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Accidental Tattooing

Grazes and cuts due to falls on roads, gravel, or coal may
heal with the retention of particles or dirt in the scar and the
dermis, resulting in unisightly itattooing. This can be preven-
ted if ithe wound is adequately cleaned initially, and it may
be necessary to scrub the wound with a scrubbing brush un-
der a general anaesthetic. Once a tattooed wound has healed
improvement can only be achieved by excising the scar or by
dermabrading the more superficial pigment.

The photographs were produceld by Mr. R. A. Dewsbery, of
Lister Hospital, Stevenage, and Mr. R. Blake, of Mount Vernon
Hospital, Northwood.
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Conversations on the Social Servzices

A Social Worker Speaks

FROM A SPECIAL CORRESPONDENT

Mary S is a social worker in Greater London.

British Medical3Journal, 1974, 3, 36-37

"I run an area team which consists of something like 45
people. This includes both senior and basic grade social
workers, clerical and administrative staff, the home help
organizer, and one community worker and an organizer of
voluntary help. Thus we are available in the area where a
population of 35,000 people live. The area which
I serve has a fairly stable population with mainly families,
not a vast number of immigrants but a mixture of English,
Irish, longstanding Greek, and coloured people.
"Within that area I have four teams of social workers to

cope with everything; one team does the intake work and
three the long-term cases. The intake team are the diag-
nostic workers who do the initial assessment, a very careful
one, and if it seems likely that the case will last longer than
three months it is immediately transferred to another team.
If, on the other hand, it is a crisis situation that can be dealt
with rapidly, they see the client through the trouble them-
selves. I was looking at our figures today, and in the last year
a third of our cases ended in a very short time, and the rest
continued. We have a case load of about 1,000, and had
closed a further 500.

Generic or Specialist Work?

"Are we doing generic work? Yes and no, I think all have at
some time, but now we are going back more and more to a
certain amount of specialization, and I think that is fairly
general. Generic training is a good idea, it lets people know
their possibilities. And, of course, specialty work is different
from what it used to be in some cases; for instance, intake
work is one of the major specialties of the new department. I
would find it hard to say what proportion of our work comes
through doctors. Most of our clients have problems to do
with money, with family dynamics, housing, delinquency-
we have a lot of court work, because, though the probation
officers are not with us, since the 1969 Act we have had the
care of everyone up to the age of 16.

"A lot of our problems concerned with children at risk
and old people involve doctors. Written referrals from doc-
tors are rare, most are by telephone and everything is urgent.
One can't always make an immediate assessment on, for
instance, whether a child is being battered. A doctor may
say 'Move this child immediately,' not realizing that we
haven't the power to do this without pretty sound evidence.
Often we are worried about a case, and we say to our legal
department 'Have we got a case?' and they say 'No.' We
have endless anguish over our decisions. We all know what
life in care does for a child, it deprives him of a normal
family life. Even in the best of homes there is going to be a
change of housemother quite often; people don't stay in a
job 20 years-only mothers do that.

Relations With Doctors

"I must admit that relations with doctors are not good. It's
difficult to think of ways to improve them. When we started
we gave an inaugural party, and one general practitioner
came and one other replied. The other day we called a meet-
ing because we were re-organizing our mental health ser-
vices on an area instead of a borough basis by day, and we
thought they would like to discuss it, but we only got five
out of 35 to attend. That sort of thing is very discouraging.
And if something goes wrong they tend not to contact me,
whom they know, but the director of social services. The
director of social services has the most enormous job, em-
ploys something like 3,000 people, and has very heavy
responsibilities in a variety of fields, including politics,
social work, finance, and administration.
"My worst problems with doctors arise because they don't

understand our statutory duties; they either think we can do
anything or nothing. This can only be improved by know-
ledge, and they don't really have to read the medical press,
just the national papers, like the rest of us. I was once asked
to speak to a group of trainee general practitioners and I
mentioned the Chronically Sick and Disabled Persons Act,
and, though it was nearly 18 months since the Act had be-
come law, none of the 30 to 40 trainees in the room had
heard of it.
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"There is a difference in attitudes which I think causes
a bit of alienation. General practitioners in general are a
rather middle-aged conservative group; social workers are
mostly young, leftish, rather way out. I think there is often
quite a father figure problem. I have yet to see a general
practitioner who doesn't dress in a suit and has a short back
and sides, whereas I've rarely seen a social worker in a suit.
Chaps on the whole wear cords and jumpers, and only put
on their suits to go to court. Men and women wear trousers
or long skirts, have their hair long, and most young men are
bearded. My group are a very stable, mainly middle-class
group, but stratification is more by age than social class
nowadays.

