
Introduction

Publicly-funded public health is integral to Canada’s
health care system, with its focus on population
health assessment, health surveillance, health pro-
motion, disease and injury prevention, health pro-
tection (Federal, Provincial, Territorial Advisory

Committee on Population Health, 1999), and the
delivery of primary health care (Community Health
Nurses Association of Canada (CHNAC, 2003).
Inquiries into the Canadian public health system
describe challenges and opportunities for capacity
enhancement (Romanow, 2002; Naylor, 2003;
Standing Senate Committee on Social Affairs,
Science and Technology (Kirby Report, 2003). The
West Nile Virus, tainted water, BSE-Mad Cow, and
SARS have brought attention to the Canadian pub-
lic health system’s decreased capacity to respond to
urgent and prolonged crises with resources already
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stretched to the limit (Sullivan, 2002; Canadian
Institute of Health Research, 2003; Canadian Public
Health Association, 2003; Frank and DiRuggiero,
2003; Frank et al., 2003). Calls for additional resour-
ces, nationally-coordinated public health, and a clar-
ification of professional standards are increasingly
evident (Kluge, 1999; Frank and DiRuggiero, 2003
Frank et al., 2003). In partial response to these calls,
the Public Health Agency of Canada was establis-
hed in 2004 (Kiefer et al., 2005).

Canada consists of 10 provinces and three territo-
ries, which have constitutional jurisdiction over
most of health care. Health Canada, the federal
department, enforces health regulations, provides
strategic direction on national health policies, sup-
ports healthy living for Canadians, and is responsi-
ble for First Nation and Inuit health care, health
surveillance, and product safety systems. ‘Canada
has 13 different public health systems.The provinces
and territories are not bound by legislated principles
in the same way that the Canada Health Act sup-
ports hospitals and medical care across the country.
This arrangement makes it difficult to make gener-
alizations about the overall public health function in
Canada.’ (Kothari and Edwards, 2003, p. 393). One
of the most significant restructuring changes in
Canada’s health care system has been the move to
regionalization, which has been occurring for
20 years, and involves decentralizing authority from
the provincial government to regional health
authorities (Braunstein et al., 2000). This study was
undertaken to explore PHNs’ primary health care
practice in light of substantial health care reorgani-
zation and policy changes.

Study setting
The study was conducted in the province of Nova

Scotia. This is a small province with a population of
less than one million residents (Statistics Canada,
2005). In 2001, the health services in the province
were decentralized. Nine District Health Authori-
ties (DHAs) were established with 37 community
health boards reporting to the DHAs and four
Public Health Service areas (Nova Scotia Depart-
ment of Health (NSDOH, 2000).Three of the more
rural Public Health Service areas participate in a
Shared Service Area (SSA) model and as such are
part of up to three different DHAs.The SSA model
is unique in Canada to Nova Scotia. It was put 
in place to allow Public Health Services to have a

sufficient critical mass of population and staff to
address their public health mandate (Moloughney,
2006). The nine DHAs include populations ranging
from 32 711 to 402 094 (NSDOH, 2005). At the
inception of this study, practitioners and manage-
ment (henceforth referred to as managers) in Public
Health Services expressed concern that such struc-
tural and accountability changes as regionalization
and budgetary constraint were compromising public
health capacity and services.

PHNs account for the greatest proportion of the
public health workforce in Canada (Naylor, 2003).
They engage in the specialty practice of community
health nur-sing that is informed by nursing and
public health sciences and the principles of pri-
mary health care, health promotion, community
empowerment, and population health (CHNAC,
2003). They are major contributors to primary
health care (Rodger and Gallagher, 2000). PHNs’
are accountable to the public, to the nursing regu-
latory body, and to the employer, and are governed
by provincial legislative and policy mandates.

Although there is a growing body of Canadian
and international research on PHNs’ primary
health care practice, less research has described
how PHNs foster citizen participation and engage
in collaborative practice (Rodger and Gallagher,
2000). A review of international literature con-
cluded that the roles and issues faced by nurses in
primary health care are poorly understood and
require further careful examination (Health
Canada, 2000).

