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ABSTRACT
Background: The debate about whether health visiting, a specialist community public health nursing role, is at the level of ad-
vanced practice nurse has gone on for more than a decade. There is little empirical evidence that the role matches the traditional 
role of an advanced practice nurse, although many of the attributes of advanced practice nursing such as prescribing rights, man-
aging complex cases, caseloads with undifferentiated need and advanced assessment and decision-making are certainly present.
Aim: The current study aimed to develop, refine and test the Health Visiting Advanced Practice Scale to assess the scope of 
advanced practice of UK health visitors.
Design: A cross-sectional and methodological scale validation design, following classical test theory.
Methods: The design consisted of three phases; the first involved scale development including item generation, phase two as-
sessed the content validity index, and the third phase involved a cross-sectional survey to establish construct validity, content 
validity, and internal consistency reliability, and conduct exploratory and confirmatory factor analysis.
Results: The initial 44-item scale underwent iterative exploratory and confirmatory factor analyses, leading to a refined 5-factor 
structure with 29 items covering domains such as family-centred care, leadership, prescribing, diagnostic reasoning, and profes-
sional practice. This final version demonstrated strong reliability and construct validity in the EFA but mixed fit indices in the 
CFA, supporting both internal consistency and validity of the scale.
Conclusion: The final scale offers a rigorously validated tool for assessing advanced practice among UK health visitors, captur-
ing core domains such as family-centred care, leadership, prescribing, and diagnostic reasoning. By bridging theoretical frame-
works with real-world practice, it fills a critical gap in evaluating and supporting the professional scope of this public health 
nursing specialty.
Impact: These findings provide valid and reliable insights for measuring and improving health visitors' advanced practice and 
developing future professional policies.
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Reporting Method: STROBE (Strengthening the Reporting of Observational Studies in Epidemiology) guidelines for cross-
sectional studies.

1   |   Introduction

Despite more than a decade of debate about advanced nursing 
practice in health visiting, the notion of what it encompasses 
remains difficult to define (Institute of Health Visiting  2023; 
Baldwin 2013). Health visiting is a specialist nursing role in the 
United Kingdom (UK) and several other countries around the 
world. Models of health visiting can be found in Denmark, Norway, 
Finland, Pakistan, New Zealand and Australia, although it is often 
not recognised as advanced practice nursing. While other coun-
tries have public health nursing roles which perform some of the 
similar functions (Global Network of Public Health Nursing 2023), 
UK health visitors are focused on promoting the health and 
wellbeing of families guided by an orientation to practice con-
cerned with salutogenesis (health creation), person centeredness 
(human valuing) and the situation of each person (human ecol-
ogy) (Cowley et al. 2015). Health visiting, alongside other specialist 
community public health nursing specialisms, requires prepara-
tion at master's degree level, and the role encompasses direct care, 
leadership and interagency collaboration, education and the use of 
evidence to inform both policy and interventions. Health visiting 
services differ across the four UK devolved nations, but they all 
have a fundamental element of universal service provision along-
side more targeted and specialist interventions (Fanner et al. 2025; 
Morton 2024). Most services work with babies, children and fam-
ilies between the ages of 0 and 5 years undertaking a range of 
mandated and suggested screening and support visits. These visits 
are focused on six key early years high impact areas: supporting 
the transition to parenthood, maternal and family mental health, 
breastfeeding, nutrition, accident prevention and managing minor 
childhood illnesses (Morton  2024). Given the important role of 
childhood and early years in shaping future health, health visitors 
make a significant contribution to the health of the nation through 
early intervention and the prevention of problems associated with 
inequalities in health (Morton 2024).

Health visiting is sometimes regarded as a separate profession 
from nursing (Cowley 2014). A position informed by its early so-
cial health origins, previous regulatory arrangements and current 
salutogenic, person-centred and ecological focus on public health 
and social determinants of health. UK legislative changes and 
the passing of the Nursing and Midwifery Order 2001 removed 
the title health visitor from statute. The newly formed regulator 
identified health visiting as a registered specialist nursing quali-
fication that required existing registration as a nurse or midwife. 
Health visiting is therefore regarded as a specialist public health 
nursing role. Ervin (2007) argued that as advanced practice nurs-
ing evolved, community health roles and those working in public 
health were seen as a ‘misfit’ or an ‘outlier’ because of their focus 
on population and community health. Others such as Young and 
Shamansky (1985) argued that public health nursing was clearly 
an advanced practice role from the outset, as these roles, by defi-
nition, plan and deliver care to individuals, families and commu-
nities in complex environments at the public health level, which 
encloses complex interactions with several services, institutions 
and authorities in community settings (Kneipp 2025). The absence 

of medical practitioners in health visiting means that the advanced 
practice nature of the role has developed in a different way as it 
does not involve medical substitution.

2   |   Background

Health visiting, as a specialist nursing role, delivers public health 
interventions predominantly to children and families either on 
an individual basis in the home environment or at a community 
level through children centres, family hubs and clinic-based in-
terventions. The International Council of Nurses (ICN 2020; p6) 
describes advanced practice nursing as “advanced nursing inter-
ventions that influence clinical healthcare outcomes for individu-
als, families and diverse populations”. At the same time, the ICN 
guidelines (ICN 2020) make it explicit that an advanced practice 
nurse can either be a specialist or a generalist, and the title encom-
passes nurse practitioners, clinical nurse specialists and other spe-
cialist roles. Irrespective of the nomenclature, advanced practice 
nursing has a role in the provision of care and illness prevention 
at an advanced level beyond the scope of practice of a generalist 
or specialist nurse. Individuals practicing at this level manage 
complex issues and provide care to seldom-heard, vulnerable and 
at-risk populations. Advanced practice nursing involves advanced 
assessment, judgement and decision making, alongside the au-
thority to prescribe medicines, order or interpret diagnostic tests 
and refer to other services and professionals. While health visitors 
provide universal services, their targeted and specialist support 
is often prioritised to families with a range of health and social 
complexities and/or vulnerabilities, including seldom-heard pop-
ulations such as traveller communities and those living in tem-
porary accommodation. In the UK, health visitors have the right 
to prescribe a limited range of medicines for childhood ailments 
and provide screening, treatment planning, care and support in 
partnership with families who find themselves in complex sit-
uations. The role of the health visitor is akin to that of a clinical 
nurse specialist by virtue of them autonomously working with a 
very specific client group supporting child health and development 
through a significant period.

