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Early home visits provided by public health
nurses (PHNs) around the world have been
proven to positively impact physical, social,
emotional and mental health outcomes of
mothers and babies. Most of the research has
focused on home visiting programs delivered
by public health nurses and lay home visitors
to support at risk or targeted mothers. Little
research has been conducted to examine universal home visiting programs for mothers
who are perceived to be lower-risk. The purpose of this research was to explore how universal and targeted early home visiting programs for mothers and babies were organized,
delivered and experienced through the everyday practices of PHNs, mothers, and managers
in one city in Atlantic Canada. Feminist poststructuralism was used to collect and analyze
data through semi-structured face-to-face
interviews with 16 PHNs, 16 mothers and 4
managers. Personal, social and institutional
discourses of program delivery were examined
using discourse analysis. Four main themes of
the study include: i) understanding targeted
and universal programming; ii) health outcomes; iii) building relationships; and iv)
exploring a new surveillance. This article will
discuss the first theme; understanding targeted and universal programming.

Key words: public health nurses, mothers, post
partum, early home visiting.
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depending on health needs. For example, early
home visiting (EHV) programs have been proven
to positively impact the physical, social, emotional and mental health outcomes of mothers,
babies and families.4-10 However, the type of
home visiting that should be offered continues to
be debated. For example, an ongoing discussion
for many public health organizations is whether
home visiting services should only be offered to
targeted mothers perceived to be at risk or
whether a more universal home visiting
approach should also be offered to all new mothers, regardless of their particular life circumstances or perceptions of risk. A report published
in Canada by Sudbury & District Health Unit11
presents a discussion about the importance of
offering a combined approach of targeted within
universalism when working with particular populations. The World Health Organization (WHO)
also supports the practice of ensuring accessibility of services for all new mothers as well as at
risk mothers.3 In their Cochrane review Jahanfar,
Jahnssen, Howard and Dowswell12 report the positive effects of both targeted and universal EHV
for mothers. However, debate continues around
the globe as to how these programs should be
offered. While there is ample research evidence
to support the effectiveness of targeted EHV programs there has been very little research that has
examined universal EHV programs. This gap in
current understanding of universal EHV programming and its impact on the lives of mothers
and babies calls for research such as our recent
study. Specifically, the purpose of the study was
to explore how universal and targeted EHV programs for mothers and babies were organized,
delivered, and experienced through the everyday
practices of PHNs, mothers, and managers in
one city in Atlantic Canada. Four main themes
emerged. The first theme, the social and institutional construction of targeted and universal programs will be discussed in this paper. All four
themes are connected but it is important to be
able to present each theme individually in order
to provide the reader with an in-depth analysis
and discussion. The second theme focuses on
how building positive relationships between
PHNs and mothers is foundational to attaining
positive health outcomes. The third theme
addresses how health outcomes continue to be
predominantly medicalized thereby creating feelings of invisibility when needs such as feeling
confident are seen to be less important.
Surveillance was the fourth theme that emerged
as the participants spoke about expected relationships of judgment and stigma between
health care professionals and mothers.
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Universal and targeted early
home visiting: perspectives
of public health nurses,
managers and mothers

Introduction
The health of mothers and babies, particularly
in the early postpartum period, is the foundation
on which life-long health is built, and supporting
families during this time is a priority in countries around the world.1-3 Home visiting programs
delivered by public health nurses (PHNs) and
community lay home visitors is one service that
provides support for new mothers and their families, beginning the first few months postpartum
and sometimes continuing for one to five years
[page 12]

Materials and Methods
Background
The World Health Organization states that
[Nursing Reports 2014; 4:3290]

health care must be responsive and accessible
to all people who need it.3,13-15 Post-partum follow-up care through home visiting is one
example of how health services are made
accessible to mothers, infants and families.
There are numerous examples of EHV programs in countries around the world including
but not limited to, Canada, Sweden, Denmark,
Australia, the United Kingdom and the United
States.16-20 However, in Canada and elsewhere
accessibility to EHV services differs among
new mothers and is influenced by social, cultural and institutional factors.
