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In!uences on relationship-based  
health visiting, part 2:  
Discovering the need for balance 
through a new epistemology

› Abstract
In the second part of a two-part article, the personal, 
professional and organisational in!uences on relationship-
based practice clari"ed in part 1 are explored further, with the 
author re!ecting on experiences and discussions with parents, 
colleagues and researchers. Using living theory methodology, 
in part 2 the author begins exploring in!uences of practitioner 
personality, fears, anxiety, autonomy, training, evidence 
building and organisational climate. Balance emerges as 
an additional value in the author’s ‘alongside’ practice for 
managing these tensions. She calls for a wider shift towards 
the same qualities of relationships expected in families to be 
practised across organisations with children’s wellbeing in 
mind. Further, she concludes by calling for a new epistemology 
of practice that is capable of integrating the practising, 
training and researching of health visiting by embracing 
contradictory experiences occurring in living relationships.
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During re!ective action research to 
explore relationship-based health 
visiting, described in part 1, I found 
agreement among colleagues that 

positive change for children is more likely 
within respectful, enabling, relationship-based 
practice that builds on existing family strengths. 
I call it ‘alongsideness’, in which practice and 
research methodology become one and the 
same (Pound, 2003; 2013). Under resource 

constraints in which the new Health Visitor 
Implementation Plan (Department of Health, 
2011) is delivered, client-centred practice is under 
pressure from organisational requirements to 
measure success. In this part of the article, the 
highlighted themes will be explored more closely 
from my experiences as a practitioner intent on 
improving my practice with families in the wider 
context of my profession and the organisation. 
Contradictory experiences raise questions and 
create need for ‘balance’ as an additional value 
for "nding solutions in ‘alongside ‘ practice. 
Themes highlighted in part 1 were practitioner 
personality, fears, anxiety, autonomy and 
responsibility, training, evidence building and the 
organisational climate. 

Personality, fears and anxiety
Observing anxious responses to stressful situations, 
and practice decisions that appear to be based 
more on fear than client-centred practice, led to 
my sharing a re!ection with colleagues about 
anxiety that I saw during a workshop for new 
record keeping (Box 1). I am grateful to a colleague 
for highlighting Menzies Lyth’s research into 
the psychological processes of nurses coping 
with anxiety (Menzies Lyth, 1960: 439–62). 
Health visitors, like hospital nurses, experience 
considerable stress from the intimate personal 
nature of their roles with people in their care. We 
become deeply involved in psychological and 
actual traumas of clients and assume some degree 
of responsibility for families’ safety and recovery. It 
is human to want to preserve our emotional safety 
and personal sense of signi"cance at work (Adler, 
2009). Adlerian psychology offers a theory of 
human nature and personal constructs built from 
our earliest infant experiences (Pound, 2013), while 
Menzies Lyth’s psychoanalytical research focuses 
speci"cally on nurses "nding ways to survive. 

‘The intensity and complexity of the nurse’s anxieties 
are to be attributed primarily to the peculiar capacity 
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of the objective features of the work to stimulate 
afresh these early situations and their accompanying 
emotions.’ (Menzies Lyth, 1960: 440) 

Menzies Lyth points to the subconscious adaptive 
and defensive adjustments that nurses make 
to avoid experiences of anxiety, guilt, doubt 
and uncertainty. She describes "nding denial of 
feelings, distancing of relationships, ritualised 
tasks, authority and responsibility redistributed 
and change avoided. Further, Menzies Lyth 
shows how these adaptations are adopted within 
organisational structures, sometimes intentionally 
and sometimes absorbed as normal through use.

‘The characteristic feature of the social defense [sic] 
system was its orientation to helping the individual 
to avoid the conscious experience of anxiety, guilt, 
doubt and uncertainty. This was done by eliminating 
situations … that evoked anxieties connected with 
primitive psychological remnants in the personality.’ 
(Menzies Lyth, 1960: 452) 

Menzies Lyth’s comprehensive description is 
most recognisable to me from my 1960s general 
nurse training, but I am alerted to ask if similar 
trends occur in health visiting. The psychological 
processes of practitioners experiencing fear and 
anxiety appear to be as relevant today, and I 
wonder if they contribute as much as resource 
shortages and political demands to in!uencing the 
prioritisation of organisational targets over client 
care. Team working may offer an example, as we 
accept loss of continuity for families in the interests 
of meeting timescales, providing team responses 
to ‘covering’ visits, clinics and telephone calls and 
looking out for colleagues’ emotional wellbeing. 
The work is stressful, and working in large, shared 
of"ces means that colleagues’ welfare also becomes 
a prioritised concern.