Given the complexity of roles and commissioning variation 
related to advanced practice nursing, it is not surprising that 
attempts have been made to delineate roles and to examine 
the scope of practice of a range of practitioners, particularly 
to inform workforce retention and improve services for fam-
ilies. Several international studies have explored the scope of 
practice and the definitional boundaries of advanced practice 
nursing, often distinguishing nurse practitioners (NPs) from 
clinical nurse specialists (CNSs) through various methodolog-
ical approaches (Gardner et  al.  2016; Jokiniemi et  al.  2022; 
Carryer et al. 2018). These investigations employed tools such 
as Delphi surveys, cross-sectional studies and role delineation 
instruments. Among the most widely utilised role delineation 
instruments is the Advanced Practice Role Delineation (APRD) 
Tool, derived from the Strong Model of Advanced Practice de-
veloped for acute care NPs (Ackerman et al. 1996). The APRD 
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Tool consists of 41 activities across five domains including direct 
care, support of systems, education, research and publication 
and professional leadership. The tool measures the frequency 
with which each aspect is performed using a five-point Likert 
scale (Gardner et al. 2016).

Gardner et al. (2016) applied the APRD Tool in a cross-sectional 
survey in Australia, revealing that nurses at an advanced level 
consistently scored highly across all domains. Nurse practi-
tioners demonstrated significantly higher scores in direct care, 
while other advanced nurses showed elevated performance 
across education, leadership and system support when com-
pared to registered nurses and healthcare managers. In Hong 
Kong, Jokiniemi et  al.  (2022) reported that nurse consultants 
outperformed other roles across all five domains, particularly in 
support of systems, education and leadership. A similar study 
in New Zealand showed nurse practitioners and CNSs scored 
comparably, though NPs had marginally stronger scores in di-
rect care and leadership (Carryer et al. 2018).

The APRD Tool was later adapted in Finland into the Modified 
Strong Model of Advanced Practice (MoSMAP), expanding to 
45 items (Jokiniemi et  al.  2021). In testing among registered 
nurses, midwives, CNSs and NPs, findings indicated midwives 
led in direct care scores, while CNSs excelled in system support, 
research and leadership. Comparative psychometric analyses 
found the MoSMAP displayed superior construct validity over 
the original APRD Tool (Jokiniemi et al. 2022).

Despite the proliferation of instruments, gaps remain in eval-
uating role distinctions across clinical environments. Little 
work has been undertaken in community healthcare or indeed 
in specialist hospital settings. Unsworth et al. (2025) developed 
and validated the Family and Community Nursing Advanced 
Practice Scale finding that nurses working in family practice 
had comparable roles to those working in the wider community. 
This role homogeneity was surprising given that family prac-
tice APNs were often dealing with undifferentiated diagnosis 
on a regular basis when compared to staff working with peo-
ple who are homeless in the wider community. Another instru-
ment tested in primary care settings in Brazil (Dias et al. 2025) 
highlighted similar domains of advanced practice among nurses 
working in primary health centers, spanning from leadership 
to clinical practice, to education and health promotion. Another 

study (Jafari Pour et  al.  2024) found that advanced practice 
nurses in critical care settings primarily engage in direct care, 
with limited involvement in education and leadership. Such 
findings underscore the influence of clinical context on practice 
priorities and reinforce the need for a wider range of assessment 
tools and scales.

While several models describe the expected domains of ad-
vanced practice and some existing scales or tools partially 
capture some areas of advanced competence in public health 
nursing or health visiting, none of them are specific to this pro-
fessional profile and area of care. Therefore, there is a gap in 
the literature about how best to empirically assess the degree 
of fit with advanced nursing practice of these roles by also con-
sidering the specific, advanced practice competences of health 
visitors in real-world contexts.

3   |   The Study

3.1   |   Aims and Questions

The aim of the study was to develop and test the psychometric 
characteristics of a new scale to delineate the advanced practice 
role of health visitors.

4   |   Methods

4.1   |   Study Design

This study employed a cross-sectional and methodological scale 
validation design, following the Classical Test Theory (CTT) 
(DeVellis and Thorpe 2021).

The study consisted of three phases: the first of which involved 
scale development including item generation. Phase two then 
assessed the Content Validity Index (CVI) with an expert panel. 
The third phase involved a cross-sectional survey to test the 
psychometric properties of the scale and in detail: reliability 
and construct validity (Exploratory and Confirmatory Factor 
Analysis).

4.2   |   Scale Development

4.2.1   |   Phase I: Item Generation

Item generation used both deductive and inductive meth-
ods. Existing proficiency frameworks from the Nursing and 
Midwifery Council (NMC  2022), and in advanced practice in 
child health from the Royal College of Paediatrics and Child 
Health and NHS England (2024), alongside literature about the 
role of the health visitor were used to generate an initial range 
of 42 items. Once generated, these items were then mapped 
to the Hamric model (Hamric et  al.  1996), the Nursing and 
Midwifery Board for Ireland domains (Nursing and Midwifery 
Board of Ireland 2017), and the ESCO competencies (European 
Commission 2017) using a matrix to ensure comprehensiveness 
and international relevance. An initial panel of 5 experts in 
health policy, education, psychometrics and health visiting then 

Key Points—Summary

•	 What Does This Paper Contribute to the Wider Global 
Clinical Community?