While PHNs have delivered primary health care
programmes and services in Nova Scotia for many
years, there has been minimal evaluation of these
programmes and no known research has been
conducted to examine the impact of public sector
changes on PHN practice in Nova Scotia.

In September 2001, Nova Scotia followed the
federal government’s lead by embarking on pri-
mary health care renewal to improve the health of
Nova Scotians, who are among the unhealthiest
citizens in Canada (Canadian Institute of Health
Information, 2000; Colman, 2003). Key strategies
in this mandate, included building on successful
elements already in place (such as PHNs) and fos-
tering an improved, integrated, and community-
based health care system, were particularly
relevant to this inquiry.This article reports the first
phase of an interpretive qualitative study con-
ducted from November 2002–March 2005 that
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examined the contextual and relational practice
knowledge of PHNs, particularly how they foster
citizen participation and engage in collaborative
practice in the context of health care restructuring
in Nova Scotia (Meagher-Stewart et al., 2004).
In phase one (January–April 2003) public health
managers were interviewed and applicable public
policy and budgetary decisions between 1992 and
2002 were analysed. This period was a time of sig-
nificant health care restructuring. Phase two and
three (March 2003–September 2004) consisted 
of individual interviews (n � 44) with PHNs fol-
lowed by focus group interviews with PHNs
(n � 31PHNs).

Methods

This interpretive qualitative study (Drucker, 1999)
valued the participants as experts and viewed
them, their public health experience, and their per-
ceptions as the starting point for analyzing how
their work situation is shaped by and in turn,
shapes their social world (Smith, 1987; Hall and
Stevens, 1991; Bloom 1998). This inquiry process
guided data collection and enabled an in-depth per-
spective on the history, gender, and social relations
of PHN practice through public health managers’
voices and document analysis. A partnership
between university researchers and public health
decision makers was critical to this study’s success.

Recruitment and data collection procedures
Ethical approval was obtained from Dalhousie

University’s Ethics Board and Nova Scotia’s nine
DHAs. Eligible participants were identified by 
the investigative team as having held their positions
for five years at the time of the study, and currently
working for either the Nova Scotia Department of
Health or one of the four Public Health Service
areas in the DHAs. Due to time and funding limi-
tations, not all eligible managers could be inter-
viewed. Random sampling (Patton, 2002) was used
to select public health managers from a roster of
eligible participants (n � 12). This sampling tech-
nique gave all of the eligible participants an equal
chance of being selected, thereby reducing suspi-
cions as to why some individuals were selected and
not others. Participants were contacted by letter and

gave informed consent to participate in an
interview.

An interview guide was developed by the rese-
arch team. The semi-structured interview was first
piloted with an experienced PHN. One individual,
face-to-face, interview (approximately 90 minutes)
was conducted with each participant. Participants
were asked to share their perspectives on:

� how PHNs’ foster citizen participation and col-
laborative practice

� facilitators and barriers to fostering citizen par-
ticipation and collaborative practice

� the impact of federal, provincial, and DHA policy
and funding decisions on public health pro-
grammes, services, and leadership, as well as on
PHNs’ partnerships with citizens and collabora-
tion at inter-professional and inter-sectorial levels.

The questions allowed the participants to address
the issues from their managerial position and
experience. Interviews were audio-taped, tran-
scribed, and sent to participants. Follow-up tele-
phone interviews (approximately 20–30 minutes)
two to three weeks later allowed for verification
and elaboration of transcript content, as well as
discussion of initial findings and interpretations.

The investigative team identified 26 documents
that described federal, provincial, and DHA pub-
lic policy and budgetary decisions pertinent to
public health and PHNs’ practice in Nova Scotia
between 1992 and 2002.

Data analysis
Transcribed interviews were analysed using

established procedures for thematic analysis
(Lincoln and Guba, 1985; Miles and Huberman,
1994; Sandelowski, 1995; Kvale, 1996), coding,
organizing the data into broad categories, and
developing interpretive themes. The principal
investigators independently coded the seven inter-
views, identified emergent themes, and arrived at
the final coding and thematic structure by consen-
sus. Documents were examined chronologically
for historical, philosophical, and structural con-
text. A research assistant completed the document
analysis. Explicit references to the roles of PHNs
were extracted from the documents. Coded tran-
scripts were compared to findings from the docu-
ment analysis to confirm similarities and differences,
and to identify and corroborate themes related to
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the social, economic, and political context of the
PHNs’ everyday practice.

