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Introduction
Pauline Craig
This seminar grew from discussions between
myself, Yvonne Dalziel and Christa WynnWilliams after I had been seconded to the
Drumchapel Healthy Cities Pilot Project from
caseload work in June 1991. At that time, I was
seeking information and guidance about community development in health visiting; I was soon to
discover that there was very little of either available in Scotland. Some Health Authorities in
England and Northern Ireland have longer
histories of employing community development
health visitors, but it appears that this is a more
recent concept within the Scottish Health Service.

Our aims for the day were to:
1. Raise awareness of community development
approaches to health promotion.
2. Look at ways of using this approach in generic
health visiting.
3. Encourage a supportive atmosphere for discussion of the issues.
4.Provide the basis for future networking for
health visitors interested in, or working with a
community development approach.

PROGRAMME
9.30am
1O.OOam

We were all aware that there was a growing
interest in community development among our
generic health visiting colleagues as evidenced by
the enquiries - formal and informal- about the
work we were doing in our respective projects.
We were also aware of some confusion about
community development approaches to health
visiting, and we started to look at ways of addressing this. The Glasgow Healthy City Project,
with its' commitment to training on "Health For
All" issues (in which community development
plays a major part), agreed to support the organisation of a seminar.

As there had been no recent precedent to community development training for health visitors,
we felt we should start by offering basic information about community development without
delving too far into the theory, and as we limited
ourselves to a one-day event we wanted to focus
this on the generic health visitors remit. Bearing
in mind that it takes community workers two or
three years to gain a qualification in community
development, a one-day seminar for health
visitors had limits to the achievable goals!
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Registration and Refreshments
Introduction: Pauline Craig

1O.lOam"Why Community Development and
Health" : Aine Kennedy
1O.30am"Community Development and Health
Visiting" : Yvonne Dalziel
10.50am"Working in an Empowering Way"
Christa Wynn-Williams
11.1Oam

Refreshments

11.30am Workshops:
"Looking at Community Development in Health
Visiting"
12.4Spm

Lunch and Exhibition

2.lSpm
Short Presentations:
"Community Development in Caseload Practice"
3.00pm Workshops:
"Putting Ideas into Action"
4 .00pm
sion

Refreshments and Informal Discus-

4 .30pm

Finish

'Why community development

and Health 7'
Aine Kennedy
As one of the few people here who is not a health
visitor, perhaps I should start by outlining just
what my working relationship with health visitors
has been. My first contact with the profession was
in a Health Centre setting where I was working as
a social worker and more recently as a health
promotion officer working alongside health
visitors in various contexts in the community.
Currently, I work very closely with health visitors
in the context of the Drumchapel Healthy Cities
Project which has necessitated a distinct shift in
roles for all of us.

When 1was thinking about this presentation it
struck me just how polarised the traditional
image of health visiting is from the traditional
image of community development, and 1 think
that's one of the obstacles that health visitors
suffer from in terms of taking on a community
development philosophy or approach to their
work i.e. the traditional image, which can be
rather cliched, gets in the way. 1 believe that
anyone can practice community development in
any context, and would like to see a move away
from the polarisation that can exist between
community development specialists and other
workers. Community development as an approach is first and foremost about values; genuine
respect for the consumer of your service; the
ability to see their needs in context; willingness to
let go of some of the control that as professionals
we are used to having and to work out instead
more of an equal relationship with the communities we serve. This reqUires courage to re-examine
our roles and to change.
The first things that need to be re-examined are
our concepts of "health" and "health promotion"
because these will determine whether or not you
see community development as having a place in
your practice. I'll just read yoU' a small excerpt
from the Ottowa Charter for Health Promotion. It
says that,"health promotion is the process of
enabling people to increase control over and to

improve their health". To reach "a state of complete physical, mental and social well being" (the
famous World Health Organisation definition of
health), "an individual or group must be able to
identify and realise aspirations to satisfy needs
and to change or cope with the environment.
Health is therefore seen as a resource for every
day life, not the objective of living. Health is a
positive concept emphasising social and personal
resources as well as physical capacities."
Now it seems to me that this dovetails very
closely with a community development approach
to health; in fact it demands a community development approach to health. Given that this
approach is intrinsic to the World Health Organisation's definition of health promotion, which is
taking an increasingly important part in the role
of health visitors, it provides quite a powerful
justification for adopting the community development approach.
"Health" has also been defined as:- "the ability to
cope with and adjust positively to the problems
that living generates". The same authors would
suggest that health is very closely linked to autonomy and describe the conditions for autonomyas follows :1. Being able to understand ones's environment
and circumstances; (dependent on) education,
information, explanations, adequate mental
functioning.
2. Being able to make (rational) choices; (dependent on) insulation from pressure, fear, depression.
3. Being able to act on such choices; (dependent
on) adequate physical ability, personal and social
circumstances which make chosen action possible.
These kinds of definitions of health are very
different from the pathology led orientation of
Health Boards and the kind of thinking which
tends to prevail in the training of health professionals. If we widen our concept of health and
accept its relationship to autonomy, environment,
social conditions etc. then it demands a very
different approach from those of us involved in
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the enhancing of conditions for health.
There are numerous reasons why I would advocate a community development approach to
health promotion, ranging from political explanations and justifications, through ethical and
philosophical ones, to personal ones and common sense ones i.e. '~ust because it works" . Also
with Belfast and Glasgow, both of whom are
represented here today, being participating cities
in the European "Healthy Cities" network, the
climate is increasingly ripe for adopting a community development approach to health visiting.
So what do I mean by "community development"? I would like to share with you one of my
favourite definitions of the community development approach, as defined by a team of workers
from Salford headed up by Lee Adams who was
one of the pioneers of the community development approach to health in the UK. The key
features are:
a) holistic
b) done with people, NOT to them
c) community identify own needs - seen as interrelated
d) outcome unpredictable - ? evaluation
e) lay understanding and perceptions emphasised

