One participant explained how she consulted team members to discuss the 

assessment and corroborate her clinical judgement. These nurses decided to alter responses on 

the assessment form to indicate the need for a home visit. These PHNs did so when they felt like 

something was not right with a new mom, and were concerned about the mother’s and/or baby’s 

wellbeing. Many nurses in this study indicated that their managers discouraged, if not stopped, 

universal home visitation because of a provincial directive. Home visits were only to be provided 

if the new mother met certain risk criteria; instead, PHNs were encouraged to provide telephone 

assessment and support. At the time of these interviews, it became apparent that universal home 

visitation was only taking place in a few locations in one HA, where PHN leadership was still 

intact.  

PHNs usually went underground in their broader community development and capacity 

building activities, such as writing health promotion articles in a local newspaper, or networking 

and collaborating in their community to facilitate health and social initiatives. For example, one 
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PHN initiated various groups that worked together to support health promoting environments 

in her community. This nurse explained that she started this collaboration because she witnessed 

the changing demographics and an influx of young families in her community, and viewed such 

activities as central to the PHN role. She helped to establish free play spaces for children in a 

quickly-developing city. She explained: 

But someone came to me in the community and said, “Do you realize that you were the 

pioneer to all these groups that are happening now in [city]. You saw that things were 

going to come to a real climax in [city].” It`s the fastest growing city in Canada. I saw 

those emerging and I said we`ve got to start making places for kids to play because all 

these apartments coming up, and we need free, accessible places for kids to play. And we 

started some groups. And I started advocating for people and spaces. But people don’t see 

that. It’s all done as I do my work, it’s not a case that I can show on our computer system. 

It’s nothing, it’s just people in the community seeing me as I have done that. I don`t even 

think my bosses know. So, a lot of our work and our success is invisible. 

This PHN went about her work quietly in the community and under the radar of the organization. 

She stated: 

So sometimes I go out in the community. A lot of my work is invisible, so I just do it 

anyway. And nobody can see it and I just don’t tell anybody. Not tell anybody, but 

nobody needs to know how I do my work. 

She did what she believed important to promote health in the community. By being connected 

and knowledgeable about the changing community demographics, she brought people together to 

address surfacing issues. This participant commented that she found it challenging when other 

nurses, often with less public health experience, would question her about her activities. She 
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continued her efforts, and did so discreetly to avoid bringing attention to her health 

promotion practices. 

 Conditional Factors.  

Some PHNs worked outside of the organizational limits and engaged in covert action. A 

number of conditional factors, both personal and organizational level depicted in Figure 2, 

shaped nurses’ action with this strategy. These conditional factors were introduced in the 

description of the strategy, but are detailed further here. Similar to participants in standing tall, 

nurses at a later stage of career, operating from a social justice lens, with an appetite for taking 

risk were more likely to engage in going underground. Whereas, early career PHNs with a less 

developed social justice perspective and a limited appetite for risk were less likely to go 

underground, and more likely to focus on getting by.  

Social Justice Lens, Years of PHN Experience, Appetite for Risk.  

Nurses with an extensive career in public health who were explicit in their commitment 

to social justice were more likely to engage in covert activities. However, some mid-career 

nurses who demonstrated a social justice orientation also hid their activities at times. These 

nurses were more likely to circumvent organizational constraints because they deemed 

community development work to be imperative, given the social and health inequities pervasive 

in their communities, and what they understood as the social mandate of their role. One 

experienced PHN, who recounted multiple covert endeavours, was explicit about the social 

justice view informing her practice, when she stated, “Social justice is a really huge piece of my 

practice and has been for years.” PHNs, firmly grounded in the belief that social circumstances 

shape health and wellbeing, were committed to reducing inequities, leading them to conceal their 

efforts when their autonomy was formally restricted. Operating with this lens, some participants 
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commented that citizens had a right to access care and made concerted efforts to address 

inequities regardless of organizational direction.  

Experienced nurses also seemed more comfortable taking risks by going underground 

because they were nearing the end of their career and the threat of losing their job was not as 

great a concern. This was in contrast to some novice and mid-career participants who deemed the 

risk of going underground to be too great, or they were uncritical of change, and continued 

getting by within organizational constraints. Several PHNs explained that their experience of 

collaborating in the community and their long-term partnerships provided them leverage in their 

covert activities. They drew on their community networks to find alternate ways around 

organizational barriers constraining their practice. A few nurses reflected on how they once 

operated in the community and indicated that they looked to find ways to maintain these 

relationships to continue concealed efforts when needed.  

Changing Leadership.  

In addition to several personal factors, changing leadership, an organizational level 

conditional factor, also influenced PHN action in this strategy. When managers with public 

health or PHN experience were in place, participants were less likely to go underground in their 

activities, compared to nurses who had managers who lacked a shared background. PHN leaders 

understood the nature of PHNsg and collaborated with nurses to figure out how they could work 

towards organizational priorities. At the same time, they helped to maintain flexibility and 

allowed time for nurses to engage in community-based initiatives.  

Some PHN leaders were also willing to go underground to support PHNs in their 

community. For instance, PHN leaders supporting nurses to maintain universal home visitation, 

despite changes in provincial direction, demonstrates the willingness of these leaders to work 
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outside directives along with their nurses. The fact that universal follow-up was still 

occurring in a few locations in HA3, is also likely indicative of higher PHNsg funding and 

staffing levels in that region, creating more space in practice to work outside mandated 

programs.  

Summary.  

Several PHNs, both late- and mid-career, tired of organizational change compromising 

their capacity and dissatisfied with the state of their practice, described engaging in covert 

activities to address issues. They did so based on the belief that it was unethical to overlook a 

need or withdraw support important to community health that they were educated to do. 

Participants went underground, in part, to maintain their job satisfaction within their narrowing 

role. However, several nurses were tired of the undermining of their role and considered other 

career opportunities, while some later career nurses stated it was time to take retirement.  

Contemplating Getting Out 

Several nurses, fed up with the bureaucracy within their organization and the eroding of 

the PHN role, were contemplating getting out. Contemplating getting out is to spend time 

considering leaving their PHN positions and exploring other career options because of their lack 

of job satisfaction. When PHNs lost a sense of control, meaning, and satisfaction in their work, 

commitment to the job weakened. Several nurses explained that they felt little power to change 

organizational factors influencing their role, particularly after feeling belittled in standing tall, 

and explored ways to regain satisfaction.  

A number of nurses described having minimal job satisfaction with the narrowing of their 

role, restrictions on autonomy and flexibility, and diminishing support. One participant noted 

that she became a PHN specifically because of the broad community work that they used to be 
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supported to do in public health offices. Another PHN expressed dissatisfaction with changes 

she has witnessed in the PHN role, and stated, “A lot of nurses I know go, ‘I’ve got to get out of 

public health, I’m really not happy with it anymore.’” PHNs did not lose their commitment to 

providing good care; they lost their commitment to a role in which they felt devalued and 

unsupported to do what they believed they should be doing. One way PHNs felt that they were 

able to regain a sense of personal control, after feeling very little control on the job, was to 

consider leaving PHNsg altogether.  

The experience of PHNs in contemplating getting out was not an isolated event or 

confined to a particular location. In fact, nurses from every HA discussed a level of job 

dissatisfaction that led them and their colleagues to look for other job opportunities. Several 

nurses in this study expressed concern over the low morale across health units. These 

participants communicated their passion and belief in the difference PHNs made in their 

communities, but explained how current limits to their practice did not fit with their vision of 

PHNsg or standards of practice. However, one factor that made a difference for nurses was when 

PHN leadership remained in place. Among the participants in this study, none with PHN leaders 

discussed leaving their role. These nurses still experienced some difficulties, such as limited 

resources, but PHN leaders buffered their staff from the system and created space for nurses to 

work creatively and to use their professional judgement in a range of activities. In this strategy, 

conditional factors are woven throughout the explanation of the strategy. 

Both mid- and late-career nurses considered leaving their role. Younger nurses in this 

study did not talk about this. A few mid-career PHNs talked about exploring other types of 

nursing positions, and one discussed finding work outside of nursing. Several mid-career nurses 

discussed leaving PHNsg in search of a more fulfilling nursing role. For example, a few nurses 
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explored whether to continue their education, and discussed nurse practitioner or midwifery 

programs because they believed they would regain some autonomy and satisfaction. One 

participant revealed that her colleagues had considered various avenues and explained: 

Some of them [PHNs] have sought jobs elsewhere. I know some of the nurses are looking 

to do different things now. Like one of my colleagues is really bored and she’s looking at 

maybe doing the nurse practitioner course or the midwifery course or something to get 

back to doing a full-scope practice again instead of just bits and pieces of things. 

Some mid-career nurses found other nursing positions within their HA, some explored going 

back to school, while others considered teaching roles in an academic setting. 

Several nurses nearing the end of their career considered taking early retirement. Some 

participants nearing retirement explained how they were relieved to be in a place where they 

could retire because of their discontent with the PHN role. One nurse captured the perspective of 

several experienced participants in stating, “A lot of nurses are saying, ‘I’m going to retire 

early.’” Another experienced PHN shared in the frustration and commented that, “I got to an age 

when, you want to know what? My solution was, ‘I can retire.’” When PHNs, both mid- and 

late-career, became dissatisfied with the state of their role, and felt little power to change it, they 

began to consider their career options. 

  PHNs were not alone in considering other opportunities; a number of PHN leaders did so 

as well. A few nurses noted that both PHNs and PHN leaders experienced dissatisfaction because 

of changes in their roles. One participant explained how her manager quit because she was 

expected to oversee an increasing number of portfolios. This PHN discussed how both managers 

and nurses are inadequately supported and stated that, “One of our managers just quit because 

she was expected to man post-partum and five other portfolios at the hospital... So a lot of 
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people, and I am being quite honest, are at the point of quitting.” It seems that both nurses 

and their leaders were wanting out.  

Within the process of contemplating getting out, a few participants noted the reality that 

some nurses felt stuck because the job created stability in their life. One PHN discussed the 

difficulty for nurses, unsatisfied in their work, but acknowledged the pay and benefits of the job. 

She explained:  

We are sort of stuck because it is a good job, and people were thinking, “If I could think 

of something else to do, I would do it.” When they say that, there is no place else they are 

going to get paid $30 to $35, or $40, an hour, whatever it is, with all the benefits we get. 

You are not going to replace it. So, the health authority has us by the... in a velvet noose 

as they call it.  

Even if PHNs were dissatisfied in their work, some nurses felt tied to the financial security of the 

job. Several PHNs in this study explored leaving because they were frustrated and dissatisfied 

with the state of their role, and demoralized with their practice within the current healthcare 

milieu, and yet, some nurses felt pulled to stay because of the security and the practicalities of 

the job.  

 Summary.   

Some participants explained how dissatisfied they were with how organizational change 

had limited the ability of PHNs to use their professional judgement related to community work. 

These participants understood PHNs to be autonomous practitioners in promoting health in their 

communities. When organizational and practice changes left them feeling defeated in the PHN 

role, several nurses wanted out. These participants had not lost belief in the difference they could 

make in their communities, but they did not feel they had the power to change the direction of 
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organizational decision-making and its impact on the PHN role. As a result, several nurses 

expressed their weakening commitment to the PHN role and considered other options. While 

some participants continued to consider leaving public health, other nurses reaffirmed their 

commitment to the PHN role.  

Reaffirming Commitment 

Reaffirming commitment is to renew one’s dedication to PHNsg. Reaffirming 

commitment occurs when participants were clear about their dedication to their role and their 

community, despite their dissatisfaction with organizational factors hampering PHNsg practice. 

Nurses remained in the PHN role based on their belief in the difference PHNs could make in 

promoting health and preventing disease in their community.  

Several nurses indicated that they were not ready to leave PHNsg because of their belief 

in the need for PHN involvement in their communities. The conviction of one PHN was clear 

when she stated, “We were needed here.” Some PHNs in this study reflected and focussed on the 

historic contribution of PHNs and their own past involvement in their communities as a source of 

inspiration to keep going. Many nurses conveyed their commitment to providing care to those in 

the community and exhibited great patience, capitalizing on opportunities to take action to 

advance health in their community.   

Many nurses explained how they searched for places of satisfaction in their role, and held 

onto those moments where they felt meaning and fulfillment in their work. A number of 

participants recounted individual interactions with clients, where they supported women through 

difficult situations. These experiences acted as small reminders of why they do the work that 

they do and why their work is important. One PHN relayed the significance of when a client 

thanked her for the guidance and reassurance after the client brought her baby home. Another 
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nurse explained how nurses hold onto the feeling of making a difference, and stated, “And all 

of us have had clients who have come to us and said, 'I don’t know how I would have made it 

through this without you.'" A number of nurses stated that it was not only clients’ expression of 

gratitude, but it was seeing confidence on the faces of clients they supported that was often the 

greatest reward in their work. PHNs in this study garnered energy from seeing the difference 

they made, despite a narrowing role.  

Participants believed in the valuable contribution of PHNs, and had faith in the nurses 

who selected a career in public health and the values guiding their practice. For example, one 

nurse remained confident in the future of the PHN role despite her concerns with organizational 

shifts. She expressed her conviction by stating, “(I’m) still optimistic because I believe that the 

people who go into it [public health nursing] are people who really believe in what they do.” 

This participant believed in the faith and commitment of PHNs, regardless of the changing PHN 

role. Another nurse explained, “I’m super passionate about it [public health nursing]; just invest 

in your community. And I know it’s going to take long term and I just have to ride through some 

of these changes.” This nurse expressed her passion for PHNsg and recognized that public health 

takes time, requiring long-term vision. Despite their frustrations with limitations placed on PHN 

autonomy to initiate and build connections in their community, several participants expressed 

their passion and vision for promoting health, and carried forward committed in their role.  

 Reaffirming commitment is presented as a discrete strategy, yet participants engaged in 

some aspect of this process throughout almost every strategy of this theory. Throughout their 

efforts to stand tall, get by, and go underground, participants’ commitment to promoting health 

and reducing inequities was often implicit, and only became apparent by looking closely at their 

decision-making in their work. PHNs’ commitment to see it through and continue in their role 
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was evident in their descriptions of how they managed contextual changes that eroded their 

role. For example, one nurse remained dedicated in her role when she continued to provide 

sexual health services in her community despite confronting organizational barriers. She carried 

on doing what she could to educate teens, but was limited in some of her interventions, such as 

offering affordable birth control, without the sanction of her employer. This PHN reaffirmed 

commitment within the process of getting by, reflecting the overlap and fluid shifting of one 

strategy to another.  

Several participants, who had reached the point of contemplating getting out, were more 

explicit in their process of reaffirming commitment. These nurses paused to reflect, and 

questioned what led them into PHNsg, and then considered whether they should continue on, 

given their frustrations. One participant asked herself, “I’ve done some soul searching, thinking 

‘am I burning out?’” She identified the internal conflict she experienced and explained how she 

decided to stay. She stated: 

Some days I get really down and I think of the demise of Public Health and we`re going 

the way of the dodo bird. You know? And other times, I get really inspired and think, no 

I believe and do love this, and I do believe in what I’m doing. 

She realized that she was not ready to leave PHNsg, and restated her belief in her role. She 

explained: 

And then I come full circle and think, No, I really do love what I do, and I just need to 

look at ways to make it so I still do love what I do. And being able to put my voice out 

there for your [research] project makes me feel like I’m contributing, I guess, and 

maintaining public health. 
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Several participants remained committed to the PHN role throughout the process of 

managing the erosion of their role. Based on their belief in the difference PHNs can make in 

their communities, many nurses decided to stay despite the limitations they faced in delivering 

public health services.   

A number of participants discussed the need for PHNs to find a way to advocate for their 

role. These nurses aimed to help PHNs regain autonomy and meaning in their position to ensure 

intelligent and skilled nurses were not leaving public health. They urged nurses to make their 

voices heard. Two participants specifically referenced the importance of PHNs sharing their 

stories. One nurse explained how, when she was discouraged about the lack of understanding and 

support for her job, she found comfort in reading a book of nursing stories written by a retired 

PHN from BC. She explained, “I need to go and find it again myself and have a read of it. 

Because what she describes in her book is what I believe and feel public health nursing is.” This 

PHN felt revitalized and encouraged after reading stories of PHNsg practice, helping her to 

maintain her belief in and stay in her role. These PHN stories boosted her confidence because 

they corroborated her knowledge and understanding of PHN work.  

Another participant indicated that she planned to write a book after her retirement to help 

share the important work of PHNs she witnessed throughout her career. She explained her 

reasoning, “But I think the really important stuff, I think, is not being documented. Because it’s 

hard to document. In my retirement I thought maybe I’ll write a book on stories of public health 

nursing in Canada”. These nurses believed in the important work of PHNs and found that 

documenting PHN stories was a great opportunity to share the tradition of PHN knowledge, skill, 

and vision, and help other PHNs to remain committed to the role throughout challenging times. 
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These participants recognized the difference PHNs make in their communities, and held onto 

the heritage of PHNsg practice as a way to reignite passion for their work.  