It is not that I do not care about these things, 
but I wonder if, subconsciously, bigger teams 
are established for organisational bene"t by 
delegating support of colleagues to staff? It is as if 
we take responsibility for managing staff anxiety, 
stress and compromises to true relationship-based 
practice. I agree with Menzies Lyth that stress 
is increased and potential for job satisfaction 
lessened when client contact is fractured and less 
meaningful, and activities become tasks. The 
vision is for families to have named workers but, in 
reality, parents say they often see different health 
visitors. I do, however, value having colleagues 
and children’s centre workers in the same of"ce 
for practical help, friendship, new perspectives 
and more harmonised approaches. Teams are not 

always harmonious, and my most fruitful research 
is stimulated by exploring living contradictions 
to alongsideness. I am not prone to anxiety, but 
threats to living alongsideness values cause stress.

Effects of teamwork on 
practitioners and practice 
The current management plan seems to be for 
bigger, ‘corporate’ teams sharing work, resources 
and support equitably in a time of shortage. 
Collaborative energy and the powerful in!uence 
of connection for mutual growth and wellbeing is 
key to alongsideness, but I also need time alone to 
work things out, be creative and replenish. 

During a psychology diploma I discovered that 
my Myers–Briggs psychological type is (E)INTP 
(Briggs Myers et al, 1998). As a borderline introvert, 
I have learned to be extrovert when I need; I am 
more intuitive than reliant on senses, more reliant 
on thinking than feeling, and have more interest 
in new ideas and using them than following 
systems. Hence I value ‘life as process’ more than 
concrete solutions. Recognising my psychological 

Box 1. Reflection on workshop to introduce new 
health visiting records
‘It was the climate in the room which was so interesting. Over the course of 
an hour and a half, health visitor colleagues fired up in a way I haven’t seen 
for a couple of years. Old anxieties returned about the threat of not doing 
things right, being called to account for our flaws, which have questionable 
‘badness’ anyway. Pinking-faced colleagues defended their views while 
others, with avoidance in mind, said: “I came determined to just keep quiet, 
but...” Group cohesion was threatened by absolutes questioned, stern faces 
declared what should be while others defended their opinions. Colleagues 
sought out like-minded friends, and defensive factions and rifts appeared. 
Cohesive generosity and resilience disappeared in the e!ort of defense. 

‘"is was so interesting, not because record keeping is not necessary—
of course it is, and these new ones do the job. But it appeared that the 
rules of record keeping were interfering with safe, enabling collaborative 
relationships between colleagues for whom cooperation and generosity is 
vital for working together. 

‘My concern is that unless we are careful and record keeping is kept in its 
proper place as a tool, those same divisive, defensive relationships caused by 
prioritising rules over process will also influence relationships with families, 
as boxes are ticked and organisational standards chased.’ (Author’s email to 
managers and colleagues, 22 January 2013)

Health visitor colleague’s comment in reply:
‘Your fears are valid. I went into see a women today to do the guided 
antenatal interview and found it di#cult to keep on track as I couldn’t get a 
word in edgeways. She needed to o$oad big time and I felt guilty about not 
keeping to task. "at feeling didn’t last long. We can only do our best to stay 
on the EIS page.’ (Personal email to author, 28 January 2013) 
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type has helped me celebrate the adaptive going 
with the !ow, intuition, wonder and innovation 
that I "nd rewarding in alongside health visiting 
and community work, because I "nd it works 
(Pound and Grant, 2008; Pound, 2013). I recognise 
that all colleagues and clients have unique 
personality types and attributes guiding them, and 
here I only consider introversion (Box 2).