A. First of all, a whole person or holistic approach
is emphasised in contrast to depersonalised
topics, diseases or parts of the body. I suppose it's
the opposite of the way hospitals are organised. I
have a good quotation here that illustrates the
principle of holism: "Its a curious logic that would
define a woman's problem as being that she
smokes, when she lives in damp, overcrowded
accommodation and is depressed, single and
expecting twins to a man married to someone
else". This is from the write-up of the "Manchester Family Workers Scheme" which is in a book
called "Changing Ideas in Health Care"(l). I am
sure that it strikes a chord with you, but it's
obvious that to see this woman's problem as first
and foremost being that she smokes, is qUite
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definitely not holistic.
B. Secondly, "something done with people rather
than to them" is again in opposition to traditional
medical practice - medicine, in all its' forms, and
the way it's practised, tends to be very much
something that's done to people rather than with
them. Community development is done in
conjunction with a community,very often at their
instigation and needs to go at the community's
pace.
C. Thirdly, the public are encouraged to identify

their own needs rather than receiving a professionally prescribed list of priorities. Sometimes
this is called the "bottom up" approach. A lot of
strategies that are written for us are very much
"top down". For example, some anonymous
official or committee decides what should happen
in a certain community based on agency priorities, and there is little or no opportunity for the
community affected, or even the fieldworkers in
the area to contribute to that deCision-making
process. That's not a community development
approach to policy making. Policy making can
reflect community development thinking and
values as well as community development fieldwork. Also a community is more likely to see the
interrelationships between its needs rather than
the often separate approaches of agencies responsible for health, housing, education, etc.
D. Fourthly, the outcomes of a community
development approach are unpredictable. If what
you are doing is done in negotiation with a
community, reflect that community'S needs, and
goes at the pace that the community determine
then you can't necessarily determine the outcome
or even the time-scale with any reliability. This
has Significant implications for evaluation which
traditionally starts out with pre-set questions or
hypotheses, pre-determined methodologies and a
rigid time-scale. I am involved in evaluation at the
moment - trying to pioneer methods of evaluation
that reflect community development principles,
and it is very much an uncharted area. Community development has been notoriously difficult to
evaluate using traditional research methods and
this is perhaps one of the reasons that it has not
been adopted more widely. People are unsure of
how to demonstrate that it works. We're working

on all of this at the moment in Drumchapel.
E. Lastly, lay understanding of situations is
emphasised in contrast to professional mystification and professional jargon. Health professionals
need to learn how to see a situation from the
consumers point of view and to speak the same
language. Community development starts with
people's perceived health needs, rather than the
health needs the professional would see them as
having? It can be the same thing, but very often it
isn't.
There's vinually no difference between this
definition of the features of the community
development approach and the principles underpinning the World Health Organisation's campaign "Health for All" 2000- of which the
"Healthy Cities" network is a pan. The 5 basic
principles of "Health for All" are as follows:-

development approach to their work and that a
lot of training and suppon is required. However,
the rewards are great and I would say, do persevere.

I want to finish with a poem which reflects for me
some of the essence of the community development approach.
Go to the People Live with them,
Learn from them, Love them.
Start with what they know,
Build with what they have.

But with the best leaders
When the work is done
The task accomplished
The people wt1l say, "We have done this ourselves"
Lao Tsu, China, 700 B.c.

Equity; addressing inequalities in health
Empowennent; rather than giving people advice
and doing things for them. Most of the nurses I
know tell me that it can be very difficult for
people who've got a background in nurse training
to get away from the idea of being the expen,
giving advice and doing things for people.

Reference: "Changing Ideas in Health Care". Cribb. A. and
Seedhouse. D. (eds.). Wiky 1990.

Participation; as already discussed
Collaboration; reflects the holistic emphasis that
if health is more than just the absence of disease
and more than just about lifestyle, diet and
"personal risk factors", then it is an issue that goes
across all the sectors, and all agencies. It is not
only health authorities who have a responsibility
to enhance health.
Local Primary Health Care; the need to concentrate more of the resources at a local level to
enhance preventive and community, rather than
hospital-based health services. This is in contrast
to the present situation where the vast majority of
resources are spent on acute hospitai services.
I hope this presentation has given you some ideas
to think about. I recognise that there are many
obstacles to health visitors adopting a community
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~'Why

should health visitors get involved in community development'/"
Yvonne Dalziel
Matches health visiting ideology
Health visiting and community development
share similar aims in their approach to health.
They both aim to promote an interest in and an
understanding of positive health as defined by the
WHO . They both use definitions that encompass
health in its widest sense. They both adopt a
holistic and dynamic approach to health and
regard the recognition and fulfilment of need as
primary objectives. They also share a belief in
helping individuals use their own resources to
overcome difficulties and in creating access to
health resources and information about health.
One of the principles of health visiting suggests
that health visitors influence policy to create
better conditions and healthier lifestyles. However, health visitors have not been notable for
their activity in challenging policies that create the
conditions in which ill-health flourish, for example, in the areas of housing, welfare benefits,
environmental issues, etc. We haven't been
involved, not because we don't care or we don't
see how policies affect the people we work with,
but because it is difficult sometimes to access
policy-making structures. A community development approach can allow health visitors to work
at a local level to influence the policies that affect
health .

Health Visitors work in the community.
Health visitors work in the community already
which is where those individuals who are most at
risk live; women and children, older people, the
unemployed, the retired; the ones who, in the
main, have the least voice to change things that
adversely affect their lives. We know, through
being in people's homes, in the community
centres, in the streets, talking to them, listening to
their concerns, what affects individuals; unlike
politicians and others we know that health is not
just about what individuals themselves can do to
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affect their health status. We know that taking
more exercise, stopping smoking, eating a good
diet all improve health and well-being, but we
also see what the policy-makers don't - that the
experience of poverty, poor housing, living in
fear, lack of self-worth and poor relationships
cause stress, and that smoking and alcohol is used
to manage the feelings that result. We know from
listening to women that their poor diet is often
the result of lack of money, lack of energy and
poor local resources. Working with a community
development ethos, bringing people together to
look at what makes them stressed, exploring what
healthy eating really means for them, and how
they can gain more control of their lives is then an
ideal role for workers already in touch with these
issues.

Changing remit for health visiting practice.
The remit for health visiting is shifting and creating a time of great change and opportunity. GPs
and others are taking over some of health visitors
traditional work. This might cause anguish and
the feeling that the value of what health visitors
have traditionally done is negated by these
changes. But this can also be a time to free ourselves from routine child development work. I
know the arguments that say that it is not the
developmental check that is important but the
interaction with the parent; nevertheless, it is
work that others can do. There must be a move
away from a child- orientated service to being
family visitors. We can no longer afford the
luxury of duplicating work already being done
elsewhere.
This is not to suggest that we throwaway all the
traditional health visiting work, but we do need
to look at other ways of carrying out the everyday
work so that a more collective, empowering way
of working is developed that acknowledges
individual strengths and increases confidence.

