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The role of family physician in critical care is 
not unlike his or her role in surgery. In some hos­
pitals, family physicians may be primary surgeons, 
whereas in others, even the idea of first assisting 
may be an unwelcome concept. Depending on geo­
graphic location, physician supply, and the atti­
tude of other physicians in the hospital, the re­
sponsibilities and privileges in intensive care units 
may be very diverse.

Intensive care responsibilities range from pri­
mary management of the patient’s complete care 
to serving simply as the referral source. Regard­
less of where a family physician fits into the in­
tensive care hierarchy of the community, there are 
five aspects of family practice that are sufficiently 
important that they should be carried into the 
intensive care areas: continuity, coordination, 
consultation, compassion, and communication 
and counseling.

Continuity
The family physician usually knows the patient 

prior to his hospitalization and is aware of the pa­
tient's personality, interests and life style, family 
interactions, and past medical history. The family 
physician is thereby uniquely qualified to provide 
insight and information to nurses as well as other 
physicians caring for the patient. By maintaining 
contact with the patient through an intensive care 
unit stay, the family physician not only reinforces 
the physician-patient relationship and provides the 
patient with a familiar face, but also is in a good 
position to help the patient and family should prob­
lems arise during and after the hospitalization.
Coordination

By providing for coordinated care, the prob-
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lems of fragmentation and confusion that may ac­
company the care of a patient with complex prob­
lems by multiple physicians can be minimized or 
avoided completely. The pulmonary specialist 
may not care that the patient has adequate nutri­
tion, and the nephrologist may not be concerned 
that the patient is not sleeping. As a coordinator of 
care, the family physician will be able to handle 
these problems or at least seek additional help 
after these problems have been identified.

Consultation
For the family physician, knowing a patient 

prior to his illness is more important than being 
able to handle every single aspect of the patient’s 
care, and thus the family physician can know 
which subspecialist will be most appropriate for 
the individual patient. The personality and type of 
practice of the consultants should influence the 
choice of consultants. Consulting a competent 
cardiologist for a complex cardiac problem may be 
only one half the battle. If this cardiologist is 
picked at random because he happens to be the 
one on call, he may be perfectly capable of han­
dling specific medications, but if he cannot estab­
lish a reasonable working relationship with the pa­
tient, a great deal of his contribution in the care 
of that patient may be compromised. The family 
physician can individualize the selection of con­
sultants based on the specific patient’s needs, 
thereby enhancing the quality of care the patient 
will receive.

Compassion
The importance of being able to sit on a bed, 

hold a hand, and look straight into a patient’s eyes 
and help him work through the stress, anxiety, and 
even terror that accompany an intensive care unit 
stay cannot be underestimated. The surgeon will 
likely be most concerned with the surgical inci­
sion, the patient’s fever, and other parameters. 
The anesthesiologist or pulmonary specialist are
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likely to focus on the patient’s blood gases. 
The family physician has the responsibility to care 
for the whole person, which includes following 
through on issues other physicians are either un­
willing or unprepared to deal with. The deperson­
alization of intensive care unit medicine can leave 
many patients isolated and angry as well as scared. 
The compassion the family physician extends to 
the patient and the family helps to promote under­
standing and healthy coping behavior.

Communication and Counseling
It is imperative that someone maintain informa­

tion flow to the family as well as to the patient and 
make sure that information is being dispensed in 
not only a consistent, but also an understandable, 
fashion. Technical jargon may sound impressive 
and sophisticated, but it is frequently of little use 
in allaying the fears or alleviating the ignorance of 
the lay person. It is proper for the family physician 
to take on this responsibility and to make sure that 
the other physicians, as well as nursing staff and 
other people involved in a patient’s care, under­
stand that all information being given to a family or 
a patient be funneled through himself. This direc­
tive removes one of the major sources of anger and 
frustration in family members. It is not unusual for 
families to receive two or three different messages 
from different physicians. The conflicts caused by 
miscommunication and misinformation are fre­
quently a cause of litigation. The majority of these 
problems can be alleviated by maintaining ade­
quate communication with the other physicians 
involved in a patient’s care. Regular meetings with 
family members or the patient further help to rein­
force the concept of coordinated medical care.