Despite concerns over organizational change and the erosion of their role, the passion of 

PHNs was palpable, leading many participants to remain steadfast in their commitment to their 

role. One participant noted the work ethic and determination of PHNs, and stated, “Drive. I have 

yet to meet a PHN who wasn’t passionate about her work or his work.” The passion and drive of 

PHNs was evident through the cultivation of trusting relationships with clients, families, and 

partners in their community, and the ability to uncover and deal with local issues. Many PHNs 

were committed to addressing these issues, while tackling health inequities and improving 

population health.   

It is through connections that PHNs perceived they were able to effect change in the 

health of clients. Their work starts with establishing relationships in their communities that 

informed their other activities. PHNs had a clear vision of the difference public health can make 

in communities, and were aware of the challenges of working within the healthcare system. One 

PHN discussed her view of public health by saying: 

But I think you have to have the overall vision of all the good that can come from our 

work in the end through health promotion and community development. It’s not going to 

happen overnight; it takes time and in the current healthcare climate that’s not always 

well understood either. So, I really do see public health as a separate entity sometimes. 

Several participants alluded to the diffuse nature of PHNsg practice that often contributed to the 

invisibility of their work, but also reflected the complexity of their role. Participants recognized 

how PHNsg did not fit well within the current healthcare milieu, with leaders fixated on short-

term outcomes. The long-term investment in the community is a challenging pursuit within 
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healthcare now. Participants in this study had a clear vision of public health, the PHN role, 

and the difference they made to their communities, which they held onto in reaffirming 

commitment. 

Summary 

The healthcare climate in BC has been marked by system restructuring and fiscal 

constraint. A number of provincial and organizational level changes have affected the delivery of 

PHNsg programs and services. Many PHNs did not feel that adequate PHNsg services were 

being provided to prevent disease and injury, and promote health in their communities. PHNs in 

this study believed organizational and policy changes, which undermined PHN support, reduced 

PHN autonomy, and restricted PHN flexibility, eroded the PHN role and contributed to 

deteriorating health outcomes in their communities. Not only have these organizational changes 

narrowed PHNsg programs and outreach in the community, but the frequency of change has also 

negatively affected practice. Nurses described how organizational and policy changes 

undermined their ability to provide high quality public health care. To many participants, the 

moral aims of public health to promote population health and reduce inequities (Powers & 

Faden, 2006), were supported in theory by the organization, but were often given short shrift in 

practice, and in budget. 

Participants used five strategies to manage contextual changes, such as changing 

leadership, mandated programs, and PHN staffing levels, which had the effect of eroding the 

PHN role. When nurses were confronted with organizational change undermining practice, many 

stood tall individually and collectively to advocate for the PHN role. When participants became 

frustrated and demoralized by the process of standing tall, they often engaged in getting by. In 

getting by, many PHNs let go of parts of their role, while also looking for ways to connect with 
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clients within organizational constraints. At the same time, nurses were often treading 

cautiously because they feared retribution, and sought permission or waited for direction before 

taking initiative. When dissatisfied in getting by or silenced in standing tall, several participants 

went underground in their activities to attend to local issues and promote health in their 

communities.  

Several participants, disappointed with, and defeated by the state of PHNsg, and feeling 

like they had little power to change it, began losing commitment to the role and contemplated 

getting out, by taking early retirement, or by exploring other positions, both inside and outside of 

nursing. Throughout the process of managing the eroding PHN role, many nurses remained in 

their jobs by reaffirming commitment. Several participants, while contemplating getting out, 

reflected on what led them into PHNsg, helping them to reaffirm their commitment to the PHN 

role. How PHNs engaged in these strategies was shaped by a number of personal factors, such as 

where they were in their career. PHNs’ actions were also influenced by several organizational 

level factors, with leadership playing a key role. How nurses engage in these strategies will 

likely shift at different times in their careers, influenced by a number of external factors 

unfolding around them. 

One participant declared, “PHNs need a voice and they need to be shouting.” Nurses in 

this study outlined particular means of resistance, some more overt than others, to handle the 

nature of organizational change eroding the PHN role. Participants engaged in strategies to 

manage the organizational challenges, but were often left feeling unheard, silenced, and at times 

muzzled by leaders. Nurses took strides to have their voices heard, drawing on the support and 

wisdom of their team. Often, PHNs focussed on doing as much as they could to initiate and 

maintain relationships in their community while, at other times, they did what they believed best 
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served the interests of the community. Unfortunately, much of the important work done by 

PHNs remains invisible because they often concealed these activities. PHNs were passionate 

about their role, and although they were often discouraged with the current state of practice, their 

commitment to their communities and belief in the difference PHNs could make, was a catalyst 

that spurred them into action.  
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Chapter 5 – Discussion and Conclusion 

In this chapter, I discuss the implications of this dissertation research, or the so what of 

this research project. To start, I place key study findings within the context of current literature, 

to compare and contrast my study findings to the work of other researchers and scholars. Then, I 

examine the implications of the study for practice, education, policy, and further research. I end 

the chapter with a discussion of the strengths and limitations of this study, a brief note on the 

potential applicability of the study findings beyond BC and Canada, and concluding thoughts. 

Key Study Findings  

There are several key study findings from this dissertation research that I believe are 

particularly interesting and important. In this section, I place these key findings within the 

literature to examine how they relate to available research and scholarship. It is important to 

explore how my dissertation findings confirm or refute what is already known and how they 

contribute to our knowledge and understanding. First, I discuss the basic social problem 

identified by PHNs in this study in relation to the literature, and add to the recent dialogue on 

public health restructuring within the context of healthcare reform. Then, I explore whether the 

ways in which PHN participants managing the erosion of their role fit with how other nurses 

have responded to such change. Next, I examine the silencing of nurses’ concerns regarding the 

quality of services delivered within healthcare organizations and client wellbeing. I finish this 

section with a discussion of the ethical foundation underlying PHN action in my findings and an 

exploration of the moral landscape of PHNsg practice amid healthcare reform. 

The Basic Social Problem  

At the outset of this project, I intended to examine how the public health renewal process 

in BC, initiated in 2005 to strengthen public health programs and services, improve population 
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health, and reduce health inequities, influenced PHNsg practice, and how PHNs navigated 

this changing landscape. As I began interviewing PHNs across three HAs in BC, it became 

evident that some nurses believed that public health renewal did not lead to the improvements in 

practice as planned, and in fact, public health has been weakened since these efforts began. 

These nurses noted that public health renewal efforts were unsuccessful because resources, 

guidance, and political will were inadequate to bring the vision to fruition amid competing 

priorities. What many PHNs in my study wanted to talk about was organizational and policy 

changes within broader healthcare reform initiatives that had both direct and indirect 

implications for public health in general, and specifically PHNsg, with the effect of 

compromising the PHN role. The title of the basic social problem, when it is no longer your call, 

reflects the experience of many PHNs in this dissertation study in which nurses have witnessed 

weakening authority in their role; that is, they are no longer supported or are required to request 

permission to engage in activities they once did based on their professional judgement. 

PHNs in my dissertation study voiced concern about losing support, autonomy, and 

flexibility for PHNs in practice, and were generally in consensus about the weakening state of 

PHNsg programs and services. Nurses in my study described an eroding PHN role, a perspective 

that is shared by PHNs both nationally and internationally (e.g., Andrews & Waerness, 2011; 

Falk-Rafael et al., 2005; Falk-Rafael & Betker, 2012a; Hassmiller, 2014; Kub et al., 2017; 

Swinder et al., 2014). Andrews and Waerness (2011) described how PHNs in Norway have lost 

power, authority, and control over their activities, threatening the role. Some PHNs in my study 

used phrases such as “dismantling” and “decimating” in relation to changes in their practice. 

This choice of words conveys the extent of their concern regarding the impact of reform 

initiatives on the PHN role and scope of practice, leaving some nurses in my study feeling 
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uncertain about the future of the PHNsg specialty. Several authors have also raised concern 

about the future of PHNsg (e.g., Canales & Drevdahl, 2014; Hassmiller, 2014). Given this 

trajectory, we do not know what the future of PHNsg will be or what the PHN role will look like. 

PHNs in my study made it clear that it has not been one event that has eroded their role, 

but a number of factors that have combined in different ways, at different times, and opened the 

door for other changes that slowly chipped away at the PHN role. Andrews and Waerness (2011) 

in Norway as well as Falk-Rafael et al. (2005) in Ontario also framed their examination of 

PHNsg practice by depicting a series of events unfolding over time that have eroded the PHN 

role. Andrews and Waerness (2011) contend that several changes since the mid-1980s have led 

to a process of deprofessionalizing the nursing specialty. For example, these authors describe 

how a number of healthcare reforms changed leadership structures and organizational 

frameworks, losing PHN leadership positions and distancing PHNs from their leaders. This 

account is consistent with my findings, as well as the findings from other Canadian PHNsg 

research (Falk-Rafael et al., 2005). Falk-Rafael et al. (2005) also talked about changes to funding 

structures and reorganization of the PHN role influencing PHNsg, which again, is consistent with 

my study. Thus, current PHNsg practice is not representative of any one external change but is 

reflective of a number of changes over several decades that have eroded the PHN role.  

PHNs in my dissertation study were not alone in their concerns about losing ground in 

their practice amid healthcare reform initiatives. Nurses in several other settings, such as in the 

hospital and in long term care, have also experienced weakening involvement in decision 

making, along with reduced roles and autonomy, and increased workloads (Debesay et al., 2014; 

McMillan, 2016; Norrish & Rundall, 2001; Rankin, 2009). Norrish and Rundall (2001) explained 
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the importance of nurses’ roles, workload, and control over practice, which affect the quality 

of care and the outcomes achieved.  

Healthcare reform initiatives have also had negative implications for nurse and client 

outcomes in several settings (Aiken et al., 2001; Aiken et al., 2002; Duffield et al., 2007), and 

has led some to contend that the nursing profession itself is at risk (Choiniere, 2011). Some 

nursing researchers have even argued that years of reform have eroded the foundation for 

professional nursing practice (Varcoe & Rodney, 2009). It seems that nurses and nursing practice 

have not always fared well within ongoing government efforts to restructure the delivery of 

health services, and appear to be vulnerable during times of reform across settings. 

Currently, we have limited understanding of the impact of health system change on 

PHNsg and population health outcomes because there has been little tracking of the outcomes for 

both PHNs and for clients. Researchers have suggested, however, that supporting PHNs to work 

to full scope of practice could lead to more effective use of funds, improved program outcomes, 

and better prevention of illness and injuries (Underwood et al., 2009). This, unfortunately, does 

not reflect the state of PHN practice in many health units because most PHNs in my study 

reported a narrowing of their role. We also have limited understanding of the impact of health 

system change on the capacity of public health to respond to emergencies, such as the current 

COVID-19 pandemic. Hence, the need for this, and future research examining the capacity and 

functioning of the public health system.  

Many participants in my dissertation research were demoralized with the state of their 

role because PHNs have historically practiced with a great deal of autonomy, establishing 

relationships, addressing issues in their communities, and providing care proportionate to the 

level of need. In fact, PHNs were the first nursing speciality to require a baccalaureate degree to 
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practice (Duncan, 2016). Autonomy was a hallmark of PHNsg practice, and PHNs worked 

independently, usually outside of a clinical setting. Unfortunately, most nurses in my study stated 

that they were no longer supported by their managers to engage in community advocacy and 

outreach, and were largely told what to do in practice. This is a significant change to the nature 

of PHNsg practice, and is inconsistent with the expectations outlined in the Canadian 

Community Health Nursing Standards of Practice (CHNC, 2019) and the foundations of the 

PHN role (CPHA, 2010). Based on PHN interviews in my study, organizational and policy 

changes have hindered PHNs in providing adequate high quality care, and have altered the 

fundamental nature of their role. 

Detrimental changes to the PHN role and scope of practice have led several authors to 

call for renewed efforts and investment to strengthen the public health workforce, including 

PHNsg (Bekemeier et al., 2016; Hassmiller, 2014; Kub et al., 2017; Swinder et al., 2014). These 

authors suggest that increased funding and educational opportunities for PHNs, and enhanced 

efforts to promote the effectiveness of PHNs would help to achieve the promise of health reform 

and to promote a culture of health. Many of the concerns expressed by PHN participants in my 

study reflect this broader discussion regarding reform initiatives that is taking place within public 

health both nationally and internationally.  

Public Health Restructuring within Healthcare Reform. 

Last year, in 2019, the Canadian Public Health Association (CPHA), the independent 

voice for public health in Canada, brought together an expert advisory panel to document their 

joint concerns regarding the reorganization of public health (CPHA, 2019a). CPHA released two 

companion documents titled Public Health in the Context of Health System Renewal in Canada. 

This group of public health leaders developed a background document to outline factors that 
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have shaped the current status of public health systems (CPHA, 2019a) and a position 

statement to offer recommendations in response to such changes (CPHA, 2019b). 

The authors of these documents stated that, to address the current public health mandate 

and meet future health needs, we need to ensure the integrity of the public health system in our 

country. This statement rings true, particularly at this moment in history, because the capacity of 

public health systems is currently being tested provincially, nationally, and globally with the 

emerging spread of COVID-19, and the potential for dire health outcomes if our response is 

inadequate. In the background document (CPHA, 2019a), members of the expert panel also 

highlight the lack of evidence to refute or support claims regarding the impact of recent 

structural change and funding reallocations on public health integrity and capacity. My 

dissertation research is a preliminary step in filling that void. In the following section, I place my 

findings within the wider discussion of public health restructuring.  

Public Health Restructuring in Canada.  

Public health practitioners, leaders, and researchers from across Canada have shared their 

concerns about the state of public health. Many are sounding the alarm, arguing that the 

effectiveness of public health has been compromised with recent reforms, undermining the 

capacity of public health professionals to promote health and prevent disease and injury in their 

communities (Guyon & Perreault, 2016; Guyon et al., 2017; Potvin, 2014). Public health in 

Canada has recently been described as “weakened” (Guyon et al., 2017), “under attack” (Guyon 

& Perreault, 2016), and “under siege” (Potvin, 2014), sentiments echoed by many PHNs in my 

dissertation research. These authors point to health system reform and its negative effects on 

both the decision-making authority of public health leadership, and on practitioners who provide 

public health programs and services (Guyon et al., 2017; Guyon & Perreault, 2016). It is clear 
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that PHN participants in my study are not alone in their concerns about recent public health 

change undermining the effectiveness of public health efforts.   

The authors of the CPHA background document (2019a) identified a discord between 

provincial government rhetoric and public health system change. Provincial governments 

claimed restructuring of health systems was a means to better align public health within the 

healthcare system to improve efficiency and services, as well as to save costs. Some who oppose 

this view, however, suggest restructuring has led to a loss of integrity and authority for public 

health, reducing public health capacity (CPHA, 2019a; Guyon et al., 2017; Guyon & Perreault, 

2016). Findings from my dissertation research support those who raised concerns about the 

realignment of public health within the broader healthcare system. The population focus and 

long-term vision embedded in PHNsg practice did not fit well within an organization primarily 

focused on individuals, disease processes, treatment, and short-term indicators. Several PHNs in 

my study talked about the shift in organizational values after restructuring, whereby prevention 

and equity received short shrift. Data collected in my study help to substantiate claims that 

reorganization has led to reductions in PHN autonomy and authority in practice. Currently, 

however, we have little understanding of how these changes shaping the PHN role have affected 

public and population health.  

Some of these concerns were echoed by participants in another recent BC research 

project, the Equity Lens in Public Health (ELPH) project. In the ELPH project, a 5-year program 

of research examining health equity in BC, researchers interviewed public health professionals 

throughout all levels of the organization, including PHNs. This team of researchers noted the 

tension between organizational and provincial Ministry priorities and what was supported in day-

to-day public health practice, a finding congruent with my data. Practitioners interviewed for the 
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ELPH project stated that they felt constrained in responding to the needs of clients 

experiencing inequities (Pauly, Shahram, et al., 2017). They indicated that it was not so much 

what was valued by the practitioner, but what was valued within the organization and backed by 

resources that was supported in practice. This lack of support affected the ability of providers to 

take the initiative to tackle inequities in their communities. Factors external to public health 

professionals in the ELPH project, such as inadequate resources, as well as in my study, hindered 

their role in addressing broad social issues shaping health.  