○	 Provides the first validated scale to assess ad-
vanced practice in health visiting, addressing a 
gap in the public health nursing roles globally.

○	 Enables the international comparison of advanced 
nursing practice in health visiting, facilitating in-
ternational policies to promote advanced practice 
in healthcare and public health.

○	 Highlights health visiting as advanced practice of 
nursing with specific focus on breaking the cycle 
of deprivation and on reducing health inequalities.
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reviewed the items' relevance regarding health visiting and read-
ability, suggesting items were reworded for clarity to avoid am-
biguity and colloquialisms and to split double-barrelled items. 
Revised items were then checked to remove any duplicates, and 
the mapping to the models and frameworks was revised to en-
sure a proper professional and organisational adaptation. The 
final total item list was 44 items.

4.2.2   |   Phase II: Content Validity

After the research team finalised the items, a panel of ten health 
visiting experts (from health visiting practice, education and ser-
vice delivery) were invited to assess the content validity. Each item 
was evaluated for relevance and clarity using a 4-point Likert scale 
(ranging from “not relevant” to “very relevant” and “not clear” to 
“very clear”). An item was considered relevant or clear if the ex-
perts rated it as a 3 or 4 (“relevant/very relevant” or “clear/very 
clear”). Based on the experts' feedback, minor revisions were 
made to the wording of some statements. In detail, the assessment 
and history taking items were contextualised for health visiting 
practice to include developmental assessments and observation 
of behaviour. Several items were clarified particularly those relat-
ing to differential diagnosis and the ordering of diagnostic tests. 
Examples were provided relevant to health visiting e.g., differen-
tial diagnosis of a rash or bruising. Examples were also provided 
for prescribing and social prescribing, such as referral to a mother 
and child group were added as an additional separate item.

To determine the scale's content validity, the Scale-Level 
Content Validity Index (S-CVI) was computed by averaging the 
Item-Level Content Validity Indices (I-CVI). Following Polit 
and Beck's (2006) recommendation, an S-CVI threshold of 0.83 
was applied.

4.2.3   |   Phase III: Psychometric Testing

In phase 3, the scale was administered to a sample of Health 
Visitors. Descriptive statistics, internal consistency, exploratory 
factor analysis (EFA) and confirmatory factor analysis (CFA) 
were performed to assess the scale's psychometric properties 
and ensure sufficient reliability and construct validity.

The scale included 44 items; each measured on a 5-point Likert 
response scale ranging from 5. ‘very great extent’ to 4. ‘great ex-
tent’, 3. ‘some extent’, 2. ‘little extent’ and 1. ‘not at all’. These 
analyses tested the scale's structural validity and internal 
consistency.

4.3   |   Study Setting and Sampling

The target population consisted of registered specialist com-
munity public health nurses (health visitors) working as health 
visitors within the United Kingdom. Eligible participants were 
required to hold a specialist community public health nurs-
ing (health visiting) qualification and have at least one year of 
professional experience as a health visitor. Additionally, they 
needed to be actively practising at the time of data collection for 
at least one day per week.

The sample size was determined based on participant-to-
item ratios recommended for factor analysis (Kline 2023). For 
Exploratory Factor Analysis (EFA), a minimum of 100 par-
ticipants and a ratio of 5:1 were considered sufficient, while 
Confirmatory Factor Analysis (CFA) required at least 10 partic-
ipants per item. Given the scale's initial 44 items and the need 
to conduct both EFA and CFA in Phase 3, the target sample size 
was set at 440 participants.

4.4   |   Data Collection

A convenience sampling approach was used for participant re-
cruitment. The survey was hosted on the JISC (Joint Information 
Systems Committee) online platform, the data technology pro-
vider for UK Higher Education, in compliance with the Ethical 
and data management standards. To enhance participation and 
engagement, periodic reminders were sent through professional 
networks, including targeted emails, social media promotions 
and newsletters. The data collection period took place from 
February 2025 to April 2025.

4.5   |   Data Analysis

The data were analysed using IBM SPSS Statistics version 28.0 
for descriptive statistics and exploratory factor analysis (EFA), 
and Stata version 13 for confirmatory factor analysis (CFA). 
Psychometric testing followed the COSMIN standards and the 
process described by Mikkonen et  al.  (2022) for preliminary 
analysis, reliability and construct validity (EFA and CFA).

4.5.1   |   Preliminary Analysis

Before conducting multivariate analyses, the necessary as-
sumptions were verified. Multivariate outliers were identified 
through the calculation of Mahalanobis distances and their 
corresponding p-values in the chi-square distribution. In psy-
chometric studies, the removal of multivariate outliers is con-
sidered to satisfy the assumption of multivariate normality and 
to identify a possible unusual distribution of responses across 
the scale, potentially indicating biases such as floor or ceiling 
effects (Kline 2023). Multivariate normality was assessed using 
Mardia's kurtosis coefficient compared against the critical value, 
defined as v (v + 2), where v represents the number of items. A 
Mardia's kurtosis coefficient below the critical value indicates 
multivariate normality (Mikkonen et al. 2022). No missing val-
ues were observed in the dataset.

