
SOCIAL MEDICINE

THE HEALTH VISITOR AND THE FAMILY
DOCTOR

A Report of a Joint Working Party of The College of General Practitioners
and The Royal College of Nursing*

The need for co-operation and team work between general prac-
titioners and health visitors is widely recognized and is fully accepted
by many professional bodies such as the British Medical Association,
the College of General Practitioners, the Royal College of Nursing
and the Society of Medical Officers of Health. Understanding and
team work is steadily increasing and a number of interesting experi-
ments and activities are being carried out in various parts of the
country, bringing health visitors and family doctors together as
working partners.
The College of General Practitioners and the Royal College of

Nursing are convinced that the concept of general practice, as well
as the concept of health visiting, is changing, that it is becoming
increasingly clear that there is no line of demarcation between
preventive and curative medicine, and that in the future health
visitors must 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 it has to be tackled at the
practical rather than at the theoretical level. Where experiments
are being conducted 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 worker in her own right.

This pamphlet has been written in the hope that it will come into
the hands of, and be read by medical officers of health, family
doctors and health visitors, particularly those who have not yet
found it possible to take part in the active co-operative efforts
thought to be so essential.

This report has been approved by the Councils of both Colleges. A shortened
version is to be published in the Nursing Times on 5 May 1961. Reprints of
this article may be had on application to the secretary, The Royal College of
Nursing, Henrietta Place, Cavendish Square, London W.1. or to the Journal
Office, Prospect House, Dartmouth. Price ls. Od. post free.
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Historical Background

The health visitor. The health visitor of today, a highly trained
nurse-social worker, is a member of a relatively modern profession,
although health visiting in a more limited form goes back nearly
100 years. The industrial revolution resulted in large populations
coming to live in poor and overcrowded accommodation with the
resultant scourges of nutritional and infectious diseases. Increasing
social consciousness and awareness that the economic strength of
the country depended on a healthy working class resulted in the
gradual introduction of the public health service as we now know it,
with the health visitor as one of the chief workers. The first full-
time health visiting staff were appointed some seventy years ago in
Buckinghamshire. These health visitors had taken a full-time
course of training inspired by Miss Nightingale, who said that the
need for bringing health to the home required different and more
varied, but not lower qualifications than those needed for sick nursing.
The health visitor, in Miss Nightingale's view, must create a new
work and a new profession. The two world wars accelerated the
development of our social services, and such nation-wide activities
as the diphtheria immunization campaign and the provision of
welfare foods, brought health visitors to the notice of all sections
of the community both in the towns and in the villages.

From the beginning of health visiting, members of the profession
have adapted themselves to new demands and accepted new and
widening spheres of activity. Many of the early health visitors
were women sanitary inspectors, some were doctors, some nurses.
Training varied over the years from a two year course in social and
domestic science subjects with a short period of nursing experience,
to the the accepted pattern of today-full nurse training and at least
Part I of the Central Midwives Board examination, followed by a
year's post-certificate course of social studies for the health visitor's
certificate. The Nurses Act of 1949 made possible experiments in
integrated training, while the National Health Service Act, 1946
placed a statutory duty on local health authorities to " make pro-
vision in their area for the visiting of persons in their homes by
visitors to be called ' health visitors ' for the purpose of giving
advice as to the care ofyoung children, persons suffering from illness
and expectant or nursing mothers, and as to the measures necessary
to prevent the spread of infection ". The National Health Service
Act also recommended local health authorities to provide health
centres wherein general practitioners, dental surgeons, specialists,
public health nurses, and medical officers could meet and work
together. The number of health centres built has not been large
but the concept of the three branches of the health service working
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together is one which can be put into effect without costly buildings,
and in some places health visitors and family doctors are working
together under a variety of arrangements which will be enlarged
upon a little later in this pamphlet.
The General Practitioner. From time immemorial doctors have

been attending the sick in their own homes and the tradition of
general practice in this country has been built up gradually through-
out the centuries. Until the twentieth century medical practitioners
were paid fees for their services, and it was therefore economically
inevitable that, while the wealthy would ask for advice on feeding
their children and treating their cuts and their colds, the poor would
only call on the doctor's services in a case of a serious illness or
accident.
The first part of the twentieth century saw the arrival of the

National Insurance Scheme whereby all working people could
obtain the services of a general practitioner. This scheme did not
include the wives and children of the working classes, and for them
many friendly and provident societies developed insurance clubs
which provided them with limited general-practitioner services and
drugs. There were still many members of the community who were
not insured for general-practitioner services and who could ill afford
to pay for them.