Public health nursing has a century long
history in Canada and began with health promotion and illness prevention for mothers and
children through both home and school visiting with a particular focus on poverty and
unsanitary living conditions.21-24 This strong
focus on primary prevention, health promotion
and protection for mothers and children con-
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Research setting

This three-year funded study took place in
one of Canada’s eastern provinces. At the time
of the study Public Health Services provided
two postpartum home visiting programs for
mothers and babies; targeted for at risk mothers and universal for all other mothers. PHNs
screened the majority of mothers prior to discharge from the hospital, using the Parkyn tool
that assessed a mother’s at risk status. Based
on a comprehensive list of determinants of
health, mothers who received a high score
would be offered services from the targeted
program. The program involved an in-depth
assessment by a PHN, followed by home visits
from a community visitor for up to three years.
Mothers who received low scores and were not
deemed to be at risk were offered services
within the universal program that included
telephone support or a home visit depending
on their needs. These programs had been in
place since 2001 and at the time of the study
potential changes to the EHV programs were
being explored. This was causing some concerns for both PHNs and managers not knowing what the changes might be.
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The methodology used to guide this study
was feminist poststructuralism which included
Foucauldian concepts of relations of power and
discourse analysis as well as feminist concepts
of gender, class, race, power, subjectivity and
agency.46-50 Our analysis began with a focus on
individual experiences, personal beliefs, values and practices. We then applied Foucault’s
complex understanding of power to each individual’s experience. This involved a focus on
viewing power as relational, situational, shifting and always being negotiated by individuals. This unique way of understanding power
is different from Western and more mainstream ways of understanding power as binary,
oppositional and often oppressive. Following
Foucault’s writings, we identified moments of
tension or conflict that were initially noted as
binary and oppositional and then deconstructed the interaction by looking for different
beliefs and values that might exist between
individuals, society and institutions. We
looked for how individuals understood and
were affected by social and institutional constructions of mothering, nursing, health care
and home visits. We questioned every day
seemingly normal practices to see if there
might be other invisible experiences of PHNs
and mothers during home visits.
From a feminist point of view, we agreed
that participants were experts about their own
lives and their descriptions about their experiences were truthful and credible sources of
data. The concept of subjectivity allowed us to
position participants as self-reflexive and conscious of their own social locations and the
concept of agency enabled us to identify
moments whereby they questioned, challenged
and even changed their own circumstances.
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a reduction in infant deaths and Izzo et al.’s45
randomized controlled trial with 324 low
income, young and unmarried first time mothers led to the conclusion that the mothers who
received home visitation by registered nurses
pre- and post-natally, were better able to cope
with stressful life events 15 years later compared to similar mothers who did not receive
home visiting. As the research literature
demonstrates, there is overwhelming evidence
of positive health outcomes associated with
EHV programs by PHNs with targeted high-risk
mothers. However, there are few studies that
focus specifically on universal EHV programs
and most of the research on universal programs focuses on paraprofessionals or a combination of paraprofessionals and PHNs. This
lack of research evidence can create difficult
situations for health care practitioners who
have to make decisions about postpartum programs and services. A variety of perspectives
about targeted and universal programs were
reviewed by Elkan et al.29 and the three main
issues that they highlighted are as follows: i) A
mandate to visit all mothers may create a system whereby mothers in high need will slip
through the cracks if there is no targeted
screening program; ii) mothers may feel stigmatized when accessing targeted services for
high-risk groups, a label with which they would
prefer not to be associated; and iii) health
issues are not exclusive to populations considered to be at risk and living on the margins.
Findings from our study offer further depth
and understanding to these ongoing gaps, concerns and discussions about targeted and universal home visiting programs.
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tinues to inform practice today. However, even
with this long history the work of PHNs around
the world continues to be misunderstood.22,25,26
The practice of PHN’s has also historically
been constructed by western society as
women’s work and therefore socially constructed to be less valuable than medical or health
discourses that interact with mothers in what
might be described as scientific or logical.