4.5.2   |   Reliability

Internal consistency was assessed by calculating Cronbach's 
alpha (α), where values greater than 0.90 indicated excellent 
reliability, between 0.70 and 0.90 represented good reliabil-
ity, between 0.60 and 0.70 indicated acceptable, and below 
0.60 was considered unacceptable (DeVellis and Thorpe 2021). 
McDonald's omega (ω) was also calculated, with values exceed-
ing 0.60 generally considered acceptable, though values above 
0.80 are considered preferable (Mikkonen et al. 2022).
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Items were considered for removal under two conditions: 
first, if the deletion of an item resulted in an increase of more 
than 0.10 in either reliability coefficient (α or ω) and second, 
if the item-to-total correlation was below 0.30 (DeVellis and 
Thorpe 2021).

4.5.3   |   Exploratory Factor Analysis (EFA)

The EFA was conducted using principal axis factoring with 
direct oblimin rotation, as the scale measured behavioural 
and psychosocial components with expected factor cor-
relations exceeding 0.2 (Mikkonen et  al.  2022). The Kaiser-
Meyer-Olkin (KMO) measure of sampling adequacy, with 
values between 0.8 and 1.0, alongside a statistically signifi-
cant Bartlett's test of sphericity (p < 0.05), was tested to con-
firm the suitability of the data for factor analysis (DeVellis and 
Thorpe 2021).

Items were removed based on two criteria: primary factor load-
ings below 0.30 or a difference of less than 0.20 between an 
item's highest and second-highest factor loadings. The cross-
loading difference was calculated using the absolute values of 
the loadings (DeVellis and Thorpe 2021).

4.5.4   |   Confirmatory Factor Analysis (CFA)

The CFA model fit was evaluated using the following indices and 
thresholds: root mean square error of approximation (RMSEA) 
and standardised root mean square residual (SRMR) values 
below 0.08 were considered acceptable, while the comparative 
fit index (CFI) and Tucker-Lewis index (TLI) values above 0.90 
indicated good model fit (Kline 2023).

4.5.5   |   Descriptive Statistics

Categorical variables were summarised as frequencies and per-
centages. For continuous variables and scale items, the mean, 
standard deviation (SD), range, skewness and kurtosis were 
calculated.

4.6   |   Ethical Considerations

The study procedures were designed to ensure data confiden-
tiality and compliance with national and European data pro-
tection regulations, including the General Data Protection 
Regulation (2018) and the UK Data Protection Act (2018). All 
electronic data were stored securely in password-protected 
systems, with access restricted exclusively to the principal in-
vestigator and authorised members of the research team. Prior 
to survey completion, participants were presented with a com-
prehensive information sheet on the initial page, outlining the 
study's purpose, data handling protocols and their rights as re-
search participants. Submission of the completed survey was 
taken as implicit consent to participate in the study. Ethical ap-
proval for this research was granted by the Institutional Review 
Board at Northumbria University (Reference number: 7020; 
Date of approval: 14 August 2024).

5   |   Results

5.1   |   Phase 1: Item Generation

A total of 44 items were generated and then mapped back to 
the original models with 14 items in the direct clinical care and 
decision-making domain, 3 in communication, 3 in evidence-
based practice, 5 in ethical decision-making, 6 in guidance and 
prevention, 3 in collaboration, 5 in educating others and 5 in 
team leadership and management (Supplementary File 01). Each 
item was considered by the research team and revised to ensure 
that it was linked to a single domain and was easily understood. 
Supplementary File 01 reports the items generated in this phase 
and their link to Nursing and Midwifery Council proficiencies 
(NMC 2022), the Royal College of Paediatrics and Child Health 
and NHS England (2024) framework, Hamric's model (Hamric 
et al. 1996), the Nursing and Midwifery Board for Ireland model 
(Nursing and Midwifery Board of Ireland 2017) and the ESCO 
standards (European Commission 2017).

5.2   |   Phase 2: Content Validity

A panel of ten experts was involved in evaluating the relevance 
and clarity of each item to assess the HVAPS structure and con-
tent. The initial set of items demonstrated a S-CVI of 0.93 for rel-
evance and 0.94 for clarity with no single item below 0.7. The set 
of items generated in phase 1 did not require any modification 
or deletion for clarity and relevance following the content valid-
ity assessment. The final version of the scale included 44 items, 
rated on a Likert scale from 1 (not at all) to 5 (very great extent).

5.3   |   Phase 3: Psychometric Testing

5.3.1   |   Preliminary Analysis: Multivariate Normality

The study initially recruited 692 participants who completed the 
survey. Initial assessment revealed a Mardia's kurtosis coefficient 
of 2863.253, which exceeded the critical threshold of 2024 (calcu-
lated as 44 × 46, where 44 represents the number of scale items). 
Evaluation of Mahalanobis distances identified 90 multivariate 
outliers. Following their removal, Mardia's kurtosis coefficient 
reduced to 1510.218, thereby satisfying the assumption of multi-
variate normality (Mikkonen et  al.  2022). Independent samples 
t-tests demonstrated that multivariate outliers had statistically sig-
nificantly lower scores compared to normally distributed records. 
This pattern was consistent with a flooring effect in the response 
distribution, supporting the decision to exclude these cases from 
subsequent analyses. The final sample for psychometric testing 
comprised 602 participants following the removal of outliers.

5.3.2   |   Sample Description

The final sample consisted of 602 participants. The mean 
age was 49.16 years (SD = 9.16), with ages ranging from 23 
to 72 years. The sample was predominantly female (98.3%, 
n = 592). On average, participants had been qualified as 
health visitors for 12.90 years (SD = 9.02) and had been qual-
ified as nurses for 22.51 years (SD = 10.93). The majority of 
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participants worked full-time (59.5%, n = 358), while 40.5% 
(n = 244) were part-time.

