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ABSTRACT

This was an exploratory study designed to investi
gate how public health nurses (PHNs) perceived their home 
visiting activities in terms of primary, secondary, and 
tertiary levels of preventive care. A convenience sample 
of seven.PHNs from one substation of the local health 
department participated in this study. The participant 
observation field research method was used to collect data. 
The preventive activities, as categorized by the PHNs, were 
analyzed for consistency with the theoretical definitions. 
Percentages of accuracy were determined. The findings 
revealed that PHNs (1) did not ordinarily use the levels of 
prevention for setting priorities or planning nursing 
interventions, (2) did not categorize their activities 
consistently with the preventive levels of care, and (3) 
were involved in more secondary preventive activities than 
primary or tertiary preventive activities.



CHAPTER 1

INTRODUCTION

In the early development of public health nursing, 
nurses were largely involved in the care and control of 
communicable diseases. Their activities consisted of case- 
finding and educating the public about general hygiene and 
environmental sanitation.

These pioneer nurses recognized that many 
illnesses were caused by faulty economic and 
social conditions under which their patients and 
families lived, such as inadequate housing, lack 
of sanitation, insufficient food, and unfair, 
often vicious labor conditions, and that 
measures for the prevention of these abuses 
were a necessity (Leahy, Cobb, and Jones 1977:
353).

Prevention has since been a primary focus in public 
health nursing. The concept of prevention encompasses 
three levels of care: (1) primary prevention which includes
health promotion and specific protection measures applied 
before iliness/disease occurs; (2) secondary prevention 
which involves early diagnosis, prompt treatment, and dis
ability limitation; and (3) tertiary prevention which deals 
with rehabilitation (Leavall and Clark 1965:27). Accord
ingly, "the three levels of prevention form the guidelines 
for community nursing action regardless of setting"
(B. Spradley 1975:37).
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Although it is generally accepted that public health 

nurses (PHNs) function within the framework of prevention, 
Shamansky and Clausen (1980) maintain that the concept of 
prevention is only superficially understood. Incon
sistencies were found in definitions and application in
practice resulting in "conceptual confusion." Shamansky 
and Clausen (1980:106) therefore, advocate that "if 
community health nursing plans to continue to use the 
levels of prevention, a consistent understanding of the 
terms, primary, secondary, and tertiary prevention, is . 
necessary." Based on that premise, this research project 
was designed to explore how PHNs perceived their preventive
activities, specifically those activities that occurred in

1 .

the realm of home visits.

Statement of Problem
1. What does the public health nurse do in the home 

setting?
2. How does the public health nurse perceive these 

activities in terms of the three levels of 
prevention?

Significance of Problem 
Health education is a prime responsibility for all 

health professionals. Clients "interaction with profes-
t

sionals perceived as having knowledge and expertise often 
increases readiness to engage in preventive health



behavior" (Pender 1975:388). Frequently, the PHN is the 
only health care provider personally known to clients, 
therefore, she is in a key position for "focusing on.factors 
of prevention and influencing greater numbers of consumers 
to change unhealthy health.habits" (Leahy et al. 1977:271). 
Since the PHN plays a key role in prevention, how she per
ceives preventive activities and applies the basic concepts 
of prevention in practice become vitally important.
Adequate knowledge and appropriate application of the 
principles of prevention can provide an effective method • 
for assisting clients to attain, maintain, or restore 
optimum health.

Purpose of Study 
The purpose of this study was to identify activities 

of PHNs making home visits and then to determine how the 
PHNs perceived these activities in terms of the three levels 
of preventive care, i.e., primary, secondary, and tertiary.

Conceptual Framework 
The concept of prevention is considered fundamental 

knowledge in the practice of public health nursing. From 
that perspective, the conceptual firamework of this study was 
based on the three levels of prevention and the nursing 
activities associated with each level. This investigation 
was concerned with PHN perception of preventive activities 
during home visits.
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Levels of Prevention

According to the American Public Health Associa
tion's (APHA). (1980:n.p.) definition, "Public health nursing 
synthesizes the body of knowledge from the public health 
sciences and professional nursing theories." Working within 
the theoretical framework of both professions, the concept 
of prevention is considered fundamental knowledge in the 
practice of public health nursing.

Prevention in its broadest sense means "the act of 
hindering or obstructing" or in other words, "that which 
tends to stop undesired things from happening; something 
that keeps disease away" (Webster's Dictionary 1976:240). 
From the latter perspective, with regard to the prevention 
of illness, disability, or premature death, Leavail and 
Clark in the early 1950s developed the three levels of 
prevention: primary, secondary, and tertiary measures of 
care. Working within that framework, preventive nursing 
activities may be applied at any point along the client's 
wellness-illness continuum (Figure 1).

Primary Prevention. Preventive measures at this 
level "precedes disease or dysfunction and is applied to a 
generally healthy population" (Shamansky and Clausen 1980: 
106). Primary prevention is described as consisting of 
two components, i.e., health promotion and specific 
protection. "Health promotion is generalized and geared to



WELLNESS-ILLNESS CONTINUUM

Wellness (Health) Illness (Disease, with or without 
complications)

Primary Prevention/ \Health Specific
Promotion Protection

Secondary Prevention / \Early
Diagnosis
and
Treatment

Disability
Limitation

Tertiary Prevention

Rehabilitation

Figure 1. Application of preventive measures along wellness-illness continuum —  
Benson and McDevitt (198,0:26).



improving peoples' functioning level in general rather than 
to ward off or treat any specific disease or condition" 
(Archer and Fleshman 1979:230). The key element in health 
promotion is education. Health education consists of 
general and non-specific topics or information directed- 
toward "helping people develop their abilities to make 
informed decisions and take action" which includes "helping 
people set and achieve their own goals about positive, 
preventive, and self-care behavior" (U. S. Department of 
Health, Education and Welfare [USHEW] 1977:61). A few 
examples of health promotion activities that may occur in 
the home setting include teaching related to general and 
personal hygiene, nutrition, exercise, rest, family planning, 
parenting, and child care.

The second component of primary prevention is 
specific protection against potential problems. "The
purpose is to decrease the vulnerability of the individual 
to illness or dysfunction" and "to safeguard the individual 
from a particular disease or problem by removing or reducing 
the risk factors" (Shamansky and Clausen 1980:106). Health 
instruction would consist of "teaching of very specific 
information or skills" with emphasis on factual material" 
(Lauzon 1977:313). Preventive measures may then involve 
providing information about identified risks factors such 
as environmental safety hazards observed in the home 
setting, and encouraging immunizations for high risk



individuals, such as children and the elderly. Examples of 
topics for discussion include weight reduction, smoking, 
drug or alcohol abuse, relaxation for stress reduction, and 
personal safety habits. Thus, primary prevention basically 
focuses on educating and motivating clients to attain and 
maintain their maximum potential of health through 
responsible self-care.

Secondary Prevention. The application of secondary 
prevention is determined by the onset or presence of 
disease or illness conditions. At this level preventive 
measures are also divided into two components, i.e., (1)
early diagnosis and prompt treatment, and (2) disability 
limitation. Early detection and prompt intervention are 
emphasized in order to either halt or shorten the duration 
and severity of-disease. Disability limitation deals with 
preventing complications, thereby limiting the period of 
disability and "enabling the individual to regain normal 
function at the earliest possible point" (Shamansky and 
Clausen 1980:106).