Many PHNs in my study spoke about how they used to develop community-based 

programs, but how that was reduced when PHN involvement in program decision-making was 

eliminated. These findings corroborate results from several studies in which the researchers also 

found that PHNsg leaders were being replaced with non-nurse administrators and that the role of 

nurses was being narrowed (Andrews & Waerness, 2011; Beaudet et al., 2011; Cohen, 2006; 

Schofield et al., 2010). Researchers also reported this finding in other nursing settings both 

inside and outside of Canada (Aiken et al., 2001; Choiniere, 2011). It seems that with the hiring 

of managers who lacked public health or PHNsg expertise and with the removal of public health 

leaders at decision-making tables, public health values and aims, such as improved population 

health and health equity, have been largely lost, while more dominant influences of biomedical 

and individually-focussed approaches to care have been further entrenched. The diminished 

understanding of public health and PHNsg across the organization has led to decisions and 

policies that often overlooked, or did not adequately consider the impact of the proposed change 

on population health or on PHNsg practice. Some believe that this is because public health and 

PHNsg are poorly understood and not valued by administrators (Schofield et al., 2010). 
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In a recent editorial, Butler-Jones (2020), who was Canada’s first Chief Public Health 

Officer and Deputy Minister of the Public Health Agency of Canada, reported that many 

governments have diminished the resources, expertise, and capacity of public health to respond 

to public health threats as well as to carry out its mandate. Butler-Jones explained that decisions 

to divide public health services and expertise among different programs, to replace public health 

managers with generic public servants, and to move public health leaders away from 

organizational decision-making tables weakened public health, echoing several of the PHNs’ 

concerns in my study. With the loss of a public health voice at decision-making tables, public 

health function and capacity may continue to be susceptible during times of reorganization as 

well as during times of emergency. Currently, however, it is unclear the extent to which these 

changes have affected public health and its ability to achieve its mandate.  

A number of nurses in my study noted that the continuous and frequent nature of 

healthcare reorganizing within a regionalized healthcare system has had significant implications 

for PHNs, and is disruptive to the long-term vision and planning required in public health. 

Several participants were concerned, given the weakened authority of public health within HAs, 

that public health and PHNsg were at risk of additional restructuring, further dismantling PHNsg 

support and infrastructure, and hindering the ability of PHNs to actualize their potential. Health 

system restructuring appears to be ongoing in the country, suggesting that provincial 

governments are uncertain about what organization and governance structures best support the 

functioning of the healthcare system and, in particular, the public health system. For example, 

with the outcomes of regionalization being uncertain, some provinces have once again 

restructured their health systems, this time, consolidating numerous regionalized HAs into a 

single HA, a decision that Fierlbeck has called into question (Fierlbeck, 2016, 2019). In Nova 
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Scotia, recent restructuring, by amalgamating HAs, has not led to the intended reduction in 

administration costs or health system costs, but has strained relationships and diminished trust 

between healthcare professionals and leaders (Fierlbeck, 2019). Significant changes to any 

provincial health system affects the provision of public health programs and services (National 

Collaborating Centre for Healthy Public Policy, 2018). Reorganizing the health system often 

affects PHNsg service by disrupting long-term relationships and continuity of partnerships, 

which are essential to the effectiveness of many PHNsg programs to improve population health 

and reduce health inequity.  

Other provincial governments, such as Alberta in 2009, Prince Edward Island in 2010, 

Quebec in 2015, and Saskatchewan in 2017, have abolished regional HAs and created one large 

HA, changing the organization and governance of health services across these provinces. The 

implications of these changes on delivering care across these provinces remains unclear, but 

could resemble outcomes similar to Nova Scotia. The government in Ontario did not regionalize 

the organization and delivery of public health services as did other provinces, leaving public 

health independent from the broader healthcare system. Recently, however, the newly elected 

government (in 2018) proposed to amalgamate the 35 health units into 10 regional agencies, with 

the goal of accruing cost savings (National Collaborating Centre for Healthy Public Policy, 

2018). These are only some examples of recent and ongoing structural changes influencing 

public health in Canadian provinces. Currently, however, there is insufficient evidence to draw 

conclusions about the impact of these structural changes to guide government decision-making 

(CPHA, 2019a).  

In the qualitative component of her mixed methods research, Hill (2017) interviewed 

PHNs in one BC HA and surfaced an array of organizational factors that affected PHNs in 
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practice, many of which were similar to the factors discussed by PHNs in my study. For 

example, many PHNs in Hill’s study commented on the difficulty of engaging in health 

promotion activities in the face of shifting organizational priorities. Hill highlighted how the 

organizational context has a significant influence on PHNsg practice and the outcomes achieved. 

As a result, she extended a well-known PHNsg theory, Falk-Rafael’s Critical Caring Model, by 

adding a new carative factor, navigating organizational complexity. Hill explained that PHNs 

have to navigate a complex changing organizational milieu, and talked about the importance of 

time and flexibility in their role, adequate staffing and professional education, as well as peer 

support and mentorship. A number of participants in my study, as well as PHNs in other 

research, also underscored the importance of flexibility, PHN autonomy, and the need for leaders 

to recognize the impact of context in the delivery of programs and services (Andrews, 2006; 

Oberle & Tenove, 2000). Hill’s research, along with my dissertation study, help to demonstrate 

the negative impact of a range of organizational changes, such as the appointment of leaders 

without public health or PHNsg expertise, limited flexibility in the PHN role, and reduced 

opportunity for mentorship, on the delivery of adequate PHNsg programs and services in BC. 

 Public health restructuring has also been in the form of policy change, some of which has 

negatively affected PHNsg practice in the province. Several nurses in my study highlighted 

recent policy changes in the public health system that have resulted in a move away from 

universal programs, and an emphasis on targeted programs and populations. Many PHNs in my 

study explained that provincial mandates reducing universal programs in favour of targeted 

programs, narrowed their role and could have the potential to greatly increase, rather than 

decrease health inequities (Marmot, 2010). This is a troublesome change, given the fact that the 

two moral aims of public health, as well as PHNsg, are to improve population health and reduce 
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health inequities (Powers & Faden, 2006). This finding in my study reflects similar results 

reported in other recent research (Pauly, Shahram, et al., 2017).  

In the ELPH project, outlined above, the team of researchers also reported that recent 

provincial policy has narrowed the approach to health equity in the province (Pauly, van Roode, 

et al., 2017). For example, the provincial government mandating targeted public health programs 

and discontinuing universal support, is an approach that will reach fewer people and is purported 

to be unsuccessful at improving outcomes across the whole population (Human Early Learning 

Partnership, 2015). There are risks with a targeted approach, such as addressing the 

consequences of inequities rather than the causes, and determining eligibility for programs can 

be problematic (National Collaborating Center for Determinants of Health, 2013). The shift 

toward a targeted public health approach adopted by the BC government may improve the health 

status of those with the lowest social position (i.e., socio-economic status), but will likely fail to 

improve the overall health of the population, the aim of public health. Focusing only on those 

most disadvantaged in our societies will not adequately reduce health inequities (Marmot, 2010). 

PHNs in my dissertation study did not use the language of proportionate universalism, 

whereby universal programs and services are delivered at a scale and intensity in proportion to 

the level of need and disadvantage (Marmot, 2010), but they underscored the importance of 

delivering support and services based on that approach. They were clear that the narrowing of 

programs to targeted services was not the optimal public health approach to improve population 

health. A number of nurses in my dissertation research explained that people who fall outside of 

targeted programs may still be in need of support and could benefit from PHN involvement. In 

fact, a targeted approach can reach those most in need in an intensive way and improve outcomes 

for them, but can miss the largest number in need who are in the middle class, and does not 
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necessarily eliminate barriers (e.g., social stigma, transportation, language) (Human Early 

Learning Partnership 2015). With recent changes in mandated programs, PHNs were limited in 

their ability to meet the health and social needs of those who did not meet strict inclusion criteria 

for PHN programs. For example, the Nurse Family Partnership Program implemented in BC 

excludes teen mothers with a second (or more) child. Some nurses in my study talked about such 

limitations, and believed that women outside these criteria might well benefit from additional 

support. This change in approach could actually decrease overall population health.  

PHNsg, as it has traditionally been delivered, is a good example of proportionate 

universalism where those who required greater levels of support received greater levels of care 

within the context of universal programs. This leveling of public health services across the health 

gradient can improve the overall health of the population as well as reduce health inequities 

(National Collaborating Center for Determinants of Health, 2013). PHNs in my study attempted 

to strike a balance between universal and targeted services and did what they could to provide 

services outside of targeted programs, but were often limited in their means. Creating a platform 

of universal support along with targeted approaches, while working to eliminate barriers to care, 

is an effective approach to resourcing and delivering services to improve the health of all 

(Human Early Learning Partnership, 2015). Yet, the erosion of the PHN role puts this at risk. 

Taken together, the concerns expressed by a number of public health leaders in the 

country, along with evidence from PHNs in my dissertation research, paint a picture that should 

alarm citizens. Reported changes, such as the weakening authority of public health leadership, 

the fracturing of public health organizations, and cuts to public health budgets, reduce the 

capacity to meet performance expectations (CPHA, 2019a). The restructuring of public health 

within the broader realm of healthcare at local, regional, and provincial levels has affected the 
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roles, responsibilities, and functioning of public health, including PHNs, the largest 

component of the public health workforce. These changes undermine the integrity of public 

health and pose a threat to population health and health equity, as well as to the sustainability of 

our healthcare system (Guyon et al., 2017; Hancock & McLaren, 2019).  

An International View of Public Health Restructuring within Healthcare Reform. 

Researchers in England have reported that restructuring of health systems has had several 

disruptive effects on organizational outcomes, including the deteriorated performance of local 

health authorities (Andrews & Boyne, 2012). There have also been efforts internationally to 

examine how public health reform has influenced population health outcomes. For example, 

several researchers have reported that public health system reform has often had a negative effect 

on health equity (Bambra et al., 2014; Singh, 2014). Currently, there are efforts to monitor and 

strengthen the accountability of public health services in the United States (Bekemeier et al., 

2016). This type of evaluation on the state of public health services and the impact of public 

health reform is lacking in Canada, and is important to demonstrate the difference these 

programs and services make in our communities. 

Several researchers have noted cuts to public health funding in the United States, with the 

largest cuts made to the PHNsg budget, a finding congruent with PHN accounts in my 

dissertation study (Kub et al., 2017; Swinder et al., 2017). These budget cuts run contrary to the 

evidence, which suggests that cuts to the public health budget are a false economy (Allen, 2015). 

In the United States, researchers have found that increases in public health spending led to 

improved population health outcomes (Erwin et al., 2011; Erwin et al., 2012; Mays & Smith, 

2011; Singh, 2014). Researchers have also demonstrated a positive return on investment of 

public health interventions, demonstrating that public health interventions are cost saving 
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(Masters et al., 2017). Cuts to the public health budget are not a consistent trend, however, 

because PHNs in Scotland have witnessed increased resources and enhanced PHNsg programs 

(Doi et al., 2017). Doi et al. (2017) found that enhanced home visiting resulted in increased 

monitoring, prevention, and identification of family concerns, and families were more open and 

willing to discuss sensitive issues and more engaged with wider services. 

Many PHN participants in my study were frustrated as they witnessed changes to their 

programs, inadequate staffing, and budget reductions that they believed were not grounded in 

evidence. These participants believed that the eroding PHN role has led to worsening health 

outcomes in their communities. This is consistent with findings in the United States where 

researchers reported that funding cuts to maternal and child health programs provided by local 

health departments were linked to increased rates of low birth weight (Bekemeier et al., 2014). It 

is difficult to provide adequate public health services with inadequate resources and staff (Guyon 

et al., 2017). In fact, some argue that reductions in the public health workforce are associated 

with threats to the public’s health (Bekemeier et al., 2016). 

Part of the challenge in evaluating the impact of public health is the lack of accurate data 

on public health investments in Canada, which prevents governments from being accountable for 

reaching population health outcome targets (Guyon et al., 2017; Hill, 2017), and thus, the 

difficulty in making a case regarding the impact of this investment. A number of nurses in my 

study also highlighted this issue. They pointed to a lack of data to guide decision-making related 

to PHNsg programs and services. Public health requires infrastructure to be able to demonstrate 

the return on investment and the difference that programs and services make. 

My dissertation research provides some preliminary insight into how public health 

restructuring has negatively affected PHNsg in parts of BC, with hints of its effects on the 
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population at large. Currently, however, there is little understanding about how this 

continually shifting landscape has influenced population health outcomes and health equity in 

Canada. When words such as crisis, weakened, marginalized, and threatened are used to depict 

the state of public health systems in Canada, it appears that the vision to strengthen public health 

systems and services, after several public health crises (Kirk et al., 2014; Naylor et al., 2003), has 

faded. It will be interesting to see how the current COVID-19 global pandemic influences 

leaders’ decision-making in the ongoing restructuring of public health systems across the country 

and around the world. PHN participants in my study, however, were clear about several 

provincial and organizational factors that have compromised PHNsg practice, leaving them to 

manage the eroding PHN role.  

Managing the Eroding PHN Role 

Findings in my study corroborate the growing body of literature demonstrating the 

significance of provincial and organizational factors influencing the delivery of PHNsg programs 

and services, in particular, the importance of leaders’ knowledge, values, and attributes (Ganann 

et al., 2010; Hill, 2017; Schofield et al., 2010: Underwood et al., 2009). The nurses that I 

interviewed, overwhelmingly, were upset with a variety of contextual changes that limited their 

ability to provide what they deemed high quality care because it resulted in worsening health 

outcomes. Nurses were frustrated because they believed they were equipped with the necessary 

knowledge and skill that could have helped to prevent and mediate such issues. As a result, 

participants engaged in a range of strategies to manage external factors eroding their role.  

In many studies I have come across, a number of which I discussed in the literature 

review chapter of this dissertation, researchers described the barriers and facilitators to nursing 

practice, and at times, explained the nature of practice change (e.g., Schofield et al., 2010: 
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Underwood et al., 2009). Some researchers have provided a cursory view of nurses’ actions 

in response to change. For example, after recent healthcare reforms, the level of distrust and 

resentment with administration, and professional dissatisfaction, led some nurses to leave the 

organization (Fierlbeck, 2019; Weinberg, 2006), and resulted in some nurses going part time 

(Choiniere, 2011). But there has been much less attention to the range of nurses’ responses to 

significant change and the implications of these actions. My dissertation research provides 

insight into the range of PHNs’ actions in response to recent external influences eroding their 

practice. It seems that nurses in a number of settings have engaged in similar strategies over the 

last several decades in response to organizational and policy change limiting their role (Rafael, 

2000; Oberle & Tenove, 2000; Varcoe & Rodney, 2009).  

In 1996, Rafael (2000) conducted a contemporary oral history of PHNsg in southwestern 

Ontario, and presented findings that are particularly relevant to my dissertation. PHNs in both 

Falk-Rafael’s study and mine experienced changes in practice, and reported less flexibility and 

autonomy in their role. At the beginning of the article, Falk-Rafael explained that there had been 

significant upheaval in public health in Ontario between the study period of 1980 to 1996, 

changing the scope and practice of PHNs. She interviewed 14 PHNs and reported on a number of 

ways that they adapted, and responded to change. Falk-Rafael stated that she sought to challenge 

the common notion that nurses are resistant to change. She used different language than I did to 

label PHNs’ approaches to change, but there is significant overlap between our study findings.  

Rafael (2000) described a “spectrum of orientations” to change. She acknowledged that 

change in the organization was often imposed in a top-down nature, sometimes forcefully with 

the threat of reprisal or promise of reward, while other times subtly, using rhetoric equating 

change with progress. Even the negative label of “resistant to change”, she noted was a means of 
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control and undermined nurses’ confidence, leading some to be complicit with change that 

they believed could lead to harm. Falk-Rafael delineated a number of personal factors that 

shaped PHNs’ approach in the various orientations to change, such as personality, personal 

strength, belief in themselves and their contribution to health, and vision and experience in 

public health. This aligns with my dissertation study findings, wherein I described several 

organizational and personal conditional factors, such as years of experience and a social justice 

perspective that shaped PHN action in my theory. She also demonstrated the central role of 

leadership in shaping how PHNs responded to change. For example, when leaders supported 

nurses in enacting their professional autonomy, nurses were more likely to work together and 

problem solve with leaders. This finding closely aligns with the important role of PHN leaders in 

my dissertation data. In both studies, nurses drew from a number of sources, such as community 

knowledge, level of resources, and established programming, to interpret and respond to change. 

Rafael (2000) used the phrases “visionary transformation” and “constructive opposition”, 

which aligned with PHN action in standing tall in my dissertation study. She depicted how PHNs 

used various means to take initiative and advocate for their practice, similar to the range of 

PHNs’ activities to advocate for their practice in my study. PHNs in Falk-Rafael’s study were 

creative in problem solving issues and brought forward ideas to leaders in “visionary 

transformation.” Nurses in her study also opposed decisions and voiced their concerns in 

“constructive opposition.” These Ontario PHNs engaged in activities such as writing letters, 

collecting data, getting involved in a local association, and examining literature, to bring about 

change as well as to bring attention to issues of concern. “Constructive opposition” was an overt 

form of resistance whereby PHNs advocated for their role and community, aligning with 

standing tall in my dissertation study. How leaders communicate with nurses, include nurses in 
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decision-making processes, and respond to nurses’ concerns seem to have important 

implications for, and is a reflection of, the organizational culture. 

