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THE last decade has seen an increasing concern for greater integration in both the
Social Services and the Health Service, and during the period leading up to the

Seebohm Report much attention began to focus on the relationship between these two
services. With the publication of the Report, with its recommendation for unified
Social Service Departments which were to be independent of medical control, it became
necessary to reconsider the structure and working of the general-practice team, especially
in its relationship with the Social Services.

In 1968-9, the Royal College of General Practitioners formed an inter-professional
discussion group, consisting of members of organisations concerned in the provision of
community care, and this met on about ten occasions to discuss various aspects of co¬

operation and conflict between the various caring professions.
This unstructured dialogue was followed, in November 1970, by a two-day seminar

at Eastbourne, organised jointly by the Royal College of General Practitioners and the
National Institute for Social Work Training, the participants being senior social workers
and general practitioners by invitation from various parts of the country, with observers
from various organisations, including the Department of Health and Social Security
(Marten and Mond, 1971).

At this seminar, one of the most important and emotive topics was that of the extent
and nature of future liaison between the social worker and the general practitioner. No
consideration of this relationship could be logical, however, without involving the health
visitor, since her work overlapped that of the general practitioner and social worker, and
her own perception ofher role was also undergoing major changes.

A five-day residential course was therefore planned and finally took place in March
1972 at Cumberland Lodge in Windsor Great Park, bringing together 12 members of
each of the three occupations involved, general practitioners, health visitors and social
workers, all in the first years of their professional activity. It was hoped that a meeting
in a relaxed residential setting, far removed from any occupational organisations, would
encourage the participants to explore each other's occupational identity; and the sharing
of meal-times and leisure would help to dissipate prejudices, clarify occupational roles,
and, hopefully, to identify inter-professional stresses.

The programme contained a number of specific topics of common interest to all
three disciplines, mainly in the form of seminars, followed by small group discussions,
where the main integrative work was to be done. Each of the three groups consisted of
four participants from each discipline, with one tutor present but taking an active or

leading role only where expedient.
The course was planned by the Royal College of General Practitioners, in association
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with the Council for Education and Training of Health Visitors, and the National Insti¬
tute for Social Work Training, with much help also given in the early planning by the
Central Council for Education and Training in Social Work. The course tutors were:

Miss Greta Flack (Council for Training of Health Visitors)
Miss June Neill (National Institute for Social Work Training)
Dr John Woodall (Royal College of General Practitioners) with Dr N. C. Mond as

Chairman.
Miss June Montgomery, sociologist from London University, was co-opted to the

working party, and undertook an evaluation of the course. This involved a lengthy
preliminary interview with each participant in the months preceding the course, together
with a content analysis of the small group discussions during the course, which were tape-
recorded. A detailed follow-up questionnaire was also used, in an attempt to explore
how far professional perceptions and attitudes had undergone any modification as a
result ofthe course. These findings will be published later.

An unexpectedly warm and early spring, combined with the gracious setting of an

18th-century, beautifully furnished Royal Lodge, created an atmosphere which was

perfect for our purpose. It was clear from the start that the participants were a highly-
motivated group. It was a significant comment on the exercise as a whole, that, in the
final evaluation session, it was decided unanimously that the conference should be
reported by a joint working party of three participants representing the three disciplines.

The main topics were:

(1) Working together: Miss June Montgomery
(2) Dying and bereavement: Dr C. Murray Parkes

(3) A team: Dr J. N. Rea, Miss Elizabeth Daly,
Miss C. Collins, Miss L. Farmer

(4) Contraception and abortion: Lady Jean Medawar
(5) Racial minorities: Miss Tajunnisa
(6) Mental illness in the

community: Dr Alexis Brook
(7) Old people: Miss Lisbeth Hockey.
A programme giving full details and information about the course can be obtained

from the Courses secretary, Royal College of General Practitioners, 14 Princes Gate,
Hyde Park, London SW7 1PU.

A substantial sum towards the costs of the course was donated by the King Edward's
Hospital Fund for London, whose help we gratefully acknowledge. Our thanks are also
due to Baroness Serota, who attended as an observer for the King Edward's Fund for
part of the course, and also to Mr Frank Reeves of the College of Hospital Management,
both ofwhom made many helpful suggestions in planning.