In terms of clinical practice, 40.9% (n = 246) provided care to 
families 5 or more days per week and 27.4% (n = 165) 4 days per 
week. The remaining 31.7% (n = 191) provided care for families 
3 or less days per week.

The highest qualifications declared by the participants were at 
the post-graduate level (65.3%, n = 393) and the remaining at the 
undergraduate level. A large majority (83.2%, n = 501) held a pre-
scribing qualification.

5.3.3   |   Scale Validation: Descriptives, EFA and CFA

The initial version of the scale, as developed in phase two, was 
tested through an EFA conducted on the initial set of 44 items. 
The adequacy of the sample for factor analysis was supported 
by a Kaiser-Meyer-Olkin (KMO) measure of 0.946 and a statis-
tically significant Bartlett's test of sphericity (χ2 = 17164.587, 
p < 0.001). In detail, an 8-factor solution, accounting for 64.59% 
of the total variance, was identified. Several items, and specifi-
cally, items 10, 3, 1, 14, 20, 23 and 36, displayed substantial cross-
loadings, while items 34 and 14 had factor loadings below the 
threshold of |0.30|. Accordingly, the deletion of these items was 
recommended (Table 1).

Following the removal of these items, a revised six-factor solu-
tion comprising 34 items was identified and tested (Table  2). 
However, one of the factors in this solution included only one 
item (item 22), leading to a factorial structure both psychometri-
cally and theoretically unsatisfactory. Additional cross-loadings 
emerged, particularly with items 16, 18, 21, 19 and 22, suggest-
ing their removal (Table 2). The subsequent analysis produced 
a 5-factor solution consisting of 29 items (Table 3). In this final 
structure, Factor 1 comprised 8 items, with the domain labelled 
as “working with and for families”, while Factor 2 (8 items) 
aggregated into the domain “leading, managing and influenc-
ing”. Factor 3, with 3 items, was interpreted as representing the 
domain of “prescribing interventions”, whereas Factor 4, also 
comprising 3 items, was named “diagnostic reasoning”. Factor 
5 included 7 items which was named “professional practice”. 
Items 10 and 6, located in Factors 3 and 4 respectively, demon-
strated marginal cross-loadings. Both were retained to preserve 
the psychometric consistency of the factor structure, ensuring 
each domain was represented by a minimum of 3 items, and to 
maintain theoretical coherence across the domains.

All factors demonstrated satisfactory reliability, with Cronbach's 
alpha and McDonald's omega values exceeding 0.70. Specifically, 
Factor 4 had α = 0.71 and ω = 0.74, while the remaining factors 
showed values above 0.80 for both scores. The scale achieved 
reliability coefficients of 0.89 for both Cronbach's alpha and 
McDonald's omega. Item-to-total correlations and the analy-
ses of alpha and omega coefficients upon item deletion con-
firmed the internal consistency of the final version of the scale 
(Table  4). This 5-factor solution accounted for 63.99% of the 
total variance, demonstrating a more parsimonious and equally 
robust representation of the construct compared to the initial 
8-factor solution.

To assess construct validity, a Confirmatory Factor Analysis 
(CFA) was conducted on the 5-factor structure. The model fit 
indices indicated borderline levels of fit, with RMSEA = 0.088, 
SRMR = 0.069, CFI = 0.843 and TLI = 0.827.

6   |   Discussion

The results map to a five-factor scale with good internal con-
sistency (alpha 0.89 and omega 0.88). The first factor relates to 
working with and for families, and each item has a relatively 
high mean score with the average across all eight items of 4.80. 
Unsurprisingly, working with families with intergenerational 
experiences of poor health and deprivation shows strong items' 
loadings and scores, as does working with families during the 
perinatal and childhood periods. These two areas are core to 
the work of the health visitor. It is evident that childhood ex-
periences have an impact on an individual's health throughout 
their life and children who are exposed to poverty, deprivation 
and poor diet are more likely to be impacted by cardiovascular 
diseases and cancer (Mallorie 2024). For many families, the in-
tergenerational nature of poverty, deprivation and ill health is 
perpetuated and health visitors are core to identifying interven-
tions which can break this cycle (Hardcastle and Bellis 2019). 
This work often involves complex assessment of adverse child-
hood events experienced by parents and dealing with household 
issues such as domestic violence, mental health problems, alco-
hol and drug misuse and abuse and neglect. While some of the 
root causes of intergenerational ill health and deprivation can-
not be resolved by health visiting alone, through community-
based interventions and education, health visitors are able to 
promote dental health, good diet, child development, as well 
as supporting access to healthcare services (Institute of Health 
Visiting  2019). Safeguarding also features in this factor, with 
working within policy and legal frameworks and responding to 
safeguarding concerns grouping alongside interagency work-
ing. The universal nature of health visiting services means that 
it is ideally placed to identify children in need and children who 
are potentially at risk of harm. This is done through the sen-
sitive search for health needs, observation of family dynamics 
and parent and infant attachment (Institute of Health Visiting, 
SAPHNA and Association of Directors of Public Health 2024). 
The focus is then on early interventions to facilitate health en-
hancing support to the family to prevent any such harm from 
occurring. Of course, health visitors do not do this alone, instead 
collaborating with colleagues from social services and from the 
health service. In addition to managing complex safeguard-
ing situations, health visitors often provide support to families 
in need who fall below the threshold for referral. This work is 
quite intensive, and alongside parental mental health and child 
behaviour problems, it makes up a considerable proportion of 
the health visiting workload (Institute of Health Visiting 2025a). 
The items in factor one form a large proportion of health visit-
ing direct care, which requires the use of expertise, advanced 
assessment skills and the management of highly complex indi-
vidual and family circumstances.

