
the general practitioner, the social
worker and the health visitor

Their present and future relationships

W. J. H. Lord, m.b., ch.B., m.r.c.p.e.
Alford

THE family doctor is faced with a variety of social and emotional
problems on which patients seek his advice and help. Many

doctors feel that much of their time is taken up not so much with
the treatment of disease but with the details of social care.

How far in his capacity as a medical adviser should the general
practitioner be concerned with social care? Opinions differ: some
consider these problems to be still outside their scope; some consider
that the general practitioner should do it all. However, many doctors
feel in need of help in dealing with this aspect of their work, and this
article attempts to discuss these problems.

In the last two decades the use of chemotherapy and later anti¬
biotics has changed treatment in a substantial and important way.
The subsequent relief from the heavy burden of responsibility which
the family doctor carried has sundered much of his personal contact
with the patient and family. Treatment is now often a service rendered
by the doctor rather than an experience which has been lived through
with the family.
During this same period the rapid growth of the social services

and the revolution in social legislation has made the doctor feel that
the personal management of his case has been taken out of his hands.
With the best will in the world he cannot be expected to know all
about this side of the picture as well as keep abreast of developments
in medicine as a whole. Thus doctors and patients alike tend to
complain of a dwindling sense of responsibility and consideration
towards each other. Even in rural areas it is not possible for the
doctor to know all his patients and families intimately. Families
move into and out of the district and come together again with sur-

prising frequency. Sometimes only one member of the family is
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registered with him which makes it difficult to get a clear picture of
the family as a whole, or the patient may be living alone as a result
of some intolerable conflict within the family. The doctor may be
called suddenly to attend a family about whom he knows nothing:
this is especially likely to happen in a group practice. On these
occasions he may sense underlying problems and feel vaguely ill-at-
ease at his inability to deal with them, and it was not until 1964 that
a satisfactory family recording system (the * F' book) was developed
which was suitable for use in general practice. It has not yet been
widely adopted.

The social worker

In 1929 Cabot stated: "In addition to the physician another
professional person is necessary, one who would be primarily respon¬
sible for dealing with the social aspects of disease; to study home
conditions, financial, mental, or moral, which stand between the
patient and recovery." This someone is the social worker, the man
or woman who is trained to think of the human being as a whole.
The idea that social work necessarily concerns the poor is wholly

wrong. It concerns the sick; some of the sick are poor, others are
not.
The increasing exchange of ideas between medicine and the social

studies is tending to upset the old idea that social work is necessarily
concerned with poverty and that economic studies are the main
part of it. After all, the problems of the private patient are substan-
tially the same as those of the poor. The same panic may seize the
labourer who fears the loss of his job as may seize the business
man who fears the loss of position because of illness. The
frustration of a woman of wealth who wants to elope rather than
finish college is the same and as intense as is the frustration of the
woman in an outpatient clinic whose daughter wants to marry rather
than help support her family.
What then is a social worker? How is she defined? How does

she work? The social worker's basic equipment is a sound know¬
ledge of the social services both statutory and voluntary. It is her
duty to know clearly how these services operate in the district where
she works, so that she can interpret them and explain them to both
the doctor and the patient, who tend to find them confusing. She
can then assist the doctor to choose the agency most likely to help
his patient and can help him to prepare and assist the patient to
make good use of the services offered. The social worker can often
supplement the doctor's knowledge and understanding of family
problems with her special skills at interviewing and understanding
personal relationships. An unhurried interview in which the patient
does most of the talking and the social worker most of the listening,
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or a home visit to the other members of the family can often illumi-
nate the situation enabling the doctor to adopt a more helpful
attitude towards the patient and family. This sort of help may also
be needed by families who have been registered with the doctor for
some years and whose contact with him has been slight because they
are seldom ill, and who send for him only in a crisis or because the
management of a member of the family who is in hospital or some

organization which bewilders them.
How much can a social worker help the doctor by relieving him

of some of the social care of his patients? What is the extent of this
work? What are the types of problems which are encountered?
What in fact is the unmet need for social work in general practice?
One estimate carried out in a prosperous rural practice in Ireland

found that over a quarter of the families were in need of some form
of social care, and nine types of problems were encountered:

1. Those associated with chronic illness
2. Those associated with marital or family friction
3. Those associated with old age
4. Those associated with administrative difficulties, such as insurance
5. Those associated with housing
6. Those associated with inability to maintain personal family standards
7. Those associated with finance
8. Those associated with loneliness
9. Those associated with health.

Over half of these problems were apparent during the first visit of
the social worker, and had not previously been brought to the
attention of the general practitioner. It can be said that these con¬
stitute a need which would not perhaps otherwise normally have
been met.

What are the advantages of a social worker being attached to a

group of family doctors? They are five:
1. Accessibility
2. Participation in group discussions
3. The interpretation of the aims and limitations of social work
4. The exploration of the role of the social worker as a colleague of the doctor
5. Participation in research projects in general practice.
Of the latter more will be said when discussing the role of another

ancillary worker, the health visitor, and her part in research in general
practice.