These Ontario PHNs also engaged in covert forms of resistance. Nurses who opposed 

changes, at times, worked to find ways around the change without the knowledge of their 

leaders. Thus, PHNs in my study were not alone in going underground to support clients and 

families and address needs that were being overlooked. Rafael (2000) used the language of 

“judiciously circumvented” to describe how nurses in her study searched for means around 

changes that controlled their practice and jeopardized the health of clients and families. This was 

often in response to a reduction in service. Nurses in several studies spoke of bending the rules, 

in which they decided to provide services that had been discontinued, based on their view of 

what was needed in a given situation (Rafael, 2000; Varcoe & Rodney, 2009).  

Other nurses, both inside and outside of public health, have also engaged in both overt 

and covert strategies when external changes hinder their agency in providing what they deem 

adequate care (Crowe, 2019; Rafael, 2000; Oberle & Tenove, 2000; Varcoe & Rodney, 2009). 

Thus, it seems that nurses across settings and over several decades have also pushed back and 

worked around organizational constraints when faced with external factors undermining their 

role in an effort to maintain and provide high quality care. In fact, nurses working to provide care 

by subverting workplace constraints is not new, and was discussed in the literature 30 years ago 

(e.g., Hutchinson, 1990).  

Despite the commonality of this strategy, there are instances, however, where going 

underground could be deemed poor practice that could lead to inconsistent and unjust treatment, 

and could raise a number of ethical issues, such as nursing practice according to one’s own rules 

(Varcoe & Rodney, 2009). There could also be difficulties that arise in defining what is “good” 
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for the client (Oberle & Tenove, 2000). For example, a nurse once shared with me that she 

knew about nurses on a hospital maternity unit who sometimes fed babies formula during the 

night even though the mothers intended to breastfeed. These nurses may have done this with the 

best of intentions, to allow mothers to rest, but this action could hinder efforts to establish 

breastfeeding successfully and, in my view, is morally questionable.  

Nurses’ activities in going underground may not lead to the best outcomes. Varcoe and 

Rodney (2009) suggest that many of these activities are often directed at the individual level. 

Going underground to override the constraints in their practice could also further perpetuate the 

invisibility of parts of their role, such as community development, and this does not bring about 

the attention needed to address gaps in care. In fact, this strategy could perpetuate these gaps in 

service and jeopardize nurses’ opportunities to enact their moral agency (Varcoe & Rodney, 

2009). 

Nurses in Falk-Rafael’s (2000) study also recognized that they were often limited in their 

actions, and adapted their practice based on what they believed to be feasible, aligning with 

PHNs’ working within organizational constraints in getting by in my dissertation study. Falk-

Rafael depicted three orientations to change in which nurses adopted the change. These 

approaches consisted of approval of change through “critical approval”, internalizing and 

accommodating dominant narratives through “insidious assimilation”, and passive acceptance of 

change they believed detrimental to themselves or the health and wellbeing of their communities 

through “wounded acquiescence” (Rafael, 2000). In “insidious assimilation”, some nurses 

abandoned parts of their practice that fell into disfavour with leaders, even when the change 

contradicted their professional judgment. To these nurses, they believed that those making the 

decision must know best, so they defaulted to those in higher authority positions.  
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Nurses in my study discussed all three of these orientations to change in which nurses 

integrated changes into practice, predominantly reflected in the strategy getting by, and, in 

particular, the sub-category adjusting to change. Within adjusting to change, PHN participants 

described a range of experiences. Nurses in my study acknowledged that a number of changes 

compromised the quality of PHNsg care. As a result, many nurses in my study focussed on doing 

what they could in their role to maintain quality of care while often also letting go of parts of 

their role, similar to “wounded acquiescence.” When changes strengthened services and PHN 

participants had the necessary guidance and resources, they implemented the practice change  

with ease, aligning with “critical approval.” Several experienced PHNs in my study recognized 

that inexperienced PHNs were often willing to give up components of the PHN role, in part, 

because they did not practice from a social justice perspective, and accommodated change 

similar to “insidious assimilation.” Nurses were often frustrated and experienced moral distress 

when they were required to let go of parts of their practice they deemed imperative to promote 

health and prevent disease in their communities, which led some to contemplate leaving their 

jobs.  

In Falk-Rafael’s (2000) study, nurses described various ways that they used their 

professional judgement, got involved, and took responsibility for their practice. These values 

underpinned the actions of PHNs in my study, such as when they advocated for their practice and 

community issues in standing tall, worked to solve problematic organizational constraints and 

maintain high quality care in getting by, and believed it was a moral imperative to work towards 

meeting client needs in going underground. Nurses in Falk-Rafael’s study, however, did not 

discuss the last two processes, contemplating getting out and reaffirming commitment, found in 
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my dissertation research, suggesting that nurses in my research may have been experiencing 

greater levels of job dissatisfaction. 

Nurses in several settings displayed this commitment to find a way to make things work 

and worked within the constraints of the organization in practice, such as donating their unpaid 

time to make up for shortfalls (Crowe, 2019; Rankin & Campbell, 2006; Varcoe & Rodney, 

2009). Similarly, PHNs in my study described a number of ways they engaged in activities at 

their own expense in finding a way. Varcoe and Rodney explained that these nurses did this to 

reduce the moral distress they experienced in a workplace that limited their care. Nurses in 

different settings consistently came together and relied on each other and other members of their 

team to solve problems, and for support (Rafael, 2000; Varcoe & Rodney, 2009). They also 

found ways to navigate in between their responsibilities to the organization and to the client, 

often with limited resources (Andrews, 2006; Duncan, 1992; Misund Dahl et al., 2014). 

In the study by Rafael (2000), many PHNs justified their circumvention or confrontation 

of imposed changes, such as directives and policies, to maintain relationships with individuals, 

families, schools, and communities. One nurse in the study described the time spent developing a 

trusting relationship, which sometimes takes years, as a critical first step to PHN effectiveness in 

practice, a sentiment that was also reflected in my data. The primacy of relationships in PHNsg 

practice has been established (Falk-Rafael & Betker, 2012a; Hill, 2017; Marcellus, 2005), but is 

important for nursing in other sectors too, such as in hospitals (Rankin & Campbell, 2006).  

In her study of hospital nurses in Boston, Weinberg (2006) explained that nurses 

emphasize the importance of relationships, not because of the personal satisfaction from having 

close connections with individuals, but from the knowledge they gained from getting to know 

clients and families that allowed them to be more effective in practice. Nurses’ relationships with 
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patients are a professional necessity and the focus of client encounters (Bergum, 2013; 

Weinberg, 2006). The quality of nurses’ work, and their ability to provide professional nursing 

care and meet standards of practice, hinge on the quality of client interactions (Weinberg, 2006). 

Nursing researchers have described nurses’ distress when they spent less time with clients 

because nurses believed they were providing inadequate care and failing to meet professional 

standards (Hill, 2017; Varcoe & Rodney, 2009).  

Thus, nurses across sectors seem to agree on the centrality of relationships in nursing 

practice (Andrews, 2006; Bergum, 2013; Hill, 2017; Marcellus, 2005; Oberle & Tenove, 2000; 

Rankin & Campbell, 2009). Many nurses believe that building relationships is necessary for their 

professional responsibility and accountability (Weinberg, 2006), to create an environment that 

fosters respect, engagement, and authenticity (Marcellus, 2005). The importance of relationships 

in PHNsg practice plays a unique role in that PHNs actively seek out clients through community 

outreach, where these clients might not otherwise access the health system. Few other healthcare 

professionals do this sort of outreach. PHNs anticipate needs and health issues in their 

communities. The outreach component of the PHN role is clearly articulated in their standards of 

practice and guiding documents (CPHA, 2010; CHNC, 2019). In this way, PHNs connect and 

build relationships in their community as an access point to care, in addition to being a means of 

providing care. When PHNs are prevented from building relationships in their communities, 

local issues and needs can be overlooked.  

In the final strategy, several PHNs in my study described the process of reaffirming 

commitment in their role, which was reflected in the accounts of other PHNs as well (e.g., 

Duncan, 1992; Misund Dahl et al., 2014). In her final paragraph, Duncan (1992) urged nurses to 

reaffirm their hope, by reflecting on and re-valuing their practice, and to continue to take strides 
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making a difference for health in their communities. Misund Dahl et al. (2014) found that 

value conflicts created an ethical awareness that mobilized nurses’ courage and strength. In fact, 

these researchers stated that this conflict can be useful for professional identity and can improve 

the quality of PHNsg work (Misund Dahl et al., 2014). Rodney (2017) also explained that the 

negative feelings of moral distress, such as anger, frustration, and guilt, can be a catalyst for self-

reflection, growth, and advocacy. This component of moral distress might help to explain why 

PHNs in my dissertation research moved from other strategies to reaffirming commitment or 

remained steadfast in their commitment to the PHN role.  

Not all PHN participants in my study described the process of reaffirming commitment, 

and several PHNs in my dissertation research were contemplating getting out. These nurses were 

considering other employment possibilities or early retirement because of their discontent in the 

role. Several decades ago, researchers also found that PHNs discussed leaving public health 

because of the issues that they faced in their role (Clemen-Stone et al., 1995). The level of job 

dissatisfaction and low morale in health units reported by PHNs in my study is, however, a 

significant change for PHNs who have typically been an empowered and satisfied group of 

nurses (University of Michigan Center of Excellence in Public Health Workforce Studies, 2013). 

In 2005, 54% of Canadian PHNs reported being very satisfied in their jobs (Graham et al., 2011).  

Some PHNs in my study were contemplating getting out and were making plans to leave 

their jobs because of organizational constraints undermining their ability to provide what they 

considered high quality care. PHN participants stated that organizational and policy change 

hindered nurses’ use of professional judgment in practice and eroded their role, resulting in high 

levels of PHN frustration and dissatisfaction. Other researchers, nationally and internationally, 

have also found that PHNs reported feeling disempowered and distressed as a result of 
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organizational influences, such as policy changes, lack of funding, and lack of management 

will to advocate for PHNs, impeding them in providing adequate care and services in their 

communities (Cawley & McNamara, 2011; Curtis & Glacken, 2014; Falk-Rafael & Betker, 

2012a). It seems that nurses outside of public health were also dissatisfied in their role because 

organizational and policy changes hindered their professional judgement and autonomy (e.g., 

Choiniere, 2011; Kuokkanen et al., 2007; Spence Laschinger & Leiter, 2006). Some PHN 

participants in my study nearing retirement talked about taking early retirement, a claim made by 

other Canadian nurses (O’Brien-Pallas et al., 2003). Older nurses in England talked about the 

importance of feeling valued and being consulted in change processes in their workplace, both of 

which influenced their willingness to stay (Storey et al., 2009). Nurses leaving because of 

dissatisfaction in their role has an economic impact. A team of nursing researchers highlighted 

the negative impact of nurse turnover on patient satisfaction and safety, nurse satisfaction, health 

and safety, and system outcomes (turnover costs) (O’Brien-Pallas et al., 2006). 

Curtis and Glacken (2014) found professional status, interaction (relationships), and 

autonomy made the largest contribution to PHN job satisfaction (Curtis & Glacken, 2014). PHN 

job satisfaction has been positively associated with autonomy (Best & Thurston, 2006; Curtis & 

Glacken, 2014; Graham et al., 2011). In the University of Michigan study, PHNs reported high 

levels of satisfaction as well as autonomy (University of Michigan Center of Excellence in 

Public Health Workforce Studies, 2013). Graham et al. (2011) explained that PHN satisfaction 

was positively associated with PHN control over practice. Thus, it makes sense that as PHN 

participants’ autonomy decreased, so too did their job satisfaction.  

The level of job dissatisfaction among PHNs in my dissertation study is concerning 

because educated and skilled nurses are leaving the PHN role; this has implications for the 
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stability and competency of the public health workforce. This finding is also troublesome 

because job satisfaction is positively associated with client outcomes (Graham et al., 2011). 

Researchers have demonstrated that nursing practice environments are significant to nurse 

wellbeing, as well as to patient outcomes (Aiken et al., 2001; Aiken et al., 2002; Aiken et al., 

2008; Aiken et al., 2014). There is evidence to suggest that PHN participation in decision-

making, that is, being consulted by supervisors as well as being supported to engage in peer-to-

peer discussion, are important factors in PHN job satisfaction (Campbell et al., 2004). Aiken and 

colleagues have recently started a large international initiative to improve hospital work 

environments to enhance mental health and well-being of health professionals and to increase 

patient safety (Penn Nursing, 2020).  

Many of the nurses’ strategies to navigate change discussed in this section and in my 

dissertation research reflect the difficulty nurses have had in managing their role and in 

maintaining the quality of their services in the face of organizational change within the 

healthcare milieu. The level of PHN job dissatisfaction in my study is one indicator of the state 

of their work environments. There are several important workplace factors, such as decision-

making processes and leaders’ knowledge and values that are important to consider in supporting 

the wellbeing of PHNs, and nurses in general. After conducting this research, I suggest one of 

those is for nursing knowledge and experience to be more valued and respected within the 

organization, and to be used to inform organizational and policy decision-making by including 

nursing leaders at decision-making tables. It might also be useful to consider the nature of 

decision making, such as, unanimous decisions as opposed to majority rule, providing more 

opportunity for all to be heard to address issue of power and voice at the table. 
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Silencing Nurses 

 When PHNs were dissatisfied with constraints in their role, they engaged in strategies, 

such as going underground, often because they felt their concerns were ignored by leaders; at 

times they were silenced. PHNs in this dissertation research frequently claimed that their 

concerns fell on deaf ears, they were muzzled and were marginalized when standing tall. Nurses 

have been silent for a reason. Several participants explained that the fear of reprisal hung over 

nurses’ heads, and this stopped some of them in their tracks. A phrase commonly used by 

participants was “nobody listens.” This has been referred to as the “deaf effect” in healthcare 

organizations, whereby those who can take action do not hear, or ignore reports of bad news, 

resulting in leader inaction (Cleary & Doyle, 2016). When this happened, nurses in my study 

stopped putting their ideas and concerns forward to leaders. Several PHNs in my study also 

stated that they did not know where to direct their voices to be heard. 

 The silencing of nurses appears to reflect a number of intersecting factors influencing the 

nursing profession and discipline. Several authors have discussed a range of forces at play 

shaping the professionalization of nursing, such as the wider social and economic forces 

influencing the nursing profession and the political foundation of health and healthcare (e.g., 

Andrews & Waerness, 2011; Gunn et al., 2018; Varcoe & Rodney, 2009). In a recent report by 

the Royal College of Nursing (2020), experts in the UK reported that nurses remain undervalued 

in status and in pay because nurses are mostly women. Nurses in that study explained that old-

fashioned perceptions of nursing remained, that their value was often unrecognized, and their 

voices unheard (Royal College of Nursing, 2020). For example, even though nurses are the 

largest group of providers within healthcare, they are greatly underrepresented at leadership 

tables (Davis, 2017). This is paradoxical, given that researchers have shown nurses’ participation 
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in decision-making improves quality of care and patient satisfaction (Aiken et al., 2008). 

Thus, gender continues to play a significant role in affecting the status of nursing, a 

predominantly female profession. 

American journalists Buresh and Gordon (2006), authors of the book "From Silence to 

Voice”, explained how their metaphor, and consequently what they wrote about, changed over 

time from a focus on the invisibility of nursing, to the silence of nursing. Several PHNs in my 

study noted the invisibility of their work, and I too, used to focus on the idea of the invisibility of 

nurses and the systems responsible for creating it, but my thinking has shifted along with Buresh 

and Gordon. The notion of nursing invisibility is important, but I think part of the root cause of 

this phenomenon is the silencing of nursing, which is taking place from both inside and outside 

of nursing.  

The phenomenon of leaders silencing nurses was rampant in my participant interviews. 

Silencing, as a phenomenon, however, is not likely isolated to nursing, and is probably 

experienced by other professionals both inside and outside of healthcare. Most healthcare 

workers, other than physicians, are women, so gender is likely a key factor. PHNs in my study 

were silenced from speaking out publicly about the injustices they witnessed in their 

communities and inequities in services. A few nurses who went public with their concerns about 

inadequate service in their community were formally reprimanded. Many participants also spoke 

often about bringing their concerns forward to leaders, and predominantly discussed inaction by 

leaders. These nurses often felt pulled between addressing community issues and respecting their 

leaders. Some nurses used the phrase “you get your hand slapped” to refer to instances of getting 

into trouble for addressing issues they believed were being overlooked in their communities. As 

a result, many nurses in my study were left feeling cautious in their approach to raising concerns 
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to leaders, or engaging in activities without permission, for fear of reprisal. A number of 

participants in my study explained that the personal and professional values that guided their 

decision-making were often at odds with the values underlying decision-making of healthcare 

leaders, a notion echoed in other PHNsg research (Misund Dahl et al., 2014).  