The second factor relates to leading, managing and influenc-
ing, and consists of eight items which incapsulate leading 
and team co-ordination, supporting the education and devel-
opment of others, managing distributed risk and influencing 
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TABLE 3    |    Exploratory factor analysis for the 5-factor solution (principal axis factoring, rotation: direct oblimin, KMO = 0.922, Bartlett's test: 
χ2 = 11164.465, df = 406, p < 0.001).

Items

Factor Cross-
loading 

differencea1 2 3 4 5

25. Be proactive in response to complex safeguarding concerns 0.845 −0.121 0.068 −0.068 0.034 0.72

24. Respond to safeguarding concerns working within a policy 
and legal framework

0.804 −0.124 0.061 −0.063 0.081 0.68

29. Use interpersonal skills to support individuals experiencing 
an intergenerational cycle of poor health and deprivation

0.787 0.067 −0.021 0.080 0.026 0.71

30. Engage individuals and families experiencing an 
intergenerational cycle of poor health and deprivation in 
education about prevention and health promotion

0.713 0.121 −0.002 0.046 −0.004 0.59

32. Collaborate with other health and social care professionals 
to ensure continuity of care across agencies

0.709 0.059 −0.011 0.001 0.064 0.64

28. Provide individuals and families with accessible 
information relevant to their situation and health status during 
the perinatal and early childhood period

0.657 0.016 −0.001 0.000 0.143 0.51

27. Empower individuals and families to identify achievable 
goals in the perinatal and early childhood period

0.616 0.056 0.006 −0.033 0.178 0.44

31. Promote health and proactively deliver prevention strategies 
in the community

0.496 0.182 −0.008 0.207 −0.086 0.29

40. Lead clinical practice to improve care quality −0.002 0.858 0.026 −0.058 −0.016 0.80

44. Lead service changes by considering sustainable health 
care (e.g., care which addresses health needs without causing 
damage to environmental and other resources for future 
generations and that aligns with UN sustainable development 
goals).

−0.076 0.836 0.025 0.059 −0.033 0.76

41. Co-ordinate the team to ensure quality of care −0.072 0.810 0.043 −0.047 −0.006 0.74

43. Influence health policy based on your expertise of 
community health needs assessments

0.013 0.781 −0.038 0.106 −0.047 0.67

39. Influence and negotiate changes to service delivery to 
optimise population health outcomes in the perinatal and early 
childhood period

0.136 0.720 −0.053 0.031 −0.030 0.58

42. Manage distributed risk (risk which is not under your direct 
control and is created by others)

0.027 0.703 −0.007 0.031 0.046 0.66

35. Proactively lead the workplace learning culture and 
professional development of other staff members

0.028 0.629 0.037 −0.072 0.144 0.48

37. Supervise and assess other staff members in developing 
their competencies

0.044 0.562 0.087 −0.066 0.072 0.48

9. Review and amend existing prescribed medication under the 
direction of a medical practitioner e.g., emollients

0.038 −0.009 0.892 −0.016 −0.052 0.84

8. Prescribe medication to treat common health problems e.g., 
for fungal infections or infestations

0.021 0.031 0.834 −0.028 −0.058 0.78

10. Prescribe or delegate non-pharmacological interventions 
e.g., social prescribing.

−0.025 0.069 0.344 0.162 0.150 0.18

5. Interpret the results of those diagnostic tests −0.021 0.044 0.082 0.731 −0.041 0.65

(Continues)
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policy and service delivery. Health visitors are a heterogeneous 
group of staff as they work in teams in often different service 
configurations. In some teams, health visitors lead a larger 
team of staff including staff nurses and community nursery 
nurses. In other settings, two health visitors might work in-
dependently managing the population of families either on a 
geographical or patient surname general practice split. This 
explains the current study's finding that for the leadership 
and team co-ordination items, the mean was lower than for 
direct care items, and the range of responses is wider from 
‘not at all’ through to ‘very great extent’ in terms of the fre-
quency which respondents carried out that aspect of their role. 
Stansfield (2017) described how health visitors often conceptu-
alise their leadership role as leading the development of health 
visiting services as opposed to team management or leader-
ship. While leadership skills are developed as part of health 
visitor education programmes, there remains a lack of clarity 
about what health visitors lead (Walker and Jennison 2024). 
The focus is often on leading services and influencing policy 
and service delivery by feeding back information about health 
needs, in particular unmet need, as part of a strategic needs 
assessment (McInnes and Rich 2015). The Institute of Health 
Visiting  (2025b) has done extensive work to develop system 
leaders via its fellowship programme (now called the Dame 

Elizabeth Fradd Leadership Programme) and within local 
healthcare organisations some health visitors undertake lead-
ership training, but this is often not nuanced to health visiting 
practice and how health visiting is delivered. The emphasis 
on services delivery and system leadership is reflected in the 
items in this factor with only one of the items relating to team 
co-ordination. Education also featured in factor two, with 
items related to leadership of a workplace learning culture 
and supporting the professional development of other staff 
and supervising and other staff to develop their competencies 
receiving particularly high mean scores for this factor (with 
a mean of mean 4.25 and 4.23, respectively). Health visitors 
have three educational roles which include the development of 
team members, acting as a practice supervisor for nursing stu-
dents on placement and finally acting as a practice supervisor 
for specialist community public health students undertaking 
a course leading to qualification as a health visitor. While the 
mean scores show this is a common feature of health visit-
ing advanced practice, the range remains from ‘not at all’ to 
‘very great extent’ for these items. This reflects pressures on 
health visiting services with a greater emphasis on the deliv-
ery of contractual obligations related to child health surveil-
lance rather than on holistic practice (Clery et al. 2025). The 
Institute of Health Visiting (2025a) have identified a reduction 