Establishing rigour
Several strategies were used to establish a rigor-

ous research process with credible findings
(Lincoln and Guba, 1985; Hall and Stevens, 1991):
random sampling, member checking through tele-
phone follow-up interviews, and in-depth descrip-
tions from a representative number of public
health managers across a variety of positions at
the provincial and DHA levels.

Results

The sample consisted of seven senior public health
managers, three from the Nova Scotia Department
of Health, and four from each of the Public Health
Service areas in the DHAs in Nova Scotia.
Participants had 12–30 years of public health
experience (x– � 21); 8–17 years of experience in
public health management (x– � 13); and 2–16
years in their current position (x– � 8). The sample
represented various disciplines: nursing (n � 5),
public administration (n � 1), and community
medicine (1).

Three major themes emerged from an integra-
tion of the public health interview data and the
document analysis: (1) opportunistic shifts in val-
ues: constraining structures, operations, and gover-
nance, (2) insufficient funding and infrastructure
support, and (3) opportunities and challenges to
PHN capacity and competency.

(1) Opportunistic shifts in values: constraining
structures, operations, and governance

This theme reflects the tension between partici-
pants’ expressed value orientations and increased
expectations by the federal, provincial, and DHA
levels of government towards population health
and primary health care. In reality, public health
capacity has been compromised in its population
health and primary health care functions due to
constraining structures, operations, and gover-
nance. The changes that took place between 1992
and 2002 created a need for new knowledge and
skills and more organizational support at the

provincial, regional and community levels as well
as role and responsibility definition.

Three sub-themes were also identified within this
category: (a) validation of public health; (b) envi-
ronment of constant change, restructuring, and ero-
sion of public health capacity; and (c) paradox of
regionalization.

Validation of public health
Participants described 24 federal and 40 provincial

initiatives that directly influenced public health 
programming in the previous decade. In particular,
they noted that the emphasis on population health
and primary health care renewal reinforced the his-
torical leadership role of public health.

As one participant commented,

P1: I think population health has validated
the way public health is practised …We nor-
mally would look at an individual, a commu-
nity, a population in a very holistic way … I
think someone at the provincial level and the
federal level are [sic] actually saying ‘Yes,
that’s the right way to be practising.’

Primary health care renewal was seen as poten-
tially increasing the visibility of PHNs’ collabora-
tive, community practice, as well as increasing
opportunities for partnerships. However, as the
following participant’s quote indicates, primary
health care renewal will only happen with the nec-
essary infrastructure support.

P5: We are looking at what sorts of supports
in the renewed primary health care system
there will be for public health, primary pre-
vention and population health to advance
inter-sectorally and what sorts of infrastruc-
ture and systems do we need to change.

Environment of constant change, restructuring,
and erosion of public health capacity

Document analysis and participant accounts
acknowledged that the ongoing restructuring of
Nova Scotia’s public health system since the early
nineties resulted in a number of policy and gover-
nance changes (Table 1) that contributed signifi-
cantly to the erosion of public health’s capacity.The
loss of senior public health management at decision-
making tables, loss of health inspectors from the
public health team, and major shifts in accountabil-
ity for public health at provincial and regional levels
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were viewed as being particularly detrimental to
public health capacity. Despite emerging Health
Canada funding opportunities and provincial 
structural changes that offered the possibility of
strengthening public health, health system reorgan-
ization and lack of provincial political leadership
undermined and eroded public health capacity and
PHN practice. The following comment illustrates
how the provincial government’s removal of tradi-
tional public health programmes from their man-
date, constant change, and reorganization were
viewed as eroding public health capacity.

P1: The issues we had 8–10 years ago are still
the issues today. Why haven’t we been able 
to improve on some of them? I think part of it
is the structure … we have public health fur-
ther down the food chain reporting to the
[Director of Population Health].We have sep-
arated out tobacco, we have separated out
AIDS, primary health care. So people don’t
have a consistent picture and it is difficult to
move your way up the decision making path.

