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Intensive care: a specialty or a branch of anaesthetics?

I am not aware of any formal study of how new medical
disciplines emerge, but there is plenty of case law. A
conceptual or technical advance demarcates a topic that was
formerly part ofa wider subject; those interested concentrate
their attention on it and begin to perceive themselves as
different, better informed, and thus most able to guide the
plough. They campaign for that privilege and then may come
into conflict with the establishment. The outcome, at least
initially, is rarely tidy. There are well cultivated parts of the
new pasture but others where demarcation disputes may lead
to ragged growth. Often the matter is made more difficult
because those in the forefront of an advance are zealous. In
consequence logic may be undermined and impatience
generated with the slow pace of professional change.
These general observations can be applied tothe current

state of a discipline that goes under the varying names of
critical care, intensive care, and intensive therapy. It has
emerged from advances in physiology, biochemistry, bac-
teriology, engineering, and respiratory medicine as' well as
from the excitement and interest generated by the challenge
to push back the frontiers of survival. It has achieved its ends
and proved invaluable in surgery, where we take patients to
the brink of irreversible physiological abnormality in the
interests of their temporary or permanent cure. The same is
true for complications of both medical and surgical illness.
Though, as with many complicated clinical problems, con-
trolled prospective evaluation has proved difficult, com-
pelling evidence from scoring systems shows that results can
be improved in well conducted intensive therapy units.'
From where then should recruits to intensive therapy

come and how should they be trained? Training in other
countries has become multifaceted. In Australia there are
two pathways-one via anaesthesia and the other through the
College of Physicians.2 In the United States there are five
specialty boards that give certification.3 Having, as Hanson
has pointed out,4 lagged behind in a career structure that
covers intensive therapy, we have the chance to learn from
the mistakes of others. As in New Zealand,- the Department
ofHealth and Social Security and the colleges here do not for
a variety of reasons favour a fully independent specialty; an
interfaculty collegiate liaison group has, however, made
broad recommendations on training that fit into the general
framework of higher specialist training and would pre-
sumably lead therefore to the de facto recognition of training
programmes.'
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Physicians, surgeons, and anaesthetists could enter such
programmes after general professional training, but Stoddart
has recently claimed that only anaesthetists would ultimately
have the flexibility to move in and out of intensive care.
Committed surgeons or physicians in intensive care might
less easily practise their basic discipline and could be in
conflict over the management of patients who originate from
their specialty. By contrast, anaesthetists or full time "inten-
sivists" are more brokers than shareholders and can thus
draw a dispassionate balance in the complicated environment
of multidisciplinary consultation. Perhaps this is too narrow
a view, but it does emphasise the historical primacy of
anaesthesia in intensive care.

Nevertheless, both in Britain and overseas distinguished
exceptions probe the "anaesthetic rule." Surgeons and
physicians are capable, while continuing to pursue some
aspect of their basic discipline, of making a considerable
contribution to intensive care. In some instances they have
by their authority or expertise (and encouraged by local
circumstances) made the transition to a full time career in
intensive care. They have almost certainly become the core of
an independent discipline and through the Intensive Care
Society have had an important input into the interfaculty
collegiate group.
We are in a transition phase such as has'occurred many

times before: 50 years ago there were only a handful of
orthopaedic surgeons, and 30 years ago, as a general surgeon,
I was still treating (badly, without a doubt) the orthopaedic
emergencies in the Edinburgh Royal Infirmary. Who could
contemplate such a state of affairs today? The same goes for
accident and emergency surgery, where 20 years ago the odd
accident and emergency consultant was looked on as a failed
surgeon, while now the specialty is fully established. History
that repeats itselfis not all bad. The forces ofcircumstance-
in this case the demands of managing the critically ill-
encourage the emergence of a specialty; subsequent gradual
moves towards formal- training and assessment are well nigh
inevitable. Resistance by single disciplines may delay but
does not usually halt that change. Though the interfaculty
collegiate liaison group did not envisage the emergence of a
specialist intensivist, I hope that over the ensuing years this
will occur. We should not take arbitrary stances that new
professionals should originate in, be controlled by, or
maintain an active contact with any one discipline. The
administrative charge of a busy intensive therapy unit can be
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done by a part timer, and my own (and many other) hospitals
are testimony to how efficient this can be. Times, however,
will change, and in 10 years the demands ofboth administra-
tion and specialised knowledge will almost certainly require
one full time person in administrative charge backed up by
another who is willing to devote some time to the subject but
who may be a physician, surgeon, or anaesthetist.
My one great concern is that the growth of a new specialty

will weaken the drive for physicians and surgeons to be
familiar with managing the critically ill. To a degree this is
already happening because of the skill and drive of inten-
sivists. Good outcome for the patient requires, nevertheless,
cooperation between all groups, which can be achieved only
by constantly working together and sometimes arguing and
disagreeing. All this is hard to achieve if a doctor becomes a
casual and poorly informed visitor to the intensive therapy
unit. Let us hope that this will not be the case either now or in
the future.