Although the work of PHNs involves complex
health assessments that are rigorous, evidence based and scientific22 they have also
been referred to as mothers’ friend.27 With the
application of a gender based analysis, a health
discourse that includes softer values and practices might be deemed as less rigorous and
credible compared to medical discourses that
define science, measurement and rigor in different ways. These two competing discourses
can create an environment that gives less credibility to the work of PHNs and nurses in general. In the 1980’s there was a global shift in
public health discourse from a socio-ecological
approach to a more biomedical, reductionist
and clinically driven discourse and this major
shift was in conflict with PHNs’ socio ecological health promotion and illness prevention
practice.22 During the 1990’s changing notions
of public health led to debates about optimal
models of service delivery which led PHNs to
adopt a more targeted approach to home visiting in North America and the UK.22,25,28-31
Emerging research during this time continued
to provide evidence of health inequities and
the importance of social determinants of
health.32,33 As a result, PHNs in Canada and
around the world focused on serving the needs
of populations perceived to be more vulnerable
and at risk.
Several studies have explored the efficacy of
targeted programs and have found that they
are associated with positive health outcomes
such as reduced postpartum depression and an
increase in maternal-infant secure attachment;34 an increase in parents’ infant safety
knowledge, a mother’s decision to breastfeed
and infant primary care visits;35 an increase in
exclusive breastfeeding;36 reduced maltreatment of children;37 fewer pregnancies, more
time between pregnancies and less time needing aid and food stamps;38 development of a
positive interpersonal relationship with nurses
to effectively address fears of working with
health professionals;24 feeling empowered
about mothering practices;39 and the creation
of a supportive climate and trust.40
One popular targeted program is the NurseFamily Partnership (NFP) developed and
researched by Olds41-43 and offered by PHNs for
single adolescent mothers. This program started in the United States and has spread to the
UK and Canada. Others have implemented and
conducted research with the NFP program. For
example, Donovan et al.44 found that there was
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Participant recruitment
Letters of invitation were sent to all managers and PHNs who conducted early home visits in either the targeted or universal programs. PHNs also provided letters of invitation
to mothers who received a home visit. PHNs,
managers and mothers were directed to contact the research coordinator if they had questions or were interested in participating in the
study. Eligibility criteria included: i) ability to
speak and understand English; ii) PHNs had
been in their position of work for a minimum
of six months; iii) managers of EHV teams who
had worked in their position within the past
three years and for a minimum of one year;
and iv) first time mothers who had received a
minimum of one home visit in either of the
programs.
The study had a sample size of 36 participants. Out of approximately 30 PHNs who
worked at the public health unit 16 participated in the study. PHN participants ranged in age
from 32-59 with an average age of 44 and their
[page 13]
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Ethical approval was obtained from appropriate research ethics boards before recruitment and data analysis began. Rigor and trustworthiness were maintained through accurate
transcribing and using memos and notes.
Credibility was ensured through regular meetings and discussions with the research team.
Transferability of findings were attained by
including in-depth analysis and quotations in
publications, reports and presentations.
Dependability and auditability were established through an audit trail. All participants
received comprehensive information on the
purpose of the study and signed a consent
form. Confidentiality and anonymity involved
the names being replaced with pseudonyms
and identifying information removed. Data
was kept in a locked cabinet to be destroyed
five years after completion of the study.
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Data collection and analysis

Understanding targeted
and universal programming
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The interviews were conducted in a conversational non-hierarchical manner with a semistructured interview guide. Examples of questions for mothers included How did you find
out about the home visiting program? Tell me
about your experience during the home visit,
What did you and the PHN do during the visit?
What did you talk about? How did the visit
make you feel? and Was the visit helpful? Why
or why not? Similar questions were asked of
the PHNs. Mothers were interviewed in their
homes and PHNs and managers in a private
room at work. All participants signed a consent
form when they met the research coordinator
for the interview. Interviews were audio
recorded and lasted approximately 30-90 min
and were then transcribed verbatim by a transcriptionist. All identifying information was
removed and pseudonyms replaced real
names. In keeping with the principles of discourse analysis, the data analysis entailed a
thorough examination of participants’ personal beliefs, values and practices as well as close
attention to the meaning individuals placed on
their experiences.46,51 All members of the
research team analyzed the first three transcripts and met to identify initial emerging
themes. The principle investigator and
research coordinator then analyzed the
remaining transcripts using discourse analysis. Personal experiences were understood in
the context of social and institutional discours-
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Understanding targeted and universal programming was a major theme that emerged
through data analysis. This theme refers to
how PHNs and mothers experienced and challenged the social construction of targeted and
universal programming and includes the following subthemes: i) Screening process;
Negotiating dichotomies; ii) Challenging
stereotypes and reducing judgments; iii)
Bridging the divide between targeted and universal.