Cain’s celebration of introversion is timely for this 
venture because of the effects big teams and hot-
desking have on practitioners. Cain’s US exploration 
suggests that about half a workforce, likely to be 
introverts, could experience health-damaging stress 
from working in large teams (Cain, 2013).

Distractions from the task in hand and stress 
from of"ce conversation can outweigh the 
bene"ts of each other’s company and increase, 
rather than decrease, stress levels and ef"ciency. 
Being constantly with colleagues, listening 
because we care about each other, means 
multitasking distractions in which only tiny parts 
of conversations are relevant to our most pressing 
issues. My productivity is cut, so I stay late to 

concentrate and use the car as an of"ce. 
Cain, questioning the bene"ts of group thinking, 

says: ‘Brainstorming makes people feel attached. 
A worthy goal, so long as we understand that 
social glue, as opposed to creativity, is the principle 
bene"t’ (Cain, 2013: 89). Meanwhile, Allen and 
Hecht suggest: ‘The promise of teams may well 
be real. It would be most unfortunate, however, if 
that promise went unful"lled simply because our 
belief in teams was based on infatuation rather 
than reality.’ (Allen and Hecht, 2004: 455) My 
guess is that I am not alone in enjoying time spent 
talking but preferring small teams and space for 
working alone. My point is that health visitors, 
like clients, have preconceptions about how life is, 
as our generosity and other emotional needs are 
balanced. A healthy, productive workforce and 
effective practice involves practitioners, clients 
and organisational needs. The role of ‘balance’ 
means good ideas need to take into account 
surrounding ideas that may be contradictory if 
decisions are believable, effective and sustainable. 
This complexity is an aspect of health visiting I 
"nd important, but which can be easily lost while 
searching for solutions (Pound, 2013; Council 
for the Education and Training of Health Visitors 
(CETHV), 1977).

Autonomy and responsibility 
The professional autonomy of health visitors 
making complex assessments and acting for 
children is another organisational challenge 
impacting on practice. It may be frustrating 
for managers when actions, appropriate to the 
needs of families, appear at to be odds with 
organisational guidelines. The new authority 
commissioning education and training of health 
visitors was quoted in the Senate for Health 
Visiting and School Nursing (SENATE–HVSN) email 
discussion:

‘Strengthening development opportunities for existing 
staff to restore professional autonomy and decision 
making.’ (Health Education England, 2013)

Cheryll Adams, Founding Director of the 
Institute of Health Visiting, said of this statement: 
‘What a good start for health visiting. Until this 
happens, can the profession really achieve all that 
is hoped it will?’ Professor Dame Sarah Cowley 
added: ‘That [sentence] is my absolute favourite in 
the Health Visitor Implementation Plan.’

Embracing one’s autonomy in acting for 
families and challenging poor standards takes 
courage (Chambers, 2013). Like Shonkoff (2013), 
I see a connection between children developing 

Box 2. Personality-type assessment 
To discover where you are on the introvert–extrovert spectrum, answer ‘true’ 
or ‘false’ to the statement most like you:*

 I prefer one-on-one conversations to group activities
 I often prefer to express myself in writing
 I enjoy solitude
 I seem to care less than my peers do about wealth, fame and status
 I dislike small talk, but I enjoy talking in depth about topics that matter  
to me

 People tell me that I am a good listener
 I’m not a big risk taker
 I enjoy work that allows me to ‘dive in’ with few interruptions
 I like to celebrate birthdays on a small scale, with only one or two close 
friends or family members

 People describe me as ‘soft-spoken’ or ‘mellow’
 I prefer not to show or discuss my work to others until it is finished
 I dislike conflict
 I do my best on my own
 I tend to think before I speak
 I feel drained after being out and about, even if I’ve enjoyed myself
 I often let calls go through to voicemail
 If I had to choose, I’d prefer a weekend with absolutely nothing to do to one 
with too many things scheduled

 I don’t enjoy multitasking
 I can concentrate easily
 In classroom situations I prefer lectures to seminars

"e more ‘true’ answers, the more introverted you probably are.
* "is informal quiz is based on introversion characteristics often accepted 
by contemporary researchers, and is not scientifically validated. 
From: Cain, 2013
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self-control and competence, parents’ self-
determination and compassion, and health 
visitors’ autonomy in promoting healthy 
democratic living (Figure 1). Action is needed at 
every point of in!uence to improve outcomes for 
children. Unquestioning deference to authority 
direction is counterproductive. Recently, I heard 
an experienced health visitor offer the disclaimer: 
‘That’s what I’ve been told to say.’ It jarred the 
personal responsibility I value, reminding me 
of my original inclination to call this enquiry: 
‘What has the My Lai massacre to do with 
health visiting?’ after Laidlaw (2001). It is not 
only health visitors who bene"t from having 
autonomy. 