An interesting and challenging way to work.
I've found working with a community development approach a real challenge because it does
not allow me to hide behind my professional
facade. One of the central aims of the approach is
the breaking down of barriers between individu-

als and professionals so that each acknowledges
not only the others knowledge and experience
but also the others humanity. As a health professional this means being a person first and foremost and bringing with us to our interaction with
others our own fears and hopes and dreams. The
process of facilitating a group in which individuals are able to share their pain and anger will,
inevitably, if it is done properly, touch our own
feelings of pain and grief. While it is not appropriate to share all these feelings with the group,
because you are the facilitator and not a member,
it can help individuals build up trust and confidence to know that even though you are a health
visitor you are a person too, with feelings and
experiences that you are willing to admit to. Since
working in groups and dealing with issues of
abuse, sexual, physical and emotional, I've been
aware for the first time of how easily I have
allowed clients to abuse me. I've grown personally
and learned about me from working with other
women in groups where dealing honestly with
feelings was the prime function. It's also a relief
not to be the fountain of all knowledge, no longer
pretending to be the one with all the answers, or
the one who has to do everything.

Why is it difficult for health visitors to get
involved in community development?
Until recently I worked as pan of the health
visiting team doing community development and
so I know the constraints that health visitors
experience; real blocks to getting involved in
doing community development work. I want to
say that although I recognise the difficulties I
believe that all of them can be overcome.

The individual approach
Health visitors have traditionally worked with
individual families often where their connection
with them is the GP rather than the community
in which these individuals live. Consequently, we
often see families in isolation from each other and
from that community. Community development
is about collective action, about people gathering
together to share common experiences and
challenging the structures that prevent their

achievement of health. For example if we are
visiting a woman suffering from post-natal depression in her home, this may encourage us to
see that woman as having individual problems
connected to her level of hormones. But when
women experiencing depression collect together,
the sense of loss that comes with their new role,
the physical and mental isolation they suffer, the
tiredness and lack of support they experience, is
shared, and begins to be seen for what it is - not
faulty individual psychology, but the result of
socio- economic factors. In these conditions,
being depressed is a normal reaction to an abnormal situation. I would suggest that a move from
GP attachment to patch work would enable
health visitors to view their practice within a
community context and encourage them to work
more collectively.
Different client group
Although health visiting rhetoric suggests that
health visitors are family visitors, the work is
primarily with the under-fives. The agenda for
family visiting is also perceived by families as
being there to ensure the welfare of this client
group. Despite what health visitors say women in
groups constantly express the feeling that although they are asked how they are, their needs
are still secondary to the welfare and well-being of
their children. Working in community development will create a shift away from children to
adults and their concerns.
Child protection work
The policing image and role is a difficult one for
health visitors to tackle. This issue sometimes
comes up in womens' groups where it can be
difficult for members to share their lack of love,
and their desire sometimes to harm their baby,
when someone with a remit for child protection is
present. Women perceive, albeit incorrectly, that
their child will be taken away or that they will be
regarded as an inadequate parent for even expressing these feelings.
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Different work practices
Health visitors, in the main, work from gam to
5pm. Working in a new way demands that we be
where the community are and at times that suit
them. This often means evenings and weekends.
There are problems with this, of course. Time off
in lieu reduces the time left for the "core work" in
the rest of the week and soon we may be asking
questions like "should we negotiate with our
managers to receive evening/weekend payments
like some of our other nursing colleagues?"
However, asking this question may be a good
enough excuse to encourage nurse managers,
indifferent or hostile to this way of working, to
demand that we don't do it at all .

Challenging structures that employ us
Community development is about challenging
structures that hinder the achievement of
health. In health visiting that may be the Health
Board, the people who pay our wages. The act of
confronting or encouraging others to confront
our employers makes us, the workers, very
vulnerable.

Acceptance of a non-medical model of health
Health visitors in theory do support a social
model of health but the strong connection between medicine and the practice of health visiting
sometimes makes that difficult. There needs to be
an acceptance in practice of a model that sees
social conditions as the important factors, and, for
example, that depression is primarily about loss
and not just a chemical imbalance.

vidual skills and experience and reducing the
power of professional knowledge differs significantly from this model of groupwork. I believe
that lack of training prevents most health visitors
from getting involved with this kind of experiential work. They don't know how to start and run a
group, and how, and if, they should end it.
Running groups effectively is highly skilled work.
It is a myth that if you get a group of women
together, be with them for a few weeks, you can
then leave them to run the group themselves and
that you've done a great job. It's not true. In my
experience, groups need a lot of support before
they can run themselves. If you are preparing
likely members to take over, they also need
training and support. If you run a group, do it
with someone else you can work with. Support
each other, or get support from someone else.
Unfortunately the concept of support and supervision is practically unheard of in our profession.

Core work vs new ways of working
In order for health visitors to work in these new
ways they need to be supported by a nurse
management which provides training, support
and encouragement. Huge caseloads will stop
some health visitors from even considering doing
anything different. But there are ways that even
busy health visitors can look at their caseloads
and try out new ways, for example, sleep groups,
toddler taming and different ways of contacting
prospective parents in the ante-natal period.
Some health visitors in Edinburgh have altered
clinic work so that parents have more control and
are encouraged to support and help each other.
Remember, you don't have to do it all your self.
Get help from other workers, learn from them
and teach them about health visitors.

Lack of training and support
Groupwork is one of the commonest ways of
doing community development work, but
groupwork does not equal community development. Health visitors have traditionally done a
kind of groupwork, especially in the ante-natal
period that consists of "giving talks". Community
development, with its emphasis on using indi-
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1 am not suggesting that health visitors can throw
away traditional ways and all do nothing but
community development. That option is not
practical at the moment, but we could alter, not
only bits of our practice, but our approach to the
practice of health visiting. Community development is about a commitment to work with people
in a collective way that recognises their skills and