Painful Decisions

"The important thing about social work is that a great deal
of it is done in a primary setting, where the responsibility
is yours alone and you carry the can. Hospital social
workers operate in a secondary setting; the real decisions

are taken by the consultant. You never hear of a hospital
social worker up in court, but there have been a good many
inquiries involving social workers in their primary setting.
As a young profession, maybe we resent the failure of doc-
tors to appreciate our primary role. Nurses have been through
this professionally-establishing business earlier, but they
never came out on the other side; they still like having a
father figure around, and they only operate in a secondary
setting.

"I must say I read the local paper every week with appre-
hension. We have to take some tremendously painful de-
cisions in our primary role, and they put you in a terrible
dilemma. Have you got a right to leave a child or old person
in some danger, or should you deprive them of their right to
choose? Invariably the community will think you should
remove him; you can't do right. The other day I was at the
inquest of a confused old lady who was killed in a road
accident. The coroner said she wanted to lead her own life,
and, from her point of view at 80, that kind of life with all
its dangers was better than going into a home-which she
didn't want. This is the sort of dilemma we are facing all
the time."

Any Questions?

We publish below a selection of questions and answers of general interest

Dupuytren's Contracture and Hepatic Disease

Is there any known connexion between the development of
Dupuytren's contracture and hepatic disease?

There is a significantly high incidence of Dupuytren's con-
tracture in patients with hepatic disease, but it is predom-
inantly linked with chronic alcoholism. Reports of an in-
cidence of from 44-66% of palnar contraction, in associa-
tion with alcoholic liver disease, have been made,1 2 while
only 18% of non-alcoholic cases suffer contractures.' The
mechanism of the relationship between these two diseases
is obscure, as is the cause of Dupuytren's contracture in
general.
IHueston, J. T., "Dupuytren's Contracture". Edinburgh, E. & S. Living-

stone Ltd., 1963.
2 Wolfe, S. J., Summerskill, W. H. J., and Davidson, C. S., New England

Journal of Medicine, 1956, 255, 559.

"Normal" Temperatures in Childhood

What is the normal temperature of a newborn baby; of a
child aged three years; and of a child aged five years?

It would be easy just to quote the figures requested, as
37-20, 371', and 36-9°C from Iliff and Lee,, indicating the
slight fall in average temperature that occurs with growth.
But temperature recording, which in any case is only one
factor in assessing health, can be deceptive, especially in
childhood and if temperatures are to mean anything some
comments are necessary. Where should the temperature be
taken? In the axilla it is about 0-56°C (1'F) lower than in
the mouth, in the mouth about 056°C lower than in the
rectum, and in the rectum it varies with depth of insetion
of the thermometer. Even standardized thermometers can
vary by 025°C, though even more if the time taken with
them in situ varies considerably. In the newbom baby,

especially if he is of low weight, the temperatue may be
several degrees lower and is very variable in either dircton.
Normal children at any age exhibit a considerable range be-
tween 363°C and 37-7'C or even a degree further out on
either side. There may be as much as 056'C variation
according to time of day, with the lowest reading in early
morning, or in response to the ambient ,temperature. Near-
ness to a hot water bottle or radiator, excessive wrapping
up (especially after anaesthesia), fear, exci-tement, or
exercise may cause a temperature rise. Some children-and
some families-have a persistently higher or lower tempera-
ture than the average. While the average temperature in
Britain is taken as 36 9'C (98 4'F) for an adult in the U.S.A.
37'C (98-6'F) is called "normal."
1 Iliff, A., and Lee, V. A., Child Development, 1952, 23, 237.

Concealed Accidental Haemorrhage

A woman of 25 lost her third baby at 36 weeks because of a
severe concedled accidental haemorrhage. Her first two preg-
nancies were normal. She wishes to become pregnant again.
What advice should she be given?

The causes of severe concealed accidental haemorrhage are
still not accurately known. There is an association with
hypertension and possibly with folate deficiency, perhaps
acting in the early weeks of pregnancy. A further pTegnancy
may be undertaken without a high expectation of further
tragedy. She should be under the care of a consultant
obstetric unit and probably oughft to be seen weekly there.
Before she starts a pregnancy the circumstances of this last
episode should be reviewed and a general examination per-
formed with special reference ito blood pressure, urine ex-
amination, including bacteriology, and renal funotion tests.
No harm would come from vitamin supplements, including
folic acid, and they might have some ProPhylaCtic value.
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