Removing public health to districts and
regional health boards was not a good one.
Now we have some commitment to move on
public health at the provincial level. Not sure
about the district level.

Participants considered the provincial govern-
ment’s lack of leadership in public health matters
an important factor contributing to public health’s
eroding viability.

P6: We need [political] leadership and own-
ership at the provincial level before we can
access what is available federally. If you
don’t have ownership you will probably not
even pursue funding. It costs, so it has to be 
a priority. In having the responder mentality,
they [provincial government] do not have
the sustainability when the funding runs out.

This comment indicates how the lack of provincial
leadership was seen to affect PHN practice.

P7: There are many things we need to do –
difficult to do on dwindling resources. Very
frustrating for public health nurses who
value these programmes … When they see it
prioritized away – they see it not valued. All
of this is to say someone, provincially, has to
take some leadership and some bit of money
has to go to this population [client].

Paradox of regionalisation
Participants initially viewed the new regional

DHA structure as an opportunity to promote a more
integrated, community-based system, stronger part-
nerships for public participation, and a more expe-
dited structure for local decision making. However,
this did not translate into practice. Working in the
DHA structure was described as ‘cumbersome’, a
‘dance’, a ‘painful process’, and a ‘pull and tug’. This
was particularly the experience in SSAs, which 
were more rural, where Directors of Public Health
Services were accountable to two or three CEOs,
Vice Presidents, and DHA Board Chairs. Under
the DHA structure much time and energy were
required to create and maintain strong partner-
ships and to have public health understood. Public
health managers were sometimes caught in a
power struggle between provincial and DHA ‘pri-
marily acute care … institutional-based’ systems.
Participants noted that their voice was extremely
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Table 1 Notable changes that significantly affected
public health capacity in Nova Scotia

• Shift in 1997 of Public Health Services accountability
and reporting from the Department of Health to four
Regional Health Boards (Nova Scotia Department of
Health Blueprint for Health Care Reform Committee,
1994)

• Decentralization in 2001 to nine DHAs with 37
Community Health Boards (reporting to the DHAs) and
four Public Health Service areas (NSDOH, 2000)
– Nova Scotia population of 937,000 residents

(Statistics Canada, 2005) spanning nine DHAs with a
population range of 32,711 to 402,094 (NSDOH,
2005)

– Creation of a Shared Service Model for three Public
Health Services spanning eight DHAs

• Public health inspectors transferred from the
Department of Health to other government depart-
ments in the early nineties

• Loss of the Director of Public Health position in 2001
• Legislated accountability for health protection and

communicable disease in the office of the Chief
Medical Officer of Health in 2001, who does not have a
direct connection to Public Health Services (NSDOH,
2000)

• Medical Officers of Health in the DHAs assigned a con-
sultant role with Public Health Services (NSDOH, 2000)

• Accountability for health promotion, health enhance-
ment, and population health divided between the
Department of Health’s Population Health Unit, and a
new Office of Health Promotion (NSDOH, 2003)
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compromised and they became ‘an even smaller
fish in a bigger pond’ at a time when public health
should play a leadership role in the population and
primary health care agenda.To illustrate,

P4: It has been a challenge. The [public
health] services that we provide fit better as
a region … The staffing in public health is
very small. If you had them managed by the
district that would be a very small staff. It has
always been a challenge; each district is look-
ing at their interests. We remained a ‘Shared
Service’. We report to three VPs who report
to three CEOs. Is difficult sometimes
because we have that [governance struc-
ture]. The districts are now our employers;
however we get policies and direction from
the province. It is more cumbersome now for
us. In a way I’m glad that the funding was
kept provincially, that way we maintain our
standards and districts can’t opt out of it.
Trying to get the VPs to understand what we
do in public health is a challenge.

Public health managers felt that they were contin-
ually justifying their existence because of the lack
of understanding and valuing of Public Health
Services. As one participant stated,

P6:You are constantly justifying who you are
and what you are doing to a system that is
basically functioning on a medical illness
model. They [DHA Board] recognize the
task things – immunization, delivery of pro-
grammes (one-on-one) to post-partum moth-
ers – they do not recognize the vague policy
or the influence public health has around pre-
vention issues, around the valuing of popula-
tion health.