knowledge. It works from a position of valuing
individual strengths and is a non- problematic
approach. Despite the constraints, it's a good way
to work.
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"Working in an empowering way"
Christa Wynn-Williams
In the next few minutes 1 hope to give you the
opportunity to reflect on what empowerment
means and what changes you might consider
making in your practice as health visitors or
health promotion workers.
Empowerment is obviously about power and it is
about the marginalised in our society, and you
know who these people are; the people who have
the least voice, people who don't stand up in
front of microphones; the disadvantaged . And it
is about a change or a shift in control and yes, the
process is political. II also means someone or
some organisation giving up power. There has to
be a shift in power from the powerful to the
powerless, and through that process there will be
an awareness of who has the power and who
hasn't. Some people won't like it, so don't expect
to be too popular doing this kind of work. It is
good, as Yvonne said, and it is great fun and very
exiting, and 1 have learnt far more in the last 5
years working in the community development
health project than 1 learnt in the many years of
working before that. Part of that has been learning
an enormous amount about myself because 1 am
not just living in the role of the expert with all the
answers . It is much more challenging. 1 have also
found it difficult when people have said to me,
"Oh yes, you used to be a health visitor" - particularly when other health visitors say it. It is difficult, but it also says something about the fact that
there are only a few health visitors employed to
do community development work at present.
That will change, and you being here today is part
of that.
"Empowerment" means participation of people so
as to gain control over their lives individually and
collectively, locally and nationally, in order to
bring about change. Community development is
particularly about action, and not necessarily
huge bits of action. The biggest Obstacle to change
is the belief or the attitude that change is impossible and/or undesirable. Never before in the
history of the NHS has it been more appropriate
to think about this way of working when we have
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all this talk about patients' rights, about charters,
about choice, about community care and needs
assessments, and it is essential for us to grasp the
nettle and use the same rhetoric to benefit those
who have always had the least say, and to understand and to work in an empowering way.
Sometimes it is easier to understand the concept
of empowerment by looking at the opposite - disempowerment. "Dis-empowerment" means
infantilizing, ignoring or excluding, and we are all
very good at this, very often unaware of how we
do exclude and ignore and dis-empower people
by using language that others don't understand. It
is incredible how qUickly we become conditioned
into using language which is exclusive. Medicine
and nursing is absolutely ridden with it, and I
have been amused at hearing some different
jargon that 1 don't understand from other workers. 1 have been trying to think about what it is
like not to understand jargon, and I thought of
when 1 went on holiday last year to France. I
speak French reasonably well, and I thought,
"Imagine if I had something wrong with me
"down there" and I had to go to see a French
doctor". I wouldn't have the language to describe
"down there". 1 know family and household
French, and 1 know how to get some petrol. I
know how to buy food and how to ask children if
they need the toilet. But 1 don't know medical
language, and 1 wouldn't know what to do. That,
to me, is what jargon is. Health professionals use
it all the time. It is a foreign language, but we
nurses are so familiar with it that it becomes our
everyday language.
"Dis-empowerment" is also about being patroniSing. It is about not consulting people. It is about
not allowing people to participate in making
decisions that affect their lives, and not giving
them the opportunity to be represented. It is
about having no influence on decision making
and about having no access to resources, or
having no resources at all. I want you to think of
one situation in your life where you felt unable to
express yourself, maybe in a relationship, or as a
child at school, or as a student nurse where you
didn't speak up for yourself; when something
happened to you, when you felt powerless. How
did you feel in that situation? What did you do

about it, and what stopped you doing what you
would have liked to do? You have 2 minutes to
tum to the person next to you and tell each other.
I imagine that if you had had plenty of time, you
would soon build up a clear picture of disempowerment being what leads to alienation,
victim-blaming, helplessness, powerlessness. It is
associated with all our institutions; schools,
sometimes family life, prisons, churches. Lots of
places where power is used for good or bad.
Power can be used to dOminate, and often includes violence. This power over which I am
talking about is an abusive power. The power to
exercise control in ones's own life and to have a
say and be respected is different. Power also
includes the power to give. It makes us feel good.
Health visitors have to relinqUish some of that if
we want to work in an empowering way. It also
takes much longer. In our work as health visitors
we are particularly concerned with ensuring that
people have access to and use the health and
other services to ensure that they enjoy good
health and avoid becoming ill through avoidable
diseases and accidents. Much time is spent trying
to give what we believe to be the important health
messages. We "do" health education in a variety
of settings, sometimes the most unbelievable and
unlikely ones. We are very used to giving and it
makes us feel good.
The work of the Pilton Community Health
Project has been influenced greatly by the ideas of
the Brazilian educator, Paolo Freire. Born in 1921
he co-ordinated the adult education programme,
setting up culture circles in shanty towns and
developing literacy campaigns involving thousands of peasants. He was jailed and had to leave
the country because empowering people became
threatening to the military dictatorship. His most
famous work "Pedagogy of the Oppressed"
continues to be highly relevant today. Freire's
ideas are about how oppressed people are passive
and treated as objects; through working with
them in a respectful way, recognising the experience they have as a basis for learning and involving them as active subjects means that they are
able to know and act in the world. They can act
as conscious beings and so transform the world,
becoming aware of their own place in reality.

The recognition of each person's own experience
and knowledge is particularly relevant as the
starting point for all learning. It means not assuming that we know what others need to know. It
challenges the traditional health education which
has often been offered without an investigation
into where people are at and what they know
already, and what that knowledge means in the
context of reality. Many health visitors talk about
people not being motivated. One of the questions
I get asked most often is "how do you get people
to come to a group? People are just not motivated". This is what I would challenge. We are all
motivated, and some are not motivated to come
to a group for very powerful reasons. It is about
understanding what their motivation is. Paolo
Freire talks about beginning where people are at,
and a very qUick way of describing that is to say
what really do people care about passionately.
What do they talk about? What animates them?
An example of using this as a starting point is the
work of a local campaign in Edinburgh, the
Western General Action Group that has been
working for 4 years trying to have the local
casualty service re-opened. All the learning that
has gone on over the years of working with the
action group comes to the fore when people
begin to understand how decisions are made.
That is an example of empowerment. It is not just
about rabble-rousing, or rent-a-mob. It is actually
about people doing things because they really
understand what needs to be done. The first thing
is about what people really care about. The next
point is about learning. Paolo Freire's philosophy
on learning is that the relationship between the
student and the teacher is of both leaming together, and becoming critically aware. This
process of becoming aware takes place through
dialogue, through finding the right questions.