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between the two groups of mothers.
So we use the Parkyn Screening Tool.
And of course that’s to identify mothers
who may be at risk for attachment, and
other kinds of concerns whether it be
financial, domestic abuse, previous violence, small baby. Like all those things
that may put her at risk. But what it
does […], is divide us then into the
Early Visiting Team [universal] and
Enhanced Home Visiting [targeted].
(PHN Universal)
As we deconstructed the term divide and
examined the experiences of all participants in
the study it became evident that tensions were
being experienced when programs were compared and judged. PHNs in the universal program were concerned that their practice was
less valued when compared to the targeted program.
Another concern raised by the majority of
PHNs was the accuracy and reliability of the
screening tool when assessing risk. Many
PHNs expressed that the Parkyn screening tool
could only identify certain variables and without a home visit the full picture of a mother’s
environment might be missed.
But I’ve had people that have come
into the Early Team program [universal] that don’t have a phone, that have
no computer access, are being evicted
out of their place, and their Income
Assistance is being cut off in 2 weeks.
And I go, how did I get you? You know?
But if you look at the screening tool, she
got a 3. Which is very low... how does
that happen? (PHN Universal)
As a result, to overcome these limitations
some PHNs described a process of flipping in
which a PHN would change a targeted or universal decision based on their own assessment, intuition and perception that occurred
when they contacted them by phone within 72
h of being discharged from the hospital.
[…] it’s only a snapshot [in hospital] so it’s not an ideal because you’re
not in the home. But in those situations, sometimes that client may go to
the Early Home Visiting [universal]
nurse. And then at that point in time, if
the nurse goes in, that nurse can
reassess and can always flip that client
back to us if need be. (PHN Targeted)
PHNs used their assessment skills to overcome the limitations of the Parkyn screening
tool. In particular PHNs were concerned about
mothers who did not fit the structured and linear definition of at risk on paper. Scoring was
often counter to what the PHNs believed would
be in the best interest of a mother. Therefore,
many of the PHNs in this study challenged the
dominant discourse around screening by
including holistic assessments that went
beyond the more linear and behavior oriented
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es constructed through relations of power.
Examining concepts of subjectivity and agency
also provided an understanding of how and
why participants acted the way they did based
on their beliefs and values about the home visits.47-49 The final themes and in-depth analysis
were discussed and agreed upon by the full
team.
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years of experience within the post partum
home visiting program ranged from 2.5-12
years. All PHNs had an undergraduate degree
in nursing with 5 of the 16 PHNs also holding
a Master’s degree in Nursing and 2 PHNs were
certified lactation consultants. Of the 16 PHN
participants, 7 worked with mothers in the targeted program, 9 worked in the universal program and between these two groups of PHN’s,
2 worked in both programs. Sixteen mothers
also participated in interviews, 6 were in the
targeted program and 10 in the universal program. Dyads were not used in this study and
therefore PHNs did not know which mothers
participated in the study and vice versa.
Mothers ranged in age from 18-38 with an
average age of 28. All mothers had a minimum
of grade 12 education with 9 mothers also having an undergraduate degree and 2 mothers
having a college diploma. One mother was
enrolled in university at the time of the interview and 2 others had completed 1 year of postsecondary education. The majority of mother
participants (12) lived in urban areas and all
were first time mothers. No economic data was
collected for this study. Four managers were
also interviewed. Recruitment of participants
occurred over approximately 6 months and the
majority of interviews were conducted shortly
thereafter.

Screening process; Negotiating dichotomies
The Parkyn screening tool was used by
PHNs in this study to stream mothers into
either the targeted or universal program. If
they received a score of 9 or above they were
considered to be at risk for unhealthy outcomes and were offered services from the targeted program. PHNs recognized that the
screening process was an important stage in
defining which type of service a mother
received. However, what also emerged
throughout the interviews was an understanding of how the construction of risk continued
to perpetuate stereotypes about at risk and less
risk mothers and ultimately a dichotomy
[Nursing Reports 2014; 4:3290]
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Challenging stereotypes and reducing
judgments
All PHNs spoke about their concern for all
mothers feeling judged and in particular those
mothers who were screened into the targeted
program. The PHNs described how important it
was to be non-judgmental despite making
judgments about need and risk. As one nurse
described:
It’s very difficult to do, I’m not perfect at it, but you have to wipe away all
your judgments. You really have to be
non-judgmental when you do Enhanced
Home Visiting [targeted]. (PHN
Targeted)
PHNs who worked in the targeted program
described how mothers they worked with felt
judged by other mothers at drop-in centers who
may have more money, a car and were married.