There have been several recent accounts in the media of nurses being punished for 

voicing their concerns. For example, a Registered Nurse in Saskatchewan was found guilty of 

professional misconduct for posting on social media about the inadequate care for her dying 

grandfather (Healy, 2016). In this case, the nursing regulatory body (Saskatchewan Registered 

Nurses Association) convicted the nurse of professional misconduct for speaking out. Similarly, 

a nurse working in Ontario was fired for talking publicly about violence in the workplace (CBC 

News, 2016). These cases demonstrate how nurses are punished for pointing out inadequacies in 

the healthcare system. Picard (2017) writes that our healthcare system suffers when nurses are 

muzzled in advocating for better patient care. As a result, nurses learn that there are significant 

professional consequences for advocating for themselves, family members, and patients, thereby 

perpetuating the silence of nurses.  

In a recent memoir, a well-known Canadian street nurse, Cathy Crowe (2019), discussed 

the suppression of nurse advocacy, and described how she was muzzled from speaking about 

what she saw in practice. Crowe wrote her book during a recent period of unemployment. She 

struggled to find a job and remained unemployed for 4 years. She was told that she had been 

blacklisted for her efforts to address issues of homelessness and housing, and that hiring her 

could be potentially detrimental to an employer’s future funding. What is perplexing is that on a 

provincial government level, Ministry leaders threatened to cut funding to organizations that 

hired her, and yet, on a federal government level, Crowe was awarded the Order of Canada in 
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2018 for her work. She was also given an honorary doctorate by the University of Victoria. 

Crowe demonstrates how nurses’ jobs are threatened because of using their voice to fight for 

social justice, but she continues her efforts to speak up for and on behalf of marginalized voices. 

The silencing of nurses is an international problem (Buresh & Gordon, 2006; Kay et al., 

2015), and is reflective of the dysfunctional culture in many healthcare organizations globally 

(Cleary & Doyle, 2016; Pope, 2019). Some authors were perplexed by the lack of disputes and 

conflict of PHNs in Norway with regard to the deprofessionalization process of their role 

(Andrews & Waerness, 2011). In some cases, it seems that silence was the default, or perhaps the 

safer or easier option for nurses when denied the opportunity to be heard in England (Pope, 

2019).   

In a recent systematic narrative review, a team of UK researchers explored 

whistleblowing in healthcare, in which over 80% of study participants were nurses (Blenkinsopp 

et al., 2019). They identified factors, such as healthcare providers' sense of security, and leaders’ 

appropriate and adequate response to professionals’ issues, that influenced whether providers 

voiced concerns about unsafe, unethical, and poor quality care. This research team indicated that, 

for the number of nurses who did speak up about inadequate care, there are many more who 

remained silent (Blenkinsopp et al., 2019). And yet, these situations could be avoided if there 

were adequate governance mechanisms in place and a culture that supported healthcare providers 

safely to report inadequacies in care delivery (Cleary and Doyle, 2016). When management 

adequately responded to health professionals’ concerns within the organization, whistleblowing 

outside the organization was avoided (Cleary & Doyle, 2016). 

The silencing of nurses is not new. A journalist highlighted the muzzling of PHNs in a 

newspaper article almost three decades ago (Vaughan, 1993). Although nurses have surfaced the 
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negative implications of speaking out about issues (Crowe, 2019; Healy, 2016), we also need 

to consider the outcomes of nurses’ silence. For example, some researchers refer to moral 

disengagement of nurses, in which some nurses emotionally withdraw to cope with ethical 

issues, and the negative impact on patient safety (Hyatt, 2017). Nurses are tasked not only with 

facing the day-to-day challenges of practice in their interactions with clients, but are encouraged 

to work towards creating conditions that support ethical practice environments for both clients 

and providers (CNA, 2017). A greater nursing voice in policy could be of benefit to all (Varcoe 

& Rodney, 2009). 

Canadian nurses, as self-regulated professionals, are guided by a Code of Ethics (CNA, 

2017) that sets the expectation that nurses advocate for conditions that support clients and each 

other in providing safe and effective care. Nurses in all settings are to be advocates for health and 

wellbeing of clients at all levels (individual, family, community, and population). Social justice 

is at the core of PHNsg (CHNC, 2019; Schim et al., 2007), and yet there have been negative 

personal and professional consequences for nurses who speak out about injustices (e.g., Crowe, 

2019; Pope, 2019). This has left some nurses internalizing the values of adaptability and 

flexibility because they believe that if they do not go along with imposed changes, they will be 

replaced with those who would (Rafael, 2000). Others have also referred to this state whereby 

nurses are treated as disposable (Varcoe & Rodney, 2009). Nurses, at times, are presented with 

the challenge of navigating in a system in which they work in-between their personal values, 

professional standards, and organizational factors, with the potential risk of losing their jobs and 

failing to meet client health needs. PHNs in my study were faced with numerous ethical and 

moral challenges. The silencing of nurses by their leaders is one example of a moral conflict that 

nurses faced.  
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Navigating a Moral Landscape 

There is an ethical basis to much of this discussion and the findings of this dissertation 

study. The title of the theory, managing the eroding PHN role, and the basic social problem, 

when it is no longer your call, convey the ethical nature of the nurses’ actions and concerns. 

Nurses in this study talked about organizational and policy changes that have constrained PHN 

autonomy, flexibility, and support for PHNs in practice, and their frustration and distress because 

of these changes. Many participants explained that contextual changes have compromised nurses 

in their ability to provide high quality care and in meeting the needs of their communities, 

leading to moral distress. When nurses are impeded in practicing according to their values and 

professional standards, it creates an ethical dilemma and moral distress (Rafael, 2000; Oberle & 

Tenove, 2000; Varcoe & Rodney, 2009).  

Jameton (1984) described three types of moral or ethical problems that can be 

experienced by nurses in practice: moral uncertainty, moral dilemma, and moral distress. Moral 

uncertainty occurs when nurses are unsure of what moral principles apply to a situation, or even 

what the ethical problem is (Jameton, 1984). Moral dilemma arises when nurses are presented 

with two or more moral principles, but either one would result in conflicting courses of action. 

Moral distress occurs when a nurse believes she/he knows what ought to be done, but is 

prevented from doing so by organizational or other constraints. PHNs in my dissertation research 

experienced all three kinds of moral problems, with moral distress or uncertainty occurring most 

often. 

 Although PHNs in my study did not typically frame their challenges as ethical problems, 

they discussed negative feelings from acting inconsistently with their values and from not 

meeting their professional responsibilities. For example, a number of participants spoke about 
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several public health restructuring initiatives that eroded their role and their effectiveness in 

practice. Varcoe and Rodney (2009) explained that, although many reform initiatives were 

usually intended to reduce inefficiencies and save healthcare dollars, it is care that has been 

reduced. Some authors even suggest that the tenets of Canadian Medicare (universality, 

comprehensiveness, accessibility, portability, and a publicly administered healthcare system) are 

under siege (Storch et al., 2009). Healthcare reform, and the reorganization of nurses’ work, is 

rooted in the social ideology of political leaders in each individual province (Storch et al., 2009). 

Nurses often experience moral distress when external factors compromise their care.   

It is important for researchers to consider the framing of moral distress in relation to both 

individual and structural factors (Pauly et al., 2012). PHN participants in this dissertation 

research faced challenges that reflected the socio-political context in which they worked. The 

socio-ecological framework underlying this study helped me to surface the range of contextual 

issues. Thus, a significant focus of this analysis was on the structural factors and the climate 

within the organizations that were largely responsible for varying degrees of nurses’ ethical 

issues. For example, many nurses in my study witnessed a growing distance between leaders and 

nurses, which some believe has resulted in nurses having less influence on decision making, with 

significant implications for their practice and for client health outcomes. Interestingly, 

researchers have also found that mid- and senior-level managers experienced moral distress 

when they did not feel they were able to act according to their personal and professional values, 

such as when they are obligated “to sell” a policy they may disagree with (Mitton et al., 2011). 

In their social critique of contemporary ethics issues in Canadian healthcare, Storch et al. 

(2009) distinguished between ethical issues related to the context of healthcare, ethics, and social 

policy issues. They discussed health and social policy ethical issues, which include topics such as 
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human reproduction, genetic testing, organ donation, and end of life, in contrast to everyday 

ethical issues in the delivery of healthcare. Pauly et al. (2012) also described some ethical issues 

in nursing practice as everyday issues in healthcare. Everyday issues include contextual issues in 

the delivery of healthcare, such as resource allocation. This dissertation research adds to this 

discussion, that is, it focuses on the contextual issues in the delivery of nursing practice and how 

nurses navigate the ethical terrain in everyday nursing practice. Thus, in this research, I focused 

on the impact of health system structures and processes on care, and the moral climate of 

healthcare agencies. The moral climate of organizations reflects the implicit and explicit values 

that shape healthcare delivery and influence the practice environment (Rodney et al., 2006). By 

exploring ethical issues in everyday practice, researchers address issues that affect all individuals 

involved in the health system and could develop recommendations to create healthy work 

environments (CNA, 2017; Storch et al., 2009).   

Several significant forces that arose from outside of healthcare have contoured the moral 

landscape of healthcare. These broad social, political and economic factors often create ethical 

issues within day-to-day community health nursing practice (Duncan, 1992). The context in 

which nurses’ work is constantly evolving and can play a large role in influencing their practice 

(CNA, 2017). Several nursing researchers and scholars set the stage for their work by accounting 

for a number of significant forces on nursing practice and nursing knowledge (e.g., Browne, 

2001; Choiniere 2011; Gunn et al., 2018; Misund Dahl et al., 2014; Varcoe & Rodney, 2009). 

They have identified the influence of neoliberalism, managerialism, and corporatism on the 

organization, financing, and governance of healthcare (Pauly, van Roode, et al., 2017; Rankin & 

Campbell, 2006; Storch et al., 2009; Varcoe & Rodney, 2009). A number of nursing researchers 

have attributed the changes they witnessed in the organization and delivery of healthcare to these 
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broader forces that have compromised nursing practice (e.g., Falk-Rafael & Betker, 2012a; 

Pauly, et al., 2017; Rankin & Campbell, 2006; Storch et al., 2009; Varcoe & Rodney, 2009). The 

confluence of forces outside of nursing shaping the organizational climate, compromising 

nursing practice and resulting in everyday ethical issues, was also apparent in my study.  

This aligns with what Varcoe and Rodney (2009) called “corporate streamlining” (p. 

128). These researchers discussed the frequent reorganization in healthcare settings, such as 

changing programs, management structures, and mandated requirements, in the pursuit of 

efficiency. For example, several nursing authors explained how the adoption of managed care 

models compromised nursing practice by directing nurses’ activities, privileging notions of 

efficiency and standardized care based on economic and political values (Andrews, 2006; 

Choinere, 2011; McMillan, 2016; Rankin, 2009). Nurses, globally, have raised similar concerns 

about the philosophical and ideological conflict underlying many healthcare reform initiatives 

and the negative implications for healthcare culture and providers, not to mention health 

outcomes for clients (Aiken et al., 2001; Debesay et al., 2014). As a result, nurses, including 

PHNs in my study, are challenged to navigate the changing organizational and moral landscape 

of healthcare. Nurses in my study struggled to provide high quality services in settings fraught 

with political, economic, and ideological shifts undermining their role.   

PHNs in my study were not alone in experiencing feelings of frustration and distress in 

managing their practice within organizational and policy changes that conflicted with how they 

perceived optimal care. PHNs in two other Canadian studies struggled with changes that 

constrained nurses in addressing issues in their communities, an essential component of their role 

(Rafael, 2000; Falk-Rafael & Betker, 2012a). Falk-Rafael and Betker (2012a) described “barriers 

to moral agency,” preventing PHNs from fulfilling their moral responsibility and accountability. 
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PHNs talked about their struggle to find a balance between what they believed was the right 

thing to do and organizational priorities and mandates (Falk-Rafael & Betker, 2012b). Other 

researchers wrote about the issue of “constrained agency” of nurses in their studies, which often 

resulted from restrictions and cutbacks in the workplace (Varcoe et al., 2004; Varcoe & Rodney, 

2009; Rodney & Varcoe, 2012). Varcoe and Rodney (2009) explained that nurses’ constrained 

agency resulted in compromised care and moral distress in nurses. These descriptions fit with 

what PHNs in my study talked about and are consistent with their shared concerns in the basic 

social problem.  

In the literature I reviewed, it became evident that scholars and researchers clearly 

acknowledged the impact of nurses’ work environments on the quality of professional nursing 

practice and nurses’ wellbeing. Varcoe and Rodney (2009) referred to nurses’ strategies in 

response to external change undermining their role as forms of moral resistance, conveying the 

ethical component of nurses’ action. Varcoe and colleagues explained nurses’ actions in response 

to moral distress (Varcoe et al., 2012), and outlined their means of enacting moral agency by 

manoeuvring in-between their own values and those of the organization (Varcoe et al., 2004). It 

seems that PHNs in my study were also engaging in forms of moral resistance in the face of 

organizational constraints on their role.  

Varcoe and colleagues (2012) also suggested that nurses’ moral distress can result from 

the lack of response and the feeling of dismissal within the organization. Thus, moral distress can 

arise from a failure of the nurse to act, but often also includes unsuccessful actions aimed at 

resolving an issue. This conceptualization of moral distress considers both context and power 

dynamics, drawing attention to the nature of organizational structures and healthcare culture and 

its effect on nurses, and fits closely with the experiences of several PHNs in my dissertation 



 

 

236 

research. Although my intent was not to examine ethical responses of nurses, the 

explanations by Varcoe and others helped me to understand how my dissertation findings fit 

squarely in the context of ethical decision-making in nursing practice. 

Researchers have conducted numerous studies on the ethical climate in acute care settings 

(e.g., Beagan & Ells, 2007; Corley et al., 2005; Hart, 2005; Varcoe et al., 2012). Several 

researchers have also explored the ethical climate in public health settings, but to a much less 

extent than in acute care settings (Asahara et al., 2012; Duncan, 1992; Misund Dahl et al., 2014; 

Oberle & Tenove, 2000). Researchers, both nationally and internationally, have described ethical 

issues in PHNsg practice (Andrews, 2006; Asahara et al., 2012; Aroskar, 1989; Duncan, 1992; 

Misund Dahl et al., 2014; Oberle & Tenove, 2000). For example, Oberle and Tenove (2000) 

noted that many features of ethical decision making by PHNs are highly relational, such as 

establishing trust, maintaining confidentiality, and preserving relationships in the interest of care 

because clients can end PHNsg services at any time. These authors indicated that PHNs must 

work to empower clients, establish boundaries, and maintain long term relationships, which may 

challenge PHNs in their decision-making. The importance of a relational response in PHNsg 

practice is a consistent finding in the literature (Browne et al., 2010; Falk-Rafael & Betker, 

2012a; Hill, 2017; Marcellus, 2005). Several researchers also found that PHNs were concerned 

about their leaders’ values and knowledge and the implications of their leaders’ decisions (e.g., 

Asahara et al., 2012; Oberle & Tenove, 2000), which again, is consistent with my findings. 

My dissertation research fits with the limited, but growing body of evidence examining 

ethical issues in PHNsg practice. PHNs have been clear that organizational changes, such as 

policy and financial support, have restricted their role (Falk-Rafael & Betker, 2012b). Nurses 

across settings often experience ethical problems when their personal and professional values 
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conflict with organizational priorities and demands. These feelings arise amid issues of 

scarce resources, expectations of efficiency, increased standardization and electronic 

documentation, which often creates difficulties in providing adequate care and contradicts the 

core function of improving health and wellbeing. My dissertation research has helped to shed 

light on the significant impact of the frequency of change and the nature of changes unfolding 

over time that slowly chipped away at the PHN role, eroding support for PHNs, and PHN 

autonomy and flexibility. The ethical struggles of PHNs in my dissertation research were layered 

and ongoing. 

By bringing to light this ethical morass, it helps us to understand why PHNs in my study 

responded to and managed contextual changes in the ways that they did. PHN ethical decision-

making processes are rooted in context and are not often black and white because they have 

multiple intersecting complexities to consider in each encounter, including organizational 

demands, differing client issues, and professional values and standards (Duncan, 1992; Oberle & 

Tenove, 2000). The population focus of PHNsg could also provide some rationale for why PHNs 

experience unique ethical issues (MacDonald, 2013), which go beyond the individual focus of 

ethical issues common in acute care. PHNs work across levels in practice by initiating and 

maintaining relationships with individuals, families, and communities to improve population 

health and reduce health inequities. After placing key study findings within the literature, I now 

discuss the implications of my dissertation research for nursing practice, education, policy, and 

further research. 

Implications for Practice, Education, Policy, and Research 

In my dissertation research, I explored PHNsg practice and issues related to PHNs. In the 

previous section of this chapter, I explained that many of my study findings are applicable to and 
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align with nursing and public health more broadly. In this final section, however, I remain 

focussed on PHNs and provide a few reflections and ideas, many derived from my research, on 

how to move forward and next steps. To begin, I discuss implications of my research for 

practice, follow with a discussion of education, policy, and end with research.  