Having found out what people care about (in
other words, what the local health issues are), the
agenda is not the workers' agenda. How often are
the people who use the child health clinics
involved in the decisions made which affect
them? How many clinics have user groups where
criticisms and recommendations can be heard
and acted on? The West Pilton Users Group was
helped greatly by having two local parents in-
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cluded and they played a very active role when it
came to planning a new clinic. It was their insistence on the need for creche facilities that encouraged the health board to starf a creche. The health
board's plan had been to have volunteers run it.
As well as setting their own agenda, Freire's
students named their world; they used their own
words and thus came to the place of knowing
that they know. In practical terms this means
using people's own words and valuing them.
These personal stories are the basis of the groundwork for building on. In groupwork, it can mean
simply recording people's own words, not a
corrected version. For example, women belonging to a group called "Self Help Around Mums'
Experiences" (SHAME) in Edinburgh, invited 15
professionals to a workshop on post- natal depression. Their own words were recorded and the
issues were identified and discussed from an
impressive account of their experiences. The
report then takes their views seriously and invites
the reader to do so too.
One last point I want to refer to which is
fundamental to community development and
the process of empowerment is that of developing critical awareness. (This is beautifully
explained in David Werner and Bill Bower's
"Helping Health Workers Learn"). We all find
ourselves operating at varying levels of awareness but the aim is to grow from the magical,
naive consciousness to a critical awareness of
our world and the problems we struggle with.
Such discoveries can take a long time but begin
with the collective identification of the problem
and working out what action is required . The
much quoted example is of the need to stop
rushing into the river to pull out all the individuals who are drowning, but to go back upstream to
find out who is pushing them in.
Two examples from the Pilton Health Project
work may illustrate this long-term growing to
critical awareness. The Elderly Forum Members
decided to find out more about what the issues
were for elderly people in Pilton . They organized
a conference for 60 people. Three of the needs
that were highlighted were for a voluntary visiting
service for housebound, frail elderly people, a
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disabled transport service and an information
worker. The result today is a project which meets
these needs and is managed mainly by the elderly
people themselves. They know what was needed
and they know how to react when other issues
are identified. They are more aware now of how
decisions are made and of their own ability to
make their needs felt by those with power. This
process takes many years to develop.
Another example from my own current work is
with a group of women interested in Well
Women services. Having identified issues by
listening to women's stories about their experiences and anxieties in a number of settings, the
group formed itself around a specific issue:
cervical screening and colposcopy. The women
have put together a questionnaire and are carrying out a survey to find out more about the issue.
The survey will be followed by a report and by
bringing together the participants and service
providers to address the problem areas which
emerge. Through being involved in this way, the
group are keen to dialogue with service providers
who will hopefully be as keen to hear what they
have to say. Consumer feedback is currently "in",
and the group is providing a service for the
service providers.
What has helped me work this way? It works! It
liberates me from being the expert (or trying to
be) and from being responsible for clients. I have
been helped by encouragement from community
development workers. Seeing people change over
time and taking part in community action has
given me satisfaction and a commitment to this
approach. This way of working means accepting
that it takes time. It is exciting too because it
means seeing people's strengths as well as their
weaknesses. Many workers see only their weaknesses as you do not get housing points, prescriptions or children's centre places by stressing how
well you are coping and how well you feel. Being
involved in community action means a greater
chance to find out who has what skills or hobbies
which can be used, and encouraging their development.
We don't have to worry about being too successful. In Strathclyde Region, the careers office are

told of 30 job opportunities per week. That's 30
vacancies for the 5,300 young people registered
with them. That's a whole generation of
disempowered people whose knowledge and
awareness of what's going on is not asked for.
Finally, "to do nothing is to stand on the side of
the powerful". Working with the powerless will
often mean exposing the differing interests of the
two. You do have to take sides. Managers strive
for efficient services while people want services
tailored to meet their needs. It is possible to take
small steps and these eventually can have a big
impact. It's quite simple really. Empowerment is
about creating a climate where even the shyest
person can gain enough confidence to contribute
hislher experience and insight to the common
search for a solution to the shared problem. So, it
is important, essential for us as health workers to
be aware of the implicit messages we give in all
our communications.

Page 13

Ruchi/l Health Shop
Barbara Darner
1 am here to talk about a Health Shop Project that
1 helped to set up in Ruchill in Glasgow. Ruchill is
a Council house estate in the north of the city
with about 3,000 inhabitants in slightly over
1,000 households - about 43% of those have
children under 15. I have been a health visitor in
Glasgow since 1982, based in Maryhill Health
Centre, which covers the Ruchill area along with
two other health centres. In 19851 was asked to
join the local Ruchilllink-Up Group. This is a
group of workers and local people from the area
which was set up to look at issues particularly
pertaining to pre-5s and their families. It includes
local teachers, local community education workers, "Stepping Stones" workers (a voluntary
organisation that deals with pre-five issues) and
local people. I was asked to be a health advisor on
that group. We worked on various projects over
the next few years that were of concern to local
people.
Ruchill is served by three different health centres,
none of which are nearby; all three are at least a
20 minute walk away. The link-Up Group
carried out a survey that suggested that the local
people would like some kind of health input in
Ruchill, so, in 1989, we formed a health subgroup to look specifically at this issue. On the
health sub-group we initially had a local mother,
two community education workers, a Stepping
Stones worker, myself, and at a later stage, a
health promotion officer.
First of all we drew up a list of things that we had
to look at, sharing out between us who would
deal with what. For example, one of the things
that 1 did was to arrange for books that we could
have in the project. Another thing that 1 looked at
was health board backing - which initially proved
to be a big stumbling block. 1 wrote numerous
letters, through the nursing hierarchy, but as I
received no replies 1 then wrote 'Clirectly to management and within three weeks we had started
the Health Shop project. We were fortunate that
coinciding with this there was an extension being
built onto the local community centre, and
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although it perhaps wasn't in the ideal location, it
looked as if it was going to be just right for our
purposes.
All in all, it took us just over a year to get the
project off the ground. We opened in May
1990, so we have been opened now for almost
two years. So what's on offer? I was very keen
right from the beginning that this would not
be just a baby clinic. I wanted something
different and I was worried that if it became a
baby clinic it would exclude everybody else.
The other thing that we were keen on was that
there would be input from more than just the
health service. So it became basically a two
pronged facility. One was the health service side
of things where I was going to be there to offer
adVice, information and counselling (or weigh
babies if that was what people wanted). The other
prong was to be a health activity of some kind,
and originally community education took responsibility for that. More recently, health promotion
have stepped in to that,slol. The health activity
has varied considerably. For example, it has
ranged from health discussions, inviting other
workers in for debt counselling and trading
standards, cookery and keep fit. There always
seems to have been a demand for keep fit and
more recently we have started offering that every
week.
We are open only one morning every week Tuesday. 1 think the key person in the project is
our hostess who is a local volunteer mother with
a big personality, a really good sense of humour
and a voice that she can project - she really holds
the whole thing together. She knows the people,
she introduces people, she gives them tea and
coffee. Without her it wouldn't be so successful.
We also have the support of the Maryhill mobile
creche facility which is free to local groups who
can justify its use and they come along every
Tuesday morning. We still of course have committee backing. 1 was going to say a bit about
some of the problems that we have had. The
biggest nightmare 1 think has been publicity - just
how do you publicise these facilities? We have
tried all sorts of things - leafleting, posters, we
have been round all the health centres, we have
spoken to all the agencies, we have advertised in