Casefinding through multiphasic screening pro
cedures are characteristics of secondary prevention. In 
the realm of home visits, screening is accomplished through 
the PHN’s comprehensive nursing assessment. When health 
problems are identified, consultation and/or referrals are 
made to appropriate resources. At this point client



advocacy activities predominate as the PEN initiates and 
coordinates needed resources or services to meet client 
needs.

The PHN's educational activities cluster around 
efforts to assist clients in dealing with the problem at 
hand and are basically aimed at helping clients develop 
their own abilities in problem solving. Eealth instruction 
may include topics relevant to the specific problem, e.g., 
signs and symptoms, complications, treatment modalities, 
medication and its management, and the availability of 
health facilities or services if further problems develop. 
Emphasis is also placed on encouraging individuals to seek 
regular medical and dental health care. Secondary preven
tion, therefore,, involves a variety of diagnostic and 
therapeutic measures to retard problems or disease 
processes and to prevent disability.

Tertiary Prevention. Rehabilitation is the main 
component at the tertiary level which "comes into play when 
a defect or disability is fixed, stabilized, or 
irreversible" (Shamansky and Clausen 1980:106). "Rehabilita
tion is the return of the individual disabled by disease or 
accident to his greatest usefulness— physically, socially, 
emotionally, and vocationally" (Robischon 1966:435).
Nursing activities may include teaching self-care in order ■ 
to restore personal independence, monitoring progress to



prevent regression or complications, providing support in 
terminal illnesses, counseling and guidance for social or 
occupational readjustment, and coordinating community 
resources when necessary. In general, rehabilitative 
activities consist of assisting clients in learning to - 
live a productive life within the constraints of their 
disability.

PHN Perception of Preventive 
Activities

In the performance of activities, nurse's make 
judgments on the basis of their knowledge and experience.- 
Knowledge, insight, or intuitive judgment is arrived at by 
a person's perception. Perception interprets experience
and represents one's reality. The concept of perception
is further explained as follows:

Perception is the process by which senses 
transmit meaning to the brain; these acts of
perceptions help formulate concepts which give
meaning to life for each individual. Each 
person develops his own concepts and this is 
done directly perceiving a thing, object, 
person, or event . . . (King 1971:12).

In addition, perception is developed from a person's 
past experiences and educational background. From the 
latter perspective, the PENS' preparation include the basic 
concept of prevention. Accordingly, nursing activities can 
be organized into the three levels of preventive care.
Based on the foregoing ideas, this study attempted to 
determine how PHNs perceived or interpreted their home
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visiting activities in terms of the three levels of preven
tion. It was hoped that the PHNs1 interpretation of their 
activities would reveal whether they were using the 
principles of prevention appropriately.

e

Definitions
1. Primary prevention includes nursing activities which 

focus on health promotion and specific protection 
measures that are directed toward generally healthy 
people.

2. Secondary prevention includes nursing activities 
which focus on early detection of problems and 
prompt intervention to halt or shorten the duration 
or severity of problems, and to limit the period of 
disability.

3. Tertiary prevention includes nursing activities 
which focus on rehabilitation to restore optimum 
functioning within the constraints of a disability.

4. Public health nurse (PEN) refers to a registered 
professional nurse with a Bachelor's degree in 
nursing and who is employed by the local county 
health department.



CHAPTER 2

REVIEW OF LITERATURE

This chapter presents the literature review which 
includes a general description of public health nursing; 
the role of PHNs in prevention, including various viewpoints 
regarding the changing focus of practice; the PHNs' role in 
home visits; and the participant observation field research 
method which was used in this study.

Public Health Nursing
Literature revealed a variety of definitions for

public or community health nursing. However, the American
Public Health Association recently developed and recommends
the following definition.

Public health nursing synthesizes the body of 
knowledge from the public health sciences and 
professional nursing theories. The implicit 
overriding goal is to improve the health of the 
community by identifying sub-groups (aggregates) 
within the community population which are at 
high risk of illness, disability, or premature 
death and directing resources toward these groups.
This lies at the heart of primary prevention and 
health promotion. Public health nursing 
accomplishes its goal by working with groups, 
families, and individuals, as well as by 
functioning in multi-disciplinary teams and 
programs . . . (APHA 1980).

That definition goes on to explain the importance of
consumer involvement at all levels in the community and

11
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places emphasis on promoting the consumer's own responsi
bility for self-care.

The American Nurses' Association (ANA) (1975) 
describes public health nursing as a general and compre
hensive practice which includes all ages and diagnostic- 
groups and provides non-episodic and continuous care. In 
other words, public health nursing provides "distributive 
care" which is characteristic of preventive health care in 
that clients are assisted through varying stages of illness 
and/or wellness. "Distributive care is also comprehensive 
in that it seeks to treat the whole person and to provide 
the entire range of nursing services" (B. Spradley 1975:2).

Further understanding of public health nursing 
requires defining the "nursing process" which is an integral 
part of this practice.

The nursing process is an orderly,- systematic 
manner of determining the client's problem, 
making plans to solve them, initiating the plan 
or assigning others to implement it, and 
evaluating the extent of which the plan was 
effective in resolving the problem identified 
(Yura and Walsh 1978:20).

The nursing process, therefore, consists of four inter
related stages of assessment, plan, implementation, and 
evaluation. This method of approach is considered to be 
the "core" of nursing practice regardless of where, when, 
or how the nurse functions (Yura and Walsh 1978:37).

Other characteristics of public health nursing are 
described as follows. .
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In addition to the usual components of profes

sional nursing practice such as direct care, risk 
assessment, health education and counseling, 
distinguishing components of public health 
nursing practice are (1) community analysis, (2) 
casefinding and a concern for those who do not 
present themselves for care, (3) an emphasis on 
prevention at the most appropriate level and 
(4) referral to other agencies in order to ensure 
comprehensive health and welfare services needed 
to support health care (APHA 1980).

Benson and McDevitt (198 0:30) sum up the role of
public health nursing in promoting community health a s ■
"working together to help people help themselves, not to
merely survive but to achieve their maximum potential."

PHNs1 Role in Prevention 
Previous discussion indicates that the PEN is 

involved in a variety of activities to promote and maintain 
the health of the community. B; Spradley (1975:35) comments 
that "although there are a variety of activities, in each 
the community nurse uses the fundamental principles of 
prevention, casefinding, positive health teaching, 
encouraging patient and family self-direction, continuity 
of care, consideration of the total family and collaboration 
with the health team." Spradley's. statement is similar to 
the ANA's (1975:n.p.) point of view in that the preventive 
activities are described as consisting of "the provision 
of therapeutic services, counseling, education, direction, 
and advocacy activities." The ANA (1973) also set forth 
standards of practice which address the levels of prevention
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as serving as guidelines for setting priorities and planning 
nursing interventions to meet consumer needs and goals of 
service.

Leahy et al. (1977:19) identify nursing activities, 
to include "supervision and counseling for health promotion, 
health appraisals, rehabilitation, and prevention of 
disease and care for the sick, toward cure or a peaceful 
death, in the home." These authors maintain that the 
primary function of the PHN is health education in which 
emphasis is placed on self-care strategies so that clients 
may "achieve and maintain optimal health by means of their 
own knowledge and efforts" (Leahy et al. 1977:24).