(2) Insufficient funding and infrastructure
support

This second major theme captures the conditions
and challenges around the perceived lack of federal
and provincial government investment in Nova
Scotia’s public health infrastructure as revealed
through document analysis and managers’ accounts.
Two sub-themes were evident: (a) tensions related
to Health Canada’s programmes and funding; and
(b) insufficient infrastructure support.

Tensions related to Health Canada’s programmes
and funding

Although the public health managers welcomed
Health Canada funding (administered both through
regional and national offices), the infusion of funds
often shifted public health’s strategic directions,
leading to a clustering of programmes and staffing
around Health Canada priorities. Furthermore,
public health often lacked core funding to sustain
programmes after Health Canada funding ceased.
Other community partners received Health Canada
funding and took the lead on programmes with
roots in public health. This was happening when
public health was receiving less provincial funding,
yet trying to meet increasing demands of the
province, DHAs, and community partners. The
lack of direct Health Canada funding for public
health, and the unsustainable nature of the fund-
ing were perceived by management as devaluing
public health and key factors in public health frag-
mentation in Nova Scotia.

P7: Health Canada puts in their contract that
you must have a contract with the local public
health district unit. This puts the responsibil-
ity on public health to make something work
but we have no control over the dollars or
how it works.These are federal dollars funded
directly into the province, past provincial gov-
ernment, down to an organization. The link
becomes between that initiative and the local
public health unit. It is a negotiated partner-
ship. I feel we spend a lot of time chasing the
money. In my area there have probably been
ten initiatives over ten years that were
directly related to fundamental public health
issues for which some other group or agency
got the money. Then the public health unit
had to work in partnership with that agency to
achieve what is the public health mandate.

Insufficient infrastructure support
Historically, public health has been poorly

resourced provincially, with little investment in pub-
lic health infrastructure. This situation was further
exacerbated in the mid-’90s by decreased federal
government transfer payments to the provinces
for health care, coupled with block funding to
health, education, and community services. These
federal funding changes resulted in fewer public
health resources.

PHNs’ primary health care practice 175

Primary Health Care Research & Development 2007; 8: 170–182

https://doi.org/10.1017/S1463423607000199 Published online by Cambridge University Press

https://doi.org/10.1017/S1463423607000199


Insufficient provincial funding and staffing pre-
sented challenges for Public Health Services in
many areas including health surveillance and
responsiveness to government directives on social
determinants of health. Standards and outcomes
for public health programmes were developed in
1997 (NSDOH, April 1997). However, there was a
lack of data about Public Health Services and a
lack of analysis of infrastructure at the DHA level,
making it difficult to demonstrate the value of
public health to DHAs.

P1: I think the negative thing is we never really
tied the funding to programmes, standards and
targets.We have this mix of we know we need
public health nurses and nutritionists and den-
tal hygienists to accomplish this particular tar-
get, but we never said this is going to cost us
this much.

Participants acknowledged that insufficient fund-
ing for Public Health Services was further com-
promised by DHA reorganization and increased
funding demands from all health care system sec-
tors. As demonstrated by the following comment,

P3: Public health funding is meant to be core
funding which was non-transferable and
therefore should be there. But in order to
move the agenda forward we need more
resources. Where are you going to get the
resources from...districts need to do it and dis-
tricts vary in the degree to which they are
funding various things.That is part of their sys-
tem.That is an issue.

As there was very limited funding for public
health, participants were adamant that protected
block funding for Public Health Services in the
DHA structure needed to be retained. As the fol-
lowing comment illustrates, participants believed
that restructuring to a DHA structure and the
devolution of the Department of Health away
from direct service might be a positive thing in the
long run, but a ‘painful’ process to go through
when restructuring was happening concurrent
with financial constraints.

P7: In the day-to-day piece it is difficult to see
the positive aspects.The devolution of govern-
ment out of direct services and toward a focus
on a policy level where they should be, has
sometimes felt like a two step dance; two steps

forward and one back. Sometimes one step
forward and two back … while restructuring
was happening, the financial restrictions
were taking place. So we had a massive shift
from an acute care, clinical, medical focus to
a community-based focus. In the long run it is
a good thing. But, it has been painful … public
health has less than 2% of health funding dol-
lars. Yet, it is the public health piece that is
expected to give the evidence or inform the
process on why you need to change, and how
change will have a positive influence on your
health status.So your public health unit should
be giving the upstream evidence; here is an
emerging problem for which we need to
develop strategy to make a difference. I don’t
think that has happened very well.