the local newspaper - but my hunch is, and it is
only a hunch because I think these things are not
very easy to evaluate, that we get people by word
of mouth and not by any of those things at all.
We have had very erratic attendance, particulary
during holiday times. The numbers just tail right
olT. There was one occasion, when we organised
the Safer Sex Roadshow - I was the only one
there. I came home with enough condoms to last
me and my daughter for the rest of our lives!
Another problem for me has been how to keep
records and statistics. Periodically I try and do
that but it often falls away when we get busy
again, and I feel that asking people for specific
information about themselves can detract from
the informality that exists. A recent memo from
Mr Peterkin, the Greater Glasgow Health Board
Manager, stated: no statistics, no funding, no
service, no jobs. I know that some day somebody
is going to ask me to evaluate why people come
along, and what exactly am I doing there.
I'll finish by saying a bit about my interest in the
project and why I think it works. I think it works
because of the informal relaxed atmosphere. We
all sit out in the main sitting area unless somebody particularly wants some privacy, in which
case we do have room for that. I think that all
makes it less intimidating for people to come to
us. One of the things that has interested me is that
local workers, for example the creche workers
and the Stepping Stones workers come in with
their problems. That doesn't tend to happen in
the health centre which is too big, too formal. For
me there is a lot of freedom - from the pressures
of the office and the phone. I can give much more
of a personal service in this setting. It has also
been of great benefit to get to know workers from
other disciplines through this project.
My main message from this would be "shared
responsibility". I am a health visitor who really
doesn't like to take a lot of responsibility for other
peoples' lives. I am certainly not a "whizz kid"
workaholic. The key to setting up a project like
this is to involve other interested people - from
the community or other disciplines - to do it with
you so that the responsibility is shared.
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Drumchapel Lifestyle Club
Ruth Lunan
I work as a Health Visitor in Drumchapel which
is a housing estate on the North West side of
Glasgow with a population of about 22,000. I am
going to talk about a slimming clinic which
evolved into a Lifestyle Club in the Stuart Laidlaw
Clinic where we are based.
When I started working in Drumchapel in the
Autumn of 1989 there was a slimming clinic
running quite successfully, offering weekly
weighing, counselling and advice on losing
weight. Both health visitors who were running the
clinic left their posts and a colleague and I took
over. We started running the clinic along similar
lines, but although their had been no evaluation
done, we gradually realised that we could offer a
lot more to our clients. We devised a ten week
programme, with an evaluation, and this programme has served as the basis for our present
format. We publiCised the club using flyers and
posters and by advertising in the local newspaper;
gradually the numbers built up.
The first week of the programme offered an
introductory discussion about what made people
overeat - was it boredom, stress, or bad eating
habits developed over the years? We sat round a
table offered tea and coffee - we wanted to create
a friendly atmosphere - and soon found that our
clients began to talk more readily and openly.
We then invited a dietician to talk about health
and nutrition and to give some suggestions about
food values and how to diet. We tried using
videos ourselves, but we found them not to be of
much use - they didn't hold peoples' concentration, and we found that involving discussion
during the sessions was much more useful for the
clients. A stress workshop was offered as one of
the sessions - Aine did the first one. We had a
cookery demonstration from two dietician students from a local college which was very popular, especially as the clients had a chance to taste
the healthy meals at the end of the session. Some
of the women asked for exercise to be included so
we used a tape and tried to lead an exercise class -
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very unsuccessfully, I may add! We learned from
that session that we would need to look for a
trained teacher if we were to introduce exercise
regularly. The next session took the club to
another local college for make up and manicures.
The group really enjoyed that, but unfortunately
the college didn't' like us much, so that session
has not been repeated . We also had a wellwomen workshop in this first programme where
we discussed well-women issues and availability
of local services.
At the end of the ten week programme we asked
the group to write down comments about the
programme, discuss what we had been dOing,
and use this to plan for the future. From this we
found that some of our clients had friends who
were interested in doing some exercise, stopping
smoking or learning about healthy eating, although they weren't all overweight. From this
review, we set up what is now our lifestyle club.
We are stillleaming as we go along and will
change the programme in response to changing
needs. We stick to a 10 week programme as we
have found this to be very useful as the women
can set themselves short targets, for example
losing a certain amount of weight, or cutting
down on cigarettes. We now have a trained
exercise teacher, and, in order to cater for the
differing age groups and abilities - for example we
have a number of elderly clients and some who
suffer from arthritis, as well as much younger
women - we now run two sessions. There is the
40+ Lifestyles club on a Tuesday Morning and a
young lifestyle Club on a Wednesday morning
with a creche, using the local mobile creche
project. We have between 30 - 40 women at each
session now. But how do we reach men? This is
something we have yet to discover.
There are three health visitors and one nursing
auxiliary involved in the current lifestyle clubs.
The first part of each morning is spent weighing
women who are slimming and offering support to
them and to women who are stopping smoking.
We ask both groups of women to keep weekly
diaries to note the circumstances under which
they are smoking or eating most. We discuss the
diaries with the women individually, who often
find that they eat or smoke more in stressful or

boring situations. After this, we run the main part
of the programme. Since January, we have had
the exercise session every second week - they
have been very popular. We have a superb
teacher from the Glasgow Keep - Fit Movement
taking these sessions. On the alternate weeks we
run stress workshops using the women's health
pack We do physical relaxation, visualisation and
have now introduced aromatherapy too. The
dietician still comes to do one of the sessions, and
community education now do a session on local
opportunities in education Some of the women
are involved in other local groups and classes and
have the opportunity to share their experience
with the rest of the group. We still run the wellwomen workshop and are able to make appointments for women who require them at the wellwomen clinics.
From our most recent review, some women have
asked for weekly exercise classes. We will offer
this over the summer months, and win increase
the sessions from one-and-a-half to two hours so
that we can still include the rest of the programme. I think the secret of the lifestyle club has
been that the friendly relaxed atmosphere has
allowed the opportunity to sit and chat and
friendships have formed; we have maintained a
certain amount of flexibility so that women can
just come to be weighed, just for the exercise or
to take part in the whole programme. We dont'
know where the club win go from here but we
are willing to listen to suggestions from the
women; perhaps tranquilliser support may be one
direction for us. Whatever the future topics win
be, we are able to offer health promotion in a
relaxed, informal way, in response to the needs of
our clients.
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Community Health Education Stall
Julia Quickfall
I am going to tell you about a Health Education
Stall which we run in the foyer of the main
shopping complex at Cameron Toll in Edinburgh. The aim of the project has been to make
health information available to groups of people
who would not normally have contact with a
health visitor. The stall was started in 1989 with a
pilot study of four weeks when we asked passers
by to fill in a short questionnaire to give us a basis
for deciding which topics to cover on the stall.
We now run a three hour session once a fortnight, with two health visitors at each session,
and we try to run the sessions on different days
every month .
Although the leaflets are free, and we were given
the go-ahead to run the stall within our normal
working hours, we had a problem with funding
at the start. The local Round Table group donated
£.100 to us which we used to buy tables for the
stall that would stand up to the weight of the
leaflets! We also use leaflets from such organisations as the British Heart Foundation. However,
just handing out leaflets is not enough - there is
still a place for one-to-one health education, and
we believe in backing up the leaflets with advice.