Although mothers were not identified at the
drop in center as being in the targeted or universal program, mothers of lower socio-economic status were perceived differently. For
example:
A lot of my clients have gone there
[drop-in centers] and unfortunately

ly

being the expert and that kind of
stuff. And with EHV [targeted], I feel
like I need to be a nurse but also show
that I’m a person too [...] (PHN
Targeted and Universal)
Most of the PHNs in this study discussed
how they worked with mothers differently
between the two programs. In particular, many
PHNs used different techniques and ways of
interacting with mothers in the targeted program to make sure they felt comfortable and
not judged. As the quotes above demonstrate,
the PHNs did not start building the relationship by talking about the program. Many of the
PHNs shared similar examples of how they
paid close attention to their communication
style and were very careful with the language
they used. The majority of PHNs spoke about
the importance of building trust with all mothers but in particular with mothers who may
have difficulty trusting health care professionals. The example provided above shows how
one PHN incorporated being personal as well as
professional knowing that this was an important element of establishing a positive relationship with mothers. As part of their everyday practices, the majority of PHNs in the
study critically assessed the social discourses,
stereotypes and stigma of each mother so that
they could then effectively work with them to
develop respectful and trusting relationships.
Even though there were common postpartum
issues experienced by mothers, PHNs also
spoke about the importance of focusing on
unique and contextualized needs. Being aware
of and attending to the socially constructed
stereotypes of at risk and less risk mothers
described how PHNs were able to challenge the
negative effects of organizing mothers into
these two groups.
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they felt looked down upon... They
just didn’t feel welcome[d] there.
(PHN Targeted)
Mothers from both the targeted and universal programs spoke about how they anticipated
feeling judged by their PHN and expressed initial worries or concerns about having a clean
and tidy home or their personal appearance.
Several mothers spoke about fears. For example, one mother from the targeted group said:
I was afraid that being a new mom, I
might do something wrong […] Like
someone coming in and keeping an eye
on me. And I didn’t want to be
watched... I don’t want somebody coming into my house and telling me I don’t
have the right to have my kids. That’s
scary. (Mother Targeted)
Based on the Parkyn scores mothers who
screened into the targeted program were predominantly lower socio-economic status,
sometimes single and sometimes had lower
education. From a health promotion, population focused perspective, most health care professionals would agree that services should
first be provided to these marginalized at risk
mothers who did not have access to food, housing, supportive parenting role models, education or employment. However, what is often
missed is a discussion about how to address a
mother’s feelings of being judged, stereotyped
and stigmatized when labeled at risk.
Lower class, lower education and single
mothers have been historically and socially
constructed to be less than. This has partly
been created through oppositional discourses
that focus on economics and education. Those
who are seen to be less educated or less financially stable are perceived negatively. Even
though the intent of the program was to provide support to mothers who had less than others such as access to services, education or
socio economic status, it was also evident that
institutional programs by virtue of the programming itself continued to perpetuate negative stereotypes. PHNs and mothers in our
study were keenly aware of these social stereotypes. Each of the PHNs described how they
addressed these stereotypes with mothers and
worked in very purposeful ways to minimize
feelings of judgment.
It’s not something where we mention ‘the program.’ That type of language can sometimes scare clients,
especially clients who don’t trust programs or don’t trust healthcare systems. So a lot of that first phone call
is just checking in to see what the
mom needs. (PHN Targeted)
I think with Early Team [universal] because some of the population
is a bit more middle to upper class, I
think we wear a little bit more of a
professional approach in terms of
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scale. One PHN identified issues with screening and described how the targeted program
had become too focused on at risk mothers
rather than mothers who may need additional
support for other reasons.