Smolensky (1977:153) described the PHNs1 role as 
consisting of "educational and demonstrational work" in 
which "emphasis is always placed upon the prevention of 
disease, the promotion, of health, and rehabilitation of 
patients." He delineated a number of activities related to 
specific conditions, such as prenatal and postpartal care, 
and disease categories, such as communicable diseases.
Common recurrent activities of the PHN were health education 
and counseling, nursing assessment for screening, /.and 
referrals.

In order to meet consumer needs through preventive 
measures, the PHN must consider multiple interrelated 
factors, such as physical, mental, social, cultural, and 
economic factors that affect health practices, "These
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multiple factors are in constant movement and may change 
direction of health at any time” (Helvie 1981:116). In 
view of the ever-changing health care needs of consumers, 
PHNs have been shifting their focus of practice between 
the three levels of prevention. ■

In 1966, Robischon discussed the shifting focus of 
practice with regard to chronic disease. This author 
expressed concern about the increasing problem of providing 
tertiary care for the chronically disabled who need care 
over extended periods of time. She maintained that 
"progress in preventing, ameliorating, or positioning the 
efforts of chronic disease has overshadowed progress in 
primary prevention" (Robischon 1966:434). Furthermore, 
Robischon (1966:436) stressed that "the importance of 
primary prevention must not be overlooked as nursing 
responds to increased demands for tfie curative and 
rehabilitative phases of care."

Later in another article, Robischon (.1971) 
reiterated her concern about the amount of time spent in 
providing secondary and tertiary levels of care. She 
viewed these activities as a negative approach and advocated 
that "we must accentuate wellness rather than illness; 
become health-oriented rather than pathology-oriented" 
(Robischon 1971:413).

Williams (1977:253) also advocated that "priority • 
must be given to preventive and health maintenance



strategies over curative strategies." However, Shamansky 
and Clausen (1980:108) explain that "although there is a 
growing constituency within .our society that is demanding 
support of self-care activities and a variety of primary 
prevention strategies, most people still demand programs . 
for treatment, and rehabilitation." Shamansky and Clausen 
(1980:107) acknowledge the heed for secondary and tertiary 
levels of care but they also believe "that the future of 
community health nursing lies in primary prevention and 
self-care education."

From a different perspective. Freeman's (1970:380) 
discussion of the various components of prevention, noted 
that "the value of a specific component cannot be singled 
out from the value of any others, and consequently, effort 
is directed toward doing all of the things that might help" 
clients attain and maintain optimum health. This effort is 
seen as a joint responsibility between the client and the 
PHN, i.e., the client accepting the responsibility to use 
preventive health practices and services; while the PHN's 
responsibility lies in motivating and instituting preven
tive measures.

Archer and Fleshman (1979:8) concur with the latter 
viewpoint as they maintain that "regardless of whether the 
focus is primary, secondary, or tertiary prevention" the 
ultimate goal is "the attainment and maintenance of an
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optimal level of functioning by whatever client or community 
is being served."

In the provision of preventive health care, the 
client is no longer considered a passive recipient, 
particularly in the home setting where the client to a large 
extent has control over the process and outcome of nursing 
care. Thus, PHNs are faced with the challenging task to 
influence and motivate the public to. focus on factors of 
prevention for more healthful living.

PHNs1 Role in Home Visits
"The home visit is the classic and traditional 

preserve of the community nurse" (Fromer 1979:152). Home 
visiting remains to be a "key activity" a:nd accounts for a 
significant portion of the PHNs1 time. "Visiting families 
at home provides the community nurse with a unique oppor
tunity. The insights and understanding gained from inter
acting with family members in their own environment can 
form the basis for sound comprehensive nursing interven
tion" (B. Spradley 1975:285).

In the home setting, nurses work with a variety of 
clients from different cultural backgrounds and life
styles.

The character of the home setting is as varied 
as the clients whom the community health nurse 
serves. In one day a community nurse may visit 
an elderly well-to-do widow in her luxury home, a 
middle income family in their modest bungalow, and
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.a transient in his one room fifth story walk-up 
apartment. in each home situation, community 
health nurses can view their clients in 
perspective and, therefore, better understand 
their limitations', capitalize on their 

- resources, and tailor health services to their 
needs (B. Spradley 1981:65).

Working in unstructured settings,. the PHN at times 
may experience some uncertainty as she never quite knows 
"what tableau will be revealed when the door is opened" 
(Leahy et al. 1977:176). Usually, "the nurse is a guest; 
she may be an uninvited one and be perceived as a threat, 
and whatever good intentions she brings along, she is still 
a stranger" (Fromer 1979:153). Consequently, the PHN must 
be flexible and prepared to deal with complex human 
variables. In most cases, a great deal of independence 
must be exercised as "the nurse does not have immediate 
recourse to the counsel and support o f .other health 
professionals" (B. Spradley 1975:35). Thus, the role of 
the PHN in the home requires a significant amount of self- 
confidence and special skills in "communication, teaching 
and learning, interpersonal relationships, problem solving 
and decision making" (Archer and Fleshman 1979:10).

Using the nursing process discussed earlier, an
outline of some of the PHN activities that are carried out
in the home are as follows:

Assessing a. Observation of home situation while
eliciting health concerns of family 

b. Establishing a person-oriented 
relationship in which trust and 
openness exist
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Planning a. Mutually agreeing regarding"focus

of health concerns by family 
members and nurse 

b . .Determining a contract for con
tinuing home visits

Implementing a. Initiating health measures that
seem feasible and appropriate 

b. Involving the family's participa- - 
tion

Evaluating a. Sharing perceptions of outcomes
b. Summarizing in words the growth

or changes which have been witnessed 
(Leahy et al. 1977:174).

Fromer (1979:153) explains that "the most important 
function of the community health nurse in the home might 
very well not be the laying on of hands or 'doing' something. 
The client's greatest need may be to talk," therefore, "the 
nurse’s most therapeutic act is simply listening." Conant 
(1965:117) concurs with Fromer and states that "much of what 
a nurse does is accomplished by talking. This is particu
larly true in public health nursing" as frequently "all 
the nurse's professional services may be verbal." From that 
perspective, Conant conducted a study of nurse-client 
interaction in the home. She identified two types of 
PHNs, i.e., "information givers" and "information takers." 
Conant's findings were based on clients' satisfaction and 
what they felt they received from the nurse, i.e. , 
satisfaction increased when the PHN took time to provide 
relevant information, advice, and/or reassurance. On the 
other hand, clients' satisfaction decreased when the PEN 
asked "too many questions" and gave little information.
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Mayers (1973-) conducted a study similar to Conant's 

and she also identified two types of nurses based on inter
actional styles, i.e., patient-focused and nurse-focused.
"The patient-focused nurse projects a sense of concern, 
involvement and personal interest. The nurse-focused 
does not" (Mayers 1973:331). The latter type did not 
respond to clues, took expressed concerns lightly and . 
focused on nursing concerns. Obviously, how the PHN is 
perceived by the client can affect her role in the home, 
particularly with regard to preventive health care.

Participant Observation Field Research.
In 1965, Pearsall noted that participant observation 

was a popular method of research for studying a variety of 
social situations. Today, as interest in nursing research 
increases and nurses become more involved in practice- 
related studies, the participant observation method remains 
to be a popular choice.