We have a lot of elderly people using the stall,
and we find that the stall gives us a means to
identifying some of the health needs of that age
group. We try to run the stall in different ways,
for example, highlighting different topiCS such as
dementia, or stopping smoking. (Unfortunately,
dementia was totally boycotted - no-one wants to
have dementia!). The stall has also been a way of
extending our role as health visitors and to highlight our work in the community. We hope to use
the feedback from the stall to build up a community health profile of the local health needs.
It is qUite difficult to evaluate something like this.
So we keep a tally of all the people who come and
take leaflets from the stall, and what leaflets are
taken. The age range of the people who use the
stall is also recorded . There are very few people in
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the under 20s who use the stall. We get quite a
lot of people in the 20-39 year old group especially with young children. Then less people in
the 40-60 year old group, a large percentage of
people in 60-80 year group, and very few over
80s. Therefore, we found that there were a lot of
elderly people who needed quite a lot of health
support. The most popular topiCS have been diet
and family foods - perhaps people were on their
way to the shops to buy the weekly shopping and
were interested in what foods they should buy.
But there is also a lot of interest in women's issues
- for example, menopause, Well Women Clinics,
family planning, smoking. I recall one week
having two 14 year olds come and ask how to
give up smoking after three years, and I felt that
somehow these people weren't getting what they
needed to know in schools.
The number of people using the stall was
analyzed over 50 three-hour sessions. Over 50
sessions we found 324 people using the stall, so
on average, that worked out at 22 people per
session. So the 22 people using the stall in a three
hour session is pretty good value for money, I
think.
In conclusion, I would like to outline the benefits
of running the stall. The benefits to the staff have
included that we have the opportunity to work
together on a venture and to pool ideas - which
we don't often get the chance to do. The information is offered on an informal basis. People can
just walk past if they want, but the opportunity is
there - if they have a health problem they don't
want to discuss with their mother, or their GP, or
somebody who knows them, they can just take a
leaflet, or ask for advice. We can refer people on if
necessary, and we can give the phone number of
"Health Search Scotland" if we don't have required information to hand. There are also future
possibilities for the stall - for example taking it as
a mini "roadshow" round local schools and
women's groups.

WORKSHOPS
After the presentations in the morning and
afternoon, participants were invited to split into
groups of 10 or 12 for workshops. There were 8
groups altogether, and they were structures in
such a way as to encourage full discussion of the
issues arising from the presentations. Workshop
facilitators were asked to invite participants to
introduce themselves and to fill in short questionnaires (Appendix 1) to gather thoughts about the
issues. The discussions were based on the questions and the main issues were recorded on flip
charts and collected with the questionnaires for
collation of this report.

MORNING WORKSHOP

Question one: "Why did you come today?"
A similar question was asked on the evaluation
form but in this context it was intended to
stim~late discussion around the different working
practices of the participants.
It appeared from the answers that many health

visitors are already trying out new approaches or
looking for new ideas, as the main reason cited
for attending was for support. Many welcomed
the opportunity for sharing ideas and experiences , and to network with other like-minded
health visitors. Some wanted to learn about
community development (suggesting a need for
basic information), and others hoped that pulling
together would help to develop a stronger and
more positive voice in the light of envisaged
changes in health visiting. Training in a community development approach was seen by many as
appropriate to these proposed changes.

Question two: "How does what you have heard
this morningfit in with your i4eas of health
visiting?"
The majority felt that the presentations agreed
with or reinforced beliefs already held, but from
the issues and discussion that this question raised

it appears that many health visitors feel that there
are constraints to community development
practice in health visiting. Some health visitors
stated that their work is undervalued, with GPs
and practice nurses taking over part of the health
visitors' role. Some felt that motivation and
morale are low, but it was noted that a community development approach is a better use of
health visitors' knowledge and skills. Rather than
being able to choose our own direction in response to identification of health needs according
to the principles of health visiting, many felt that
health visitors can be restricted by management
who are often in conflict with new ideas, and
therefore can stifle innovative practices. A community development approach is not "seen to be
doing" as in more traditional health visiting
practice, and so adequate evaluation and standard
setting for community development in health
visiting is essential. Many stated that it is important to be more creative in developing new skills
and to raise awareness of the role of the health
visitor for both the community and management.
Only one participant stated that the mornings'
presentations were too basic, but most felt that
there is a need for training in new approaches
such as community development. The need for
training in groupwork skills was stressed again
and again, even with many of the participants
already working with groups in their practices.
There was some feeling that trying to implement a
community development approach to health
visiting may be unrealistic in the current climate
because of such issues as nursing audit, purchaser/provider agreements and lack of strong
leadership from nurse management. However,
many participants pointed to the fact that health
visiting is changing, and some suggested that
community development could be the way
forward for health visiting.

Question three: "What would be the advantages of
working in an empowering way?"
This question stimulated many of the participants
to reflect on their own attitudes to health visiting
practice - to which most responded positively!
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An empowering way of working would allow
clients to take responsibility, taking the pressure
off the health visitor as being the "expert" and
being responsible for everything. It encourages
expression of needs and can help towards increased consciousness, confidence and health of
individuals or communities. The health visitor
can work in co-operation with clients instead of
"interference", becoming more approachable and
less threatening; less "them and us". Working in
an empowering way means making information
available for people to make informed choices
and could be a means to positive change. It
requires better communication with clients and
other workers. It can lead to personal growth and
development for both client and health visitor,
and can mean that the client feels "ownership" of
personal achievement.

AFTERNOON WORKSHOP
The short presentations in the afternoon were
intended to stimulate some thinking about
bringing concepts and ideas together to look at
ways of putting a community development
approach to health visiting into action. Short
questionnaires were again used in the groups to
focus the issues.

Question one: "How could what I heard today
apply to my work?"
Many participants stated that they agreed that
community development work could be done
alongside caseload work, although one participant felt that it was in direct connict with child
surveillance. Many felt that today they had the
opportunity to share and learn from the experiences (including the problems encountered) of
other health visitors, and had gathered some new
ideas or suggestions for introdUCing new practices. Some ideas that participants stated they
could take away from the day included seeking
out support in selling up groups-from colleagues,
workers from other agencies, and management;
use of non-conventional venues or situations;
perseverance; and beller evaluation of current
work.
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Question two: "What would I like to do in my
practice, and what would I need to do to make this
happen?"
Some participants specified that they would like
to set up particular groups, such as a lifestyle
group, post natal group, toddler taming, drop-in
for young mothers, twins group. Others felt that
they could now introduce a community development approach to their practice in general; move
out from the GP's surgery into the community;
look for potential co-workers from other departments or agencies; change the running of existing
clinics; or become involved with existing groups
in their area. A few stated that to make changes in
their practice they would need more resources,
supportive management and more training, for
example, in groupwork skills. One felt that
changes in attitudes - including her own would be reqUired before any changes could
be made in practice. One participant felt she
would need a change of job!