A sharing experience
From the outset, this course generated amongst its members a commitment to frank and
open debate about the future pattern of community care and the part to be played by a
considered and effective liaison between the professional groups involved. There was an

equal commitment to examine those conflicts which have characterised an undistinguished
history of inter-professional co-ordination and to set about the task of resolving some of
them. This commitment fostered the rapid development of new and rewarding contacts
between course members: dialogue continued through small groups, over meals, through¬
out the day, and for some, a good part of the night. Informal support networks were

conspicuous for the way in which they ignored traditional professional boundaries. The
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course became a stimulating, and for many an unparalleled experience of 'sharing' from
which it derived a depth and meaning which was at least as important as its intellectual
content.

It was by no means fortuitous that defences were so readily cast aside. It was vitally
important that the course took place during a full week in a secluded and disarmingly
attractive setting, that small interdisciplinary discussion groups provided a backbone
for the course, and that its members were almost entirely unknown to one another at the
start. These factors combined with a careful choice of topics and speakers, to make this
a very valuable and instructive week.

We now record, for the benefit of a wider public, some of the ideas expressed and
conclusions reached, by those who took part.

Establishing common ground
It is almost inevitable that any professional group should attempt to define itself in
relation to a set of knowledge and skills which are rigidly held to be its exclusive domain.
Each of the professions represented on this course has during its history, and in varying
degrees, been a party to this general malaise. It is not a malaise in the sense ofembracing
an incorrect definition of the professional: any professional group must possess a set, or

combination, of knowledge and skills not held by other groups, or otherwise it would be
superfluous.

This need not, however, be true of the whole of a professional's work. In fact it is
arguable that a degree of overlap in the skills of different professions is necessary for two
reasons: firstly, for effective inter-professional liaison and understanding; and secondly,
for the practical business of managing the diverse patterns of requests for help which are
not tidily assembled to suit the expertise immediately available.

Bereavement
The latter view was both illustrated and developed during the course. The paper by Dr
Murray Parkes, on Dying and bereavement, served to underline the inescapable respon¬
sibility of all three groups towards a particular area of their work, the counselling of the
bereaved. In a culture where grief is often denied or avoided, the helping professional of
whatever colour has a responsibility to aid and accept the necessary, if sometimes
unattractive, processes ofreadjustment in bereavement.

The most appropriate worker to help in any such situation would be the one in
whom the client had greatest trust. This is an example of our work which makes con¬

siderable demands upon our training and experience. At the same time debate about
whose particular narrowly-defined skills were most appropriate would merely serve to
blunt the response to the request for help.
Personal counselling
Thus, as the course progressed, the idea emerged and crystallized that there was an area of
'common ground' between the three professional groups. This seemed to be in the field
of personal counselling and, typically, where help was only required in the short term, or

rarely, and where its value was likely to be lost through the interposition of a 'referral'.

Referral
Dr Alexis Brook, in his paper on Mental illness in the community, emphasised the cor¬

porate responsibility of the helping professions, when he noted that the vast majority of
the milder forms of neurosis and maladjustment never come to the attention of the
psychiatrist. Resources only allowed for referrals to be made in carefully chosen
situations. Similar considerations clearly apply to cross-referral between the three pro-
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fessional groups. A 'referral' is usually inconvenient and often irritating for the patient,
particularly if it is seen as a bureaucratic manoeuvre.

The health visitor, for instance, in the course of her statutory visiting, often finds
medical and social problems which might as easily have come to the attention ofa general
practitioner or social worker, and been dealt with by them without involving her. She
must nevertheless continually exercise her discretion to overlap with the work of both the
other groups. In terms of the sheer practical administration of her work, she must keep
the making of referrals for those situations where they are really necessary.

Training implications
In this connection, we rapidly moved to the conclusion that this area ofcommon ground
should not only be accepted in practice but should be recognised as a reason for estab¬
lishing much closer links at the professional training stage.