Items

Factor Cross-
loading 

differencea1 2 3 4 5

4. Order diagnostic tests in response to identified concerns e.g., 
bilirubin in prolonged jaundice in newborns

0.081 −0.057 −0.009 0.730 0.003 0.65

6. Develop a list of possible causes e.g., for a rash or bruising 
(differential diagnosis) and revise in accordance with the 
findings from the individual's history, observation of parent-
infant interaction; physical examination and diagnostics

−0.007 0.072 0.102 0.433 0.250 0.18

11. Provide expert health visiting practice that is tailored to 
individuals and their families

0.061 0.027 −0.018 −0.085 0.807 0.72

7. Use of professional reasoning to make autonomous decisions −0.019 0.079 −0.009 0.023 0.696 0.62

17. Apply interpersonal skills to work in partnership with 
individuals and families in the perinatal and early childhood 
period

0.275 0.017 −0.002 −0.117 0.620 0.35

15. Develop a person-centred therapeutic relationship with 
individuals and their families

0.249 0.023 −0.014 −0.082 0.609 0.36

12. Modify practice to manage risk 0.094 0.061 0.014 0.046 0.599 0.51

13. Deliver tailored prevention interventions to individuals, 
families and wider communities in the context of health visiting 
service delivery

0.208 0.103 −0.024 −0.044 0.515 0.31

2. Undertake physical examination and observation to identify 
health, developmental and behavioural needs

−0.024 −0.048 0.053 0.157 0.419 0.26

Eigenvalues 10.233 3.750 2.172 1.293 1.108

Variance (%) 35.287 12.932 7.488 4.459 3.820

Cumulative variance (%) 35.287 48.219 55.707 60.166 63.986

Note: Bold values indicate the highest factor loading for each item and cross-loadings < 0.20.
aCross-loading difference: the difference in absolute values between the highest loading and the second highest loading (threshold < 0.20).

TABLE 3    |    (Continued)
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in health visiting numbers and a corresponding increase in 
caseload sizes which have reduced the amount of time avail-
able for education and staff support. At the same time students 
studying health visiting no longer have dedicated practice 
teacher support, following a decision by the Nursing and 
Midwifery Council in 2018 to withdraw the practice teacher 
standard and move to practice supervisors and academic as-
sessors (Oldman 2022). Colenzo (2021) believes that it is unre-
alistic to expect a health visitor with a large caseload who has 
no protected time as an educator to ensure that health visitor 
students are adequately prepared for their future roles.

Factor three related to the prescribing of interventions and 
medicines and consisted of three items. Health visitors have 
been educated as prescribers since 2001 and can prescribe 
from a limited formulary of medicines designed for commu-
nity nurses. Muncey  (2018) outlined how more than 95% of 
health visitors are prescribers but that prescribing practice is 
somewhat limited by the range of medicines health visitors 
can prescribe and the limited opportunities they have to treat 
minor illnesses. Many of the medicines which health vis-
itors can prescribe are available via pharmacies as over the 
counter medicines without a prescription. However, health 
visitors often prescribe medicines where families are strug-
gling because of low incomes and poverty. Muncey  (2018) 
found good levels of satisfaction from families with health 
visitor prescribing and this reduced the demand on General 
Practice appointments. Bishop and Gilory (2015) reported that 
health visitors often did not use prescribing powers because 
of logistical issues, lack of access to prescription pads, or be-
cause service commissioners had decided not to permit pre-
scribing. The issue of ongoing professional development and 
maintaining skills was also highlighted as a barrier. Factor 
three also includes social prescribing, which is defined as 
connecting people to groups, activities and support which im-
prove their health and wellbeing (National Academy of Social 
Prescribing  2025). Health visitors engage in social prescrib-
ing extensively, including through referring parents to mother 
and toddler groups and breast-feeding support groups and pro-
moting wellbeing among individuals with mental health prob-
lems. Given the underpinning of health visiting being a goal 
of social justice, it is unsurprising that health visitors make 
greater use of social prescribing than they do more formal pre-
scribing of Phamaceuticals, indicated by a higher mean score 
for non-pharmacological prescribing in the current study.

Closely associated with prescribing was factor four which re-
lates to diagnostic reasoning. This factor consisted of three 
items that related to diagnostic tests and one to differential 
diagnosis. Differential diagnosis in this context may relate to 
establishing the cause or likely cause of an injury or common 
childhood illness such as a rash. However, health visitors also 
use differential diagnosis in child development assessments 
and in relation to perinatal mental health. Differential diag-
nosis was a more common feature of health visiting practice 
than the ordering and interpretation of diagnostic tests, and it 
is related to a diagnostic reasoning dimension, that is key for 
clinical decision-making.

The final factor relates to professional health visiting practice 
and consists of seven items. Two of these items are about the 

delivery of tailored interventions to individuals and families as 
part of health visiting services. A further two relate to commu-
nication and the development of a therapeutic relationship with 
individuals and families. The remaining items involve the as-
sessment and management of risk and clinical decision making. 
The factor has an average mean of 4.78, illustrating that these 
items are core elements of day-to-day health visiting practice.