[…] right now, we’re having this
struggle between what people are perceiving as an EHV [targeted] client and
what’s listed on the tool as being a
client... So right now, if you are a middle class woman who has a premature
baby who was probably going to have
developmental delays or something like
that, you won’t actually score into EHV
[targeted]. We want all the low-income,
low educated moms that are on Social
Assistance. (PHN Universal)
This PHN was challenging the assumptions
underlying the tensions between the targeted
and universal programs and services in the
form of home visits. She believed that those in
the targeted group were not the only mothers
who needed help. She challenged the definition of risk by shifting the focus of the issue to
that of needs. She suggested that all mothers
and families should be assessed for where they
were at, what they could do for themselves, and
what supports they needed. Many PHNs and
managers said mothers in both programs were
vulnerable, which raises the question What
does vulnerable mean? We can see how the
terms at risk, vulnerable and need shifted
meaning. Because the terms were not always
clearly defined, this led to conflicts and challenges when prioritizing needs of mothers and
ultimately nursing interventions unique to
each mother.

[Nursing Reports 2014; 4:3290]

Bridging the divide between targeted
and universal
The majority of PHNs described a distinct
divide between the targeted and universal programs where the targeted program was seen to
be more important because it was responding
to the needs of vulnerable mothers who were
perceived to require different or more help
than universal mothers. A health discourse
focusing primarily on risky behaviors at the
expense of more general postpartum concerns
continued to perpetuate hegemonic beliefs
that the universal program was less valued. For
example, one PHN said:
... For the past 2 or 3 years, we’ve
been hearing language like ‘the home
visiting part of the Universal program is
a Cadillac service and it’s too expensive
to be continuing on in the way that it’s
continuing on.’ (PHN Universal)
The majority of PHNs were aware of this
divide and expressed concern that if the universal program was eliminated due to lack of
[page 15]
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With a mandate to increase services to vulnerable populations and the ability of PHNs to
assess for higher risk using the Parkyn tool
and their assessment skills during home visits,
it was clear that the majority of PHNs and managers agreed that priority needed to be given to
targeted mothers. However, it was also clear
that questions still remained about how mothers categorized as universal should be supported. Evaluations of the targeted program had
been implemented but no evaluations of the
universal program had been conducted. A lack
of evaluations about the universal program
continued to perpetuate misunderstandings
about the program as well as feelings by PHNs
that their work in this program was invisible. It
is also difficult to measure health promotion
and illness prevention in the short term and is
an ongoing struggle for health units across
North America. There was a clear hierarchy
and tension between the two programs that
was articulated by PHNs and managers in this
study. However, we suggest that these
moments of tension and different values and
beliefs about home visiting can be used as
opportunities for further discussion and exploration of how home visiting programs need to
be understood and evaluated.
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feeling more confident, normal, and empowered, as well as experiencing reduced stress
and anxiety. Positive breastfeeding support
and success were also described by mothers
and PHNs in both programs. Therefore, when
it appeared that the universal home visiting
program might be eliminated or reduced,
PHNs described feeling devalued as they felt
their practice had been invisible, misrepresented or misunderstood.
So personally that makes me feel
devalued. It makes what I have been
doing for the past x number of years
appear to be not important. Which goes
totally against my grain, you know,
because I wouldn’t be so passionate
about what I do if I felt it was useless
and it was no good and it wasn’t important. And it’s only when after the visit
and the feedback you get from the moms
or the dads that reinforces yes, this is
why I’m doing this. This is truly making
a difference in these individual lives.
(PHN Universal)
All of the PHNs described experiencing tensions and all of the PHNs in the universal program did not feel their work was understood or
valued by managers and other nurses who had
not worked in the universal program. Those
who worked in the universal home visiting program valued the work because they had witnessed how their support had made a difference for mothers and families. PHNs working
in the universal program spoke about how they
continued to resist negative attitudes and misunderstandings they felt from their colleagues
and other health care professionals. This
resistance is an example of how PHNs attempted to challenge the different perceptions of
other health care providers who they believed
did not fully understand their practice.
Although there were many similarities in
terms of health outcomes between the two programs, PHNs and managers also recognized
significant differences. For example, PHNs
described how mothers in the targeted program needed to focus more on financial and
housing issues whereas mothers in the universal program were able to focus more on
breastfeeding.
