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In!uences on relationship-based 
health visiting, part 1: Re!ecting  
on contradictions in practice

› Abstract
This article is the "rst of two in which a health visitor, in 
conversation with practitioners, parents and researchers, 
re!ects on her experiences of relationship-based practice in 
a transforming service. In part 1 she considers contradictions 
and pressures on alongside relationships with families, and 
asks to whom she is accountable. Having consulted families, 
colleagues and the Senate for Health Visiting and School 
Nursing (SENATE–HVSN) online health visiting forum, she has 
identi"ed personal, professional and organisational in!uences 
that appear widely recognised. Balance emerges as being 
valuable for integrating the competing demands of hard-
to-measure relationship-based practice in resource-strapped 
organisations. In part 2, the author explores these in!uences 
more fully and arrives at some recommendations.
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This article offers for discussion some 
personal, re!ective research into the 
in!uences on health visiting practice, in 
dialogue with others who have agreed 

to be named. Over 18 researching years of my 
nearly 40 as a health visitor, I have developed an 
understanding of my practice as most in!uential 
when I am ‘alongside’ others. To explain 
alongsideness as my working intention, I uncovered 
values (my guiding principles) that also serve for 
checking that my actions match my claims. Values 
of alongsideness therefore have become standards 
for evaluating my practice (Box 1). Through this 
exploration, the value of balance emerges as 
an additional alongsideness value for holding 
contradictory ideas in mind while making decisions. 

Aims
This personal research sets out to understand the 
complexity of balancing essential but competing 
elements of health visiting while maintaining 
my integrity as a practitioner. What can I, as 
a front-line health visitor, do about a dilemma 
I see between our generally espoused value of 
relationship-based practice and organisational 
and professional practicalities and directives 
that get in the way? I am not focusing on staff 
shortage because, although real, it does not fully 
explain my concern. My attempt at alongsideness 
is not enough, either. In this enquiry I want to 
raise questions about practice in!uences that 
may be recognisable for other health visitors, 
and look for solutions. I am able to explore this 
because I am fortunate to be working in a "rst-
tranche early implementer site (EIS) of the new 
Health Visitor Implementation Plan (Department 
of Health (DH), 2011). The democratic way this 

Box 1. Alongsideness values
‘Alongsideness has emerged as the central motivating 
value I attempt in all of my relationships. It relies on 
my respect for people, whom I see as being in a process 
of becoming, as I am myself. As I foster connections 
with people, often using light-heartedness, I also 
need to accept di!erences in other people’s beliefs. 
My endeavour to ensure individuals experience their 
self-determination calls for my encouragement of their 
process. At times when my decision-making is clouded 
by complex situations, I turn to my responsibility to 
maintain balance between acting for parents and in 
the interests of children’ (Pound, 2003: 187).

Continuing to reflect during the recent years of sta! 
shortages, I began to see a previously unrecognised 
contradiction to alongsideness. I found I also valued 
urgency and focus to get the job done. Acting on 
these values could interfere with light-heartedness, 
connection and having time for a process of becoming. 
Recognising this contradiction prompted discussion 
with colleagues about how we keep values we know 
are important in the foreground while looking out 
for each other (Pound, 2012). "roughout this paper, 
balance emerges as an additional alongsideness value.
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plan was introduced in Sirona Care and Health 
(Bath and North East Somerset) —and valuing of 
our talents to work out how to do it—lifted morale 
and sustained our resilience in the belief we are 
a worthwhile workforce doing a good job. In my 
view, the likelihood of our positive, energetic 
goodwill continuing is greatest when we are 
treated appreciatively in this way. I could expect 
no stronger support for this research than that 
from my senior manager, Chrissie Hardman, who 
directed me to the quote: ‘Culture eats strategy for 
breakfast’ (Relational Dynamics Institute, 2013).

Becoming an EIS, we intended to implement the 
plan with tight resources. There could be no more 
staff because the expanded workforce had yet to 
be trained and we would have to reinvigorate 
auditable universal services over a tight timescale. 
How would quality practice be maintained when 
there were so many organisational considerations? 
The essence of health visiting—particularly 
that it is effective when based on relationships 
between health visitors, families and the 
communities in which we operate—risks becoming 
secondary to preoccupations about achieving 
and demonstrating requirements of organising 
authorities. To whom are we accountable? How 
can I continue to live my values of alongsideness 
for the sake of children’s future wellbeing under 
these pressures? How can we make the most 
of opportunities offered by the Health Visitor 
Implementation Plan?