Of the items which did not make the final scale structure, those 
related to research and ethical decision making are somewhat 
surprising. Both areas are common features of advanced prac-
tice nursing models (Hamric et  al.  1996; Health Education 
England  2017), and while ethical reasoning features in ad-
vanced practice role delineation studies (Unsworth et al. 2025), 
research is often absent. This is commonly associated with lim-
ited capacity to undertake research and a lack of confidence is-
sues in being research active (Dean 2023; Fielding et al. 2022). 
Added to this, the paucity of funding flows and processes for 
research in community settings (Charles and Wills  2026) cre-
ate another barrier to research engagement. For health visitors, 
while ethical issues such as care refusal occur, they occur rela-
tively infrequently, perhaps explaining why these items did not 
make it into the final scale structure. In this vein, it is important 
to acknowledge that this study tested the advanced competences 
as perceived by health visitors in their everyday practice at this 
point in time in the evolution of the role. While ethical decision 
making and research are key components of the theoretical 
models of advanced competences, these factors are not currently 
represented in the actual practice, but this does not exclude that 
they will be represented in the future or in different healthcare 
settings or countries.

6.1   |   Strengths and Limitations

The convenience sampling strategy may have introduced a 
self-selection bias, with individuals more engaged in advanced 
practice potentially more likely to respond. However, the large 
sample size and the data cleaning process to ensure multivar-
iate normality and avoid biases, such as floor or ceiling effects, 
should have limited this possibility and strengthened the meth-
odological rigour of this study. Also, the limited variability of 
the participants' demographic characteristics and organisational 
contexts may also have influenced the assessment of some do-
mains of advanced practice. Another limitation pertains to the 
online format of the survey that could have introduced a dig-
ital exclusion bias. Therefore, the survey may have been com-
pleted by participants more favourable to digital solutions or 
with better access to them. Different data collection strategies 
could better enhance participation from health visitors work-
ing in rural areas. The advanced competences may also evolve 
over time, and the cross-sectional design of the study may not 
have captured the progression of those competences. Lastly, the 
self-reported nature of the scale may have introduced a social 
desirability bias, where the participants may have reported self-
perceived higher scores to meet the expectations of the survey 
or better represent their level of competence. Despite these lim-
itations, this study is the first methodological study presenting 
a rigorous validation of the core domains of health visitors' ad-
vanced competences and, therefore, addressing a core issue in 
public health and in health and social care.
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6.2   |   Recommendations for Further Research

Future research should consider different settings and health-
care systems to represent various geographical areas and pro-
fessional contexts, hence providing a wider understanding 
of health visitors' advanced competences across the different 
healthcare and social contexts. Moreover, a longitudinal study, 
or adopting this scale over time, could better inform policy mak-
ers on the evolution of advanced practice competences in this 
area and support the design of effective interventions to promote 
those competences. Furthermore, given the borderline fit indi-
ces found in the CFA and that it wasn't possible to test the CFA 
on a different and independent sample, future research should 
further test the model's fit to confirm the scale's structure. The 
exploration and test of concurrent and criterion validity would 
also be recommended to further support the validity of this 
scale by comparing it to other similar scales or to an established 
outcome.

6.3   |   Implications for Policy and Practice

Within the UK, the nursing and midwifery regulator is plan-
ning to introduce regulation of advanced nursing practice from 
2027 onwards. The process of regulation is likely to include 
transitionary arrangements for individuals already practising at 
an advanced level. Work to delineate the advanced practice el-
ements of staff who work as clinical nurse specialists should as-
sist in developing such transitionary arrangements. Regulators 
are encouraged to consider the transition of these specialist roles 
as part of creating advanced practice regulation. In particular, 
to consider the reported components of advanced practice, as 
described in this study, when setting standards for approved 
programmes.

Health visiting in the UK has been subject to continued cuts 
to services and a move from the holistic support of families 
towards competing activities which can be counted as part of 
contracting. This drive towards tasks is an all-too-common 
approach to managing nursing and driving efficiency, as 
managers dictate how care should be delivered, by whom and 
when (Khomami and Rustomfram 2019). With this in mind, 
service managers and leaders should commission health visit-
ing services based on the practice elements articulated in this 
study. This includes preventative work with families, work 
around safeguarding and ensuring that services seek to ad-
dress health inequalities.

Given the importance of health visiting to tackling health in-
equalities and breaking the intergenerational cycle of poor 
health and deprivation, this work clearly details how health vis-
itors as advanced practice nurses can manage complexity and 
make significant improvements to the lives of families, children 
and the wider health of the nation if they are enabled and per-
mitted to practice in a holistic way. From a policy perspective 
early intervention in the first 1000 days of life can prevent lon-
ger term health problems, issues around emotional and mental 
health and set the groundwork for health diet and development 
during childhood. Policy makers must therefore recognise the 
important role health visitors play in supporting families during 
this period through a search for health needs, identifying 

interventions and social prescribing and providing support, ad-
vice and guidance to families.

7   |   Conclusion

The development and validation of the Health Visiting Advanced 
Practice Scale (HVAPS) provides a psychometrically valid and re-
liable instrument for delineating the areas of advanced practice 
among UK health visitors. Through a three-phase process which 
included item generation, content validity assessment and psycho-
metric testing, the scale provides empirical support for positioning 
health visiting within the broader framework of advanced nurs-
ing practice. The final five-factor structure covers domains core to 
health visiting, including family-centred care, professional leader-
ship, prescribing, diagnostic reasoning and tailored interventions 
as part of professional practice. These domains reflect the complex 
and multifaceted nature of contemporary health visiting practice, 
bridging universal public health provision with targeted interven-
tions for vulnerable populations.

Importantly, HVAPS addresses a longstanding gap in the lit-
erature and provides a bespoke tool for evaluating the profes-
sional scope of this specialist public health nursing role. The 
scale can support workforce development, inform educational 
frameworks and provide insights for policymakers tasked 
with strengthening child and family health services. Future 
research should explore longitudinal applications of HVAPS, 
its utility in comparative international contexts with public 
health nurses working with families, and its potential to in-
fluence recognition and credentialing of health visitors as ad-
vanced practitioners.
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