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this hospital group have experienced extreme pressure on our
outpatient and operating time, and we assume that other areas
are experiencing the same pressure. The techniques outlined
should help to minimize the dislocation of normal clinics and
operating sessions which this additional work brings in its
train.

We would like to thank the theatre and nursing staff for their
help in ensuring the rapid turnover in admission of day patients.
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Colleagues in Health Care

The Health Visitor

FROM A SPECIAL CORRESPONDENT

British Medical3Journal, 1971, 4, 479-480

It was the misery and squalor among the poor of the indus-
trial north that prompted the formation in 1862 of the Ladies'
Sanitary Reform Association in Manchester. Its aim was to
"popularize sanitary knowledge, and to elevate the people
physically, socially, morally and religiously," and to this end
they appointed "a respectable working woman" to do syste-
matic home visiting and to give help. This was the precursor
of the modem health visitor.
There are two ways in which a woman may become a

health visitor. A small but increasing number take a degree
course which qualifies them as nurses and health visitors,
and as university graduates. The majority are State-registered
nurses, who must have either a full or Part 1 qualification as
a midwife, or have taken an approved three months' obstetric
course. She must have at least 5 0-level subjects (including
English, Welsh, or history) or be approved on other educa-
tional grounds. She then spends a year of theory and field-
work at one of the many colleges which offer such a course,
and this leads to a certificate. Training, examinations, and
recruitment are controlled by the Council for the Training of
Health Visitors.' The council has national responsibilities,
the interest of Scotland and Northern Ireland being safe-
guarded by advisory committees. Local education authorities
may make training grants, or health authorities may sponsor a
student, paying threequarters of the minimum health visitor's
salary during training, and in return may require a contract
of service. The salary today is £1,350 to £1,734.
The health visitor is by definition a woman, though some

men are working as health visiting officers, notably in Scot-
land. Male nurses cannot obtain the necessary obstetric train-
ing, and it is a source of irritation to them that they cannot
receive even the amount of instiuction in this subject
currently given to policemen and ambulance men. The
council favours the inclusion of men, and means are being
sought for allowing eligibility.

Definition of Work

The council defines the work of the health visitor as being
firstly, the prevention of mental, physical, and emotional ill
health, or the alleviation of its consequences; secondly, early
detection of ill health and the surveillance of high risk groups;

thirdly, recognition and identification of need and mobilization
of appropriate resources; fourthly, health teaching; and, lastly,
provision of care and support in periods of stress. The nature
of the work varies enormously over the country. The Greater
London Council has published a report2 on the work of its
health visitors, which is an admirable piece of research on the
way they spend their time and the range of work they under-
take. Parts of the central boroughs are areas of dense popula-
tion, severe housing problems, high illegitimacy rates, social
nonconformity, and drug-taking. Here the health visitors
mostly go on foot about their congested domains, and two-
thirds of them have less than six years' experience. In the
outer boroughs, on the other hand, a quarter of them have had
more than sixteen years' experience. These tend to be married
women who have moved to the suburbs, where the popula-
tion is less mobile and the problems presented less intract-
able than those of central London.

General practitioners understand well the role of the
district nurse, who works at clinical tasks which they can
value. Health visitors feel that their work and skills are not
fully valued by many doctors, who see her not in uniform,
never rolling up her sleeves, and only too often regard her as
a nurse who has given up nursing.3 A better knowledge of
the skills she has to offer would be of mutual benefit, and
some doctors might be interested in a film4 the council has
made.
The increasing number of health visitors who are wholly

or partly practice-attached has widened understanding, and
the considerable literature5 on the subject indicates that most
doctors and health visitors prefer such an attachment. But this
cannot be successfully made without careful preparation,6 and
problems which, in the present restructuring phase of the
health and social services are hardly formulated, may soon
become apparent. A practice with six partners might need
four attached health visitors, besides registered nurses work-
ing in the surgery and in the home, and possibly enrolled
nurses and aides. Who is to head this team? The doctor can-
not do this, any more than his counterpart in a hospital can
direct detailed nursing activities as the ward sister does.
Another point likely to become relevant is that many health
visitors, who spend much time in listening and counselling,
receive from women confessions and confidences they have
never divulged to their nearest and dearest and which the
health visitor would not commit to writing in her records.
What are her responsibilities to the client who expects secrecy,
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and to the doctor who is her team-mate? This difficulty does
not arise for a health visitor working only for the local
authority.

