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that sugar raises the plasma concentration of
cholesterol in man. The report refers to the
"very low carbohydrate diets" commonly used
for the treatment of obesity and says that they
cause an increase in plasma cholesterol. The
commonly used diet is not very low in carbo-
hydrate-it contains something like 60 g a
daye-and it certainly does not increase plasma
cholesterol.5
The main failing of the report is its

dedication to the hypothesis that the concen-
tration of blood cholesterol is the dominant
feature ofCHD. The fact is that there are many
other features; among these are a raised
concentration of triglyceride and uric acid and
a diminished glucose tolerance. A search for
the causes of CHD should seek factors that
produce as many as possible of these features.
Alternatively, it should seek hormonal changes
that almost certainly underlie this range of
abnormalities that characterise the disease;
how else do we explain the considerable
difference in disease prevalence between men
and premenopausal women ? So far an
acceptable candidate is insulin; it may,
however, well be that the primary disturbance
is in some other hormone.6 7
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Myocardial infarction

SIR,-Dr H G Mather and others (17 April,
p 925) have made inadequate conclusions from
their own study. Although they quote
Christiansen et all as showing that the intro-
duction of coronary care units has been
associated with a fall in the hospital mortality
rate their own figures demonstrate that the
mortality rates for patients treated at home do
not for the most part differ significantly from
those for patients treated initially in coronary
care units in hospital. Not only was it confir-
med that some patients, especially those who
are initially hypotensive or who have a history
of angina or of myocardial infarction, have a
poor prognosis wherever they are treated, but
also it is shown that other patients, especially
those over 60 years of age, may do better if
treated at home. What is certainly not demon-
strated is that there is a place at all for coronary
care units. The recently published joint report
on coronary care by the Royal College of
Physicians and the British Cardiac Society2 is
more courageous in its conclusion in this
respect.

It might be thought unethical to include in
a controlled study a group of patients for whom
the medical profession did nothing whatever
in hospital or in general practice. None the less,
I venture to suggest that one ofthe conclusions
that may possibly be drawn from this paper is
that the influence of the medical profession is
questionable, and moreover the paper may
even reinforce Illich's view that not only are
coronary care units of doubtful'advantage3 but

in some cases- there may be a direct correlation
between the amount of professional medical
activity and the increased morbidity of the
patient. This surely is the true conclusion to
be drawn from the figures that demonstrate
that no group of patients does specifically
better in a coronary care unit and one group
may indeed do significantly worse.
The opening statement of the paper,

"Because of the increase in the number of
deaths from coronary heart disease, improve-
ment in the treatment of this condition is a
matter of urgent concern," is fundamentally
wrong.
The report of the Joint Working Party2

summarising current knowledge and research
work concluded that 40% of coronary deaths
occur within the first month, the majority of
those within the first hour, and the majority
of those within the first few minutes. Two-
thirds of all fatal attacks are medically un-
attended. The disease now kills 35 000 men
and women of under retirement age every year
in the UK. My belief is that there is no
practical system of postcoronary care that
could possibly influence these figures to any
significant degree. There is no possible frame-
work of clinical organisation that could cope
with these numbers at the right time and in the
right place even if the treatment was effective.
Prevention, not treatment, is what should be
the matter for urgent concern. To that event
the authors' suggestions on the management
ofacute myocardial infarction are an irrelevance
in the wider sphere of the management of
isclmemic heart disease.
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Regression of atherosclerosis

SIR,-There has been much interest lately
in the possibility of causing regression of
atheromatous plaques by giving polyunsatura-
ted fats by mouth. I should like to suggest
that, of all sites in all arteries, it is the progress
of atherosclerotic plaques in cerebral arteries
that can be assessed most effectively because
the reduction of cerebral blood flow caused
thereby-and the increase of cerebral blood
flow when plaques regress-can be monitored
readily by the resulting effect on behaviour,
which changes in certain recognisable ways
that are observable and recordable.
Some 14 years ago I conducted an investiga-

tion along these lines,' using large doses of corn
oil emulsion combined with a reduction of
dietary animal fats, and found indeed that
behaviour in atherosclerotic dements (though
not in senile dements) improved, in particular
in respect of incontinence. Since then I have
been using corn oil emulsion in other cases of
atherosclerotic dementia, enabling many
patients to leave hospital and to lead relatively
normal lives in the community again.
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Sociological realities

SIR,-It is interesting to see from your leading
article (3 April, p 790) that you are a disciple
of Chairman Mao. Your conversion is probably
not total, for I doubt whether you want to
promote the notion of the "barefoot doctor";
but the barefoot social worker is obviously
your ideal, and positively Mao-like is your
scorn for the pedagogues who seek to keep the
student social worker in the classroom rather
than the rice-fields, or at any rate their urban
equivalent.

All the internal evidence suggests that you
know little at first hand about social work and
nothing about social work education. Ignorance,
however, is venial; arrogance is not. So power-
ful is the unexamined assumption which
dominates the article, that social workers are
useful pairs of hands with minimal educational
needs, that the uninformed reader is bound to
emerge with wholly misleading notions of the
purpose and arguments of the document sup-
posedly under review. The CCETSW paper
is not faultless: in common with most global
reviews of educational policy it has its pre-
tentious moments. But its goal is a useful one
and its concerns are essentially practical. Who
would suppose, having read the BMJ account,
that the main emphasis of the paper in question
was precisely on the need to give priority to
training for practice skills rather than to
academic knowledge?

In fact, neither the authors of the report nor
you need feel unduly alarmed at the prospect
of social work students waddling out of their
training courses like so many Strasbourg
geese, stuffed to bursting point with arcane
theories. The exigencies of time-tabling alone
impose a more varied and less heady diet. My
own department, which is typical of many,
takes young (and some not so young) graduates
and completes their professional training in
either one or two years, according to the type
of first degree course they have followed. At
least half of that time must be spent in learning
practical skills, under supervision, in local
authority departments, hospitals, health cen-
tres, or voluntary organisations. A student
whose first degree was in Russian or zoology
has therefore only the equivalent of one year
in which to acquire the necessary "knowledge
base" for social work practice, the social
sciences graduate only half a year. Uncertainty
about the essential components of the "know-
ledge base" does not imply, as you imagine,
doubts as to what a social worker's job is but
rather a continuing attempt to define those
specific areas of knowledge most relevant to
the job. Inevitably this means stringent selec-
tion and the elimination of a very great deal
which, though of considerable interest, is not
of central relevance to the professional task.

For you, of course, there are few problems.
You know what a straightforward task the social
worker has and how useless it is to do very
much more than throw him into the world of
practice. Having spent more than a decade
on the staff of a medical school, I can imagine
the outcry that would (quite properly) go up if
I were sufficiently philistine to argue in your
columns that it is an absurd waste of time to
fill the heads ofmedical students with anatomy,
physiology, biochemistry, and pharmacology
instead of concentrating on practicalities. I
would rapidly be reminded that a professional
man is distinguished from a technician, inter
alia, by the fact that he understands the
theoretical principles underlying the practical
measures he takes. You would no doubt deny
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