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contraindicated in patients with acute neurological disorders as
they may mask changes in the cerebral state and preclude neuro-
logical assessment. Their use may become mandatory, however,
if the patient becomes uncontrollable. Alphaxalone-alphadolone
has allowed "finger tip" control of sedation that has never failed
to produce the desired effects, and yet allows rapid smooth
recovery for neurological examination. Its use has three addi-
tional advantages in this group of patients. Firstly, in the doses
used in this series it did not prevent the pupillary reaction to
light. Secondly, when moderate hypothermia was used alpha-
xalone-alphadolone reduced shivering and promoted peripheral
vasodilatation. Finally, studies have shown that cerebral oxygen
consumption, intracranial pressure, and cerebral blood flow are
considerably reduced, albeit in the undamaged brain.67

LIMITATIONS OF TECHNIQUE

Alphaxalone-alphadolone in subanaesthetic doses does not
relieve somatic pain" 9 and should not be given in place of
analgesic drugs. As with most other potent central nervous
system depressants alphaxalone-alphodolone does have some
cardiorespiratory depressant effects,10 which are likely to be
more definite in shocked patients, and considerable caution
would be needed if this technique was used in such subjects.
Of the 11 patients who were sedated while breathing spon-

taneously three were unable to breathe adequately and had to be
reventilated. In each patient the respiratory failure which
occurred could be explained on clinical grounds, but possibly
alphaxalone-alphadolone contributed to it. The problems
inherent in sedating patients suffering from acute respiratory
failure are acknowledged, but these patients could not have been
managed without some form of sedation. The danger was
minimized since each patient was continuously observed. All
sedative drugs in adequate dosage are likely to have depressant
actions. Further studies into the effects of alphaxalone-alpha-
dolone on the CO2 response curve in fit volunteers and in
patients with respiratory disease will be reported separately.

Clearly, alphaxalone-alphadolone should be given only as an
infusion where there is reliable continuous supervision, adequate
monitoring facilities, and where some safety precautions, such
as the use of an infusion pump, are taken to ensure that acci-
dental gross overdosage does not occur.

Sedation was unsatisfactory for some 14% of the time. A
small proportion of this was unavoidable in that it was pre-
cipitated by the need for neurological examinations. Patients
were too lightly or too deeply sedated for two main reasons, both
of which are avoidable. Firstly, administration of a bolus induc-
tion dose (1-2 ml undiluted alphaxalone-alphadolone in adults)
could have overcome the delay between starting the infusion
and achieving a satisfactory level. Secondly, it took time for
nurses to learn the technique of altering the infusion rate to
achieve the required level of sedation. No patient came to harm
and reversal to a satisfactory level was easily and rapidly
achieved by stopping the infusion. Furthermore, no patient
showed appreciable respiratory or cardiovascular depression.
No major complications were seen in this series though hiccup
and involuntary muscle movement did occur occasionally.
Vomiting was never noted.

In conclusion, a continuous infusion of dilute alphaxalone-
alphadolone provides a wide and controllable range of sedation
that can be easily and rapidly varied. It was particularly valuable
in patients who needed intermittent periods of controlled venti-
lation; in restless and confused patients, especially those with
cerebral trauma; and in patients in whom large doses of con-
ventional sedatives failed to be effective. It should be used,
however, only where continuous supervision and adequate
monitoring facilities are available.
We thank Dr. Donald F. Scott, Department of Electroencephalo-

graphy for the interpretation of electroencephalograms.
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Conversations on the Social Services

City Problems
Dr. M works with his partners in a Greater London practice, which he describes.

FROM A SPECIAL CORRESPONDENT

British Medical journal, 1974, 2, 659-660

"Most of the patients in the immediate surroundings of the
practice belong to social classes 4 and 5, and they are very
mixed racially. Roughly a third are irmnigrants from the
West Indies, some from India and other parts of the world,
about 15% Irish-so that only half the practice are English.
We have an enormous turnover, around a third of the prac-
tice a year, and a host of temporaries. There is a considerable
number of people in social classes 1, 2, and 3 who are newly-
married, have the first child here, and move on somewhere

better. The ones who stay are the ones left behind in the
rat race. And then we get quite a few who come in from the
wealthier parts around, so we ha.ve some who arrive in
Rolls Royces. The one group that is missing is the skilled
artisan, living in his own house with a garden. The sort of
social problems they have are due to low income, being an
immigrant in an alien culture, being unmarried and lonely,
being old and lonely, inadequate accommodation or play
facilities, inadequate cultural facilities for the more intelli-
gent children in a basically low level educational area.