(3) Opportunities and challenges to public health
nurses’ capacity and competency

The third major theme addresses PHN practice
and public policy and the influence of public
health nursing funding decisions. Two sub-themes
were identified: validation and reinforcement of
PHNs’ capacity and competency; and increased
expectations and lack of role clarity.

Validation and reinforcement of PHNs’ capacity
and competency

The managers felt strongly that PHNs make a 
difference in the health of the community. They
recounted numerous examples of their skills in pop-
ulation health and collaborative practice, particu-
larly in rural communities. The managers noted 
that PHNs were increasingly asked to bring their
expertise and leadership skills (eg, evidence-based
planning, application of community development
approaches, working with vulnerable and rural pop-
ulations) to primary health care initiatives under-
taken with local partners.

P5: They [PHNs] … advocate on behalf of
communities … advocate for healthy public
policy … and a population health focus-help-
ing communities interpret what some of the
research has said, what the findings have
been, getting them to help people under-
stand what a particular stat means, or why is
only a certain percentage of population
accessing services. The public health nurses
have provided leadership in that area.
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In one particular instance, PHNs expertise was
acknowledged when Health Canada provided funds
through the national Early Childhood Initiative
Program. This program enabled more PHNs to be
hired to work in collaboration with lay home visitors
as part of an Enhanced Home Visiting Program for
new mothers in families ‘at risk’.

Yet, the participants emphasized that significant
tensions and constraints compromise PHNs’ capac-
ity and competency and managements’ public
health leadership. One participant aptly described
the overall approach of management in the midst of
the many disruptions associated with health care
restructuring from 1992–2002 – ‘keep their head
down and keep going.’

Participants described many strategies to rein-
force the strengths of the PHN workforce and 
to reinforce the importance of Public Health
Services, such as: continuing education, mentor-
ship programmes, working alongside PHNs on
public health policy, developing and implementing
standards for public health, using systematic
reviews, and communicating public health priori-
ties to DHAs.

Increased expectations and lack of role clarity.
Participants highlighted many roles and job

descriptions for PHNs, some reflecting increased
specialization, others a wider range of responsibili-
ties within a generalist practice model. However, the
document review yielded a more ambiguous pic-
ture.The roles of PHNs were not specified in the 26
documents reviewed, with one exception, the Nova
Scotia Health Standards (NSDOH, April 1997). In
contrast, the Act to Provide for Community Health
Boards and District Health Authorities (NSDOH,
2000) defined community-based health services,
the parameters for DHAs, and the 37 Community
Health Boards in Nova Scotia.The Act holds signif-
icant implications for Public Health Services and
public health professionals, yet these constituents
are not named.

Participants described how regionalization, multi-
ple obligations, increased role blurring, and general
lack of understanding of public health nursing
required more role clarification, negotiation, and
justification by PHNs with other professionals.
In some instances, the managers described how
PHNs increased their involvement in collaborative
community projects while continuing to carry out
their mandatory programmes. As a consequence,

they had a reduced presence at provincial planning
tables and reduced visibility. They also explained
that with more focused programmes (eg, school
health, family health, communicable disease con-
trol) and with the DHA as the PHNs’ employer
rather than the province, there were fewer opportu-
nities for communication among PHNs across pro-
grammes and DHAs. Participants also expressed
concern that with PHNs pulled in different direc-
tions with multiple programmes and expectations,
time constraints often made it difficult for them to
make a significant contribution to one project.
Therefore, PHNs were primarily involved in getting
projects started and then stepping back.

As the complexity of the nurses’ practice
increased, documentation remained task-oriented,
misunderstanding of PHNs’ scope of practice grew,
and they experienced less control of their practice.
The following comment illustrates some rationale
for the misperceptions of the PHNs’ specialty 
practice.