Question three: "What am I going to do about
it?"
The answers given to this question were all firmly
based in reality - no-one expected to be able to go
back to their practice and make drastic changes
overnight. Proposed actions included; "motivating
myself'; reading resource material; liaison ....rjt~
other health visitors and workers from other
agencies; liaison with existing groups; explore
feasibility for groups within own practice; find
ways of identifying their community's health
needs; and making an approach to management.
One participant identified herself on the questionnaire as a community nursing manager - she
stated that she intends to give more support to
her health visitors.

Question fou r: "What will help?"
Being poSitive and having confidence and enthusiasm were cited as necessary components. But
support was again stressed as the main ingredient,
with the help of non-obstructive management,
and changing the attitudes of colleagues and

management also mentioned frequently. Seminars
such as today's, meeting with like-minded colleagues, and more information about community
development would also help. In the community,
finding out what individuals and communities
want from us, contact with multi-disciplinary
teams, and promoting health visiting and the
skills we can offer are also important. There was a
suggestion that health visitors becoming more
politically active as individuals and as a group
would help in implementing a community
development approach.
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CONCLUSION
The response to the publicity for the seminar was
excellent. From this, and the mainly positive
evaluation it is evident that the seminar did fulfil
training needs and a supportive role for some
health visitors in Scotland. However, it also
identified the need for further work. It may have
provided a "taster" in community development
approaches to health promotion for health visitors, but workshop discussions and evaluation
comments showed that there is a definite need for
further training and clearer guidelines for working in this way.
With the recent changes in health visiting and
some confusion about the direction health visiting
is taking nationally, health visitors attending the
seminar expressed a need for the development of
new skills. Although groupwork should not be
seen as the key to community development, it
can be a starting point for health visitors moving
away from more traditional ways of working.
Many of the participants expressed a lack of
confidence in faCilitating groups and identified a
need for the opportunity for training in
groupwork skills.
"Support" was an issue that was raised frequently.
The workshops facilitated a supportive atmosphere for some of the participants - some health
visitors feel that they can be working in isolation,
either because of geographic location or because
of lack of support from immediate colleagues or
management. How to gain that support when
moving away from traditional ways of working
was felt by some not to have been tackled by the
seminar. The issue of support from management
also raises other questions such as the need for
qualitative evaluation to be accepted as opposed
to the current trend for quantitative data, and the
ongoing debate about the direction that health
viSiting is taking.
There are different ways for various agencies to
approach the promotion of good health. Community development is one approach that health
visitors are well-placed to work with - with
regular contact with individuals and families, and
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knowledge of health issues in their locality. The
seminar has proven that there is a groundswell of
interest among health visitors in community
development and other non-traditional approaches to health visiting. Although there are no
plans to repeat this seminar, or to hold a followup in the near future, the Seminar Group hope
that the opportunity will arise locally or nationally
to maintain and develop the interest already
shown. Until then we hope that this report will
help to fulfil some of the need for follow-up and
clarification.

APPENDIX I EVALUATION
There were 96 participants in all, including
facilitators and speakers. The vast majority were
practising health visitors (as we had intended),
but with some student health visitors, nurse
managers, health promotion officers and community workers also attending. The publicity for the
seminar had been sent out all over Scotland
through community nurse management, and to
the secretary of the Health Visitors Association
Community Development Interest Group. Consequently every health board in Scotland was
represented (a health visitor from Belfast also
attended representing the above group). 34
evaluation forms were returned

Venue and Food.
Only two people did not like the Parish Hall as a
venue for the seminar.
Most people liked the food at lunch time, although a few felt the service was too slow, or they
couldn't find somewhere to eat lunch comfortably.
Reasons for attending and benefits gained
Half the respondents said that they got from the
day encouragement to continue, or start, working
with new ideas or taking a community development approach. In addition, three stated specifically that they would like to set up a "lifestyle"
group. Other benefits gained from the day included information, better understanding of
community development, and reinforcement.
Additional comments included that they would
reflect on current practice, approach management
and network with other workers.

General Comments
Most participants were happy about the seminar
being on a Saturday as they had no trouble
getting time off work and it was easier to organise
than if it had been during the week. However a
few people felt that they shouldn't have to do this
in their own time.
Almost half of the respondents particularly liked
"meeting other health visitors". Other "likes"
included the workshops, new thoughts and ideas,
enthusiasm for community development, and the
support that came from the discussions.
Ten respondents said that there was nothing that
they disliked about the seminar, but two said that
they disliked the whole day! Other things that
people did not like included; not enough time for
feedback from the workshops, not enough clarification of community development, failing to
address some of the issues - ie nurse management
as an obstacle, coping with caseloads - moving
chairs for the afternoon workshop, queuing for
food, and the overheads.
Four people felt that they did not participate as
much as they would have liked to - the reasons
being that there was no opportunity for questions, and that follow-up was required.
Out of 16 comments, 10 felt it had been an
excellent day, five wanted feedback or a followup, and one was disappointed that they hadn't
had more information about the Healthy City
Project.

The main reasons that respondents came to
the seminar included: general interest, to find
out more about community development, for
stimulation or ideas, to find out what other
health visitors are doing, for a different perspective on health visiting, interest in the progress of
health visiting, and for support.
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APPENDIX 2 PRESENTERS
SPEAKERS:
Pauline Craig
Health Visitor,
Dmmchapel Healthy Cities Pilot Proj .
33 Peel Glen Road
Dmmchapel
Glasgow GIS
Yvonne Dalziel
SpeCialist Health Visitor/Comm.Dev.
Longstone Clinic
Longstone Road
Edinburgh
Christa Wynn-Williams
Health Visitor
Community Health Project
The Health Hut
3 West Pilton Park
Edinburgh EH4 4EL
Aine Kennedy
Health Promotion Officer
Dmmchapel Healthy Cities Pilot Project
Address as above.
Barbara Darner
Health Visitor,
Maryhill Health Centre,
Maryhill,
Glasgow.
Ruth Lunan
Health Visitor,
Stuan Laidlaw Clinic,
Kinfauns Drive,
Dmmchapel,
Glasgow GIS.
Julia Quickfall
Health Visitor,
57 Howdenhall Rd,
Edinburgh.

Communitv Dr.vr.1nnmr.nt and H p'(l11h Vi<;itin{1

ADDITIONAL WORKSHOP FACILITATORS:
Maria Laveny
Ferguslie Park Clinic,
Ferguslie Park,
Paisley.

Dorothy Robbie
Longcroft Family Centre,
Inglefield Street,
Dundee.

Liz Kelly
Castlemilk Health Centre,
71 Dougrie Drive,
Castlemilk,
Glasgow
G4S.

Kate Murphy
Castlemilk Health Centre,
as above

NOTES
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