Range of Contacts

The health visitor may in the interest of her clients make
contact with very many organizations and people. The list (by
no means exhaustive) might include the public health inspec-
tor, the social services department (especially the child care
officers), the N.S.P.C.C., teachers in schools and universities,
the Citizens' Advice Bureau, the neighbourhood lawyer, the
probation office, the social security office, housing agencies,
family welfare organizations, the Society for the Unmarried
Mother and her Child, specialist societies for the welfare of-
for example-spastics, epileptics, diabetics, service and ex-
service bodies, prison and moral welfare workers, medical and
psychiatric social workers, hospital staff, and a host of church
organizations, welfare offices of embassies, youth services and
clubs, adventure playground leaders, and scoutmasters.
Though she meets her biggest problems in the lowest income
groups, many middle class mothers need and welcome advice
on baby care and child management problems.
The health visitor deals with a large number of normal

people, but this account of a family on the list of Miss X, a
health visitor in central London, may illustrate the kind of
long-term problems she may face.

The doctor to whom she has a part-time attachment asked her
to call on Mrs. A, who was depressed and talking of suicide. She
found her living at the top of a damp rat-infested house. Mrs. A.
had had three spouses, and had her sixth, seventh, eighth, and ninth
children with her. The first three were with a father, and the fourth
and fifth were adopted. They had no bathroom and the lavatory
was two floors down, so they usually used a bucket. Mrs. A never
got out, had great difficulty in making the social security go round,
and had quite lost heart. Miss X tried various housing agencies,
with a slight prospect of eventual success, gave advice on budgeting,

and through the local council arranged a holiday for Mrs. A. The
two youngest children, aged 5 and 7, went into care-not for the
first time. The eldest boy was working, the next was an unstable
17-year-old girl with a very poor work record, who at this time
became pregnant and aborted herself. Miss X visited her in hospital
when she was ill with sepsis and tried to ensure that she realized
the importance of the "pill."

Mrs. A. returned from holiday in high spirits, found a new
partner, and went to live with him leaving the two older children
in her flat. One month later the eldest daughter and her mother
were both pregnant. The daughter seemed to have made a fairly
stable alliance, and was supported with advice on money and ante-
natal care, gifts of secondhand baby clothes, and a pram. Both were
delivered in hospital, and both used to come to Miss X's clinic; she
looks back rather wistfully to this as the highlight of their associa-
tion. Soon Mrs. A. left her partner and came back to the flat with
her baby. There was now no room for the daughter's boyfriend, so
this fairly hopeful relationship collapsed. The two youngest children
are now back with Mrs. A. silent, anxious, and enuretic.

All health visitors hope is that by sustaining parents they
may help to make a better life possible for the children, but
Miss X cannot help but feel that these two will be a problem
for her successor.
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Problems of the Nezvborn

The Small-for-dates Baby-II

ROGER ROBINSON

British Medical3Journal, 1971, 4, 480-482

Small-for-dates babies are those whose intrauterine growth
has been abnormally slow and whose birth weight is there-
fore low for the gestational age at which they are born. An
arbitrary decision has to be made about the dividing line
between normal and low birth weight at a particular gestation,
but a commonly used definition is that a baby is small for
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dates if its birth weight is below the 10th centile for the
gestational age. This implies that 10% of newborn babies will
be regarded as small for dates, and some babies whose birth
weight exceeds 2,500 g (52 lb) will be included. The advantage
of this somewhat inclusive and unbiological definition is that
it will include most of the babies at risk for the particular
problems associated with intrauterine growth failure. The
Table shows the 10th centile birth weights for particular
gestational ages, taken from the data of Thomson et al.1
There are two main categories of cause of slow intrauterine

growth: either the fetus has a poor growth potential, or the
intrauterine environment in some way restricts the growth
of an otherwise normal fetus. Causes of impaired fetal growth
potential include fetal malformations, intrauterine infections
(for example, rubella), and some forms of dwarfism where
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