For example, it seemed anomalous to us that general practitioners, appropriately
trained in the hospital environment to detect and manage both physical and mental
illness, should so often realise after entering general practice that they have an additional
role in the preventive and social aspects of illness, for which they have received little
formal training. In some training institutions health visitors and social workers already
share some courses; it would seem appropriate for the general practitioner, in vocational
training, to be similarly involved injoint exercises.

This particular course was early enough in the professional career of most of the
participants to take advantage of enthusiasm and adaptability and to make some real
impact on our conceptions of each other; it was also late enough for most of us to
recognise an embarrassing deficiency in our knowledge of the other services, and to be
aware that the already habitual patterns of management of liaison with other disciplines
which we were operating were often inadequate and ill-considered.

Conflict: In current roles and future planning
There seemed to us to be several basic issues which still separate the professional groups,
and which presumably underpin their failure to liaise and plan together.

With the advent of group practice, it has become increasingly clear that general
practitioners and health visitors must relate well as colleagues. Often, however, the
general practitioner has failed to appreciate that the health visitor, through her specialist
training, has become an independent practitioner with skills and knowledge in the field of
preventive medicine and community care, which in many ways go beyond his own.
She is not, then, an ancillary worker, and her relationship to the general practitioner is no
longer analogous to that of the hospital doctor and nurse. Resentment can, and does,
ensue when the general practitioner uses her primarily as an extra pair of hands to carry
out functions which are as much his own province, but for which he does not feel that he
has time.

Social work, as a specialist field, has yet to establish itself in the eyes of either the
health visitor or general practitioner. Many general practitioners refer all social prob¬
lems to their attached health visitors, irrespective of the medical component. Equally,
many health visitors from choice, and in some cases out of necessity, have come to accept
a mixed health visitor-social worker role. This has often arisen because, when they have
attempted to refer social problems to the social services departments, their requests have
either been rejected or subjected to long delays before action resulted. Health visitors
have also found that the quality of help offered is often no improvement on that which
they had previously provided.
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Most practising social workers are still untrained, whereas health visitors, univer¬
sally, have a fieldwork qualification, which in many cases incorporates some knowledge
of the principles of social casework.

Social service departments are, therefore, often seen from the standpoint of group
practice as providing certain material resources and residential and day-care facilities.

A growing number oftrained social workers do not accept this view of their role, and
cannot be liaised with effectively on this basis. In many cases they have four or five-
years relevant training, including a degree or diploma in social science, and a post¬
graduate professional training in social work. They see their particular professional
identity in terms of their knowledge of behavioural science, and their training in the 'use
of self as a helping agent, applied to the practice of social casework. In this field they
have a knowledge and training which goes beyond that which is available to either health
visitor or general practitioner; and they would regard as their particular expertise the
ability to work in depth with social problems in families.

For the 'generic' social worker, the agency, and its resources, primarily provide a

setting in which to operate; the management of resources outside himself is only part of
his role.

The development of the concept of generic social work has been paralleled by a

broadening of the role of both health visitor and general practitioner, as reflected in
changes in the emphasis of their training. This is bound to mean a greater degree of
overlap in the roles of all three groups in the community. In a situation where resources
are generally limited, this may not lead to much conflict.

Course members, however, were strongly of the opinion that limited resources
would be better used, and future conflict pre-empted, if greater co-operation in practice
and in planning was put into effect now. There is, for instance, a need to define the
specialist functions of each professional group in ways that are mutually accepted and
understood. Lines of demarcation, as far as they are appropriate, will always vary
according to the availability of resources of particular disciplines at different points in
the community. There seems every reason, however, for more co-ordinated effort by
all three professions together, to set out broadly-defined guidelines for future liaison and
cross-referral.

Working together
The future pattern of working together in the community attracted considerable atten¬
tion. The overwhelming view of the conference was that the only viable future for
health visitors and general practitioners, in an improved service, was through attachment.
This would imply sharing common premises and a common population in the community
with whom to work. The transition from independent working to group practice was,
in any case, already well advanced.

For health visitors, working from group practice had meant greater job satisfaction,
better referrals, greater knowledge of patients' needs through access to records, and the
support ofthe general practitioner as a colleague.