When I was a young adult, horror generated 
by atrocities in the Vietnam war as I saw nurses 
return home in!uenced my thoughtfulness about 
self-determination, responsibility and morality. 
In a trial following the My Lai massacre in 1968, 
a US army of"cer disclaimed his responsibility 
by saying: ‘I acted as directed; I carried out my 
orders’ (Linder, 2013). He alone faced conviction 
in his platoon for ‘acting as directed’, while his 
seniors were acquitted and protected from further 
challenge (Peck, 2003). In my view, to ignore 
personal responsibility for acting humanely 
by claiming an authority’s direction, and then 
duck consequences by blaming a faulty system, 
is misplaced accountability. Unquestioned rule-
following perpetuates thoughtless dependence, 
risking the normalisation of unhelpful—even 
damaging—practices. We need to feel free to 
challenge damaging practices.

The fourth principle of health visiting is to 
in!uence policies affecting health. Health visitors 
know that the uniqueness of people calls for 
bespoke action, and it is down to us to decide how 
best to deliver it. Autonomy works when managers 
and practitioners are each prepared to take 
responsibility for decisions and answer challenges. 
Contradictions arise from organisational 
requirements prioritised over the primary purpose. 
The Common Cause Handbook explores balance 
between intrinsic personal values and extrinsic 
values of organisations:

‘The bene!ts of appeals to extrinsic values—in 
motivating rapid or signi!cant policy changes—may 
occasionally outweigh the “collateral damage” they 
cause. Without a clear understanding of values, 
however, we will not be able to identify and manage 
these trade-offs effectively. We must not lose sight of 
the big picture, and a vision of long-term, systemic 
change, with a clear understanding of the values that 
will underpin it.’ (Holmes et al, 2011: 46)

If a healthy bigger picture depends on children 
building resilience, sense of belonging, ability to 
make a contribution and to experience personal 
signi"cance, then our purpose is clear. Promoting 
enabling relationships between children, parents 
and staff that foster contribution, self-control and 
responsibility requires our living these qualities 
across all communities we act in. In the email 
discussion included in part 1 of this article, Terry 
McGinn and Professor Dame Sarah Cowley referred 
to practitioners who were not following orders, 
but served their own inner needs for signi"cance 
through vengeful actions towards patients. With 
self-control and a sense of personal ef"cacy and 
signi"cance developed in their earliest years, they 
might have functioned more humanely, even when 
poorly managed. These practitioners demonstrated 
poor judgement in making respectful contributions 
to humanity by overcoming power impulses that 
all healthy people balance (Adler, 1992; Miller, 
1987; Sereny, 1999; Gerhardt, 2004). Life’s jigsaw 
of positive support for children’s development 
towards responsible, contributing citizenship and 
the butter!y effect of social change is depicted in 
Figure 1. It is human to "nd ways to compensate 
for our missing jigsaw pieces (Pound, 2013). 

Evidence-based practice
Accountability is based on the best available 
evidence for effective care. For example:

‘There is signi!cant government interest in promoting 
optimum infant nutrition as a means of ensuring 
the wellbeing of the future adult population … So 
health visitors may be locked in a paradox (tension) 
between providing client-focused care (and enabling 

Figure 1. !e butterfly e"ect of positive social change (created using ideas from: 
Dreikurs, 1991; Lew and Bettner, 1996; Adler, 2009)
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relationships with parents) and serving the public 
health goals of the government—often mediated 
by !rm service speci!cations and !nancially driven 
commissions.’ (Cowley et al, 2013: 157)

My fascination with the stranglehold of random 
control trials as a ‘gold standard’ for research 
and evidence-based practice grew from my search 
for practical answers to supporting parenting in 
diverse communities (Pound, 2003). At the time, 
there was no literature in my "eld and study of 
it was ill-"tted to searching for causality and 
certainty. There were too many variables, and 
who was I to be certain of anything? In order 
to make generalisations about practice, I would 
have to leave out messy one-off life experiences 
that colour the reality of diverse community living 
because they are unlikely to occur again. Instead, 
I could uncover values guiding my decisions 
amid unique changing experiences and identify 
contradictions to the values requiring further 
examination (Whitehead, 1989). Alongsideness 
values relate closely with democratic relationship 
qualities (Pound, 2000).