And in their [Universal PHNs] situations, most clients need visits for breastfeeding support. That would be the bulk
of what they’re providing. Most of my
clients [targeted], they breastfeed and
they do it because they just do it. They
don’t get caught up in everything else
going on. So they either do a really great
job at breastfeeding or they’re pumping
and giving breast milk, or they formula
feed. Feedings are not something that
the clients I support get caught up in
usually because there’s too much other
stuff going. (PHN Targeted)
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perceived value and need, then many mothers
who might normally access the universal program would fall through the cracks. At the time
of the study PHNs were providing universal
home visits to all mothers who wanted this
service and they believed they were making a
difference to improve health outcomes for
these mothers and were therefore very concerned that there might not be appropriate
services elsewhere in the community if the
program was eliminated.
They say they want to get the marginalized populations and they say […]
that’s where the funding is going
towards, EHV [targeted]. So hopefully
nothing will change in that respect but
I’m not sure how the Early Team [universal] people are going to fit into
that...I’m just worried that people are
going to fall through the cracks. And I
think once the community is more
aware of what’s happening, like the
[hospital] and the family doctors, if we
do make changes to our program,
they’re going to have to pick up their
services. And they don’t have the staff
either to do that, right. (PHN Targeted
and Universal)
The majority of PHNs spoke about the difference home visiting services made for mothers
in the universal program and their apprehension with the prospect of its elimination. In
particular they stated that there were inadequate amounts of postpartum community supports in place and they discussed the lack of
evidence available to make such a decision.
There had been one evaluation done to measure the impact of suspending the universal
home visiting program during the H1N1 crisis,
however, not everyone agreed that one evaluation was enough evidence to support reducing
or closing the program. Many PHNs echoed the
opinion of one PHN who expressed her concern in the following quote.
So with the changes with Public
Health, they’ve basically done research
and said that the Early Team [universal] isn’t making the impact that they
would like to make on their community
once they did this big research study
around H1N1. So based on this one specific study in a time of crisis, which
some people think is maybe not a true,
accurate reflection of the program,
they’ve decided that they have to reinvent the Early Team [universal]. So
they’re going to change the services
completely. (PHN Targeted and Univer sal)
Throughout the interviews we heard numerous examples from PHNs and mothers in both
programs about how they believed the home
visits did make a significant and positive difference. Similar health outcomes included
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Discussion
Offering both targeted and universal programs to all mothers could be interpreted as
inclusive programming that recognizes all
mothers may experience difficulties during
the postpartum period. However, as demonstrated through participants’ experiences it is
evident that having two distinct programs has
institutionally constructed a dichotomy on
many levels. Not surprisingly, the institutionally constructed dichotomy created tensions
between beliefs and values about each program. Although some of the PHNs generally
believed that middle class, well-educated
mothers were better positioned to seek out
supports on their own and coped better than
lower socioeconomic mothers, the majority of
PHNs challenged this belief. They provided
examples of higher socioeconomic mothers
they visited who desperately needed their support. This dichotomy and debate is not unique
to our study. Historically, Western discourses
on class and mothering have perpetuated a
dominant belief that because middle class well
educated mothers have better access to services compared to lower educated and socioeconomic mothers, they will experience better
health outcomes.11,52 The accuracy of this
belief needs to be questioned, particularly in
light of the fact that there is little research conducted on universal home visiting. In order to
better understand this debate the meaning of
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The different beliefs, values and practices
expressed by PHNs and mothers within each of
the programs came together to create tensions
of uncertainty, disagreement, and at times
agreement. Although this study was conducted
during a stressful time of change, the timing
provided an opportunity to discuss and critique
the complex issues of targeted and universal
EHV. We offer our research findings from the
first hand experiences of frontline PHNs,
mothers and managers as evidence for ongoing dialogue on promising models or best practices of early home visiting for all new mothers
and their families. Positive change in this area
of postpartum care is necessary to break down
the perpetuating stereotypes and inequities
mothers encounter in the health care system.
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While the sample size of 36 participants was
significant for a qualitative study and common
themes that arose through the analysis can
potentially be transferable to similar settings
we would suggest that a limitation of the study
is a lack of diversity in the sample in terms of
gender, sexuality, race, culture, abilities, etc.
Therefore we recommend that similar studies
be conducted to examine the experiences of a
variety of mothers, fathers and guardians who
use targeted and universal home visiting programs.
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