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search for advice and inexorably impairs vision. Trachoma
alone has been estimated to affect 400 million people.1

Vitamin A deficiency is estimated to be responsible for
80 000 new cases of xerophthalmia a year,2 mostly in the vast
conurbations of South and East Asia, the Eastern Mediter-
ranean, and Central America. In India 15 000 children under 5
lose their sight each year for this reason. Cataract, excluding
the relatively rare congenital conditions, is a common global
cause for blindness in the older age groups. Accidental trauma
to the eyes is another, smaller source of loss of vision.

In most of the temperate zones of the world blindness was
reduced considerably during the last century, even before the
advent of modern medical therapy, through improvements in
hygiene, water supplies, nutrition, and standards of living-
measures still awaited in many countries. During this period
major advances were made in the alleviation of the handicap
of blindness itself: blind schools were opened and the Braille
script developed.

Prevention of blindness in the third world has only relatively
recently emerged as a practical proposition. The first line of
attack includes all those improvements in living standards,
environmental hygiene, water supplies, and overcrowding
which developing countries are struggling to achieve. Specific
mass methods of prevention, relatively inexpensive, are now
available, such as vitamin A supplementation of the diets;
vaccination against smallpox, measles, and trachoma; chemo-
prophylaxis against trachoma, gonococcal ophthalmia, and
keratomalacia; and vector control for onchocerciasis. The
problem lies in making the available knowledge applicable and
acceptable to governments and people. The total annual cost,
for instance, of protecting 100 million children aged 1-5 all over
the world against the risk of xerophthalmia would be $3
nmillion3-a drop in the ocean compared with the amounts
spent on armaments and advertising.
The second line of attack depends on early diagnosis and the

application of the appropriate treatment, often on a mass
screening scale. Prevention and cure are inseparable activities in
the immediate and adequate antibiotic therapy ofconjunctivitis,
the early and persistent treatment of trachoma and oncho-
cerciasis, and the use of parenteral vitamin A in xerophthalmia.
Here again the problem lies not in what to do but how to do it.
Much is to be done in the future, but many partial, small-

scale inroads have already been established. Mobile eye clinics
are being used in rural areas not covered by static dispensaries.
These clinics combine cure and prevention, protecting com-
munities and individuals "at risk" by detecting early disease
and by enumerating the partly and totally blind. Treatment
includes surgery, which may vary from removal of a foreign
body to cataract extraction. Auxiliaries are being selected and
trained to a high degree of efficiency,4 and this has made
possible a far greater coverage for the screening and treatment
of eye diseases and for the education of people in simple
hygiene. The use of healed patients has also been mooted
particularly in the elimination of trachoma.
The World Health Organisation is sharpening and extending

the attack on the causes and effects of blindness. Will its theme
of foresight and prevention include a vision of the day when
blindness will be like the hunched back of Pott's disease, the
pockmarked face of smallpox, or the bow legs of rickets, a
historical curiosity ?
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Histamine antagonists and
peptic ulcer

Neutralising or inhibiting gastric acid secretion was thought
essential for the healing of peptic ulcers until just over a decade
ago, when liquorice derivatives were clearly shown to accelerate
ulcer healing. The interest which has been maintained in such
compounds since then has reflected their undoubted activity-
and also the lack of convincing evidence that even vigorous
treatment with alkalis or anticholinergic agents can alter the
natural course of a gastric or duodenal ulcer. Recently two
groups of compounds have promised to restore the dominant
role of acid inhibition in the treatment of gastric and duodenal
ulcer: the substituted prostaglandins and the histamine H2
antagonists, which are potent inhibitors of acid secretion.
The series of histamine antagonists so far produced includes
burimamide, metiamide, and cimetidine.

Pharmacological responses to histamine in small intestinal
smooth muscle or in the bronchi can be blocked by conventional
antihistamines such as mepyramine,' but it has long been
known that ordinary antihistamines will not prevent gastric
acid secretion induced by histamine-a phenomenon exploited
in the augmented histamine test of acid output devised over
20 years ago. This separation between histamine H1 and H2
receptors has been emphasised recently by the synthesis of
histamine analogues (in which the side chain has been altered
and extended) which are potent inhibitors of H2 acid secretory
responses but are devoid of H, activity.2
The first of these drugs, burimamide, was replaced by

metiamide, which was more active, especially when given by
mouth. However, metiamide had to be abandoned because
it may cause agranulocytosis,3 and a third drug, cimetidine, is
now available. Since the pharmacological properties of the
three compounds are very much the same the results obtained
with metiamide remain of considerable interest. It proved to
be a potent suppressor of both basal and stimulated acid
secretion when given by mouth. In patients with duodenal
ulcer it greatly reduced both meal-stimulated and nocturnal
secretion,3 5 and it almost completely abolished responses in
those with gastric ulcers.6 These observations led to clinical
trials, which showed that duodenal ulcer symptoms could be
relieved and ulcer healing could be shown far more often in
patients receiving the drug than in those receiving placebos7 8
-though in the second trial healing and symptom relief did
not necessarily go in parallel. A more severe test of the com-
pound was its use in the Zollinger-Ellison syndrome, but again
acid hypersecretion was controlled, with corresponding clinical
benefit to the patients.9 10