The prioritisation of scienti"c evidence over 
opinion originated in physical medicine and 
spread to in!uence professions reliant on 
human interaction (Biesta, 2007), demanding 
general statements of likelihood that eliminate 
contradictory opinion. Effective intervention 
became synonymous with a relationship between 
cause and effect, where results can be predicted. 
In educational and social interactions, when 
‘clients’ may not see themselves to be in need 
of intervention, a result is less certain because 
practitioner assumptions differ and relationships, 

themselves therapeutic, build through process. 
‘Being a student [learner] is not an illness and 
teaching is not a cure’ (Biesta, 2007: 8). It is only 
through the process of mutual interpretation that 
educational change is possible. Biesta suggests 
professional judgement is moral and value-led 
rather than technical, although this does not 
imply that judgements may not be informed by 
sound evidence about what works. For me, health 
visiting is a living process in response to unique 
contexts and sound evidence. It is relevant to the 
moment and constantly under review. This is why 
it is such a broad-based profession capable of 
responding to what is needed, wherever needed 
and in an appropriate style (CETHV, 1977; Beattie, 
1991; Figure 2).

It is accepted that only research using 
methodologies agreed by universities can provide 
enough certainty to in!uence practice and policy. 
What is found generally true and generally 
necessary is useful for decisions (e.g. Cowley, 
2013; Shonkoff, 2013), but I agree with Schön 
(1995) and Biesta (2007) that we do not yet 
have an epistemology—a theory of knowledge, 
its nature, genesis and justi"cation—in health 
faculties for practitioners to generate, test and 
share unique practical experiences and learning 
about quality practice. 

‘Every part of the health and care system has a role  
to play in research and the NHS Constitution con!rms 
the commitment of the NHS to “the promotion, 
conduct and use of research to improve the current  
and future health and care of the population” …  
There is a legal duty on Monitor (Care Quality 
Commission) to have regard to the need to promote 
health research by … providers of NHS services.’  
(NHS Constitution, 2013: 22–3)

For practitioner research a new epistemology 
is necessary, capable of including, rather than 
eliminating, the contradictions inherent in unique 
experience, and providing methods for testing 
the validity of interpretations drawn. Living 
educational action research (Whitehead, 1989) 
did this for me, and focuses my future action on 
encouraging others to research and share their 
emergent practice theories. 

Summarising this point in time
In the process of sharing practical health 
visiting experiences with clients, colleagues and 
researchers, I have been able to clarify some 
competing demands affecting relationship-
based practice. Shonkoff (2013) helps pinpoint 
our purpose. Whether it is a child learning a 

Figure 2. How are e"ective health visitor relationships tuned? Based on: Beattie, 1991
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particular task, mastering a skill or developing 
abilities to regulate emotions, it all happens in 
the context of relationships. It is the nature of 
those relationships that colours what children 
learn about the world and about themselves. The 
ability of families to re!ect and make meaningful 
changes towards healthier lifestyles of their 
understanding are more likely to be achieved in 
relationships such as alongsideness. 

Effective health visiting creates respectful, 
encouraging, reciprocal, strengths-based, honest, 
relationships with families and communities to 
achieve meaningful change. By understanding 
the importance of relationships, health visitors 
prioritise collaboration with families to foster 
personal development rather than targeted tasks. 
I see colleagues getting to the point quickly by 
developing warm, trustworthy relationships, 
tuned appropriately for purpose, in tight 
timescales. By focusing on strengthening the 
quality of relationships rather than targets 
achieved, improvements in family relationships 
and healthier lives for children are more likely. 
Action researcher Joan Walton suggested in 
conversation: ‘If you work on quality of practice, 
outcomes result. You don’t need to measure 
targets.’ As health visitors, we need to clarify these 
outcomes among public health expectations. 