Research methodology
Living theory action research gives credibility  
to enquiries into practice (Whitehead, 1989; 
Winter, 1989; Pound, 2003; 2013). I identify 
concerns through practice incidents, recognising 
them as ‘felt’ contradictions to personal values 
I call alongsideness. In re!ective conversations 
with colleagues, families, researchers and others 
I use dialogue not only to con"rm my views 
but challenge and review them. This research 
is grounded in practice so I use literature, web 
resources and any source that expands and 
develops my thinking, checking for alternative 
explanations and resonance for others. I see living 
theory research and health visiting as having 
compatible intentions (Pound, 2013). How can I 
call this personal enquiry research? The rigour of 
social validation transforms self-study into valid 
practitioner research (Winter, 1989; Box 2).

What evidence raises my concern?
In common with Bidmead (2013), I "nd that 
experienced health visitors often say they value 
relationship-based practice but express dif"culty 

achieving it under the pressure of large caseloads 
and organisational structures (as I do myself). I "nd 
it less common, even for experienced health visitors, 
to be able to articulate how they achieve these 
relationships and how their practice is in!uenced. 

Experiencing my alongsideness to be missing in 
some practice situations over the last year led me 
to question whether relationships really were at the 
heart of our health visiting effort, and to ask why 
enabling relationships were strained. I noticed that 
decisions about work with families were sometimes 
made because of needs of the service over the 
family, e.g. visits made to meet a de"ned timescale 
rather than continuity of health visitor, despite the 
latter being something families say they prefer. 

Box 2. Rigour and validity established  
through relatability 
I feel clearer about the validity of my research when others say my 
explanations have relevance for them. 

‘"e point about relatability of findings from one situation to another is that 
there is no guarantee that they can be applied, but the merit of the comparison 
is that it may stimulate worthwhile thinking.’ (Bassey,1995: 11)

A search for relatability provides a type of triangulation giving depth to 
insights by expanding possibilities when contradictions arise or others 
disagree. Resolution involves movement towards greater understanding. 

Winter suggests six principles for ensuring rigour, which I adapted for this 
paper (adapted from Winter (1989): 38–67): 

 Reflexive critique questions assumptions, concerns and interpreted 
meanings. In this paper, I made interpretations of accounts of 
incidents and other influences; I examined the reflexive basis of these 
interpretations and appropriateness of my perspective, and sought other 
possible explanations; I formed my insights into questions to increase 
the range of alternative explanations; and I o!er my insights to others to 
review appropriateness (Pound, 2003)

 Dialectical critique examines how contradictions and competing 
meanings in the multiple components of the whole are included in 
practical explanations

 Collaborative resource, entwined with dialectical critique, includes 
the challenge of enquiring together for negotiated interpretations that 
embrace di!erence

 Risk (I call ‘openness to challenge’) recognises personal threat involved in 
uncovering flaws, but allows optimism that acceptable explanations and 
solutions may be found

 Plural structure recognises that collaborative enquiry creates accounts, 
critiques and explanations ending not with conclusions, but possibilities 
with di!ering relevance for each reader

 Transformations of theory and practice are both necessary for continued 
vitality and development as questions are asked and contradictions 
confronted.
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In meeting organisational expectations I see a 
checklist approach to topics covered during visits 
being suggested, regardless of their relevance 
to families’ concerns. A parent described this 
as patronising. Some describe not feeling heard 
when professional knowledge is delivered. The 
risk of giving ‘routine’ information is that it may 
mean ignoring the skills and knowledge families 
already have that forms the basis for their decision 
making. Dependence on professionals for answers 
could be perpetuated, in contradiction with our 
intention to promote self-reliance, and in turn 
sti!ing parents’ ability to enable children to make 
responsible decisions. My observation still holds 
about health visitors’ commitment to relationship-
centred practice within the tug of organisational 
requirements into contradictory actions. I wonder 
if our Family Partnership Model training (Davis 
and Day, 2010) heightens the contradictions, 
inadvertently increasing our stress.

In the process of developing systems to manage 
the new requirements of the Healthy Child 
Programme (DH, 2009), with increased recording, 
auditing and training, relationship qualities were 
hard to promote in the discussions. I asked myself: 

‘What is causing the fear that interferes with our 
practising our claim to be client-centred?’ 