Implications for Practice 

By inquiring into PHN concerns and listening closely to their experiences in this study, I 

highlighted several contextual factors undermining the PHN role. PHN participants talked about 

a series of organizational and policy changes that have eroded PHNsg practice. PHNs are well 

positioned to improve the quality of programs and services, and to bring important practice 

knowledge and insight to the decision-making table, but they have been limited in these 

activities. The findings from my dissertation research may be useful to PHNs as one tool to 

advocate for their practice and the health of their communities. For example, they could use 

these findings to help others to see how a range of external factors have negatively influenced 

PHNsg practice and the ethical distress experienced by PHNs who were constrained in their 

ability to address community need adequately and were witnessing worsening health outcomes. 

Duncan (1992) highlighted the need for nurses to be supported in their experiences with ethical 

challenges in the work settings, and drawing attention to PHN ethical dilemmas described in this 

research could help in such efforts. 

 PHNs in my dissertation study did not frame their concerns as ethical issues, but there 

was notable consistency between descriptions of moral distress, dilemmas, and uncertainty in the 

literature and PHN participant accounts. Oberle and Tenove (2000) suggest that it may be 

important to help nurses frame their experiences as ethical issues. They encourage an ethical 
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frame because it could help nurses to locate their experience in a wider context and to 

recognize that their concerns are not unique to them.  

Several authors also urged nurses to engage in self-reflection, as well as to come together 

as nurses with other healthcare providers and administrators to dialogue, clarify values, support 

one another, and work towards true collaboration (CNA, 2017; Oberle & Tenove, 2000; Rodney 

et al., 2006). The authors of the Code of Ethics indicated that nurses’ self-reflection and dialogue 

with others are essential components of ethical nursing practice (CNA, 2017). Rodney et al. 

(2006) argued that these efforts will help to improve the moral climate of workplaces. Nurses 

need to be supported in their workplace to engage in reflective thinking and to have the 

opportunity to come together to provide support within the healthcare team. 

It is also troublesome that, with older PHNs in my study looking to take early retirement 

in contemplating getting out, newer PHNs will not have as many role models to help them learn 

the broader aspects of community development and health promotion. New PHNs will not have 

the on-the-ground PHN leaders to show them how to reach out in their communities, and to 

provide a historical perspective on community issues and services offered. This is especially 

critical at a time when the average age of nurses is increasing. There will be a whole new wave 

of younger, less experienced PHNs. To address this issue, older PHNs could be supported to stay 

in practice longer and to act as mentors to new PHNs. Leaders could also facilitate this process 

by extending orientation periods, planning overlap between novice and experienced PHNs in 

health units, and providing more structure to encourage relationships between new and 

experienced nurses to support learning about the range of PHN activities that shifts throughout 

the year. 
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Nurses are expected to advocate for conditions that promote and support health, 

including quality practice environments (CNA, 2017). PHNs in my study were often constrained 

in their advocacy efforts in standing tall. Nurses require the necessary organizational structures 

and resources, not only for their effectiveness in practice, but to ensure positive client outcomes. 

PHNs require support to work as autonomous healthcare professionals with the flexibility to 

build trusting relationships and partnerships, and work across levels of practice to bring 

communities to health. We can help nurses to work in this way by encouraging PHNs to take on 

leadership roles, providing opportunities for group education and discussion, taking strides to 

shift local health unit and organizational culture by encouraging creativity and local problem 

solving. 

Public health professionals are encouraged to speak up and advocate more forcefully than 

they have in the past (Rutty & Sullivan, 2010), but there are few mechanisms and safeguards in 

place to support these activities. This is particularly the case with the turnover in leaders who do 

not understand public health or the PHN role. By strengthening the link between PHNs and their 

national body, the CHNC, there could be a broader national forum for PHN support, ideas, and 

vision. The CNA could play an important stewardship role in this work. Nurses need to learn 

about the resources available to them to continue their efforts in advocating for the PHN role and 

health in their communities.  

Implications for Education 

After learning more about PHNsg, there are a number of skills that I believe are 

important within nursing educational programs that, in my experience, have been lacking. For 

example, nursing students need support and guidance to develop knowledge and skills for 

activities such as policy development, leadership decision-making and delegating, and advocacy 
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in healthcare. Hassmiller (2014) indicates that leadership content is critical in nursing 

programs. These skills will help nurses not only to develop important skills in nursing advocacy 

and leadership, but also to help them to see themselves as advocates for health. Even though 

nurses deliver the vast majority of healthcare services, nurses’ presence at decision-making 

tables is minimal (Davis, 2017). Nurses have been encouraged to play a central role in leading 

healthcare change and health (Institute of Medicine, 2011). By strengthening nurses’ leadership 

and advocacy skills within nursing education, nurses can be better positioned to advance nursing 

leadership and to take a seat at decision-making tables. I believe nursing educators play an 

important role in shaping how nursing students view themselves as healthcare leaders. 

Within nursing education, I also think it is important for nursing students to experience a 

range of practice activities by working alongside nurses in a number of positions, such as direct 

service provider, manager, educator, researcher, and administrator. Nursing students, and others, 

often struggle to understand nurses’ roles outside of direct patient care in a hospital setting. 

Nursing educators also need to ensure that public and community health content, which has been 

wavering with the implementation of the NCLEX entry to practice exams in Canada, is well 

secured within nursing baccalaureate programs. Nursing educators need to ensure that they teach 

the theoretical foundations of PHNsg practice in baccalaureate nursing programs, including the 

wider range of activities that are at risk of fading away. 

In a study by the Canadian Association of Schools of Nursing (CASN) Task Force on 

Public Health Education (2007), researchers found that baccalaureate-level nursing students may 

feel discouraged from working in community health nursing based on their sense that acute care 

nursing is more valued. In fact, PHN scholars in the United States recently raised concerns about 

the perception that PHNsg is not valued as a speciality within the nursing discipline and 
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profession (Canales et al., 2018). A better connection between the university and local public 

health units could help by providing more nursing students the opportunity of community 

placements in public health and sharing public health knowledge and experience with nurses in 

academia. There does, however, appear to be some movement within nursing in this regard 

(Hermer et al., 2019). The authors of the CASN report also noted that there was a shortage of 

qualified faculty to educate nursing students about PHNsg (CASN Task Force on Public Health 

Education, 2007). Recently graduated nurses reported that they had limited exposure to 

community health nursing experiences during their education (Pijl-Zieber et al., 2015). These 

shortcomings within schools of nursing may contribute to, and perpetuate, the invisibility of 

PHNsg.   

PHNs need to educate others about their role because there is often limited understanding 

of public health and PHNsg both inside and outside of healthcare. For example, last year, during 

National Immunization Awareness Week, April 20-27, 2019, the Nurses and Nurse Practitioners 

of British Columbia (NNPBC, 2019) published a statement outlining the critical role of PHNs in 

the delivery of immunization programs and services in their communities and in addressing 

vaccine hesitancy (WHO, 2019). They did so to draw attention to the PHN role during an 

international measles outbreak. The authors of this statement were clear that PHNs offer more 

than merely the injection of a vaccine. PHNs deliver a whole host of activities, including: (a) 

planning and promoting accessible clinics; (b) addressing vaccine hesitancy in a relational 

approach that respects and acknowledges concerns; (c) communicating best evidence on vaccine 

efficacy to the public; (d) providing comfort for children and families receiving multiple 

injections; and (e) advocating for best practices in both cold chain maintenance and the informed 
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consent process for individuals (NNPBC, 2019). Nurses, in public health and other settings, 

need to continue to share what they do to improve others’ understanding of their role.  

Nursing students need a solid understanding of PHNsg and the benefit of long-term 

investment in the health of our communities. For example, a PHN supporting a new mother to 

breastfeed her baby is not only helping this woman in establishing a relationship with her baby 

and offering feeding guidance, but PHNs are also supporting this woman, child, and family to 

create a supportive home and community environment to optimize healthy childhood 

development. This investment in the early years is paramount and has been labelled as a 

determinant of lifelong health and wellbeing (Hertzman & Boyce, 2010). It is part of a long-term 

investment with an array of social and economic benefits (Rutty & Sullivan, 2010). Nursing 

educators need to ensure they are adequately preparing the future nursing workforce to 

understand a socio-environmental view of health, and to be politically savvy and engaged.  

Implications for Policy 

The impact of provincial level policy making on PHNsg practice was evident in this 

study. For example, the increase of provincially-mandated targeted PHNsg programs and the 

subsequent decrease in universal programs is a fundamental shift in how PHNs provide care. 

Many nurses in my study were clear that this shift in programming was reaching fewer people 

and leading to worsening health outcomes in their communities. Decision makers need to 

consider fully the implications of organizational and policy change on PHN practice because it 

has a substantial effect on the outcomes achieved (Hill, 2017).  

PHNs in my study have identified several other organizational and policy factors that 

were significant to their effectiveness in practice. The number and frequency of organizational 

and policy changes disrupt the continuity required for the effectiveness of many PHNsg 
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programs to improve population health and health inequity. For example, participants spoke 

of the importance of clear policy direction and vision, having leaders who understand and have 

experience in public health, transparent and timely communication, and sustained long-term 

investment in PHNsg programs. PHNs, as the largest contingent of the public health workforce, 

need policy makers to understand the broad focus of the PHN role and to develop policy to 

support a range of PHN activities in their communities to improve health and health equity at a 

population level. PHNs in Manitoba echoed these sentiments, but also noted the need for PHN 

participation in decision making and policy making (Cusack et al., 2017). 

In my dissertation findings, many participants highlighted the lack of PHN involvement 

in public health program development and policy decision-making. And yet, nurses in my study 

were grounded in client and community knowledge, and could offer creative and innovative 

solutions to challenging healthcare issues. Healthcare executives have been urged to invite 

nurses to decision-making tables, leveraging their practice knowledge of caring for clients, and 

their insight into the implications of policy decisions on staff, client experience, quality of 

service, health outcomes, the organization, and the broader community (Benson & Hassmiller, 

2016). I encourage healthcare policymakers to ensure decision-making processes are inclusive 

and participatory, representing a range of perspectives. Moving forward, we need strong PHN 

leaders willing to put forth good ideas and well prepared with evidence to support their positions. 

By developing a good reputation and relationships at all levels, nursing leaders are more likely to 

be listened to, and invited to participate at decision-making tables. 

Policymakers are central in creating a culture that supports leaders to adopt traits that are 

important to promote health equity. Effective public health leaders bring people together, draw 

on each other's expertise, and are relational and connected (Betker, 2016). It is important that 
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leaders reflect values of social justice and solidarity, drawing on participatory approaches to 

building trust and inspiration, being willing to take risks, empowering staff to tackle issues of 

health equity, and remaining connected to their communities (Betker, 2016). Managers with 

public health or PHNsg experience often supported PHNs to work beyond narrow policy by 

creating flexibility in practice and encouraging nurses to address local issues.  

We need to begin by rebuilding trust between administrators and nurses because this 

relationship has often become strained throughout recent reform measures. Norrish and Rundall 

(2001) suggest that it is important to start this process of rebuilding with values clarification, 

clear communication, and participatory decision-making. Gunn et al. (2018) suggested that 

administrators need to create policies that promote equitable political representation and 

involvement in governance. In this way, leaders can enable the participation of nurses in policy 

and decision making in healthcare, as well as in other government institutions that have control 

over funding, organizing, and licensing (Gunn et al., 2018). Hassmiller (2014) explained that 

PHNs bring a unique focus across multiple levels from individuals and families to populations 

and systems, making them well situated to contribute to policy development and to lead within a 

health system undergoing transformation focusing on health promotion and prevention. 

The theory developed in this dissertation research, managing the eroding PHN role, 

could be useful for policymakers to help them to understand the ways in which PHNs manage 

the erosion of their role. By understanding the process, leaders might be better able to recognize 

and support PHNs in achieving their goals. This, in turn, could inform policy focussed on nurse 

retention that could lead to less turnover of nurses, a costly item for the system, and to 

maintaining the capacity of the workforce (O’Brien-Pallas et al., 2006).  
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Pauly et al. (2012) acknowledged the importance of policy and political factors that 

influence the context of nursing, and the limited discussion as to what interventions are required 

to prevent moral distress. The appointment of public health and PHNsg leaders and the inclusion 

of nurses in the policy-making process, could help to alleviate some of the ethical issues 

experienced by PHNs in this study. By preventing issues of moral distress, leaders can help to 

create a strong and healthy workforce, and work to ensure safe, competent, and ethical care 

(Pauly et al., 2012). Some stated that investment in resolving ethical issues is cost effective 

(Hart, 2005). Norrish and Rundall (2001) explained that shared governance would provide a 

mechanism to reconcile potential conflict between organizational and professional values as well 

as to provide steps to work towards shared goals in decision-making and policy-making 

processes. 

To reap the benefits of PHNs in their communities, leaders must work to ameliorate 

organizational and policy obstacles inhibiting their practice (Institute of Medicine, 2011). 

Administrators need to consider these factors to create supportive practice environments, 

creating policy that enables PHNs to practice to the full scope of their role with the goal of 

improving population health and reducing health inequities. To support the complex and 

interdisciplinary public health workforce, healthcare organizations also need to continue to build 

capacity by investing in tailored training to meet the needs of public health professionals, 

including PHNs (Sibbald et al., 2020). These authors stated that policy supporting training and 

education is an investment not only into the public health workforce, but also into the quality of 

services provided in communities. 

PHNs in my study noted several significant changes in the PHN role, whereby leaders’ 

policy and decision making decreased numbers of PHNs, narrowed the PHN role, and reduced 
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the PHNsg budget. PHNs are already established around the province in small communities 

everywhere. Often, they are the only service in town, and have become a trusted resource over 

generations. It is regressive to reduce or eliminate something that is already established, based on 

the fiscal bottom line rather than on a wider population health perspective whereby PHNs work 

to improve population health and health equity.  

Implications for Research 

This dissertation research provides a preliminary step in understanding how public health 

restructuring initiatives have affected PHNs and influenced PHNsg practice. By drawing on a 

socio-ecological framework, I explored a range of multi-level contextual factors that have 

influenced the PHN role. I captured these contextual factors, along with several personal factors, 

in the theoretical model depicted in chapter 4. In the description of this model, I provided insight 

into a number of organizational and policy changes that have had a considerable influence on 

PHNs in my study. To develop this model further, we need to examine PHNsg practice in other 

settings, both inside and outside of Canada, as well as PHN responses to other significant 

healthcare changes. As healthcare reform continues to unfold, researchers could determine 

whether PHN strategies persist amid different healthcare changes. We could also test the fit of 

this model outside of PHNsg practice, such as with nurses in other settings or other healthcare 

providers. Researchers could also use my theoretical model to help sensitize themselves to 

external factors that shape healthcare practice and healthcare providers’ responses to change, as a 

point of departure in future research. It could also help to guide healthcare leaders in 

implementing restructuring initiatives. 

Healthcare leaders need research to guide future reform measures to ensure a strong 

public health workforce and improved population health and health equity. Some state that 
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organizational and policy changes within public health restructuring, as well as broader 

healthcare reform were not often based on evidence (CPHA, 2019a). Leaders require additional 

research in multiple areas, such as on the outcomes of PHNsg interventions (Quad Council of 

Public Health Nursing Organizations, 2011), and evidence of the impact on care and cost-

effectiveness (Hassmiller, 2014). Nurses have an important role to play in contributing to PHNsg 

research as well as multidisciplinary public health research. Currently, there is limited means to 

inform leader healthcare reform decision-making, but where there is robust research, leaders 

need to be encouraged, and have the courage and will, to base decisions on evidence. By looking 

for underlying mechanisms that affect service delivery, such as trust and connection, researchers 

will be able to understand better the impact of organizational and policy changes on PHN 

practice and health outcomes, and to share these outcomes with decision makers. 

There are several issues researchers need to consider as they work towards strengthening 

the evidence base to guide decision making. PHNs in my study were clear that PHNsg programs 

and services require sustained investment and a long-term time frame to evaluate whether their 

activities are achieving their anticipated outcomes. Researchers and healthcare leaders need to 

track PHN activities at multiple levels and link them to broader changes (e.g., population, 

staffing, budget, policy changes), as well as connect PHN programs and services to individual, 

family, and population level outcomes over time. One way to do this is to work toward adequate 

data systems and proper use of existing data to guide organization, delivery, and finance 

decisions. Monsen et al. (2012) proposed that adequate data infrastructure will improve 

accountability mechanisms within public health systems, and demonstrate the added value of 

PHN practice and improvement in the overall health and wellbeing of communities. By 

strengthening the ability to collect data, including PHN documentation, policymakers would be 
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better positioned to make evidence-informed decisions, and researchers would be able to 

evaluate the effectiveness of PHN services, and conduct longitudinal studies exploring the 

relationship between PHN services and community and population health.   

Many PHNs in my dissertation study stated that current documentation systems did not 

capture their community development or population focussed efforts because many PHN 

activities are not amenable to measurement or “captured by a tick box.” Electronic 

documentation systems do not currently capture budget changes or staffing levels either, so 

looking at outcomes without information on the broader picture provides an inaccurate result. 