In the years immediately after World War II the general prac-
titioner was accustomed to accepting the full medical care in sickness
and in health of the family which could afford his services, and of
some less well-off families who had insured themselves privately.
Usually the poorer families asked his advice only, in cases of illness,
and he was not normally consulted on problems of general care and
upbringing. This work was done by the assistant medical officers
of health and health visitors.
The National Health Service Act of 1946, which came into

operation in 1948, and other post-war legislation has resulted in the
emergence of a different social pattern throughout the country.
There was opportunity for a raising of the standards of family
doctoring in all income groups, and it was soon evident that the
general practitioner whose list of potentially sick persons might
be large, would be unable to develop the preventive aspects of his
work without help. It was therefore logical that he should work,
not in competition, but in co-operation with the health visitor.

The Present Position
The function of the health visitor. The Report of the Working

Party on Health Visiting summarized the work of the health visitor
as being primarily health education and social advice. Health
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education-the teaching of health-is indeed a large part of the
health visitor's work. She visits homes and families, the ordinary
normal families as well as those subject to stress or tensions, the
young harassed mother and the lonely older citizen. 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. While her main role
remains the care of mothers and young children her functions are
by no means restricted to these groups of the community, important
though they are. She has responsibilities in connection with the
prevention of illness, mental as well as physical, for helping in the
rehabilitation of those recovering from illness, the chronic sick
and infirm, the elderly and the permanently handicapped. She has
a wide knowledge of the social services, both statutory and voluntary,
and being personally acquainted with other workers in the local
health and welfare services, can discuss problems with them as well
as seek their help.
However close the relationship between the general practitioner

and the health visitor, there is need for the health visitor to make
her own contacts, to follow-up patients, carry out routine surveil-
lance, especially of those who for one reason or another may not
be in very regular or effective contact with their general practitioner
or even refuse to contact him at all-the problem family, the de-
faulter, the school absentee, the malnourished. The health visitor
has a special role here in addition to the functions that can be most
adequately discharged by day-to-day working with her general
practitioner colleague.
A further function of the health visitor, which is capable of con-

siderable development, is her participation in research studies
organized in general practice. Many observational studies have
been made possible by health visitor case-finding and follow-up,
and the contribution which she can make to future surveys should
not be underestimated.