"People in all ranges of society have problems, and one of
the biggest is the idea engendered by the medical profession
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that, given resources, we could solve everyone's problems;
it just isn't true, and this goes for social and emotional
problems as well as medical ones. As I see it, the greatest
need doctors have for social workers is for their understand-
ing and ability to cope with our many problem families, and
I mean, for instance, mothers who are unable to deal with
their children or relate to their husbands.

"G.P.s come into this because we are the open portal to
all problems; it seems to me they all present through us.
For instance, practically every child has a cough from time
to time, and a stable household accepts it, but an unstable
one can't. The obvious example is the night call, which is
recognized by every experienced general practitioner. Dad
comes home from work or the pub, the wife is tired and has
a go at him, they are both looking for an excuse to let the
other one off the hook, when Johnny coughs. The doctor is
called to let them out of a quarrel neither wants to con-
tinue. The trouble comes if you allow the cough to take
over, converting what was merely a family affair into an ill-
ness. The more experienced and insightful a doctor is, the
more often he recognizes this syndrome. Whether he can cope
with it is another story, and I think we must separate our
ability to diagnose from our albility to treat. I can diagnose
a breast cancer, I can't treat it, and because I can diagnose
a social problem it doesn't follow I can deal with it. This is
where I would like to be able to use the skills of a social
worker.

Difficulties of Social Workers

"However, the main problem about social referrals is that
until very recently it was impossible to refer a patient to the
social services with any hope of action. They had this post-
Seebohm re-organization, their teams were unstable, their
man-power or woman-power was constantly changing, and
they were busy setting up their structures. As I saw it,
there was no point in referring people to a social worker
if all that happened was that they were put on a record card,
involved in a case-conference, and put on a never-ending
waiting list. This must be very frustrating to a patient, be-
cause in some ways a social problem is as urgent as a cancer.
Once you've started involving yourself you have got to take
some action. The doctor doesn't want to be just a referral
agency; it's very easy to transfer practice, and say cough-
chest physician; albdominal pain-gastroenterologist; emo-
tional problem-social worker.
"The social workers have held one or two meetings, but

they've been conducted at the wrong level-just as the
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hospitals' meetings were when they started wooing the
general practitioners 10 to 15 years ago. Open days don't
really achieve anything. The single-handed doctor is, of
course, wary of a conference, because this is challenging to
a lone wolf. In a group practice you've learnt to accept
challenge from your peers; the lone wolf avoids this. We
have to respect his wishes, but I think he would find the
challenge of a social worker even greater. It's unproductive
for me to listen to a conference on someone else's patient
except as a teaching exercise, and most of these are not
designed as such, so as time is short one doesn't in fact
attend. But we've got to work together, so we've got to talk
together. Incidentally, if high turnover of patients is a prob-
lem, so is the high turnover of social workers.

Some of My Best Friends are Social Workers

"Don't misunderstand me, some of my best friends are social
workers, and I feel kindly disposed to them, but until re-
cently we have had to tum to the health visitor, who was
our social worker. It has been my practice for some time to
refer every potential ter,mination of pregnancy to the health
visitor for a report. It would have been nice to have had a
social worker's report before sending her to a gynaecologist,
but to send a patient for a four to six weeks' workup when
termination must take place promptly is useless. I must say,
though, that recently things have been looking up, and I
have referred two patients about whom constructive and
acceptable action has been taken.
"The problem of loneliness is a severe one, and I don't

know the answer. What is happening is that we are pro-
viding artificial companionship, the doctor visits and stays
for a long chat. But tihis isn't the function of the doctor, and
I'm not sure if it's the social worker's. Is loneliness a pre-
ventalble social disease? London and the big conurbations are
not England, of course, only 75% of it, and we have all the
problems. I've got many friends in small-town practice, and
one comes to mind. The only changes taking place in his
practice are births and deaths; he finds it intriguing that we
see so many new patients every day. I'm not jealous of the
rural people; they don't know what life's like. I like London;
it's all right as far as I'm concemed, and perfection doesn't
exist anywhere. Our relations here with social workers aren't
bad, they're just scanty. If we could have a social worker
practice-attached, we would have a better understanding.
This is what happened with the health visitor; we had one,
and she acted as our source of conmunication with others."
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