According to Pearsall (1965:37) participant observa
tion "most commonly refers to research aimed at maximal 
knowledge of beliefs and behavior, of human beings in their 
natural settings." This study was interested in learning 
about the behavior or activities of PHNs in the home 
setting. When using the participant observation methodology 
it is important to specify the researcher's role and method 
for data collection, i.e., the role is determined by the
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level of the observer's participation.in the phenomena 
under study, and the method which consists of. several 
techniques. The role and method are discussed as follows.

The Observer's Role
. The role of participant observation deals with a set 

of behaviors which indicate a researcher's level of involve^- 
ment in the event or people being observed. Depending on 
one's perspective, there are variations in defining the 
observer's role. However, for the purpose of this study,
J. Spradley's (1980) definition will be used. He identifies 
five types of participation based on an observer's choice 
of involvement which are: nonparticipation, passive, 
moderate, active, and complete participation.

For this study, the passive level was chosen. In 
passive participation, the observer "is present at the scene 
of action but does not participate or interact with other 
people to any great extent" (J. Spradley 1980:59).
According to Cunningham (1978:103) participation is minimal 
in that "the emphasis is on observation and participation 
is very superficial, avoiding involvement in the observed 
task or any problems that may become apparent," Thus, at 
the passive level, the observer is basically involved in 
observing and recording activities as they occur. "Whatever 
the level of participation, it should be clearly stated 
before the observation occurs. The need to prepare both
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the observed and the observer carefully cannot be over
emphasized" (Cunningham 1978:103).

The Method of Data Collection
Participant observation as a method consists of a 

set of techniques which "includes any or all appropriate 
means for gathering, recording, verifying, and analyzing 
data on humans in their natural settings" (Pearsall 1965:
39). Techniques usually involve observation and inter
viewing which may be done separately or a combination of 
both.

Observations are an integral part of daily living 
in which a person may consciously or unconsciously focus on 
some aspect of interest. In participant observation, 
however, observations are more than a casual interest. 
Observations are planned to provide information about the 
research purpose, thus, the purpose of research guides the 
observer in deciding what to observe and record. "Since 
observers are subject to the limitations of memory, some 
means of recording observations is necessary" (Selltiz, 
Wrightsman, and Cook 1976:271). Some of these ways are 
described as follows: "Events are recorded by word 
description, notational symbols, graphs, flow charts, 
movies, sound tapes, or other devices according to the 
degree of detail and precision needed" (Pearsall 1965:39). 
Whatever method is selected "the basic principle of any
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observational technique is that it is an attempt to 
summarize, systematize, and simplify the representation of 
an event rather than provide an exact reproduction of it" 
(Selltiz et al. 1936:271).

Interviewing is a supplemental method whereby 
further information is sought through verbal communication 
between the observer and the observed. According to J. 
Spradley (1980) interviews may be of a formal or informal 
nature. "A formal interview usually occurs at an appointed 
time and results from a specific request to hold the 
interview," while an informal interview "occurs whenever 
you ask someone a question during the course of participant 
observation" (J. Spradley 1980:123). The latter suggests 
spontaneity of questioning while the former may be somewhat 
structured questioning. In either case, answers are sought 
to clarify data about the phenomena under study.

The participant observation methodology may serve 
_ many different purposes depending on the nature of research. 
"In its broadest form, participant observation has special 
value for exploratory studies designed to identify research 
problems and generate hypotheses for future testing" 
(Pearsall 1965:40).

Summary
The preceding review of literature discussed public 

health nursing and provided an overview of the PHNs1



responsibilities and their role in prevention and home 
visits. It is generally accepted that PHNs work within the 
framework of prevention. Although nurses in the field of 
public health are emphasizing the need to focus more on 
primary prevention, consumer needs for secondary and 
tertiary levels of cafe persist. Thus, in meeting consumer 
needs, PHNs at one time or another provide all levels of 
preventive health care. The participant observation role 
and method which was used in this study was also discussed.



CHAPTER 3

METHODOLOGY

This chapter discusses the design of the study,. 
assumptions, setting and sample, protection of human rights, 
pilot study, investigator's role, method of data collection, 
and analysis.

Design
This was an exploratory study designed to investi

gate PHNs1 perception of primary, secondary, and tertiary 
preventive activities, specifically those activities 
related to home visits. The participant observation field 
research method was used to explore PHN activities in home 
settings. The observations were augmented, with structured 
interview questions. The preventive activities as cate
gorized by the PHNs were analyzed for appropriateness and/or 
consistency with the theoretical definitions, and the per
cent of accuracy was determined.

Assumptions
1. PHNs utilize the basic principles of prevention in 

practice.
2. Observations of normally scheduled home visits will 

provide data that will answer the research questions.
25
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3. Nursing activities in the home setting will not be 

greatly affected by the presence of this investi
gator.

Setting and Sample 
This study was conducted by the investigator 

accompanying PHNs on home visits within the geographic 
boundaries of one public health nursing office which was 
subdivided into eight nursing districts. These districts 
included urban, suburban, and rural community populations. 
This office was one of three substations under the jurisdic
tion of the local county health department. From this 
investigator's prior clinical experience in that office, a 
convenience sample of seven PHNs was selected. Selection 
criteria were as follows: (1) that the PHNs made home
visits, and (2) that home visits observed.would include 
English-speaking clients.. The latter criterion deleted 
one prospective PHN from the study, as most, if not all of 
her clients were Spanish-speaking. Prior to conducting 
this study, verbal approval was obtained from the immediate 
district nursing supervisor and the nursing division 
director of the health department.

Protection of Human Rights 
Once approval was obtained from the Human Subject's 

Committee (Appendix A) and the Health Department, the 
selected agency's supervisor was contacted and a group
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meeting with the PHNs was arranged. The purpose and nature 
of the study was verbally explained as well as the rights 
of subjects to withdraw at any point in time. Confi
dentiality and protection from risks was also explained.
The PHNs were then asked to read the Subject's Consent - 
form (Appendix B). Subsequently, they were provided the 
opportunity to ask questions prior to signing the consent 
form. Four of the seven participating PHNs attended the 
meeting and the other three PHNs were approached indi
vidually. The same procedure was used for all.

Pilot Study
A pilot study was done in which the PHNs, through 

group discussion, identified their preventive activities and 
categorized these activities in terms of the three levels 
of prevention. This list was then used by the investi
gator in reviewing 34 family records for the purpose of 
identifying more specific activities for each level of care. 
As specific activities were identified, the verbs used by 
the PHNs in their narrative notes were transcribed and used 
to develop a taxonomy to represent the PHNs current.p r e - . 
ventive activities.

This pilot study revealed the need to limit the 
present scope of study because of the comprehensive nature 
of health services found to be provided by the PHNs. Thus,
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this study was limited to only one aspect of public health 
nursing service, i.e., home visits.

Investigator's Role 
The role of an investigator (observer) in partici

pant observation is determined by the extent of the 
observer's involvement with the subjects of activities 
observed. As indicated earlier in the review of literature, 
the passive level of participation was chosen for this 
study in which this investigator's involvement during home 
visits was kept at a minimum. The passive approach allowed 
more time for observation and note taking. It also allowed 
for a social type of involvement during introduction to the 
clients and again when the visit was terminated.