Professional responsibility relies on our 
autonomy, but support is needed from a culture 
that trusts individual decisions and takes 
account of practitioners’ as well as clients’ 
unique personalities, style and experience. If 
relationship-centred practice is to be more than 
rhetoric it needs to be lived across organisations 
including management, policies, training 
and research. Collaborative thinking relies on 
everyone feeling free to express themselves. 
Balance, emerging here for practice, mirrors 
contradiction as a central tenet of living theory 
research methodology. Two contradictory ideas 
can both be true at the same time; by embracing 
contradictions rather than eliminating them 
from decision making, collaborative outcomes 
arise from messy reality. During this research, 
I experienced myself as a ‘living contradiction‘ 
when alongsideness was negated. One challenge 
caused defensiveness and stasis because 
collaborative relationships were missing. This 
highlights the importance of reciprocity and 
intrapersonal security for useful dialogue if 
practice is to be reviewed and improve. I do not 
claim to be perfect, but I do claim commitment to 
improving practice.

Student training needs to focus on relationships 
if attitude changes are to be achieved. It 

also requires a new epistemology integrating 
practising, researching, improving and explaining 
lived experiences that are congruent with the 
relationships in which the profession is founded. 
I would like to see students identifying their own 
values motivating what they do, and using these 
values as standards of evaluation by asking 
themselves: ‘Do I actually do as I claim?’ (Pound, 
2003; Whitehead and McNiff, 2006). 

The energy-!owing values that help constitute 
relationship-based practice may need visual data 
to help uncover and communicate meanings. 
For example, a video of a re!ective conversation 
between myself and Professor Jack Whitehead in 
2009 can be found online at http://tinyurl.com/
mh9u4bb.

Health visiting practice can be conceptualised 
as collaborative enquiry with families searching 
for healthier lives, rather than dispassionately 
dispensing information. This requires families, 
practitioners and organisational members to be 
active participants in collaboratively generating 
knowledge about what works. 

This exploration has aired current in!uences on 
relationship-based practice and made suggestions 
to restore the balance towards enhancing positive 
outcomes for children.                                         JHV

Acknowledgment: The author is grateful for the 
generosity of so many parents, colleagues, researchers 
and friends who have contributed to development of 
these papers.

This article has been subject to peer-review.

References
Adler A (2009) Understanding Life: An Introduction to the Psychology of 

Alfred Adler. Reissue edn. Oneworld Publications, Oxford

Allen N, Hecht T (2004) "e ‘romance of teams’: Toward an understanding 
of its psychological underpinnings and implications. J Occup Organ 
Psychol 77(4): 439–61

Beattie A (1991) Knowledge and control in health promotion: a test case 
for social policy and social theory. In: Gabe J, Calman M, Bury M, eds. !e 
Sociology of the Health Service. Routledge, London: 167

Biesta G (2007) Why “What Works” Won’t Work: Evidence-based practice 
and the democratic deficit of educational research. Educ !eory 57(1): 1–22

Key points
Social change is through lived relationships
Organisational climate a!ects practitioner autonomy for assuming 
responsibility  towards good outcomes
Training, practising and researching requires methodology for balancing 
competing experiences
A new epistemology capable of embracing contradictions is required



› RESEARCH AND DEVELOPMENT

8 Journal of Health Visiting › September 2013 › Volume 1 Issue 9

©
 2

01
3 

M
A

 H
ea

lth
ca

re
 L

td

Briggs Myers I, McCaulley MH, Quenk NL, Hammer AL (1998) MBTI 
Manual (A Guide to the Development and Use of the Myers Briggs Type 
Indicator). 3rd edn. Consulting Psychologists Press, California

Cain S (2013) Quiet: !e power of introverts in a world that can’t stop 
talking. Penguin, London  

Chambers C (2013) Taking a lead in compassionate care: "e challenge  
for health visitors in responding to the six Cs. Journal of Health Visiting 
1(6): 358–62