1. Accessibility. Help is on the spot whenever the doctor is
puzzled or disturbed by a particular problem and consequently he
tends to seek it more readily than if he had to spend time and effort
in seeking it elsewhere. This is particularly so where the problem
does not fall easily into a category for referral to any of the well-
known social agencies or outpatient departments, but where the
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dominant need is for an assessment of the situation on which to
base a plan for help.

2. Participation in group discussions. Informal group discussions
over morning coffee will often centre on a particular patient or family;
more often they cover the wider aspect of social care such as housing
or employment policy, the care of handicapped or old people; or

such perennial problems as malingering, abuse of the health service,
the unreasonable patient and the problem family. The social worker
can often bring a fresh perspective to these subjects or provide infor¬
mation in the light of whichjudgment can be confirmed or modified.

3. Interpretation of the aims and limitations of social work. The
attitude of doctors swings from scepticism about the value of social
work in general to completely unrealistic demands on the social
worker's resources. One might be expected to be a nice * motherly
soul' to perform miracles which a psychiatrist fails to produce, or
a

* strong right arm' which the doctor can use to rest from authority,
houses for the unhoused, jobs for the unemployed, and to be an

expert to clean up and re-educate problem families of long standing.
In short to relieve the doctor of all these painful situations in which
he feels too ineffective in his own right.
Doctors and the social worker must pool their resources and think

about their work together in terms of achievement, of reasonable
expectations, and of limited aims. One has to distinguish between
what the doctor might want and what the social worker might want,
and what the patient might want. One has to examine the values
and principles which guide our work and ask whether disappointing
results arise from inadequacies within ourselves, within the families,
or the social system, or from factors about which we still have little
knowledge.
To cure sometimes, to relieve often, and to comfort always, should

be accepted as just as applicable to social work as it is to medicine.
4. Exploration ofthe role ofthe social worker as a colleague ofthe

doctor. Patients^who consult the doctor on social or emotional
problems have chosen their doctor as a source of help rather than
anyone else; they therefore have strong feelings on any attempt on
the doctor's part to suggest that they look elsewhere for aid, even

though they may be clearly asking for the sort of assistance which
the doctor feels he is not qualified to give. If the doctor's own

conception of social work is not clear, he will hesitate to redirect
his patients, but will remain uneasy at being unable to help them.
To have acquired an informed attitude towards social work is
therefore helpful, but the strength of the patient's feelings towards
the doctor is also to be appreciated. Too hasty referral to a social
worker may be interpreted as rejection, and it is only when the
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patient feels assured that the doctor has taken his trouble seriously
that he can tolerate the idea of discussing it with anyone else whom
the doctor can then introduce as a colleague. The social worker
then becomes a sort of extension of the doctor, and the patients are
able to accept her as an integral part of the service. However, the
patient's loyalty almost always remain with the doctor. Some
social workers receive a slight shock when the patient whose prob¬
lems have been satisfactorily resolved says:

" The old doc. worked
jolly hard on that".completely ignoring the social worker's own

contribution! Only when a close association has been established
between the doctor and the social worker does a feeling of content
arise.

It has been suggested that one full time and suitably trained social
worker might do the social work of a general practice of a rural
type with a population of 4,000. However, more work is needed to
study the varying needs in general practice on a national scale.

The health visitor
It has been suggested that the health visitor should play her part

as a social worker for the general practitioner and much of the
discussion on the changing world of the health visitor is about the
extent to which she can act both as a social worker and a public
health nurse.

It is difficult to feel certain that even with the proposed new train¬
ing of the health visitors with its emphasis on positive health measures
coupled with the authoritarian atmosphere of the hospital training
of a nurse, is the right one for the type of case work needed. It has
been found that the social worker needs to play an almost passive
role. Furthermore, there are many families with social problems
who would not normally be visited by the health visitor, but her
advice is generally welcomed by young mothers. In some families
constant visits by a uniformed person might cause gossip in the
neighbourhood and might be resented. One of the main criticisms
of health visitors, and a potent cause of friction with family doctors,
has been the giving of advice by the health visitor on such matters
as infant feeding, which might differ from that of the doctor. When
the health visitor is part of the team and attends the surgery this
cannot happen. In fact when doctors decide to hold antenatal, child
welfare, and immunization clinics on their own premises the attend¬
ance at the local authority clinics diminishes. It is reasonable there¬
fore for the health visitor to attend general practitioners' surgeries
where there is work for her to do.
The dearth of health visitors and the fact that more and more calls