Other researchers have also expressed concern over the lack of tools available to gauge PHN 

contributions within the public health system (Aston et al., 2014; Cusack, 2017; Ganann et al., 

2010). When nurses do not demonstrate the impact of PHN interventions on health outcomes, 

they are limited in their ability to advocate adequately for the PHN role and the health of 

communities. Several PHNs in my study reported that this has led them to lose traction in some 

of their activities, such as their community development efforts. Research efforts are needed to 

continue to surface PHN experiences, to demonstrate the difference PHNs can make to the health 

and wellbeing of their communities, and to ensure that broader population health has a place 

within healthcare priorities.  

Practice-based knowledge is important to understand and guide PHN utilization and 

public health decision-making (Bekemeier et al., 2013; Bekemeier & Ensign, 2017; Judd & 

Keleher, 2013; O’Byrne, 2011; Scutchfield et al., 2009; Thorne, 2008). My hope is that the 

practice-based evidence generated in this research can help to inform organizational decision-

making, and to advance the understanding of PHN practice and service delivery. Nursing 
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researchers are making progress demonstrating the effectiveness of PHN involvement (e.g., 

Aston et al., 2016; Cusack et al., 2017; Hill, 2017).  

Aston and colleagues have urged nursing researchers to continue to study less tangible 

health outcomes of PHN interventions, such as maternal self-confidence, self-esteem, 

empowerment, and social support, in addition to more common physical outcomes, such as 

breastfeeding rates and hospital admissions (Aston et al., 2016). By doing so, researchers can 

demonstrate a full range of PHN practice outcomes. When administrators evaluate PHN practice, 

and nursing more broadly, based on accounting or medical outcomes, they fail to capture the 

nature of practice.  

Canadian nursing researchers have made strides in collecting data exploring the nature 

and effectiveness of PHN practice (e.g., Aston et al., 2016; Cusack et al., 2017; Hill, 2017). 

Researchers invested in PHNsg research in Canada can look to work taking place in the United 

States for guidance (e.g., Monsen et al., 2017; Park et al., 2019). Nursing researchers can draw 

on the work of others as well as extend the evidence base to reflect the Canadian context or 

identify where gaps exist. Researchers providing evidence to support decision-making in public 

health is critical, but the organizational context in which PHNs work must be considered in the 

analysis because it is instrumental in shaping the PHN role and health outcomes. 

Strengths and Limitations of this Study 

In this section, I provide a brief but thorough account of the strengths and limitations of 

this dissertation research. I also discuss the rigour of my research process. The aim of this section 

is to support one’s interpretation of my research process and findings. 
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Strengths 

Kearney (2009) urged nursing researchers employing the grounded theory method to 

address context, to go beyond describing psychological processes to theorizing about social and 

environmental structure shaping participant action. In this dissertation research, I used the 

grounded theory method informed by critical realism to examine how the context of public 

health restructuring has influenced PHNs in practice, ensuring that contextual factors influencing 

PHN action were addressed. The findings from my study help to deepen our understanding of 

how provincial and organizational level change in BC has eroded the PHN role, and as a 

consequence, how PHNs have managed their practice in the face of change that has undermined 

their ability to provide high quality care. The theory that I produced in my dissertation research 

meets Kearney’s request. 

Kearney argues that theorizing is about more than merely understanding individual 

experience, that “theory is an essential tool for transforming systems and improving 

interventions” (2009, p. 568). I advance that grounded theory, particularly when informed by the 

philosophical stance of critical realism, can assist nursing researchers to do just that. Grounded 

theory, as a methodological approach, can help researchers to understand and to explain why 

something is taking place and under which conditions, enabling researchers to address human 

issues, the context surrounding a phenomenon, and the underlying mechanisms influencing 

action and meaning. By drawing on the philosophical lens of critical realism, I examined the 

underlying mechanisms influencing participant action and meaning. This philosophical lens was 

useful because it helped me to surface mechanisms such as trust, open communication, and 

shared values that were important to PHNs within their organizational milieu. Again, the theory 
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that I developed captures underlying factors influencing context and action, important in 

understanding processes and outcomes. 

The grounded theory method is a rigourous research method. Cooney (2011) states that a 

researcher must take care in applying grounded theory techniques to ensure rigour. The process 

of constant comparison throughout the cycle of inductive-deductive theory generation ensures 

that emerging codes, concepts, and categories fit participant meaning. The repeated presence of 

information in the data earns its way into the theory through the process of constant comparison. 

By checking to see whether my categories captured experiences and action in the data, explained 

participant processes, and reflected their experiences, I worked to establish rigour in my 

research. In this way, I developed a theory that had fit, work, and grab – the basic requirement 

for scientific rigour in grounded theory (Glaser, 1978). 

By remaining open to the emergent nature of the research process and listening closely to 

participants’ concerns and experiences, I allowed them to guide the inquiry process and ensured 

that the research reflected their concerns. By beginning the interviews with open ended 

questions, I created space for participants to guide the discussion. The focus of the research and 

interview questions shifted after the first few interviews because participants wanted to discuss 

the impact of changes other than the implementation of public health renewal on their practice. 

By transcribing interviews immediately after the interview and concurrent data collection and 

analysis, new information shaped the questions I asked in subsequent interviews. To ensure the 

codes and concepts reflected participants’ experiences, I used their words in the first round of 

coding and tried to stick closely to their phrases and language throughout theory development. I 

also wrote a memo after each interview to record my initial thoughts about the participant’s 

experiences and how their experiences related to other participants’ experiences and emerging 
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codes. I continued to memo throughout the analytical process to think through and capture 

methodological decisions, theoretical ideas, and reflexive thinking.  

The emergent nature of the grounded theory method, and through defining the basic 

social problem and core category, researchers develop a theory that reflects participants’ shared 

concerns and how they, over time, manage the problem. I developed a tentative preliminary 

model after the first ten interviews, which I continued to (re)shape throughout the remaining 

interviews. I reached theoretical saturation around the 20th interview, but the remaining 

interviews helped to affirm, elaborate, and clarify the basic social process, as well as conditional 

factors. By the last handful of interviews, I had no new theoretical insights and my categories 

were conceptually complete.  

 Additional strengths of this study were that it included PHNs from three HAs in BC. 

Collecting data from multiple contexts provided breadth to the research and allowed for an 

examination of PHN experiences across a number of work settings. I also interviewed PHNs 

with different levels of experience and from different settings. I talked with nurses who worked 

in rural one-nurse offices as generalist PHNs. There were other nurses in this study who worked 

in urban settings in a team environment, and as specialist PHNs. The diversity of PHN settings 

and range of experience from three HAs provided breadth and depth to understanding the 

changing nature of the PHN role in the province. It was also helpful to have included the 

perspectives of three PHN managers to have some, albeit limited, glimpse into their experience 

and views on the changing nature of the PHN role.  

Limitations 

 Even though I recruited participants from three HAs, who had a range of experience from 

various regions, PHNs in my study may not represent the experience of other PHNs in the 
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province or country. Nurses interested in participating in my research may have had 

particularly strong feelings regarding the changing nature of the PHN role. There may be regions 

in the province where PHNs continue to be supported to work to their full scope of practice in a 

supportive work environment. This research provides some insight into the experience of a 

sample of PHNs in BC and is not intended to represent the experience of all PHNs. All grounded 

theory studies are reflective of, and limited to, the time and place of data collection. Nonetheless, 

this dissertation study provides some common experience and understanding of the 

organizational and policy factors influencing PHNsg practice, and how some PHNs manage their 

eroding role. My findings, however, were supported and confirmed by other studies. 

 Although many researchers have completed grounded theory studies based solely on 

interview data, I believe triangulation of multiple data sources often bolsters research findings. I 

drew on several provincial documents and auditor general reports to enhance my understanding 

of the context. Although I did not use participant observation in my approach, this form of data 

could have provided another lens into the research.  

Applicability Beyond Borders 

What has been confirmed for me is the timeliness and relevance of this research to PHNs 

outside of BC. I have been contacted by PHNs from other Canadian provinces, including 

Manitoba, Ontario, and Nova Scotia, regarding this dissertation research. These PHNs heard 

about my project through various avenues, such as word of mouth, an editorial published in the 

Canadian Journal of Public Health, or a presentation that I had completed that was available 

online. These PHNs wanted to talk to me about their experiences and concerns about the 

changing nature of PHN practice in their province, and to discuss their local efforts to advocate 

for the PHN role. I am also currently involved in a national working group comprising nursing 
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academics and PHN leaders who are concerned about the current state of PHNsg practice, 

and are strategizing ways to advocate for the PHN role on a national level.  

What has also intrigued me was the international response I received from my study. I 

witnessed the resonance of my research beyond Canadian borders while attending the 

International Union for Health Promotion and Education Conference in Brazil in 2016. I 

presented very preliminary findings of my dissertation research, and many nurses from around 

the world were eager to discuss what they had been witnessing in their practice, and their 

concerns over the narrowing of the PHN role in their jurisdictions. These PHNs spoke with 

passion about their activities in communities, and were looking for ways to push back against the 

erosion of their role so they could continue to promote health. 

Concluding Thoughts 

In this dissertation research, I described how a number of organizational and policy 

changes have eroded the PHN role in BC. Using the grounded theory method, informed by 

critical realism, I explained how PHNs engaged in five strategies to manage contextual factors 

compromising their practice. By examining the state of PHN practice within the context of 

public health restructuring, we are better positioned to advocate with and for PHNs, to ensure 

that a focus on prevention and health promotion remains firmly planted in healthcare reform. 

Even though the findings of this research surfaced many difficulties within our healthcare 

system, they also help us to understand what factors are important in the provision of PHNsg 

services. These factors could be useful to guide decisions regarding the organization, financing, 

and delivery of PHNsg programs and services.  

This year, 2020, the World Health Organization has declared it the year of the nurse and 

midwife. This international declaration will highlight not only the progress of nursing and its 
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potential, but also the problems. It seems we have our work cut out for us. Health system 

reform alongside fiscal constraint has marked the healthcare climate in BC. Health system 

change has reflected neoliberal ideals, as we have witnessed a weakening in the social safety net 

such as our publicly funded healthcare system. Public health system restructuring has created a 

number of challenges for PHNs by reducing autonomy, flexibility, and support for PHNs in their 

role.  

Public health restructuring initiatives have compromised PHNsg programs and services. 

Participants explained that a series of events, unfolding over time, have slowly eroded the nature 

of PHNsg practice. Leaders undermined and limited PHN activities and reduced PHN reach in 

their communities. When leaders limited PHN outreach activities, participants stated that the 

needs of those most at risk went overlooked. Public health is often long and slow work that 

requires sustained investment and flexibility, which can be challenging within the current 

healthcare climate. PHNs require an organizational context that has structures and processes that 

facilitate PHN autonomy to take action on prevention and promotion in their communities to 

address health inequities and improve population health.  

Working to improve population health and reduce inequities, often starts by working in 

partnership with and learning from those affected by structural inequities in our society. PHNs 

are well positioned for this pursuit because they are already established in many communities 

around the province, and have the necessary skills and knowledge. PHNs are highly skilled 

collaborators, bringing people together, and maintaining relationships, both of which are key in 

advancing a health agenda (CHNC, 2019). By examining how public health restructuring has 

unfolded within the realm of healthcare reform, it provides leaders with insight into this process 

and can inform steps to strengthen our healthcare systems. By creating supportive environments 
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conducive to health promotion and prevention activities, we empower PHNs, along with 

other providers, delivering public health programs to have flexibility, support, and autonomy in 

their role to respond to local issues and work with partners to improve population health.  

 By conducting this grounded theory study, I surfaced PHN concerns regarding their 

practice, described how organizational and policy change have compromised the PHN role, and 

explained how PHNs managed the erosion of their role in BC. PHNs in my study have voiced 

their concerns regarding the undermining of public health aims within the current healthcare 

milieu. Some nurses in my study believed that the PHN profession is at risk because public 

health restructuring has compromised PHNs’ effectiveness in their role. Equipped with this 

evidence, we will be better positioned to highlight how external forces are compromising PHN 

care, weakening public health, and worsening health outcomes. Despite the negative impact of 

organizational and policy change on PHNsg, PHNs are a valuable resource that is already well 

established in communities around the province, and have been providing care for the past 100 

years (Green, 1984). Currently, PHNs across the country are diligently working on the 

surveillance, contract tracing, and follow up for this COVID-19 pandemic, reminding us about 

the importance of strong public health infrastructure and systems, the value of the PHN role, as 

well as the need for effective collaboration between and among sectors. 
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Board of Record                                                            Certificate of Ethical Approval for Harmonized 

Island Health                                                                                             Minimal Risk Health Study 
 
Health Research Ethics Board (HREB) 

1952 Bay Street                                                                                                     Also reviewed and approved by: 
3rd Floor – Kenning Wing, Memorial Pavilion                                                                University of Victoria 
Royal Jubilee Hospital         Interior Health Authority  
Victoria, BC V8R 1J8            University of British Columbia 

                                                                                                                     
                                 
 
Principal Investigator:   Primary Appointment:   Board of Record Approval Reference #: 
MEGAN KIRK    University of Victoria   BC2015-122 
Study Title:  Exploring the Changing Nature of Public Health Nursing Practice 
Study Approved: 17 DEC 2015   Expiry Date:  16 DEC 2016 
Research Team Members:  Dr. Anita Kothari 
    Dr. Rita Schreiber 
    Dr. Marjorie MacDonald 
Sponsoring Agencies: n/a 
Documents included 
In this approval: Academic Approval Letter    Version Date, 16 October 2015 
   Study Protocol      Version 3, Dated 15 December 2015 
   Consent Form       Version 7, Dated 04 December 2015 
   Recruitment Email      Version 3, Dated 11 December 2015 
   Recruitment Email Alternate Version   Version 4, Dated 15 December 2015 
   Recruitment Email Island Health   Version 4, Dated 15 December 2015 
   Interview Questions     Version 2, Dated 04 December 2015 
 
This ethics approval applies to research ethics issues only and does not include provision for any administrative 
approvals required from individual institutions before research activities can commence. 
 
The Board of Record (as noted above) has reviewed and approved this study in accordance with the requirements of the 
Tri-Council Policy Statement:  Ethical Conduct for Research Involving Humans (TCPS2, 2014). 
 
The “Board of Record” is the Research Ethics board designated on behalf of the participating REBs involved in a 
harmonized study to facilitate the ethics review and approval process.  In the event that there are any changes or 
amendments to this approved protocol, please notify the Board of Record. 
Board of Record Research Ethics Board Representative 
Name:  Lynn Cummings, BNSc, MN    Title:  Chair, Island Health HREB 
Signature:       Date:  17 Dec 2015 
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Appendix B 

Participant Recruitment Email 

Exploring the Changing Nature of Public Health Nursing Practice 
 
You are invited to participate in a research study! 
 
Background and Purpose of the Study 
The purpose of this study is to learn how recent public health policy changes (e.g., Core Functions 
Framework, Key Result Areas) have shaped the nature of public health nursing practice in British 
Columbia (BC). Qualitative methods will be used to better understand the experience of public 
health nurses (PHNs) in the province given recent policy changes affecting their practice and to 
learn about what factors support or impede their practice. Given that PHNs provide a large 
proportion of public health services in BC, it would be useful to better understand how recent 
public health policy changes have affected the nature of their practice and how they manage these 
changes. Currently, there is minimal literature documenting how such policy changes within BC 
have shaped the nature of services offered by PHNs. The hope is that this project will continue the 
conversation around PHN utilization in order to begin to address some of the present challenges 
confronting PHN practice.  
 
You are being asked to participate in this study because you are a public health nurse in BC, or you 
have knowledge about public health nursing practice.  
 
Location of Research 
This research study is being conducted under the auspices of the University of Victoria. Data will 
be collected either face to face in southern Vancouver Island at a location that is convenient for the 
participant, or by telephone for those who reside in other parts of the province or if a participant 
prefers this means of communication.   
 
What is Required if I Participate? 
You will be asked to participate in an interview 45 minutes to one hour long during non-work 
hours.  If located in southern Vancouver Island, you have the option to meet with the Principal 
Investigator for a face-to-face interview at a convenient location, or over the phone if at a 
distance or if this is your preference. 
 
Please note, the person who sent you this email has nothing to do with this research and you 
should not see this email as something that may influence your professional relationship with 
your health authority. 
 