Council for the Education and Training of Health Visitors (1977) An 
investigation into the principles of health visiting. CETHV, London

Cowley S, Whittaker K, Grigulis A et al (2013) Why Health Visiting? A 
review of the literature about key health visitor interventions, processes and 
outcomed for children and families. National Nursing Research Unit, King’s 
College, London

Department of Health (2011) Health Visitor Implementation Plan 
2011–2015: A call to action. Department of Health, London

Dreikurs R (1991) Children: !e Challenge. !e Classic Work on Improving 
Parent–Child Relations —Intelligent, Humane & Eminently Practical. 
Reissue edn. Plume, New York

Gerhardt S (2004) Why Love Matters:  How a"ection shapes a baby’s brain. 
Brunner–Routledge, Hove

Health Education England (2013) Health visiting. www.hee.nhs.uk/work-
programmes/health-visiting/ (accessed 22 August 2013)

Holmes T, Blackmore E, Hawkins R, Wakeford T (2011) !e Common Cause 
Handbook. Public Interest Research Centre, Powys

Laidlaw M (2001) What has the Holocaust got to do with education 
anyway?: Accounting for my value of responsibility as a developmental 
standard of judgement in the process of helping to improve the quality of 
my educational influence with students. Unpublished paper for the Action 
Research Group, University of Bath

Lew A, Bettner B (1996) A Parent’s Guide to Understanding and Motivating 
Children. Connexions Press, Pennyslvannia

Linder D (2013) An Introduction to the My Lai Courts-Martial. http://tinyurl.
com/mz6k3zh (accessed 22 August 2013)

Menzies Lyth I (1960) Social Systems as a Defence Against Anxiety: An 
Empirical Study of the Nursing Service of a General Hospital. http://tinyurl.
com/cslywm3 (accessed 22 August 2013)

Miller A (1987) For Your Own Good: !e roots of violence in child-rearing. 
Virago, London

NHS Constitution (2013) Guide to the Healthcare System in England: 
Including the statement of NHS Accountability. Department of Health, 
London

Peck MS (2003) !e Road Less Travelled. Anniversary edn. Rider Books, 
London

Pound R (2000) ‘Every time the phone rings the twins climb on the table. 
Help!’ "e significance of personal history in the values and agendas of 
health visitors. Educational Action Research 8(2): 361–76

Pound R (2003) How Can I Improve My Health Visiting Support of Parenting: 
An Alongside Epistemology !rough Action Enquiry. Unpublished PhD: 
University of the West of England. www.actionresearch.net/living/pound.
shtml (accessed 20 August 2013)

Pound R (2013) Part 1: Living theory action research and Adlerian 
psychology: "e alongside approach of a health visitor. Journal of Health 
Visiting 1(2): 104–10

Pound R, Grant R (2008) Leadership through alongsideness. In: Cowley S, 
ed. Community Public Health in Policy and Practice: A Sourcebook. 2nd 
edn. Elsevier, London: 284–304

Schön D (1995) "e New Scholarship Requires a New Epistemology. Change 
27(6): 27–34

Sereny G (1999) Cries Unheard: !e Story of Mary Bell. Pan Macmillan, 
Sydney

Shonko! H (2013) Building Adult Capabilities to Improve Child Outcomes: A 
!eory of Change. Video. http://tinyurl.com/cgzjnu9 (accessed 22 August 
2013)

Whitehead J (1989) Creating a living educational theory from questions of 
the kind, ‘How do I improve my practice?’ Cambridge Journal of Education 
19(1): 41–52

Whitehead J, McNi! J (2006) Action Research: Living !eory. Sage 
Publications, London.

Winter R (1989) Learning from Experience: Principles and Practice in Action 
Research. Falmer Press, Lewes

ASK THE AUTHOR
Journal of Health Visiting would like to give readers the opportunity to direct questions 

or comments based on this research to the author, with a view to publishing both readers’  
questions and the author’s responses in a future issue of the journal. 

If you feel inspired to join the discussion after reading this paper, please email  
your questions or comments to jhv@markallengroup.com, with the subject line: 

‘Ask the author: relationship-based health visiting’. 

Please indicate whether you are happy for your name to be published or whether you would prefer to remain anonymous.