Cimetidine, the replacement drug, has the thiourea moiety
of the molecule replaced by cyanoguanidine, and this change
should prevent the haematological problems experienced with
its predecessor11; one piece of evidence which supports this
view is that a patient who developed bone marrow suppression
while receiving metiamide had no ill effects while treated with
cimetidine.12 Experience obtained with cimetidine is neces-
sarily limited; apart from inhibiting pentagastrin and histamine
responses in the stomach, it is a potent suppressor of meal-
stimulated acid output13 and appreciably reduces the acidity of
gastric contents when these are sampled throughout the day
and night.14-18
Some important questions now need answering. Will treat-

ment with cimetidine prove to be of clear benefit in healing
duodenal and gastric ulcers; if it does work what will the
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relapse rate be, and if it is high will maintenance treatment
reduce the figure? Will treatment also prove useful in patients
with haematemesis and melaena (there are some indications
that it might19) or where acute stress ulceration is common-
for instance, in burned patients ? Will the drug prove to be
as devoid of adverse effects as is hoped ? Clinical physiologists
will also wish to get a better understanding of the mechanism
of action of histamine antagonists. Their potency against all
conventional stimulants inevitably resurrects the suggestion
that histamine is part of a final common pathway to parietal
cell activation,20 but an alternative explanation of action might
be that distinct receptors exist in the parietal cell for histamine,
gastrin, and acetylcholine; that these interact; and that blockade
of any one of them will depress responses to the remainder.
Taken all in all, the development ofH2 antagonists has supplied
us with an opportunity to advance physiological understanding
and clinical management simultaneously-an unusual co-
incidence.
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Sociological realities
Concern is growing about the wide difference between social
work as seen by the academics who teach sociology and the
realities as practised by family doctors, nurses, health visitors,
and social workers. For the past two decades primary health
care teams have been evolving within the community outside
the hospital, undertaking the total care of their patients, but
more recently there has been a sense of depression and frustra-
tion as experienced social workers have seen a trend among
their younger colleagues to sit around in pink shirts having
case conferences, talking about work instead of doing it.
A working group discussion paper published by the Central

Council for Education and Training in Social Work has done
little to allay these fears. Apart from its tendency to use a
language at times incomprehensible to the reader (to the extent
that some words, such as "practicum" and "client," have to be
defined in the margin) the paper shows no appreciation that
what we now need are sympathetic social workers ready and
willing to join their colleagues in the other caring professions
in giving active and practical help to clients (or patients).

Chapter seven of this document asks whether social work
has a clearly defined "knowledge base"; which could suggest
that social workers in the field are unclear about their role
within the community, or, alternatively, it might imply that

social workers' duties are as yet undefined. Yet surely their
role stands out a mile, as does the lack of social workers in
adequate numbers within the community getting on with it.
They will learn more here than in the classroom or "prac-
ticum."

In chapter five we read that "the group identified a social
worker's primary tasks as communication, assessment, and
organising change through the disciplined use of the self."
Again, in simple terms, this presumably means that the social
worker's role in care is to help people and to teach them to help
themselves. Then why not say so? And surely this is no new
concept; it is accepted by and acceptable to all those engaged in
community care.

Sociology, developmental, social, and general psychology,
philosophy, law, social anthropology, and economics-all are
considered to be disciplines which make "vital contributions
to the education of students for social work practice." And
then, almost as an afterthought, come "concepts from medi-
cine, psychiatry, and education." Yet with whom is the social
worker to co-operate in the field ? Surely not with the lawyer,
the anthropologist, or the philosopher.

Certainly social workers must be fully educated and trained
in their discipline. Some must be teachers and some administra-
tors, but most will be thrown into the hurly-burly of the
community. That, surely, is why they choose social work as a
career-because, like doctors and nurses, they want to meet
people (patients or clients) in their homes and help them cope
with the particular social problems which are beyond the reach
or the knowledge of other members of the caring team. For
this to happen there must be less emphasis on the mechanistic,
the educational, the "contractural," the simulation exercises,
the interventions, the synthesising elements in social work, and
the planning processes. We may well ask (while fearing the
answer) what the academics are trying to achieve. At present
it seems that their aim is to produce graduates with a vast range
of theoretical learning, when the need is for social workers
qualified in and understanding the problems otf the community
and the means at their disposal to help, advise, and co-operate.
A gesture towards co-operation is made in one subparagraph

of the report, which states that "the social worker must be
taught to show knowledge about theory, skills, and practice
with other professions and other workers in the service."
This afterthought is one glimmer of hope for the primary
caring team; for total care cannot be achieved so long as social
workers continue to work alone, as strangers to their medical
and nursing colleagues. Nor can this solitary role (as so many
of them are beginning to realise) give them anything like the
job-satisfaction they would achieve if they knew and worked
in close contact and harmony with others looking after the same
patient-clients. They must, too, be given the same scope for
making their own decisions as have other members of the
team-though here, inevitably, there may be conflict between
group experience and individual initiative.
Above all else, progress towards total care by an integrated

team made up ofmembers from all the caring professions must
be given an opportunity to regain its momentum; it must be
lifted from the almost fatal stagnation into which it has settled,
or the patient-client will be the sorry and helpless victim. The
declared policy ofgovernments over the years has been actively
to encourage and support the formation of total care units
within the community. Why then is so little being done to halt
the decay and decline of the links between the health and social
services ?
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