are being made on their services (for example by the hospitals)
make it very difficult to meet demand. Much could be done by
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relieving the health visitor of many of her other duties. She is
basically an all purpose visitor and this is what the family doctor
wants, and where long-term specialized work is needed on her
district, such as that in connection with problem families, it may be
undertaken with advantage by the specialist social worker. When
this is done the health visitor will be able to play her proper part
as a member of the general-practitioner domiciliary team. How far
this is from actually happening at the moment was made dismally
clear in an authoritative survey of the extent of the health visitor
attachments to general practitioners by Dr Carey D. Baker, who
found that although there is one health visitor to every four general
practitioners in England, only one health visitor is in fact wholly or

partly attached to every 25 general practitioners. The differing
policies regarding health visitor attachments originates within the
differing philosophies and personalities of the nursing and medical
professions, and the profession as a whole must begin to think more
in terms of general-practitioner-directed health visiting, and less
about routine health visitor visiting which could ultimately be
dropped. There is no line of demarcation between preventive and
curative medicine, and in future it is essential that health visitors
work more and more closely with family doctors.
The difficulties inherent in the health visitor being appointed and

paid by the local health authority and at the same time working as

a colleague of the general practitioner have been shown to be capable
of solution. The problem is real, but has to be tackled at a practical
rather than at theoretical level. It has been found possible for the
health visitor to be an integral part of the general practitioner's
domiciliary team as well as a health visitor in her own right. There
are many ways of ensuring co-operation but these are primarily the
responsibility of the medical officers of health, and it is up to general
practitioners themselves to approach their own medical officers of
health in any way that they think best, remembering that the func¬
tion of the health visitor is primarily that of health education and
social advice.

Let us now therefore state quite clearly what are the exact functions
of the health visitor. The teaching of health is a large part of her
work. She visits homes and families, the ordinary normal families
as well as those subject to stress and tensions. She teaches health
to school children and to adult groups. She is an expert in the nurture
of babies and children, and aware of their needs emotional and mental
as well as physical. Her main role remains the care of mothers and
young children, but her functions are by no means restricted to these
groups of the community. She has responsibilities with the preven¬
tion of illness, mental as well as physical, for helping the rehabilita-
tion of those recovering from illness, the chronic sick and infirm,
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the elderly and permanently handicapped. She has a wide knowledge
of social services, both statutory and voluntary, and is personally
acquainted with the other workers in the local health and welfare
services and can discuss problems with them as well as seek their
help. She should be the general practitioner's right arm.

A further function of the health visitor which is capable of con¬
siderable development is her participation in research studies orga¬
nized in general practice. In the future these may be centred upon
management of patients in groups in general practice.
The tables show those conditions which lend themselves to

treatment in groups together with an indication of the methods
which could be used; there follows a calendar suggesting the frequency
of such meetings and which indicates one way in which group
management might be integrated with practice routines. In those
premises where accommodation is limited, expansion financed per¬
haps by grants, or (and this is very important) the use of cottage
and other hospital facilities may in some cases develop with subse¬
quent better integration at the present tripartite administrative
system.

Fears are often expressed that the health visitor might become an
assistant to the general practitioner instead of being a professional
worker in her own right. I feel she should become an extension of
his own service; and the universal attachment of health visitors can

only be seen as a means of grafting new life and interest into this
branch of the profession whose evolution and progressive improve¬
ment have been so pot-bound since the 1948 Health Act. Conditions
in practice vary enormously from region to region, and from practice
to practice; yet experience has invariably shown that where health
visitors are already working with general practitioners both find their
work enriched and their relationship improved and their usefulness
increased. The standards of the general practitioners are raised and
the service given is more thorough and comprehensive.

This closer relationship implies much besides better medical care,
because with a single stroke of the pen a far less ambitious programme
of health centre building will evolve than was thought necessary at
the beginning of the health service. The building of one health
visitor teaching room for every four general practitioners might
reduce the morbidity bill of this country by a margin comparable
with the yield from any

* blue chip * capital investment.
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TABLE II
CALENDAR FOR GROUP MANAGEmENT 2-4 P.M.

M M M M M M
T T T T T T
W iii W iii W iii W iii W iii W iii
Th i ii Th i ii Th i ii Th i ii Th Th i
F iv F iv F iv F iv F iv F iv

M M M M M M
T T T T T T
W iii W iii W iii W iii W iii W iii
Th v Thy Th Tyv Th ii Th i ii
F iv F iv F iv F iv F iv F iv

M M M M M M
T T T T T T
W iii W iii W iii W iii W iii W iii
Th vi Th viii Th ix Th Th v Th v
F iv F iv F iv F iv F iv F iv

M M M M M M
T T T T T T
W iii W iii W iii W iii W iii W iii
Th i Th i Th i Th i Th vii Th
F iv F iv F iv F iv F iv F iv

The six-monthly calendar shows one permutation for integrating a health visitor
and group management into a practice routine, using two hours in the afternoon
three days a week. Given a flexible appointment system there should be little or
no interference with surgeries or domiciliary visiting times. By combining some
of the obese patients with the diabetics two free periods recur which allow for
inevitable contingencies.
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