The health visitor is employed by the local health authority and is
responsible to her chief officers, the superintendent health visitor (or
county nursing officer) and the medical officers of health, but she
practices as an independent professional worker in the area to which
she has been appointed. Where it is realized that the best work can
be done only where all work together, good relationships are built
up between the medical officer of health, health visitor, and general
practitioner, and in these conditions the same excellent co-operation
can be established between family doctor and health visitor as has
existed for so long between family doctor and district nurse and
midwife.
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The function of the family doctor. The National Health Service
Act, 1946, entitles every person to register with a general prac-
titioner in the Health Service for " general medical services".
There is no completely satisfactory definition of the term general
medical practitioner. Each doctor decides for himself the scope of
the service he will give and this depends on his experience and
abilities. Perhaps the best definition is " A doctor in direct touch
with patients, who accepts continuing responsibility for providing
or arranging their general medical care, which includes the preven-
tion and treatment of any illness or injury affecting the mind or any
part of the body ". (John Hunt, 1957 Lloyd Roberts Lecture,
North-west England Faculty Journal, College of General Prac-
titioners). We should add to this definition the fact that ideally he
should deal with the family rather than the individual. This defini-
tion, if carried to its logical extremes, would place an intolerable
and impossible burden on the individual doctor who could not
undertake the care of more than a few hundred patients, whereas it
is well known that under the National Health Service he must think
in terms of thousands rather than hundreds of patients if he is to
make a reasonable living. The key to the definition must rest with
the words " provide or arrange ". The family doctor is coming to
accept more responsibility for making himself adequately informed
about existing health and welfare services in the community and
taking more initiative in attempting to integrate these services on
behalf of his patient. He will work less and less in isolation. While
the family doctor has continuing responsibility he uses the services
of hospital and public health workers to aid and support him in his
work. In her own sphere, the health visitor works in parallel with
her general practitioner colleagues undertaking week by week
observation ofyoung mothers and babies, routine visiting of chronic
sick, convalescents, and the elderly and giving general supervision
of families and people who present particular medico-social prob-
lems. The health visitor has a special role in regard to those persons
for whom the doctor is clinically responsible but who may not
realize the help available, particularly in the case of problem
families and elderly people living alone, With mutual exchange of
information the burden of much of a family doctor's work can be
eased by a health visitor in whom he has confidence, and who he
knows will consult and inform him when any special problems arise.
The function of the medical officer of health. Among his many

responsibilities the medical officer of health has to ensure that a
satisfactory health visiting service is maintained. This pamphlet
affirms that the best health visiting is carried out when health visitors
and general practitioners work together rather than in opposition
to or in ignorance of each other.
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It seems then that the medical officer of health's primary function
in relation to health visitors and general practitioners is to promote
effective relationships. He it is who must take the initiative and
introduce health visitors to general practitioners as colleagues able
to complement their work. It is the medical officer of health who
must make it easy for general practitioners to know the health visi-
tors-their names and addresses and where and at what time they
may be contacted.

Methods of Co-operation
The degree to which health visitors can work with doctors in

single-handed or in group practices must vary from place to place.
Numerous examples of co-operative effort are taking place:

1. One county medical officer of health keeps all general practi-
tioners in his county borough informed of the names, addresses and
telephone numbers of all the health visitors and the times and
places where they may'be contacted. He circulates a news-sheet
to the general practitioners giving up-to-date information on changes
of staff or clinic sessions, and so forth.
2. In an urban area of a county authority the general practitioners
come to the local authority clinics to discuss particular cases with
health visitors. In the same locality five health visitors attend weekly
meetings at the home of a general practitioner to discuss patients
about whom the general practitioner, his partner or the health
visitors are concerned; furthermore, two health visitors take it in
turn to attend at another family doctor's surgery once a week. This
doctor reserves one morning per week for mothers and children,
and the health visitors help with feeding difficulties and social
problems. Also in this locality health visitors often visit the homes
with the general practitioners.
3. In a city where excellent relationships have been built up the
general practitioners get in touch with health visitors when they
want a family to have special support or help. A weekly meeting
takes place between a firm of general practitioners and the health
visitors who meet most of their patients.
4. In another city a general practitioner partnership hold a well-
baby clinic one morning a week which is attended by a health
visitor who shares in the general giving of advice on nutrition and
general health matters, and in addition gives a series of lectures to
the mothers and expectant mothers. All health visitors in the area
are encouraged to call upon the general practitioners to discuss
problems relating to patients. One of the partners in this practice
is a part-time assistant medical officer of health.
5. In one of the urban areas a health visitor attends the surgery
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of a local general practitioner to advise mothers attending a well
baby clinic. The general practitioner is there to be consulted and
also does the immunization and vaccinations. The session is
recognized as an infant welfare clinic by the local health authority.
The health visitor visits where necessary between clinic sessions and
also visits elderly patients at the doctor's request.
6. A health visitor employed by a local health authority works
entirely with a group practice of six general practitioners. The
health visiting records are kept at the surgery where the health
visitor has an office. The receptionist takes messages which are
recorded on a slate. The health visitor is in her office every morning
to prepare her day's work and is therefore available to all the doc-
tors for discussion with them on particular cases.