Cunningham (1978) emphasized the importance of 
preparing the observed. From that perspective, this 
investigator's passive role was understood by the PHNs and 
that the investigator was interested in learning about their 
home visiting activities for the purpose of determining 
their perceptions of preventive health care. The investi
gator was introduced to the clients as a nurse who was 
doing a study about the work of PHNs. That explanation 
sufficed; however, a brief written explanation of the study 
was also given to the clients (Appendix C).
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Method of Data Collection and Analysis 

Techniques for data collection in participant 
observation were discussed in the review of literature. 
Observations in this study were augmented by structured 
interview questions. Two worksheets were developed to - 
facilitate gathering data, i.e., the Interview Guide 
(Appendix D) and the Observation Record (Appendix E).

The first section of the interview guide consisted 
of two closed-ended questions, i.e., age and length of 
public health nursing experience. These data were obtained 
merely to describe the characteristics of the PHNs.

The second and third interview questions were open- 
ended. According to J. Spradley1s (1980) definition, the 
interviews were of a "formal" nature in that questions were 
asked at a specific point in time, i.e., pre- and post
home visits. The question' dealing with the purpose of the 
home visit served as a briefing and prepared the investi
gator for what the PHN planned to do during the visit. The 
last question related to the recorded observations and the 
PHNs1 perception of preventive activities. Observations 
were unstructured in that they were not limited to any one 
verbal or behavioral activity.

Once the worksheets were developed, and subsequent 
to obtaining, written consent, each PHN was contacted in the 
order that the consent forms were returned to the investi
gator. An identification number was assigned to maintain
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anonymity of the subjects. Observation days were arranged 
at the PHNs convenience with the understanding that the 
clients were English-speaking. Five normally scheduled 
home visits were made with each PHN between the hours, of 
9:00 a.m. and 1:00 p.m. on various days of the week from 
Monday through Friday.

Travel time with the PHNs prior to visits provided 
the opportunity to discuss the purpose of each visit and a 
brief description of the clients' situation and/or problems. 
Observations were recorded in written form and summarized 
as concisely as possible. Upon returning to the nursing 
office, the observation records were given to each PHN by 
the investigator, and the PHN was asked to code her 
activities according to how she perceived them in terms of 
primary, secondary, and tertiary levels of care. (Prior to 
data collection, each PHN was given a copy of the opera
tional definitions to provide a frame of reference for 
categorizing their activities for the three levels of 
prevention.)

The activities, as they were coded by the PHNs bn 
the observation record, were then grouped under the cate
gories of primary, secondary, and tertiary prevention. The 
three categories were analyzed to determine whether the 
PHNs' application of the principles of prevention were 
appropriate and/or consistent with the theoretical 
definitions discussed in the conceptual framework.
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Percentage of accuracy in categorizing preventive activities 
in appropriate levels of care was determined. The same data 
were analyzed by identifying common themes that would 
describe what the PHNs did in the home setting. Data were 
then arranged in frequency tables with percentages computed.

Summary
This study was designed to explore PHNs' perception 

of activities for each level of preventive care, A con
venience sample of seven PHNs from one substation of the 
local county health department participated in the study.
The participant observation field method of research was 
used to collect data. The preventive activities, as cate
gorized by the PHNs, were analyzed for consistency using 
the theoretical definitions of activities for each level of 
prevention. The percentages of accuracy between the 
theoretical definitions and PHNs' perception of their 
activities were determined.



CHAPTER 4

PRESENTATION AND ANALYSTS OF DATA

Discussion in this chapter consists of the findings
related to this project's research questions which were:

1. What does the PEN do in the home setting?
2. How does the PHN perceive these activities in terms

of the three levels of prevention?

The first section describes the characteristics of 
sample. Subsequent subject headings which include types and 
settings of home visits, purpose of home visits, types of 
problems, topics of discussion and nursing activities are 
presented in response to the first research question. The 
last section presents data related.to the second research 
question under the heading of PHNs' perception of levels of 
preventive care.

Characteristics of Sample 
The sample of seven PHNs were all registered 

professional nurses with a Bachelor's degree in nursing 
which was a requirement for their position as PHNs. All 
PHNs were female and Caucasian who ranged in age from 25 to 
62 years.. The mean age was 35 with a mode of 29 years. 
Length of public health nursing experience ranged from one

32
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month to 21 years. The mean was 5.6 years with a mode of*
2 years.

Each PHN had a unique approach in dealing with their 
families. Regardless of differences in approach, however, 
all demonstrated genuine concern for their clients.
According to Mayers' (1973) description, the PHNs exhibited 
a "patient-focused" interactional style in that they con
sistently tended to respond with interest, involvement, and 
mutuality when dealing with clients' needs or problems.

In most cases, discussion was dominated by the 
client as the PHN listened and allowed clients to verbalize 
their concerns. This aspect was also consistent with 
Fromer's (19 79) idea that frequently the PHNs1 most 
"therapeutic act" was listening. Another aspect found to 
be consistent with the literature was that the PHNs were 
"information givers" (Conant 1965), e.g., answering 
questions, providing relevant information, giving advice 
and reassurance, as well as providing written informationi

Types and Settings of Home Visits
Five normally scheduled home visits were made with 

each PHN over a period of three and a half months. A total 
of 15 observational days were required to make 35 visits. 
Observational days consisted of one Monday, five Tuesdays, 
four Wednesdays, two Thursdays, and three Fridays.
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Home visits were categorized into two types, initial 

visits and revisits. Twelve initial visits were made in 
response to a variety, of referrals. During the initial 
visits, discussion was dominated by the PEN as she elicited 
complete health and social histories pertinent to the 
problem. Time spent during these home visits ranged from 
15 minutes to one hour and 18 minutes. The mean was 40 
minutes. Revisits comprised the PHNs1 regular caseload, 
usually to those clients with chronic problems. These 
visits ranged in time from 10 to 50 minutes with a mean of
25 minutes.

A significant problem in making home visits was that
26 planned visits were not completed. Clients were either 
not found at home or that they could not be located at their 
specified addresses. The latter problem was due to clients 
having moved as well as inadequate information being on 
referrals from other health agencies. Prior appointment 
making was not always possible because some clients whom 
the PHN was to visit did not have telephones.

Home settings represented a wide range of life 
styles in which most of the families were Caucasian, with 
a few Mexican-American families, one Black, and one Korean . 
family. Five visits were made with one PHN in a rural 
agricultural community which was approximately a 30 minute 
drive from the nursing office. These families lived in a 
variety of modest framewood houses and mobile homes. The



remaining 30 visits were made within the city limits. Over . 
half (57%) of these visits were made to families living in 
mobile home parks. These parks ranged from well-kept 
premises with recreational facilities to crowded unkempt 
premises. Other living quarters consisted of small to - 
large apartment complexes (26%) and a few private dwellings 
(16%) that ranged from modern brick structures.to old 
dilapidated framewood houses.

Purpose of Home Visits
Responses to the first interview question (What is 

the purpose of this home visit?) were stated in terms of 
short-ranged goals and consisted of one or two reasons, 
e.g., "check blood pressure and medications" or "to see how 
client is managing or coping." PHNs either verbalized the 
purpose of visits to clients or the purpose seemed to be 
understood, particularly by those clients who were visited 
regularly. A total of 4 7 reasons were given from which 
seven categories were developed. These categories are 
presented in Table 1 with discussion in the following 
paragraphs.

