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great suspicion. If there is a longer term underlying anxiety state
the major tranquillizers may be used as they do not seem to be
addictive as are the minor tranquillizers.
When it comes to the question of drug-treatment of drug

abusing adolescents neither the drugs abused nor alternative
forms should be prescribed except in the case of the true
addict to opioid drugs, and such a case should be referred to the
drug dependence centres and their specially licensed doctors.
Individual general practitioners would be unwise to attempt to
treat these cases, as they lack both the proper facilities and the
necessary support and protection offered by the organized
centres to staff working in this difficult field. Teenagers who
grossly misuse barbiturates do not often reach a point of organic
addiction with them. There is therefore rarely any indication
for the withdrawal prescribing of barbiturates to this age group

of drug takers. This does not however imply that barbiturate
abuse (including intravenous use) is not a serious problem
among adolescents and a difficult one to manage.

Finally, any adolescent who persists in the abuse of drugs in
spite of medical intervention and assistance from others is
almost invariably someone who needs ongoing psychiatric help
and supervision. He may, however, refuse this until he is flat on
his back or brought to his senses by some critical event such as
a serious legal charge.
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Impressions of Cogwheel

Cogwheel and the Medical Social Worker
FROM A SPECIAL CORRESPONDENT

British Medical Journal, 1972, 4, 543-544

Since 1895, when the first lady almoner was appointed at the
Royal Free Hospital (in the first place to prevent abuse of the
hospital's facilities by those in a position to pay for treatment),
the contribution of medical social workers has been consistently
underestimated. One reason is that there are not many ofthem-
in 1969 there were only 1,077 (906 whole-time equivalents) of
whom 30% worked in teaching hospitals, 59% for regional
hospital boards, and 11% for local authorities. Their relevance
to Cogwheel1 2 emerged only because they are going through a
crisis of their own and have also been reported upon-both by
the Butterworth report8 and in the second report of the Health
and Social Services Subcommittee of the D.H.S.S. Working
Party on Collaboration.4 The former considers the discrepancies
in pay and career prospects between the N.H.S. and local
authority employment; the latter recommends that the re-
sponsibility for providing social work in hospitals should be
formally transferred to local authority social services' depart-
ments at the time of N.H.S. reorganization in 1974.6

Alarm over Reorganization

Some members of Cogwheel divisions have also found this
recommendation very alarming. Many consultants regard their
medical social worker as an integral part of their team and fear
that if the hospital, or even the integrated health service, is no
longer her employer, they will have no control over her work or
even whether she comes at all. The medical social workers
themselves have been deeply divided about the recommendation
that they should be transferred to the local authority, but at a
recent meeting of the British Association of Social Workers the
majority showed by their votes that they agreed with it.

I spoke to Miss Huntercombe,* who reminded me that
medical social workers had to have a degree with postgraduate
training or a certificate in social work from an approved poly-

technic. She said that many local authorities would take staff at
the degree stage and second them for postgraduate training.
Hospitals were empowered to do so but rarely did, probably
because of the shortage of staff in small hospital departments.
Until October 1972 a senior social worker could have earned up
to £1,000 more with the local authority but the Butterworth
recommendations, if implemented, could largely correct this.
On the other hand, many medical social workers had spent many
years in hospital and not only valued their own contacts and
methods for helping sick people but were afraid that in the local
authority case work would be swamped by impersonal welfare
work and red tape, and that the special needs of the sick and
physically handicapped would be insufficiently understood.
They had seen the application of the Seebohm recommenda-
tions8 with local authority social workers, mental health workers,
and children's service workers all brought together into one
department, sometimes without regard for their hard-earned
specialist experience. They also doubted whether existing social
service departments could absorb another large field of social
work.

Bridging the Gap

Miss Huntercombe then quoted the case of an unmarried woman
admitted with multiple fractures sustained while jumping from
a burning house. Her medical problems were soon much less
important than the fact that she now had no house, no income,
and her neighbours could no longer look after her children. Pre-
Seebohm, Miss Huntercombe pointed out, she would
have had to liaise with the housing, welfare, and children's
departments. Now she could deal with one social worker con-
cerned with all aspects of the patient's care viewing her problem
as a whole, if necessary liaising with the housing department.
Miss Huntercombe herself would have preferred to make and
implement her own assessments working in the hospital but
employed by the local authority. This would lead to quicker
alleviation of the patient's anxieties by one relationship rather
than several and might lead to earlier discharge from hospital.*the name is fictional.
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At divisional meetings she would be able to speak authoritatively
for the director of social services and complement the repre-
sentation of the N.H.S.-employed community physician. In this
way, she thought, the great divide between the health (local
authority) services and the disease (N.H.S.) services7 would be
neatly bridged.