Child welfare clinics are held at the surgery and consultations
take place during each session with a view to follow-up visits
where necessary. When hospital treatment or advice is necessary
the health visitor has access to reports. A baby clinic was started
in an adjacent village in the house of a mother with three small
children. One of the group doctors attends for part of the session
for consultation and to give prophylactic injections, and so on.
Patients have realized that the doctor and the health visitor are
working together and this helps in difficult cases.
7. In another part of the country a health visitor has been seconded
by her local health authority to work with a group practice of four
doctors. She attends at the surgery for consultation with patients
or with doctors. The health visitor has a case load of children
under five whom she visits as a health visitor, and she " takes over "

all children under five whose mothers are patients of the group
doctors. This avoids two health visitors visiting the same family
and helps to avoid friction. The health visitor has no school duties
but undertakes the other functions of a health visitor.

In each of the last two examples it has been found that a car is
essential for the health visitor's use.

The Administrative Problem

When the question of securing better co-operation between health
visitors and general practitioners is discussed a number of difficulties
are commonly raised. It is sometimes said that there are not
enough health visitors to undertake existing requirements, let alone
to work in close co-operation with family doctors. While it is
true to a certain extent that there appears to be a shortage of health
visitors, if all health visitors were freed from numerous tasks which
today are inappropriate to them, and were allowed to devote their
time to the real medico-social work which is true health visiting,
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the shortage would not be so great. Health visitors working in
group practices find they can do all that is required of them by a
group practice of three doctors and carry out their health visiting
duties; but to do this they must have cars.
Another difficulty often raised is that the health visitors' areas

and the general practitioners' practices do not coincide, but arrange-
ments can be made for the health visitor to take over the babies
belonging to families within the general practitioners' practices.
The areas of district nurses and midwives do not coincide with those
of general practitioners but good working relationships are the rule.
The fear is often expressed that the health visitor would merely

become the assistant to the general practitioner instead of being a
professional worker in -her own right. Experience has proved
that the health visitor remains a practitioner in her own right and
does not become the assistant of the general practitioner with
whom she is working. The relationship of health visitors to general
practitioners is determined by the health visitors and the general
practitioners themselves. Health visitors already working with
general practitioners find their work enriched, relationships with
doctor's patients easier, and their usefulness increased. The general
practitioners' standards of practice are raised, and the service given
to the community improved.

Conclusion
The College of General Practitioners and the Royal College of

Nursing believe that the future of good general practice and good
healthvisiting lies in the establishing of a successful working partner-
ship between the family doctor and health visitor. The two Colleges
believe it will be possible to arrange that health visitors can remain
local authority employees, responsible administratively to the
medical officer of health, while working within the framework
of family doctor practice.
The two Colleges strongly advocate the attachment of health

visitors to medical practitioner practices whenever possible, and-
failing this-the introduction of schemes for regular meetings and
consultations between general practitioners and health visitors.
The members of the Working Party were:
College of General Practitioners-Drs G. Swift, B.M., B.CH., John Horder, B.M..,

B.CH., M.R.C.P., R. Murray-Scott, M.D., R. M. S. McConaghey, M.D., R. Harkness,
M.B., CH.B., R. J. F. H. Pinsent, M.D., Richard Scott, M.D., D.P.H.

Royal College of Nursing-Misses E. M. Weam, S.R.N., S.C.M., Q.I.D.N., H.V.,
D. K. Newington, S.R.N., S.C.M., H.V., A. L. Adair, S.R.N., R.F.N., S.C.M., H.V.,
G. Flack, S.R.N., S.C.M., H.V., K. J. Hayes, S.R.N., S.C.M., H.v., G. M. Godden,
O.B.E., S.R.N., S.C.M., M. B. Whittow, S.R.N., M. K. Knight, S.R.N., S.C.M., H.V.,
G. Padfield, S.R.N., R.F.N., S.C.M., H.V.
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