Follow-up referrals (25%)— The term follow-up was 
used in conjunction with referrals that were initiated from 
three sources, i.e., hospitals., clients, and PHNs. Follow- 
up visits basically seemed to be related to investigating 
the nature of problems, such as to determine why clients had
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Table 1. Frequency Distribution and Percentage of PHNs1 

Reasons for Home Visits

Reasons Number Percent
Follow-up referrals 12 25
Evaluate health status 9 -19
Monitor blood pressure and medications 8 17
Monitor progress 8 17
Promote■wellness concept 4 9
Provide specific service 4 9
Provide moral support 2 4

Total 47 100

not returned to clinics and to determine how recently 
hospitalized clients were progressing, at home. The need 
for further home visits was also evaluated. Several PHNs 
expressed concern about referring agencies’ constant attempt 
to set priorities for them, such as clients being.told that 
the PHN will visit you weekly, when a weekly visit may not 
be warranted. .

Evaluate health status (19%)— Reasons grouped under 
this category dealt with intentions to assess one or more of 
the following: physical, mental, social, or environmental 
health problems.
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Monitor blood pressure and medications (.17%)-— This 

category was very explicit in that PHNs stated they, intended 
to "check blood pressure and medications," Most of these 
clients were visited regularly and monitored for hyper
tension.

.Monitor progress (17%)— When PHNs indicated that 
they were going "to see how client was doing, managing or 
coping," the visits were somewhat abbreviated and consisted 
mostly of verbal communication. In a few cases, the blood 
pressure and/or medications were checked.

Promote wellness concept (9%)— The purpose for these 
visits were related to the Wellness Program and involved 
"investigating natural network for promoting wellness." In 
other words, identifying influential people in the community 
to discuss the wellness program and encourage their 
participation or support as advocates. (The Wellness 
Program which emphasizes health promotion activities for 
adults 4 0 years or older was recently implemented by the 
county health department.)

Provide specific service (9%)— Reasons, such as to 
obtain blood specimen for hematocrit, to inform client of 
clinic appointment, and to provide health literature were 
placed in this category.

Provide moral support (4%)— The intent to provide 
support and/or reassurance involved clients who were 
chronically ill or disabled.



Types of Problems
Home visits were made to families with a wide range 

of disease entities and related socioeconomic problems. The 
PHNs1 caseloads were also comprised of all age groups. 
Infants and children were seen with mental retardation and 
developmental disabilities secondary to Down's syndrome, 
Cornelia De Lang syndrome, and microcephaly. Other con
ditions included renal disease, leukemia, obesity, hyper
tension, and minor cases of conjunctivitis. Adults, 
particularly the elderly people, had one or a combination of 
the following medical conditions presented in descending 
order: hypertension, arthritis, diabetes, cataracts, asthma, 
cancer, glaucoma, malnutrition, alcoholism, and lupus 
erythematosus. Clients with surgical related conditions 
consisted of one person with a fractured leg and an 
iliostomate. Clients with obvious physical disabilities 
included an amputee and polio victim, both confined to 
wheelchairs, and another confined to bed with emphysema on 
oxygen therapy. Mental health problems consisted of 
senile paranoia, anxiety, depression, and loneliness.

The essentially healthy families were maternity 
women, newborn infants, and postpartum mothers. With regard 
to the maternity clients, PHNs were concerned about 
potential problems related to repeated childbearing 
(multiparity), anemia and teenage pregnancy, as well as 
the lack of prenatal care. Visits to postpartum mothers
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and infants involved evaluating progress since birth". A 
few minor problems that were identified included diaper and 
heat rashes, yeast infections, breast and bottle feeding 
problems. - -

Another healthy population were the prospective" 
client advocates of the wellness program. These visits 
consisted of allowing clients to verbalize'their philosophy 
of life, health beliefs and practices, and encouraging them 
to participate or support the wellness program.

A variety of social and economic problems emerged 
with most of the families. Clients with financial problems 
were related to unemployment in the younger population and 
the elderly on fixed incomes. In two instances, a young 
couple and an elderly person were faced with eviction due 
to inadequate finances. Other economic problems were 
related to inabilities to pay for utilities, groceries, and 
health care services. Social problems included: unstable 
family relationships and living arrangements, the lack of 
transportation, adoption and custody of children from 
previous marriages, and unhealthy home environment. The 
latter problem dealt with the PHN arranging for the 
extermination of cockroaches which had infested an elderly 
couple's home.
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Topics of Discussion 

Previous literature reviewed indicated that a large 
portion of the PHNs services involved verbal communication. 
From that perspective, data were analyzed to determine what 
portion of the* PHNs services were indeed verbal. It was 
found that from .a total of 250 items that were recorded 
during home visits, 170 or 68% involved discussion of some 
sort. Table 2 presents the.frequency distribution and 
percentages of the ten topics that were usually discussed.

Table 2. Frequency Distribution and Percentage of Topics 
Of Discussion During Home Visits

Topics. Number Percent
General health status 40 24
Nutrition 22 13
Health care visits and appointments 20 12
*Finances 18 11
Health care services 17 10
Medications 16 9
*Community resources 15 8
Personal emotional problems 12 7
*Living conditions 5 3
transportation problems 5 3

Total 170 100

*Socioeconomic topics.
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Overall, six of the ten (75%) topics of discussion 

were directly related to physical and mental health. The 
remaining four (25%) dealt with socioeconomic topics which 
were indirectly related to health care. In most cases, 
visits were initiated with general discussion about the", 
clients' health status which included physical signs or 
symptoms, management of problems, daily health habits or 
practices, and general well-being of those clients without 
health problems.

Depending on the purpose of the visit and nature of 
problems, one or more of the other topics of discussion were 
mentioned. Interspersed throughout discussions, PHNs 
provided a variety of health teaching, counseling and 
guidance, advice and alternatives for meeting individual 
needs and/or problems.

Nursing Activities
Subsequent to extracting the verbal communication 

from the data, the remaining 80 items or 32% of the total 
250 recorded items consisted of activities that PHNs 
performed. Table 3 presents the frequency distribution and 
percentages of the types of PHN activities that were 
observed during home visits.

The "laying -on of hands" by the use of physical ' . 
assessment skills represented 60% of the 8 0 activities 
performed in the home setting. In conjunction with
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Table 3. Frequency Distribution and Percentages of Types of . 

PEN Activities Observed During Horae Visits

Activities Number Percent
Performed physical assessment 48 60
Reviewed and recorded medications 10 - 12
Scheduled clinic appointments 6 8 .
Provided health literature 5 6
Coordinated necessary services by phone 5 6
Assessed equipment and supplies 4 5
Administered health appraisal 

questionnaire 2 3
Total 80 100

discussion of -the clients' health status, the PHNs physical 
assessment included checking blood pressure and pulse, 
listening to heart sounds and lungs, checking the skin and 
extremities for edema. .In addition, infants' physical 
growth and their developmental skills were evaluated. The 
remaining 4 0% of activities are self-explanatory. These 
activities did not require physical contact but involved 
"doing" something for clients.

PHNs' Perception of Levels of Preventive Care 
.The post-home visit interview consisted of providing 

the PHNs with the observation records and asking them to
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code or identify their activities according to how they 
perceived them as primary, secondary, or.tertiary levels 
of care. It was observed that the PHNs frequently referred 
back to the operational definitions while categorizing 
their preventive activities. During this process, four- of 
the seven PHNs stated that their priorities were not based 
on the levels of preventive care. . They felt their . 
priorities were determined according to whatever problem 
or situation arose. This was an interesting finding, 
particularly since the agency's goals and objectives were 
delineated in terms of the three levels of prevention.