P2: Public health always worked on a decen-
tralized model. It’s not working as well as
people thought it would.We’ve had difficulty
communicating the scope, competencies, and
practice of public health nursing. If you think
it takes four years to learn to be a nurse, peo-
ple think they can understand public health
nursing in half an hour, or a 2-day workshop,
and therefore they believe they are entitled
to make decisions, and decide what nurses
should and should not be doing. It is not
medicine, it’s its own body of knowledge, but
people have difficulty articulating that public
health nursing is a specialty.

Nova Scotia is the size of one health unit
in other places, so public health could be
managed as one entity. Now we have differ-
ent levels of competency of public health
nurses. There’s a move in some districts to
almost make public health invisible and inte-
grate public health nursing into other kinds
of nursing and health promotion kinds of
things. That to me represents lack of under-
standing of the very special knowledge that
is brought to bear.

With public health manpower scarce, the man-
agers described the dilemma of decreased contact
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with the community in general, and with vulnera-
ble and rural populations in particular, contribut-
ing to an increasingly dissatisfied and invisible
PHN workforce.

P7: The public health nurse has limited fund-
ing or time to do the direct service piece.Then,
she has to take that time to do more partner-
ing and community/committee work.That has
benefits because you get to know your agen-
cies and their population, but when you don’t
have the extra resources to go with it, it can
detract from some of your [mandatory] work
as a public health nurse. Therefore, public
health nurses get quite frustrated and stressed
by the fact they are so pulled. When you look
at the outcomes of these [partner] organiza-
tions they look like they are doing a wonderful
job, but it never would have happened if the
public health nurse was not involved in mak-
ing a contribution. Yet, there is very little
recognition of that.

Discussion

This study was undertaken at a pivotal time in
Canadian health care system renewal. The study
revealed that misunderstandings of public health
and PHN practice, lack of provincial investment,
chronic under funding,and a decade of public health
system restructuring (in particular regionalization)
compromised public health capacity and PHN prac-
tice in Nova Scotia. A growing disconnect emerged
between the vision of public health professionals
and that of political and bureaucratic leaders. Public
health management and PHNs navigated multiple
challenges and paradoxes related to policy direc-
tives, system infrastructure, and role ambiguity in
their endeavours to be effective in their primary
health care practice and in building the population
health of Nova Scotians.

Nova Scotia spends less on public health than
most Canadian provinces (NSDOH, 2002; Naylor,
2003). Indeed, the lack of investment in public
health should be of major concern. In October 2004
the Nova Scotia Department of Health and the
Offices of Health Promotion requested an external
review of Nova Scotia’s publicly-funded public
health system to assess its capacity, strengths, limita-
tions, and openness to recommendations for a

stronger, viable public health system (Moloughney,
2005).The final report (Moloughney, 2006) corrobo-
rates our study findings in its identification of factors
which impede the public health system including;
limited information and knowledge systems; insuf-
ficient public health staff who lack graduate level
training; complex and cumbersome organizational,
governance, and accountability structures; insuffi-
cient funding; and a narrowly-defined Health
Protection Act.

It is generally acknowledged that regionalization
has brought changes in public health governance,
leadership, power dynamics, system infrastructure,
and visibility, as well as new opportunities for serv-
ice integration and reorientation to a population
focus (Braunstein et al., 2000; Kothari and Edwards,
2003). Various reports have highlighted the chal-
lenges and negative impact of regionalization on the
Canadian public health system (Sutcliffe et al., 1997;
Kluge, 1999; Braunstein et al., 2000; Casebeer et al.,
2000; Lewis et al., 2001; Frankish et al., 2002; Kothari
and Edwards, 2003; Moloughney, 2005; Jensen and
Kisely, 2005), and the need for systematic evaluation
of the impact of regionalization (Moloughney,
2006). The public health management participants
in this study found themselves caught in the power
struggle between provincial and regional systems
and within the DHA structure itself, constantly jus-
tifying their existence.