 
PLEASE CONTACT: 
Megan Kirk, Doctoral Candidate (Principal Investigator) 
School of Nursing, University of Victoria  
3800 Finnerty Road, HSD Building, Room A402a 
kirkm@uvic.ca 
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1. Protocol Synopsis: 
 
Public health in British Columbia (BC) has witnessed several recent provincial wide policy 
changes since the introduction of the Core Function Framework in 2005. Since this time, there 
has been a shift to Key Result Areas and then the Guiding Framework for Public Health. In this 
study, I will explore such recent policy changes have shaped the nature of public health nursing 
practice in BC.I will use qualitative interviews to better understand the experience of public 
health nurses (PHNs) in the province given recent policy changes affecting their practice and to 
learn about what factors support or impede their practice. I will use a qualitative methodology, 
the grounded theory method, to develop a theoretical explanation of how PHNs navigate practice 
changes. Findings from this study will be used to offer insights into how recent policy changes 
have affected programs and services offered by public health nursing and the impact this has had 
on overall community health.     
 

2. Background & Rationale: 
 
Since 2005, multiple provincial initiatives, intended to improve the organization and delivery of 
public health systems and services, have affected the programs and services provided by public 
health practitioners in BC. Currently, there is minimal literature addressing how recent policy 
changes have shaped the nature of services offered by PHNs across the province. There have also 
been recent calls for more research to evaluate and develop an evidence base for PHN practice. 
Researchers are suggesting that PHNs are finding it difficult to be effective in broader health 
promotion efforts due, in part, to the organizational structure in which they are located. Recent 
conversations I have had with PHNs in Island Health Authority suggest that they are concerned 
about the changing nature of their practice, and organizational changes are restricting their ability 
to provide programs and services that they believe will effectively address community need and 
improve population health.  It is possible that these changes in public health service delivery may 
counter the overall efforts of public health practitioners to improve population health. Given that 
PHNs provide a large proportion of public health services in BC, it would be useful to better 
understand how recent public health policy changes at the provincial and organizational level 
have affected the nature of their practice, how they manage these changes, and the impact of 
these changes on the communities served.  My overall guiding research question for this study is: 
How do public health nurses manage provincial and organizational level policy changes affecting 
the nature of their practice?  
 

3. Study Objectives(s)/Purpose: 
 
The purpose of this dissertation study is to explore issues related to PHN utilization within BC 
given recent public health policy changes. More specifically, I hope to understand how PHNs 
navigate the terrain of shifting public health priorities that often lead to practice change, explore 
contextual influences in which they navigate this terrain, as well as how they manage changes in 
their practice that they do not believe will improve population health.   
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4. Study Population: 
 
PHNs from three health authorities will constitute the majority of the participants in my study. 
However, I will also include public health managers and other public health professionals who 
wish to participate and have knowledge of the current nature of public health nursing practice in 
the province.  
 
Inclusion Criteria 
Participants must be currently employed in public health in one of the three regional health 
authorities in BC. They must be able to communicate in English and been employed in for three 
years in public health. The most recent provincial shifts occurred in 2013, hence the cut-off of 
three years experience.  
 
Exclusion Criteria 
Participants will be excluded if they do not speak English or do not have three years experience 
in public health in BC. 
 

5. Study Design & Procedures: 
 
In this qualitative study I will use the grounded theory method to develop a theoretical 
explanation of how provincial and organizational changes have shaped PHN practice, how they 
navigate this often tenuous terrain, and the potential impact this has for community health 
outcomes. I will go beyond describing behaviour, to explain the meaning that motivates 
behaviour. By collecting interview data on PHN practice, I will use qualitative coding as a means 
to develop a theoretical conceptualization of what is going on for PHNs in the province in 
regards to their practice. Qualitative designs are emergent meaning that one’s ongoing analysis 
and developing theoretical insights will guide subsequent data collection intended to support the 
researcher in their theorizing.  
 
During the consent process, PHNs will be asked if they agree to participate in an interview. I will 
use semi-structured interviews and allow the participant to answer based on their knowledge and 
experience. Interviews will generally take 45 to 60 minutes and will be conducted outside of 
work hours.  
 
The Principal Investigator will begin by analyzing secondary data, including interview and focus 
group data, already collected for two research projects at the University of Victoria, both of 
which have received ethics approval, including approval for secondary analysis by a student. 
Both of these studies are examining public health systems and services changes in BC. The 
Renewal of Public Health Systems (REPHS) study examined the implementation of the Core 
Function Framework and spanned from 2010-2014. The Equity Lens in Public Health (ELPH) 
study is examining how equity is being taken up and used in public health renewal, and spans 
2011-2016. The data from both of these projects is collected from public health directors, 
managers, and frontline staff, many of which are PHNS.  I will then collect primary data by 
interviewing PHNs about their practice, but also public health managers interested in 
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participating who are knowledgeable about PHN practice and are aware of their current 
practice, if deemed important to answer my research question. 
 

6. Statistical Considerations: 
 
Depending on the extent and diversity of participant experiences, I may need to adjust the sample 
size of my study accordingly. However, I am anticipating approximately 30 participants for my 
overall study. I aim to recruit 10 participants in each of the three health authorities. I will use 
common grounded theory analytical tools used by researchers, such as constant comparison, 
coding, and memoing to assist in my theoretical conceptualization.   
 

7. Data Collection and Data Management:  
 
The main source of data for this study is semi-structured interviews. I will use an interview guide 
that outlines ten general questions I intend to ask each potential participant. However, given the 
nature of semi-structured interviews, I may not cover all questions in every interview. I will 
conduct interviews in person if possible, but offer telephone interviews to participants who reside 
outside that area and to participants who prefer this means of communication. Telephone 
interviews will occur during non-work hours.  
 
PHNs and PHN managers will receive an email from liaison person containing the study 
recruitment letter, which will be sent out possibly a total of three times depending on the need for 
additional participants.  
 
The Principal Investigator’s contact information is on the recruitment letter for potential 
participants. Potential participants will contact the Principal Investigator if interested in 
participating in study. At this time, the Principal Investigator will email the potential participant 
an Informed Consent Form for their review, the list of interview questions, and arrange the 
interview date and time. Before commencing the interview, the Principal Investigator will ask if 
the participant has reviewed the Consent Form, if they have any questions about the consent 
form and to send or provide a signed form if in person, or to give verbal consent if over the 
phone, which will be audio recorded.  
 
Participants completing interviews will remain confidential and their interview transcripts will be 
de-identified by labeling with a code. The Principal Investigator will keep a master list linking 
coded transcripts to participant information in case a participant wishes to have their data 
withdrawn from the study and if it is necessary for interpreting the data during analysis. This 
master list will be kept solely on a University computer that is locked, password protected, and 
secured by the UVic network. Privacy will also be maintained during the interviews and I will 
only ask questions on the nature of their day-to-day professional practice. Pseudonyms will be 
used in reporting of qualitative quotes of study findings.  I will use peer debriefing, meaning I 
will dialogue with other researchers and practitioners, about the emerging nature of my analysis 
to ensure the quality and depth of my analytic findings and that I have sufficient conceptual 
density.  
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8. Publication of Results 
 
The Principal Investigator will take the lead in publication(s) and presentations of the results. My 
academic supervisor and co-investigators may also aid and be listed on the publications and 
presentations as co-authors. Participants will be acknowledged for their contributions. 
 

9. Appendices 
 
Interview Questions: 
1) I am interested in learning about public health nursing practice and if it has changed over the 
past few years? For instance, there have been provincial policy changes that have lead to changes 
in the home visitation for PHNs. Please tell me about your practice.  
2) What does your current practice look like? How satisfied are you with your (PHN) current 
practice? Please explain. 
3) Can you tell me about any provincial or organizational changes over the past few years that 
have affected your (PHN) practice? How has your (PHN) practice changed given these 
organizational changes? What do you think about these changes? Does your (PHN) current 
practice fit with your perception of quality PHN practice? In what way? Can you provide an 
example of this? 
4) How have these organizational changes been perceived by PHNs? How do you (PHNs) 
manage given these organizational changes? Do you have an example of such changes? 
5) How were the decisions made about organizational changes that impacted your (PHN) 
practice? What role do/did PHNs have in this decision-making? What are your thoughts about 
this? 
6) Do you (PHNs) feel supported to practice in the way you (PHNs) would like to practice? If so, 
in what way? If not, what restricts your (PHN) practice? Please explain. 
7) How has PHN practice changed over the course of your career? Why do you think these 
changes have come about? 
8) What do you think is the unique contribution of public health nursing? What makes PHN 
practice distinct from other public health practitioners and other nursing specialties? 
9) What difference do PHNs make? How do you know when you (PHNs) have made a 
difference? Can you share an example of how your (PHN) practice has made a difference to the 
health and wellbeing of a client or community? 
10) Is there anything else I need to know about PHN practice today and how it has changed? 
Anything I forgot to ask you? Is there anyone else you think I should talk to about this? 
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Appendix D 

Participant Consent Form 

Exploring the Changing Nature of Public Health Nursing Practice 
 

PARTICIPANT INFORMATION & CONSENT FORM 
 
PRINCIPAL INVESTIGATOR: 
 
Principal Investigator: Megan Kirk, University of Victoria 
Address: 3800 Finnerty Road, HSD Building, Room A402a 
Phone Number: 250-721-7954 
Email: kirkm@uvic.ca 

___________________________________________________ 
 
Background and Purpose of the Study 
You are invited to participate in a research study. Your participation is free and voluntary. You can 
withdraw at any time. The purpose of this study is to learn how recent provincial level policy 
changes (e.g., Core Functions Framework, Key Result Areas) have shaped the nature of public 
health nursing practice in British Columbia (BC). Qualitative methods will be used to better 
understand the experience of public health nurses (PHNs) in the province given recent policy 
changes affecting their practice and to learn about what factors support or impede their practice. 
Given that PHNs provide a large proportion of public health services in BC, it would be useful to 
better understand how recent public health policy changes have affected the nature of their practice 
and how they manage these changes. Currently, there is minimal literature documenting how such 
policy changes within BC have shaped the nature of services offered by PHNs. The hope is that 
this project will continue the conversation around PHN utilization in order to begin to address 
some of the present challenges confronting PHN practice.  
 
You are being asked to participate in this study because you are a public health nurse in BC, or 
because of your knowledge about public health nursing practice in the province.  
 
Location of Research 
This research study is being conducted under the auspices of the University of Victoria and is 
being undertaken as part of a graduate student’s dissertation work.  Data will be collected either 
face to face in some locations when convenient for the participant, or by telephone for those who 
reside in other parts of the province or if a participant prefers this means of communication.  
 
Number of Participants 
Thirty participants will be included in this study, consisting of 10 participants from each health 
authority. 
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What is Required if I Participate? 
If you decide to participate in this study, you will be asked to participate in an interview 45 
minutes to one hour long during non-work hours that will be audiotaped. Interview questions are 
about PHN practice and the changing nature of practice (example questions listed below). If 
located in southern Vancouver Island, you have the option to meet with the Principal Investigator 
for a face-to-face interview, or over the phone if at a distance or if this is your preference.  
A few example interview questions are: 

1) I am interested in learning about public health nursing practice and how (if) it has 
changed over the past few years with all the policy changes that have happened? Please 
tell me about your practice. 

2) What does your current practice look like? How satisfied are you with your current 
practice?  

3) Does your current practice fit with your perception of quality PHN practice? In what 
way? 

4) How do you manage when organizational changes cause you to practice in ways that run 
counter to the practice you would prefer? 

 
What are the Possible Risks or Inconveniences of Participating?  
You may be exposed to the following risks and inconveniences: 
An inconvenience could be the time commitment to complete the interview.  
 
To reduce these risks, the following steps will be taken: 
The Principal Investigator will arrange an interview time and location that is convenient for the 
potential participant.  
 
What are the Possible Benefits of Participating? 
The possible benefits of your participation include: 
You will be contributing your knowledge and experience of public health nursing practice. Your 
contribution will help improve the evidence base for PHN practice and can be used to inform 
policy and decision-making affecting PHN practice. There is currently little literature outlining 
how recent public health policy shifts have shaped PHN practice and this research intends to 
address this gap.  
 
Do I Have to Take Part? 
You are free to participate or not. If you decide not to participate your employment status will 
not be affected in any way. By consenting, you have not waived any rights to legal recourse 
connected to research-related harm. If you do decide to participate and then change your mind 
later, you can withdraw without any consequences or explanation.  If you do withdraw from the 
study, the Principal Investigator will ask you to still use your collected data with no identifying 
information. If you do not wish to have your data used, the Principal Investigator will try to 
respect your wishes. However, if the analysis is already complete, it may not be possible to 
remove your data.  
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Will I be Paid for Taking Part? 
You are being asked to participate during non-work hours and will not be provided with any 
payments or coverage of costs for participating in this study. 
 
Confidentiality & How my Personal Information will be Used? 
Your audiotaped interview will be de-identified and transcribed by the Principal Investigator. At 
this time, a code will be placed on the transcript as your identifier. The Principal Investigator will 
keep a master list of participant name, code, and contact information on a locked and password 
protected computer in case a participant decides to withdraw from the study and requests that 
their data is deleted. Depending on the stage of analysis, deleting the transcript data may or may 
not be feasible, but participant wishes will be respected if possible. All study findings will be de-
identified and will not be able to be linked with individual study participants.  
 
Use, Storage, and Destruction of Data 
Interview data will be collected in this study. The Principal Investigator is the sole person who 
will have acces to the idenfiable data. De-identfied quotes wil be used from the data, which is 
common in qualitative research to demonstrate central themes. Quotes will not be able to be 
linked to individual participants or an organization. De-identified data will remain with the 
Public Health Systems and Services research team at the University of Victoria upon study 
completion. The data will be stored on a UVic locked and protected computer with the requisite 
safeguards in place. Once the data is deemed no longer needed by the team, it will be destroyed. 
The data will be permanently deleted from the protected server. The University of Victoria has 
IT support for such a matter to ensure the data is permanently deleted.  
 
Disposal of Data 
The master study list identifying study participants will be deleted after 5 years from study end 
and will only be accessible to the Principal Investigator. De-identified data from this study will 
be kept until the data is no longer needed, and will then be destroyed.  Future students and 
researchers who are also interested in this area of public health research could potentially use this 
de-identified data. The same ethics standards will be upheld in using this data, that is de-
identified and confidentiality of participants will remain. 
 
Sharing of Study Results 
The Principal Investigator will email study participants with a one-page summary of key study 
findings. The study results will be published in peer-reviewed journals and presented at national 
and international conferences.  
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CONSENT 

Your signature below indicates that: 
1. All sections of this Consent form have been explained to your satisfaction 
2. You understand the requirements, potential risks, and responsibilities of participating in the 

research project, and; 
3. You understand how your information will be accessed, collected and used. 
4. All of your questions have been fully answered by the Principal Investigator. 

 
 

I Agree to my interview being audio recorded. 
 

I understand my anonymized data may be used in the future by other students and researchers. 
 

 
 
 
 
 
 

    

Name of Participant  Signature  Date 
                   (Print) 

 
 
 

    

Name of Person Administering 
Informed Consent 

 
_________________________ 
Role of Person Administering 

Informed Consent 
 

 Signature  Date 

 
 

A copy of this consent form will be given to you, and the researcher will keep a copy. 
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Appendix E 

Interview Questions 

I would just like to remind you of your rights as a participant. Your participant must be free and 
voluntary, you can skip any question at any time, refuse to answer any question, or even stop the 
interview or withdraw from the study at any time. This interview will be audio recorded but your 
name will be replaced by a code. In the final report no identifying information about you will be 
included; all data will be de-identified and reported in aggregate form…however quotes made by 
you may be used…Have you had a chance to review the Informed Consent Form? Do you have 
any questions for me about your participation? Do you give me your consent to proceed with the 
interview? 
 
1) I am interested in learning about public health nursing practice and if it has changed over the 
past few years? For instance, there have been provincial policy changes that have lead to changes 
in the home visitation of PHNs. Please tell me about your practice or the practice of PHNs.  
 
2) What does current PHN practice look like? How satisfied are you with your (PHN) current 
practice? Please explain. 
 
3) Can you tell me about any provincial or organizational changes over the past few years that 
have affected your (PHN) practice? How has your (PHN) practice changed given these 
organizational changes? What do you think about these changes? Does your (PHN) current 
practice fit with your perception of quality PHN practice? In what way? Can you provide an 
example of this? 
 
4) How have these organizational changes been perceived by PHNs? How do you (PHNs) 
manage given these organizational changes? Do you have an example of such changes? 
 
5) How were the decisions made about organizational changes that impacted your (PHN) 
practice? What role do/did PHNs have in this decision-making? What are your thoughts about 
this? 
 
6) Do you (PHNs) feel supported to practice in the way you (PHNs) would like to practice? If so, 
in what way? If not, what restricts your (PHN) practice? Please explain. 
 
7) How has PHN practice changed over the course of your career? Why do you think  
these changes have come about? 
 
8) What do you think is the unique contribution of public health nursing? What makes PHN 
practice distinct from other public health practitioners and other nursing specialties? 
 
9) What difference do PHNs make? How do you know when you (PHNs) have made a 
difference? Can you share an example of how your (PHN) practice has made a difference to the 
health and wellbeing of a client or community? 
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10) Is there anything else I need to know about PHN practice today and how it has changed? 
Anything I forgot to ask you? Is there anyone else you think I should talk to about this? 

 

 