Neither of the Cogwheel reports refer to the medical social
worker either in the hospital or in co-ordination with com-
munity services, though the psychiatrists with whom I spoke8
included their social workers in their executive committee
initially and in their division after they joined the general
hospital group. This oversight in the Cogwheel reports is, how-
ever, surprising if the 1974 idea is to provide overall care for the
population, with hospital admissions regarded as incidents in
the community life of the individual. Though the Health and
Social Services Subcommittee' had previously recommended the
establishment of joint consultative committees by the area health
authorities and their matching local authorities, the medical
social worker may have to become the main working link
between the N.H.S. and the local authorities-which will be
hard on the hospital groups (43,000 beds) who in 1969 were
employing no medical social workers or no social workers at all
(4,500 beds),9 unless departments of social services also become
responsible for social work in these hospitals.

Importance of Personalities

Miss Huntercombe returned finally to the familiar theme that
personalities were all important. She was in favour of the director
of social services (many of whom had trained as social workers)

taking charge of all the social workers given several provisos:
he took account of the special skiUs already developed by the
medical social workers; gave proper priority to the physicaly
and mentally ill; accepted the vital part that social workers in
hospital play in the education of nurses and medical students;
heeded the D.H.S.S. recommendation4 that "staff in hospital
employment at the appointed day should not be moved out of
hospital employment without their consent"; and realized the
value of the N.H.S./local authority links that such strategically
placed staff could have. Such an arrangement should be accept-
able to dissenting medical social workers, who would benefit
from the improved career prospects; to consultants who feared
that "they were taking away the social workers"; to the unifying
politicians and bureaucrats; and last, but most important, to the
patients-to whom the whole range of social services would be
made available by a single, recognizable, friendly, highly trained
social worker.
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Any Questions?

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

Swelling at Site of Tetanus Toxoid Injection

What should be the management of a patient who develops
a painful, tender, and indurated swelling of variable size and
duration at the site of a tetanus toxoid injection?

The painful, tender, indurated swelling which occasionally
occurs around the site of a tetanus toxoid injection in adults
is due mainly to local formation of toxoid-antitoxin aggregates
which fix and activate complement and become chemotactic
for polymorphonuclear leucocytes. The leucocytes destroyed
after ingestion of the aggregates release their lysosome, which
damages surrounding tissue and increases capillary perme-
ability. The resulting reactions usually develop slowly about
4 to 5 hours after vaccination, become maximal at about
8 hours, and subside in 24 to 36 hours. Where there is
a delay of a few days in onset, the reaction is due to aggre-
gates comprising residual toxoid at the site of injection and
newly formed antibody.
Serum antitoxin levels in persons who have had local

reactions to tetanus toxoid are usually high1 2 so few require
another dose of vaccine. This repeat dose also is liable to
produce a local reaction but delayed type hypersensitivity is
likely to play a greater role than in the previous reaction.
Severe local reactions after administration of tetanus toxoid
are probably best controlled by administration of corti-
costeroids. Antihistamines are useful in some cases, but since
reactions are self-limiting and rarely cause more than tem-

porary discomfort only mild analgesics are required in most
instances.
1 Edsall, G., Elliott, M. W., Peebles, T. C., Levine, L., and Eldred,

M. C., Yournal of the American Medical Association, 1967, 202, 17.
2 Relihan, M., Yournal of the Irish Medical Association, 1969, 62, 430.

Antibiotic Cover for Dentistry

Should a healthy individual be given antibiotic cover during
and after the extraction of a septic tooth? What antibiotic
should be used if cover is advisable?

The only clear indication for antibiotic cover for dental
extraction is the existence of a cardiac defect, whether con-
genital or post-rheumatic, predisposing to bacterial endo-
carditis. The object is then to kill bacteria gaining entrance
to the blood stream at the time of extraction. In the absence
of any cardiac lesion this transient bacteriaemia is harmless,
and the object of antibiotic treatment can only be to control
the local infection. This should rarely be called for. Extrac-
tion itself provides the free drainage which is all that is
usually necessary to ensure rapid resolution. There is, there-
fore, no need to cover the operation itself, and antibiotic
treatment need be considered only if signs of severe local
infection persist.

Almost all bacteria causing infections originating in the
mouth are sensitive to penicillin, and this is the antibiotic
of choice for either prophylactic or therapeutic use.
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