At the launch of our new service in 2012, I asked 
our chief executive: ‘Who are we accountable to? Is 
it the monolith that is the Department of Health, 
our professional registration and the requirements 
of our local employer? Or is it the child and family 
before us and the population we serve? How do 
we reconcile the quality of our care for the family 
when we are preoccupied with requirements of the 
monolith?’ 

My heart sang when she replied: ‘You are 
accountable to the population you serve. But, 
of course, you are also accountable to the 
organisation that purchases your services on 
behalf of the population.’

This response recognises our professional 
responsibility and the complexity to be balanced, 
as health visitors also have accountability through 
the Nursing and Midwifery Council (NMC) (Figure 
1). How do I explore these contradictory demands?

Who can help my exploration?
Conversations and shared papers with colleagues, 
along with opportunistic conversations with 
clients, are an ongoing source of perspectives and 
opinions. I attend a weekly educational research 
group for practitioners from a variety of disciplines 
for sharing enquiries and debates (Box 3).

In January 2013, I posted questions on the 
Senate for Health Visiting and School Nursing 
(SENATE–HVSN) health visitor email list: 

Are relationships between the health visitor and 
family really so important?
Can you produce the goods and in!uence 
meaningful change without these relationships? 

There were 39 replies from 23 senior health 
visitors, trainees and a general practitioner. All 
answered ‘yes’ to the "rst question and ‘no’ to 
second, with further threads for consideration 
including a review of health visiting research 
(Cowley et al, 2013). 

Cowley’s analysis of data from interviews with 
health visitors and observation of consultations 
with families illustrates how participants in this 
study described ‘making time’ for the distressed 
individual, expressing sympathy and conveying 
compassion and concern for their plight as 
signi"cant aspects of their practice. Cowley argues 
that health visitors in her study communicated 
not only human comfort and consolation but also 
containment of the presenting dif"culties, and 
that through their display of human empathy 
they built relationships with families that were 

Box 3. Further resources—sharing enquiries
 Living Values, Improving Practice Cooperatively: 
www.spanglefish.com/livingvaluesimprovingpracticecooperatively

 Action Research: www.actionresearch.net
 To subscribe to SENATE–HVSN, email subscribe@yahoogroups.com

Figure 1. Health visitors have a responsibility to the families and communities they 
serve, but also to the organisations for which they work and the wider health service
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based on mutual trust and respect. Their effective 
communication not only prevented escalation of 
the distress but also provided the foundation for 
a relationship, which could be health-enhancing 
for the individual involved and health-promoting 
for their family. This suggests that the relationship 
between the health visitor and the families 
with whom she/he works may not only be the 
mechanism for effective delivery of health-
promoting programmes, but also therapeutic in 
itself (Cowley, 1995).

The e-discussion helped clarify my concern, 
moving contradictions I experience to 
alongsideness into themes for further exploration. 
Many of the responses introduced the complexity 
behind this concern, and are reproduced below.

Responding to the principles of health visiting
The idea of building a relationship with clients 
clearly "ts with the principles of health visiting. 
Comments from the discussion included the 
following:

‘It’s not about professionals “doing stuff to people”, 
but about engaging them to look at their own health 
needs … Clients aren’t passive recipients of expert 
instrumental health care. They’re on a journey to 
better health. You need hearts and minds involved 
because it’s not just about telling and them and they 
act … They don’t always have the willpower or means 
to address it … It’s domestic and intimate.’ (Heather 
Wood PhD, MA, MN, Registered Nurse, Registered 
Health Visitor (retired))

‘The more disadvantaged the client, the more 
important and dif!cult it is to develop therapeutic 
relationships. When clients know and respect you 
[they are more likely to] trust you and feel the advice 
and guidance is bene!cial … A respectful, strengths-
based, honest approach is best … You will not effect 
meaningful change with those who need to change the 
most, without it.’ (Liz Plastow, Independent Consultant, 
Public Health Nursing) 

Referring to organisational change
There were many comments that changes in the 
workplace were detrimental to the practitioner’s 
ability to build relationships with clients:

‘We are not getting the message that building 
relationships is what makes all these intensive 
programmes work. [There is] so much emphasis 
on tools, but not time for transformation to work 
differently. All the tools in the world will not improve 
outcomes unless we have a relationship with the 
family. Unfortunately, emphasis remains on targets 

and protocols. My worry is [that] we will not see 
outcomes, and it will re"ect poorly on the investment 
and be detrimental to the future. I would like to see the 
importance of relationship-building being cascaded 
from the top.’ (Liz Plastow)