The data as categorized by the PHNs were analyzed 
for appropriateness and/or consistency with the theoretical 
definitions of activities for each level of prevention. 
(Hereafter, the use of the term "activities" will include 
both the verbal and behavioral activities.)

Table 4 presents the number of primary prevention 
activities which were correctly identified from the total 
number of activities that were perceived as primary preven
tion with the percent of accuracy for each PHN and the PHNs 
as a group. One PHN ('#4) identified all primary preventive 
activities correctly. Three of the PHNs (#1, 2, 5) identi
fied over 50% of their activities correctly. The other 
three PHNs (#3, 6, 7) identified less than 50% of their 
activities correctly. The percent of accuracy for all the
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Table 4. The Number of Primary Prevention Activities

Correctly Identified, Total Number of Activities 
Perceived as Primary Prevention, and Percent of 
Accuracy for Each PEN and as a *Group

PEN

Number of 
Activities 
Correctly 
Identified' 
as Primary 
Prevention

Total 
Number of 
Activities 
Perceived 
as Primary 
Prevention

Percent
of

Accuracy
#1 8 14 57
#2 5 7 - 71
#3 5 11 45
#4 18 18 100
#5 6 , 11 54
#6 3 11 27
#7 7 29 24

*PBNs 52 101 51

PENs was 51% of 101 activities that were perceived as
primary prevention.

Consistent with the definition of primary preven
tion, the activities that were correctly categorized 
involved healthy clients without disease or illness. The 
activities that were misclassified involved clients with 
diagnosed diseases or conditions, and those activities 
which involved one or more physical assessment techniques. 
By definition, these activities belong under secondary
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prevention. In one instance, with regard to a client who 
had a diagnosis of prostatic cancer, the PEN indicated 
that there was no obvious disability. Therefore, regardless 
of the diagnosis, the PEN considered her activities as 
health promotion. It became apparent that the term "health 
promotion" was confusing and ambiguous for them.

Table 5 presents the number of secondary prevention
activities which were correctly identified from the total 
number of activities that were perceived as secondary 
prevention with percent of accuracy for each PEN and for 
the PENs as' a group. Two PENS (#3 and 4) were 100% correct.
All the other PENs, with one exception (#6), correctly
identified over 60% of their activities as secondary 
prevention. From the total of 93 activities that were 
perceived as secondary prevention, the PENs as a group had 
an accuracy of 78%.

Generally, the PENs were more accurate in cate- 
N gorizing their activities for secondary prevention. Ten 

of the 20 activities that were inappropriately categorized 
involved physically healthy clients with socioeconomic 
problemsi (The use of the term "problem" in the operational
definition for secondary prevention created confusion, 
since it did not specify pathological conditions.) The 
other ten activities involved clients with permanent 
disabilities, i.e., polio and Down's syndrome, in which the
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Table 5. The Number of Secondary Prevention Activities

Correctly.Identified, Total Number of Activities 
Perceived as Secondary Prevention, and Percent of 
Accuracy for Each PEN and as a *Group

PEN

Number • of 
Activities 
Correctly 
Identified 

as Secondary 
Prevention

Total 
Number of 
Activities 
Perceived 

. as Secondary 
Prevention

Percent
of

Accuracy
#1 12 16 75
#2 19 22 86
#3 17 17 100
#4 3 3 100
#5 16 25 64
#6 1 4 25
#7 5 ' 6 83

*PENs 73 93 78

activities would he considered as rehabilitative or 
tertiary prevention.

Table 6 presents the number of tertiary prevention 
activities which were correctly identified from the total 
number of activities that were perceived as tertiary pre
vention with the percent of accuracy for each PEN and for 
the PENS as a group. Four of the seven PENs (#2, 3, 5, 6) 
identified over 60% of their tertiary activities correctly. 
One PEN (#7) had a 27% accuracy while the remaining two PENs
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Table 6. The Number of Tertiary Prevention Activities

Correctly Identified, Total Number of Activities 
Perceived as Tertiary Prevention, and Percent of 
Accuracy for Each PEN and as a '*Group

PEN

Number of 
Activities 
Correctly 

Identified 
as Tertiary 
Prevention

Total 
• Number of 
Activities 
Perceived 

as Tertiary 
* Prevention

Percent
of

Accuracy
#1 0 1 0
.#2 5 7 71
#3 5 7 71
#4 0 4 0
#5 11 13 84
#6 8 12 66
#7 3 11 27 .

*PENs 32 56 57

(#1 and 4) did not identify any of their tertiary activities
correctly. Altogether, the PENs1 accuracy in identifying
their tertiary activities correctly was 57%.

The activities that were misclassified, involved 
clients with diagnoses of hypertension, diabetes, malnutri
tion, alcoholism, and pregnancy (multiparity). These■ - ■
clients were functioning normally and did not have any 
physical defects or disabilities. In reference to the 
maternity client, the activity which was considered to be
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tertiary involved discussion about sterilization. Clarifi
cation was not pursued.

All of the activities that were, incorrectly cate
gorized, were then placed under the appropriate categories. 
This was done in order to determine what percent of the"
PHNs1 home visiting activities involved primary, secondary, 
and tertiary prevention. Table 7 presents the frequency 
distribution and percentage of activities for each level of 
prevention following the correct categorization of mis- 
classified activities.

Table 7. Frequency Distribution and Percentage of 
Activities for Each Level of Prevention

Activities Number Percent
Primary 63 25
Secondary 122 49
Tertiary 65 26

Total 250 100

Accordingly, from a total of 250 activities observed 
during home visits 25% were primary prevention, 49% were 
secondary prevention, and 26% were tertiary prevention.
These findings were consistent with the literature review in 
that PHNs were involved in more secondary and tertiary 
activities than they were with primary preventive care.
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Summary

The findings of this study revealed that the PHNs 
(1) did not ordinarily use the levels of prevention for 
setting priorities or planning nursing intervention, (2)
did not categorize their activities consistently with the 
preventive levels of care, and (3) were involved in more 
secondary preventive activities than primary or tertiary 
activities.



CHAPTER 5

CONCLUSIONS AND RECOMMENDATIONS '

This chapter will discuss the conclusions of this 
study in conjunction with the nursing implications, limita
tions of the study, and recommendations for further study.

Conclusions
The purpose of this study was to identify activities 

of PHNs making home visits and then to determine how they 
perceived these activities in terms of the three levels of 
prevention, i.e., primary, secondary, and tertiary. As 
indicated earlier, prevention has been a primary concern of 
PHNs since the development of public health nursing. Public 
health nurses continue to play a major role in preventive 
health care, and PHNs at one time or another provide all 
levels of preventive care in order to meet consumer needs. 
Therefore, it is important for PHNs to have a clear and 
consistent understanding of the principles of prevention in 
order to provide appropriate levels of preventive care.