Family physicians are not out of place in inten­
sive care units. Rather, they must continue to 
build a place in the intensive care unit and fill 
a void that, if anything, is becoming larger as 
medicine enters increasingly sophisticated techni­
cal areas. The foundations of family practice are 
strong and vitally important to wellness within a 
family unit. Family practice needs to make sure 
that the same type of comprehensive medicine 
practiced in the office setting and on the wards of 
the hospital is not sacrificed in the intensive care 
unit. In fact, the concepts of continuity, coordina­
tion, consultation, compassion, and communica­
tion and counseling are possibly more important in 
the intensive care unit than anywhere else in med­
ical practice.

232

SPECIFY

A

t)A.7P5H^-
M M i R R i R R i

Each capsule contains 5 mg chlordiazepoxide HC1 and 2.5 mg 
clidinium bromide

Please consult complete prescribing information, a summary of which 
follows:

Indications: Based on a review of this drug by the National Acad­
emy of Sciences—National Research Council and/or other informa­
tion, FDA has classified the indications as follows:
“Possibly” effective: as adjunctive therapy in the treatment of peptic 
ulcer and in the treatment of the irritable bowel syndrome (irritable 
colon, spastic colon, mucous colitis) and acute enterocolitis.
Final classification of the less-than-effective indications requires fur­
ther investigation.

Contraindications: Glaucoma; prostatic hypertrophy, benign bladder 
neck obstruction; hypersensitivity to chloraiazepoxide HCI and/or 
clidinium Br.
Warnings: Caution patients about possible combined effects with alco­
hol and other CNS depressants, and against hazardous occupations 
requiring complete mental alertness (e.g., operating machinery, drivine). 
Physical and psychological dependence rarely reported on recommended 
doses, but use caution in administering Librium® (chlordiazepoxide HCI/ 
Roche) to known addiction-prone individuals or those who might 
increase dosage; withdrawal symptoms (including convulsions) reported 
following discontinuation of the drug.

Usage in Pregnancy: Use of minor tranauilizers during first 
trimester should aunost always be avoided because of increased 
risk of congenital malformations as suggested in several studies. 
Consider possibility of pregnancy when instituting therapy.
Advise patients to discuss therapy if they intend to or do 
become pregnant.

As with all anticholinergics, inhibition of lactation may occur. 
Precautions: In elderly and debilitated, limit dosage to smallest effective 
amount to preclude ataxia, oversedation, confusion (no more than 
2 capsules/day initially; increase gradually as needed and tolerated). 
Though generally not recommended, if combination therapy with other 
psychotropics seems indicated, carefully consider pharmacology of 
agents, particularly potentiating drugs such as MAO inhibitors, pheno- 
thiazines. Observe usual precautions in presence of impaired renal or 
hepatic function. Paradoxical reactions reported in psychiatric patients. 
Employ usual precautions in treating anxiety states with evidence of 
impending depression; suicidal tendencies may be present and protective 
measures necessary. Variable effects on blood coagulation reported very 
rarely in patients receiving the drug and oral anticoagulants; causal rela­
tionship not established.
Adverse Reactions: No side effects or manifestations not seen with 
either compound alone reported with Librax. When chlordiazepoxide HCI 
is used alone, drowsiness, ataxia, confusion may occur, especially 
in elderly and debilitated; avoidable in most cases by proper dosage 
adjustment, but also occasionally observed at lower dosage ranges. Syn­
cope reported in a few instances. Also encountered: isolated instances of 
skin eruptions, edema, minor menstrual irregularities, nausea and con­
stipation, extrapyramidal symptoms, increased and decreased libido— 
all infrequent, generally controlled with dosage reduction; changes in 
EEG patterns may appear during and after treatment; blood dyscrasias 
(including agranulocytosis), jaundice, hepatic dysfunction reported 
occasionally with chlordiazepoxide HCI, making periodic blood counts 
and liver function tests advisable during protracted therapy. Adverse 
effects reported with Librax typical of anticholinergic agents, i.e., dry­
ness of mouth, blurring of vision, urinary hesitancy, constipation. Con­
stipation has occurred most often when Librax therapy is combined 
with other spasmolytics and/or low residue diets.

/□nruc\ Roche Products Inc.
S^nUUncy  Manati, Puerto Rico 00701