‘While paying lip service to the value of relationships 
with parents … They are unable to provide the 
support necessary to enable continuity of care; for 
example, clinical supervision, small teams and smaller 
caseloads. Dif!culties are apparent with skill mix and 
multi-agency working … Health visitors bemoan the 
fact that they are unlikely to see the parent again after 
the birth visit [because] the team covers clinics on a 
rota basis so they are unable to follow relationships 
initiated through the home visit.’ (Christine Bidmead, 
Retired Health Visitor)

‘Some universal contacts risk a checklist approach 
because of demands on practitioners.’ (Sandra Horner, 
Senior Lecturer Mst, Registered Health Visitor)

‘[GP] practices seem to measure success on 
achievement of Quality and Outcomes Framework 
points … Health visitors could encourage wider 
discussion about what we mean by “successful”. The 
Patients Association has adopted the strapline “No 
decision about me, without me”——implying that 
patients, parents, carers have trusting relationships 
with health advisers.’ (Malcolm Rigler, GP)

Referring to health visitors
There was some discussion about how different 
work structures affected health visitors themselves:

‘I read that team-caseload health visitors experience 
less stress … Not sure if anyone asked clients what 
it’s like for them! Menzies said about nurses that 
purposeful obscurity in the formal distribution of 
responsibility and splitting of the nurse–patient 
relationship to restrict the amount of continuous 
contact helps workers reduce the emotional stress 
of excessive caseloads and distressing situations. 
The depersonalised nature leaves patients without 
relationships of trust and con!dence which support 
them emotionally … [It] leads to objecti!cation and 
categorisation of clients rather than seeing them as 
individuals. If people really related to the suffering they 
see and had relationships with patients that exposed 
them to the full emotional stresses involved, they 
couldn’t live with it.’ (Heather Wood)

‘Nursing, teaching and health visiting all lend 
themselves to be delivered in a controlling or nurturing 
style … I’ve been fascinated by families who like 
colleagues who begin conversations with: “Right, 
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what you need to do is…” Presumably mothers—like 
Truman, who wanted a one-armed economist—couldn’t 
do with advice that included: “On the one hand…” 
Perhaps there is “!t” between what we’ve experienced 
and what we value or abhor.’ (Terry McGinn, Health 
Visitor, Lancashire Care Foundation Trust)

 
Referring to outcomes
It was pointed out context is key when it comes to 
discussing relationships with clients:

‘People working in the culture that produced Mid 
Staffs and Winterbourne View were blind to the 
suffering they were party to. Some would have 
claimed good relationships with patients and clients. 
It depends on what you mean by relationships to 
‘produce the goods’, and who is answering the 
question. Some parenting styles (relationships) would 
indeed in"uence meaningful change. Rudolf Hess, 
quoted in Alice Miller’s book For Your Own Good, 
eulogises his upbringing and suggests he had a 
excellent relationship with his parents. When Hitler 
needed a good chap to run Auschwitz, Rudolf could 
produce the goods. Some commissioners value the Lao 
Tzu approach (dif!cult to measure) and [there are] 
others who, like Rudolf’s parents, think that telling 
folk is the way forward (conceivably could be delivered 
by text).’ (Terry McGinn)

‘We mustn’t forget, Harold Shipman had excellent 
relationships with his patients.’ (Professor Dame 
Sarah Cowley)

Conclusion
The themes raised by SENATE–HVSN resonate with 
my observations. They highlight the in!uence of 
early-life experiences in our personality traits, fears 
and anxiety, which are as real for practitioners 
as for clients. Professional autonomy and 
responsibility, training, evidence-based practice and 
the in!uences of organisational climate on practice 
all in!uence a practitioner’s style of relationship. 

This enquiry is grounded in my previous 
explorations about the roots of my alongsideness 
values (Pound, 2000), practicalities of supporting 
parents (Pound, 2003; 2013) and leadership 
relationships in community development (Pound 
and Grant, 2008). Through these enquiries I 

became aware of intrapersonal and interpersonal 
in!uences on my work with families.

In Part 2, I will explore these themes in more 
depth and arrive at some suggestions for 
improving both my practice and the wider climate 
for health visiting.                                                JHV

This article has been subject to peer-review.
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