H A F DUDLEY
Professor of Surgery,
Academic Surgical Unit,
St Mary's Hospital,
London W2 INY
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Alcohol in industry
About 4% of the population in England and Wales and 10%
of that in Scotland are problem drinkers-that is, their
drinking harms their health, occupation, or domestic or
social life.' Three quarters of problem drinkers are in
employment,2 and about 5% of men and 1% of women of
working age' have some sort of drink problem.3 Alcoholr
related sickness and absenteeism may cost industry £641m
annually,4 and accidents and poor performance related to
alcoh-ol may cost £1-5 billion.
At least a fifth of all accidents at work are alcohol related.5

They occur most commonly at the start of shifts or after the
lunch hour.6 A blood alcohol concentration ofonly 39 mg/100
ml produces appreciable impairment of driving skills in
experienced bus drivers7 and a 39% increase in typists'
errors.8 In 1979-80 the Health and Safety Executive found
blood alcohol concentrations ofover 80 mg/100 ml in seven of
35 people who died in industrial accidents,6 but research into
industrial accidents is obstructed by management, unions,
and employees themselves.9 Victims of industrial accidents
are often unwilling to be breathalysed, although victims of
other types of accident will comply (Little K, conference on
health and education for safety, Peebles, 1983). Alcohol is
undoubtedly, however, an important factor and is banned on
oil rigs. The dangers of alcohol'are compounded by its
interaction with centrally acting drugs, and many employees
are likely to be taking these-either because they have been
prescribed them by their doctor or because they are abusing
them.

Some industrial accidents arise not through inappropriate
drinking but rather through chronic alcohol problems.'0 The
experienced problem drinker may know how to protect
himself during routine work but is unable to react quickly in
an emergency. Hence identifying those with chronic alcohol
problems must be an important part ofa company's response
to reducing alcohol related accidents.
The drunken worker may be criminally liable under the

Health and Safety at Work Act 1974 and may in exceptional
circumstances even cause criminal proceedings to be brought
against his employer. An accident caused by drunkenness
might also result in a legal action for compensation by the
person injured or his relatives. The action may be brought
against the drunken worker himself, but if liability can be
established then the plaintiff is more likely to sue the
employer as he is more likely to be able to pay damages. The
drunken worker is therefore a potential liability to himself,
his workmates, and his employers.
Thus for reasons of safety, economy, and productivity the

employer should be concerned about alcohol problems in the
workplace, and already many organisations have well defined
policies on alcohol. The'workplace is a good place for early
identification, treatment, and rehabilitation of problem
drinkers provided there is regular responsible supervision.
Identification is based on unacceptable behaviour, impaired
performance, lateness, inexplicable accidents, and excessive
absenteeism. A confidential postal questionnaire completed
by employees of an electronics firm and of a large local
authority showed high absenteeism to be the strongest
indicator ofproblem drinking.'
Once identified the employee should be confronted by a

skilled member of staff nominated for the purpose. The
employee should' be offered options of a readily available
alcohol recovery programme or disciplinary action unless
improvement occurs. The programme may be within the
organisation or provided locally and may include admission
to hospital. Some Americans claim that treatment in the
workplace 'is more effective than treatment in' hospital."
Close liaison between occupational health physician and
general practitioner or counsellor is axiomatic.

In 1981 the government published The Problem Drinker at
Work, which encouraged firms to introduce their own alcohol
policies.'2 The policy 'should be agreed between manage-
ment, unions, and employees at all levels of seniority and
tailored to the size and nature of'the organisation. The policy
should cover identifying problem drinkers and how' to
intervene and encourage them to engage in treatment. Well
meaning but misguided cover up by colleagues or manage-
ment must be discouraged, as must counterproductive,
although expedient, dismissal. Confidentiality, job security,
pension rights, and sick leave must all be confirmed.
Unfortunately few firms seem to be developing such policies
-only 15% of Scottish firms surveyed had bought Problem
Drinking at Work.
More help is, however, now available. With the advice of

the Health Education Council the Post Office occupational
health service has 'produced an excellent management
training package; it includes a video film, Someone Like You,
which outlines the identification and correct and incorrect
handling ofproblem drinkers. Shell'(UK) and the Post Office
are now cooperating with the Health Education Council in'
the King's College School of Medicine and Dentistry project
in indust'ry. Alcohol Concern's workplace services division is
seeking to improve general awareness among employers,
employees, and the unions, and the Institute of Alcohol
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