For general practitioners it had meant the possibility of making more referrals,
better feedback from and understanding of the health visitor's work, and a much more

personal and meaningful contact with the key complementary worker in the practice
team.

Role conflicts, as described above, had often been experienced. There seemed no

reason, however, why these should continue to obstruct effective teamwork, if appro¬
priate attention was given to the business of working in a team during professional
training.
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Exploration of the possibility of social workers also joining the practice group
revealed a greater divergence of opinion. There was little doubt that it would further
benefit the breadth of service available from group practice. Experimental studies of
social worker attachment had also shown that it was often felt by the social worker to be
a more satisfying setting than the local authority. Administration was simpler, and there
was accordingly greater opportunity for the worker concerned to practise the coun¬

selling skills for which he had been trained. Where there was good co-operation with
health visitor and general practitioner, the social worker's intake of carefully chosen
referrals would often catch social problems at a much earlier stage, with better prospects
of success, than was common in other agencies. This view was borne out by the social
worker member of the team which presented a paper. These observations must have
considerable relevance for the local authorities with their current problems.

In practice, however, for logistic reasons, social worker attachment would only
complement rather than replace the work carried out from the social service departments.
If attachment became widespread it would represent yet another 'symptom-based'
setting for the practice of social work. There was a particular risk here of role confusion
between the attached social worker and his local authority colleague, in view of the
diversity of requests for help experienced in both settings, with a large degree of overlap
in the type of intake. A further criticism of social worker attachment, as a general
development, was that it would become another important consumer of the trained social
worker as a resource. There were already far from enough social workers to meet the
establishment needs ofagencies already in existence.

In spite of objections to social worker attachment, it was generally agreed that there
was an urgent need to examine ways in which much closer co-operation with general
practice could be put to the advantage of the patient. There were serious criticisms of
modes of liaison as they operate at present. Many general practitioners and health
visitors found that the sheer number of social workers, with whom they needed to
liaise in relation to different patients, was such that it was impossible to build up any
real personal contact. Many exchanges took place on the telephone, which did not
help the development of mutual trust and confidence. When a referral was refused the
reason was not always clear.

It was suggested that individual social workers in the new social service departments
could take responsibility for liaising with particular group practices in their area. A
similar scheme could be applied to liaison with general practitioners working individually
or in small partnerships. This would provide a link through which greater knowledge of
available services, and the circumstances in which they were likely to be provided, could
be passed to the general practitioner. It also provided a potential channel through
which referrals might be made.

Of interest here was the suggestion that the 'liaison' social worker might use practice
premises to conduct regular 'branch surgeries' for referrals to social services. Referrals
were always more effective, and in many cases only possible, if the introduction to the
second worker could be made on the spot. There seemed to be great scope for experi¬
mentation in different patterns of liaison, and we thought that, in the long run, this
might prove just as fruitful as the present proliferation of experiments in full-time social
worker attachment.

Conclusions
The overwhelming feeling of the participants was that the course had been of immeasur¬
able value in promoting knowledge of each other's roles and skills, and in highlighting
the need for better interdisciplinary liaison and possible ways of improving it. Our
conclusions were:

(1) There should be much greater co-operation at the national level, and on the
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initiative of senior management at the local level, in planning the future of
social and medical fieldwork services.

(2) That there was a strong case for an exercise, on this scale at least, to become a
mandatory part of professional training for all three groups. We felt, however,
that any changes in curricula of professional education courses should also
take account of other related professional groups such as teachers, community
workers, psychiatrists and hospital workers.

(3) That it was important that similar opportunities should be made available to
other practising workers who, like ourselves, had completed their professional
education with only incidental attention being given to liaison with other
professional groups.

(4) There should be more research into methods of liaison between social service
departments and general practice.

A measure of the success of this particular course is that the group of workers
involved has determined to maintain itself as an interdisciplinary reference group. A
follow-up meeting has already been held. This provided an opportunity for members to
share the success and failures of their early attempts to put into practice new ideas about
their approaches to inter-professional liaison. Two further meetings are planned in-
cluding a follow-up residential weekend, again at Cumberland Lodge, next year. It is
our earnest hope that this quality of interchange will be maintained by this group, and
reproduced elsewhere.
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