The data obtained from this study revealed three 
general findings and related implications for nurses in the 
field of public health. First, when PHNs were categorizing 
activities for the three levels of prevention, their fre
quent reference to the operational definitions was
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interpreted as a lack of familiarity with the activities 
associated with each level of prevention. This does not ■ 
mean that the PHNs did not provide preventive health care, 
but rather that the PHNs did not ordinarily use the various 
levels of prevention in setting priorities or in planning 
nursing interventions. The PHNs indicated they used a 
problem-oriented approach and that nursing priorities were 
determined by whatever problems or situations arose.
Although the problem-solving approach may be desirable, 
it can also be nebulous because of the multiple problems 
and complex human situations the PHNs must deal with in the 
community. Some theoretical foundation for public health 
nursing action would seem essential for practice, 
particularly since the PHNs expressed concern about having 
other health professionals attempting to set priorities 
for them. Tfye question arises as to how the PHNs can inform 
or educate other health professionals when their priorities 
are not based on a consistent and explicit theoretical 
model for practice.

Secondly, since the PHNs indicated that they did not 
ordinarily use the guidelines of the various levels of 
prevention, that probably accounted for some of the mis
understanding apparent in the misclassification of activities 
for each level of prevention. This latter finding demon
strated a need for better understanding of the activities 
associated with each level of prevention. Nursing inservice
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education may be a consideration in this area, especially 
since the goals and objectives of the agency in which these 
PHNs worked were delineated in terms of the three levels of 
prevention. As Shamansky and Clausen (1980:106) indicated 
earlier, "if community health nursing plans.to continue-to 
use the levels of prevention, a consistent understanding 
of the terms, primary, secondary, and tertiary prevention, 
is necessary."

Finally, the data also revealed that 25% of the PHNs 
home visiting activities involved primary prevention which 
is in contrast to recommendations from the literature 
urging nurses in the field of public health to emphasize 
primary prevention and to promote the concept of wellness. 
From the latter perspective, four of the 47 reasons given 
by PHNs for making home visits specified the promotion of 
wellness. This finding may be considered a positive sign 
in that some effort is being made to focus on wellness; 
however, it also has implications for redirecting practice 
toward more primary prevention. On the other hand, the 
focus of practice found in this study with regard to so 
many home visits having involved secondary preventive 
activities may be indicative of the PHNs type of caseload. 
Overall, these findings have implications for future 
administrative planning to meet total community needs within 
the public health setting.



Limitations
The sample size was limited to seven PHNs from one 
of three substations in the county health depart
ment .
.This study was limited to only one aspect of public 
health nursing, i.e., home visits.
Home visits included only English-speaking clients.

Recommendations 
Recommendations for further study include:
Replicate study making the following modifications:
a. Include PHNs from more than one substation.
b. Use one target population, e.g., elderly clients.
c. Develop a checklist of the various activities 

for each level of prevention.
d. Develop more explicit operational definitions 

of activities for each level of prevention and 
delete or avoid the use of the term "problem."

e. Conduct study over a longer period of time.
Design other studies to explore preventive 
activities for other areas of public health nursing 
service, e.g., school health, ambulatory clinics, 
rural health care, etc.
Design a study to determine what factors and/or 
methods the PHNs use for setting priorities.



APPENDIX A

HUMAN SUBJECT'S COMMITTEE APPROVAL

T H E  U N I V E R S I T Y  O F  A R I Z O N A
T U C S O N .  A R I Z O N A  8 5 7 2 4

H I M A N  S I K J 1 C I S  C O M M I T I t t  
AKI7CINA H f  ALIM SCII  N O S  C l  M l *

5 February 1981

Hazel G. Canfield, R.N.
2621 W. Rapallo Way 
Tucson, Arizona 85704

Dear Ms. Canfield:

We are in receipt of your project, "Public Health Nursing Activities 
for the Three Levels of Prevention", which was submitted to the Human 
Subjects Committee for review. We concur with the opinion of your College 
Review Committee that this is a minimal risk project. Therefore, appro
val is granted effective 5 February 1981.

Approval is granted wit h  the understanding that no changes will be 
made in either the procedures followed or in the consent forms used (copies 
of which we will retain on file) without the knowledge and approval of the 
Human Subjects Committee and the College Review Committee. Any physical 
or psychological harm to any subject must be reported to each committee.

A university policy requires that all signed subject consent forms 
be kept in a permanent file in an area designated for that purpose by the 
Department Head or comparable authority. This will assure their accessi
bility in the event that university officials require the information and 
the principal investigator is unavailable for some reason.

Sincerely yours,

Milan Novak, M.D., Ph.D. 
Chairman

MN/jm

c c : Ada Sue Hlnshaw, R . N . , Ph.D.
College Review Committee
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APPENDIX B

SUBJECT'S CONSENT

I understand that Hazel Canfield, R.N., a graduate 
student in Community Health Nursing at The University of 
Arizona, is conducting a study entitled "Public Health 
Nursing Activities for the Three Levels of Prevention."
Public Health nurses who are registered professional nurses
with a Bachelor's degree in nursing and who are employed by
the county health department are asked to participate in 
this study. The purpose of this study is to collect data 
to identify the activities of public health nurses making 
home visits, and to determine how they perceive these 
activities in terms of the three levels of prevention. It 
is expected that this information would ultimately be 
beneficial to nurses in the field of public health, although 
there is no known direct benefit to me as a participant.

I understand the study will involve observations of
five home visits to English speaking clients. I will be 
interviewed before and after the home visits.to determine 
my perceptions of nursing activities for the three levels of 
prevention. The duration of the interviews will be approxi
mately five minutes before each home visit and ten to fifteen 
minutes after each home visit. The selection of the home 
visits and interviews will be scheduled at my convenience.

I understand that my participation is voluntary and 
that I am free to withdraw from participation at any time 
with no ill consequences.

I understand that there are no known physical, 
psychological, or sociological risks or discomforts 
anticipated as a result of my participation. I also 
understand that there is no monetary cost to m e , nor 
monetary rewards for participating in this study.

I understand all information that I give will be 
kept confidential and will be maintained by using numbers 
rather than names on the documents. All responses will be 
analyzed as group data and no individual responses will be 
identified.
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I understand that data and results of this research 

will be shared with faculty and other interested nurses as 
it will be published in a thesis, and may be used for other 
education and publication.

I have read the above "Subject's Consent." The 
nature, demands, risk, and benefits of the projects have 
been explained to me. 1 understand that I may ask questions 
and that I am free to withdraw from the project at any time 
without incurring ill will. I also understand that this 
consent form will be filed in an area designated by the 
Human Subjects Committee with access restricted to the 
principal investigator or authorized.representatives of the 
particular department. A copy of this consent form is 
available to me upon request.

Signature '  . ________  Date_______________________

Witness Date



APPENDIX C 

RESEARCH PROJECT

I am conducting a study entitled "Public Health 
Nurses' Perception of Preventive Activities." The purpose 
of this study is to collect information about the work of 
public health nurses. I will be observing only what the 
nurse does and writing notes. You or your family will not 
be identified in this study.

Thank you for allowing me to make this home visit 
with your nurse.

Hazel Canfield, R.N.
Graduate Student
College of Nursing
The University of Arizona
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‘APPENDIX D

INTERVIEW GUIDE

Subject's Number__________
I. Data related to subjects:

Age _____
Years of public health nursing experience _____

II. Pre-Home Visit:
What is the purpose of the home visit?

III. Post-Home Visit:
How do you perceive these activities in terms of the 
three levels of prevention? (Referring to observation 
record.)
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APPENDIX E

OBSERVATION RECORD

Date
Home Visit Number:

Subject's Number ________ ■
Time: Code*

*Using the following code: Primary = A, secondary = B , 
tertiary = C, the PHN will code the recorded activities 
according to how she perceives them.
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