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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.
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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

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.294.6570.460 on 21 F

ebruary 1987. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL VOLUME 294 21 FEBRUARY 1987 461

Studies holds regular seminars on workplace policies. It is
entirely up to individual organisations to decide whether they
want to do something and if so what, but occupational health
physicians or other health care professionals should not be
required to assume any authoritarian monitoring role. Local
needs and circumstances should be reflected in individual
alcohol policies, and there is opportunity for initiative and
innovation.
One key question is whether breathalysers should be used

in the workplace. Any sort of objective biological monitoring
is highly contentious and unfortunately unacceptable in
many respects to the unions, the workforce, and occupational
health care professionals. Nevertheless, subjective judgments
on intoxication are often inaccurate and such a genuine
problem would therefore justify professional assessment by
the occupational health professional or other medical adviser
-and this might include objective biological testing to
exclude other medical conditions. 'This approach might
prevent antagonism towards breathalysers, and their use
must be carefully considered.
The effectiveness of workplace alcohol policies is as yet

unproved in Britain, but there are favourable reports from
the United States."I Evaluation is needed, and success can be
determined by investigating general acceptance and the
performance of individuals before and after treatment. The
best measure is how often problem drinkers refer themselves
for treatment.
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Barrett's oesophagus
The late Mr Norman Barrett, surgeon at St Thomas's
Hospital and the Brompton Hospital, reported in 1950 that
chronic peptic ulcers of the oesophagus developed in gastric
rather than squamous epithelium and argued that they
should be distinguished from ordinary reflux oesophagitis.'
Although he described these ulcers as "rare and of little
clinical significance," Barrett's oesophagus is now known to
be more common and important than it initially appeared.2
A widely accepted modern definition of Barrett's oesoph-

agus states that it occurs when the whole circumference of the
squamocolumnar mucosal junction lies 3 cm or more above

the lower end of the oesophageal tube. The arbitrary choice
of 3 cm allows for the irregularity of many normal mucosal
junctions and for imperfections in endoscopists' ability to
identify precisely the junction ofcesophagus and stomach. In
children, as in adults, Barrett's oesophagus is now thought to
be an acquired not a congenital disorder that develops as a
metaplastic change in oesophageal epithelium in response to
gastro-oesophageal reflux.3
The columnar epithelium of Barrett's oesophagus may

contain elements resembling atrophic epithelium from the
gastric fundus (with parietal and chief cells), junctional
(cardiac) epithelium, and a distinctive specialised epithelium
with mucus glands, a villiform surface, and goblet cells like
those in the intestines.4 The first is usually found distally and
the last proximally, although all three types are not always
present. The epithelium produces sialomucins and sulpho-
mucins as well as neutral mucins,5' which is consistent with it
being metaplastic-but its cellular origin is uncertain. Three
obvious possibilities are: (a) abnormal proliferation of cells
in normal oesophageal mucus glands; (b) that increased
squamous cell turnover provoked by reflux leads to abnormal
development of columnar cells from stem cells in the basal
squamous layer; and (c) metaplastic orad migration of the
normal gastro-oesophageal junction. The fact that in some
patients islands ofapparent Barrett's epithelium may be seen
above the squamocolumnar junction is evidence against the
last of these explanations,7 but the current definition of
Barrett's oesophagus implies that this "island" variant should
be excluded. Perhaps the definition should be amended.

Estimates of the prevalence of Barrett's oesophagus vary
depending on the definition used, but it is found in about
10% ofpatients undergoing upper gastrointestinal endoscopy
for symptoms of gastro-oesophageal reflux.7-'2 It is three
times more common in men than in women, and the average
age of patients at diagnosis is about 60. Ulceration, strictures
at (or distal to) the squamocolumnar junction, and oeso-
phagitis in the squamous epithelium are common, but
treatment with a histamine H2 antagonist plus other antireflux
measures and if necessary stricture dilatation will usually
achieve excellent remission of symptoms.'213 Most Barrett
ulcers will heal with such treatment, though several months
may be needed.12'14

Barrett's oesophagus predisposes to adenocarcinoma, and
this malignant potential is a continuing source of worry.
Carcinoma is often present when Barrett's oesophagus is first
diagnosed, and in large series has been found in 7-46% of
patients.89'11-17 Concern about the risk of tumour develop-
ment has prompted some to advocate aggressive surgical
treatment together with endoscopic surveillance to detect
displastic change or carcinoma in situ in oesophageal biopsy
specimens.791" '5 Current medical treatment appears not to
cause Barrett's oesophagus to revert to the normal oeso-
phageal lining, but antireflux surgery may do so.158 Does
this mean that antireflux surgery is the treatment of choice
for Barrett's oesophagus? Some authors believe it iS,"' but
there are two sides to the argument.

If symptoms are wholly suppressed most patients with
Barrett's oesophagus will be sceptical about the need for
surgery. For those without coexistent carcinoma at diagnosis
there is no compelling evidence that operative treatment
improves either the length or quality of life. A follow up of
more than 100 patients with Barrett's oesophagus showed
that two died from oesophageal carcinoma (despite having
undergone previous antireflux surgery) while 20 died from
unrelated causes.'7 The cancer risk was calculated from
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