Our study findings are consistent with other lit-
erature that describes under funding in public
health across Canada, highlighting the significant
disparities among provinces in their capacity to
address public health issues (Sutcliffe et al., 1997;
Sullivan, 2002; Frank and Di Ruggiero, 2003; Frank
et al., 2003; Naylor, 2003). Numerous tensions that
have been noted resonate with our study findings:
support for population focused health with no
commitment of resources (Sutcliffe et al., 1997);
reductions in staff, resources, and salaries (Sullivan,
2002); poor staff retention and ability to replenish
resources (Frank and DiRuggiero, 2002; Sullivan,
2002) taking public health for granted, especially
in rural areas (Schabas, 2002); and a shift in focus
from population health to high risk health (Elliott
et al., 2000).

Participants’ views concur with Canadian and
international literature that suggests that PHNs
make a difference in building population health 
as primary health care practitioners working 
collaboratively to promote accessibility and citizen
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participation (Rodger and Gallagher, 2000;
Meagher-Stewart, 2001; CHNAC, 2003; MacDonald
and Schoenfeld, 2003; Underwood, 2003; Clarke,
2004; Keller et al., 2004a; 2004b). The current
Canadian nursing crisis calls for a highly skilled
workforce and high quality nursing workplaces
(Baumann et al., 2001; Health Canada, 2002; Naylor,
2003). Canadian research consistently concludes
that the PHN participation and effectiveness in 
promoting individual and community health is sig-
nificantly affected by organizational opportunities,
support, and resources within workplaces, enabling
and constraining it through values, policies, goals,
standards, outcomes, and funding availability
(Haugh and Laschinger, 1996; Rafael, 1999; Reutter
and Ford, 1998; Rafael, 2000; Oberle and Tenove,
2000; Meagher-Stewart, 2001; Krueger et al., 2002;
MacDonald and Schoenfeld, 2003; Underwood,
2003). Participants in this study noted that insuffi-
cient infrastructure support and the erosion of PHN
scope of practice impeded the nurses from being
more actively involved in primary health care and
practicing to their full potential as PHNs. Similarly,
international research has identified a myriad of fac-
tors that have adversely affected the PHNs’ scope of
practice: economic and organizational forces of the
US health care system that prioritizes clinical serv-
ices over population-based activities (SmithBattle 
et al., 1999; Grumbach et al., 2004); lack of philo-
sophical, organizational, and managerial under-
standing and commitment to PHN practice (Plews
et al., 2000; May et al., 2003; McMurray and Cheater,
2004); authoritative leadership, poor access to infor-
mation, and short contractual periods of work were
found to have a negative effect on community nurses’
sense of empowerment (Kuokkanen and Katajisto,
2003); and inequalities in district nursing provisions
were found to have a negative impact on service
delivery to minority ethnic populations (Gerrish,
1999). The studies revealed how PHNs are con-
strained in their practice by multiple factors internal
and external to their workplace.

Conclusion

This interpretive qualitative study provides insights
into the impact of public policy and budgetary deci-
sions on public health and PHN practice that are
consistent with other national and international
settings. This knowledge has implications for 

practice, education, research, and policy as ‘the qual-
ity of Canada’s public health will ultimately rest on
the shoulders of public health workers’ (Naylor,
2003).Future success in primary health care renewal
depends on the ability of public health managers
and policy makers to strengthen PHNs’ contribution
through multiple strategies. Enhanced organiza-
tional structures and opportunities are essential for
empowering PHNs, promoting work effectiveness,
and ultimately improving Nova Scotians’ health
outcomes. The day-to-day realities of public health
practice suggest that the stated value of primary
health care and public health nursing need to be
translated into public health investments. More
opportunities need to be created to make PHNs’
innovative practice visible. PHNs’ capacity to pro-
vide programmes and services is contingent upon
the public, other professionals, government officials,
and policy makers having a clear understanding and
value for their full scope of practice. Funding and
other organizational mechanisms need to be
mobilized to support: partnerships between uni-
versity researchers and educators and public
health staff; research-based practice and practice-
based research; and increased nurse consultant
positions. Cross provincial or cross country com-
parative studies need to be included in future
research agendas.

New opportunities, such as the establishment of
the Public Health Agency of Canada, a Canadian
population and public health evidence centre and
research network (Kiefer et al., 2005), an external
review of Nova Scotia’s public health system
(Moloughney, 2006) and the establishment of
Canadian standards of practice, competencies, and
certification for community health nurses (CHNAC,
2003, 2005) support the timeliness and relevance of
these study findings.
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