
resources. Prompt diagnosis of cases depends on being
alert to tuberculosis as a possibility, particularly in
people from high risk groups. Awareness of tuberculosis
is currently high because of the Leicester outbreak, but
this needs to continue beyond the ripples of anxiety
prompted by media reports of this outbreak.

Moreover, tuberculosis remains a global health
problem. The breakdown in health services, the spread
of HIV infection, and the emergence of multidrug resist-
ant tuberculosis in many parts of the world are contrib-
uting to the worsening impact of the disease. Although
this impinges on the UK—nearly 60% of new cases of
tuberculosis in England and Wales in 1998 occurred in

people born in high prevalence parts of the world8—it
may all seem far away from a Leicester school where a
local outbreak has been contained. It is crucial, however,
that as well as maintaining its own effective tuberculosis
services, the UK continues to work in partnership with
countries where the disease is highly prevalent to help
control the global problem of tuberculosis.

John M Watson consultant epidemiologist and head
Respiratory Division, PHLS Communicable Disease Surveillance
Centre, London NW9 5EQ

Fiona Moss consultant physician
Willesden Chest Clinic, North West London Hospitals NHS Trust,
London NW10 3SG
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Opioids in chronic non-malignant pain
There’s too little information on which drugs are effective and when

The use of opioids in chronic non-malignant
pain is profoundly messy. A simple start is to
say that if somebody has severe pain which

responds to opioids and for which there is no other
effective remedy then why should they not receive
opioids? Two judgments are then implicit: that opioids
are effective and that other remedies are not. How well
do these judgments hold up? And if they do, how do
we work out which opioid and formulation? A paper
in this week’s issue addresses, but doesn’t answer, the
second question (p 1154).1

Opioids are often withheld to protect society or to
protect the patient. The society argument is that the
medical availability of opioid increases street addiction.
There has never been any strong evidence that medical
use increases street problems, and the introduction of
oral morphine in Sweden in the early 1980s was shown
not to increase addiction.2

Withholding the opioid to protect the individual
might be done for physical or psychological reasons.
Many notables across the centuries used opioids long
term without deterioration in physical health: Florence
Nightingale, for example, survived over 40 years after
her first opium injection for back pain.3 We know too
that if the opioid sensitive pain later resolves opioids
can be stopped without patients becoming addicts. The
grey areas here are the judgments about the patient’s
potential for addictive behaviour and about the opioid
sensitivity of the pain. We lack good tests to help with
either judgment. We fear scenarios such as patients
with no identifiable cause for their back pain using
escalating doses of “minor” and then “major” opioids.

This fear can lead to draconian guidelines and
thoughtless legislation—which restrict opioid use to the
detriment of those with genuine need.

In cancer pain we claim that tolerance, the need for
increasing doses to achieve the same result, is rare.
Patients with stable disease stay on a constant dose for
months. We need to admit that escalating doses in the
absence of disease progression is a red flag in the man-
agement of chronic non-malignant pain. So the care
pathway for those with severe chronic non-malignant
pain has several points at which we need an injection of
wisdom.4 Diagnosis is not always a problem (phantom
pain or postherpetic neuralgia), but with back pain or
abdominal pain we often struggle. If we accept that
opioids are a treatment option even in the absence of a
precise diagnosis, then we need to know, firstly, whether
non-opioids have been tried rationally and, secondly,
how to measure their success or failure.

A trial of opioid beckons only when conventional
analgesics (such as non-steroidal anti-inflammatory
drugs and combinations), unconventional analgesics
(such as antidepressants and anticonvulsants), psycho-
logical approaches, injections, devices, or operations
have failed. In neuropathic pain antidepressants and
anticonvulsants can both provide at least 50% pain
relief for one patient in three,5 but we have very little
evidence of which drug is best in its class, or indeed
which class is best in particular pain syndromes.

We have no reliable predictive tests for opioid effi-
cacy other than suck it and see. We do know that opioid
efficacy may be reduced in neuropathic pains4 and that
current opioid formulations often work poorly for
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severe pain on movement. The trial of opioid itself
needs success and failure criteria, encapsulated in the
common clinical question “What is an adequate dose?”
The dose needs to be increased until analgesia or
adverse effects result, and sometimes this needs doses
that raise eyebrows. The balance between effect and
adverse effect may be fine, and active management may
be needed to produce, in that coy phrase, tolerable and
manageable adverse effects.

There is a complicated practical and research
agenda, which requires coherent multicentre working
and innovative research design. There is no evidence
base on which we can rely other than common sense,
our own experience, and that of others. Patients’ wishes
are simple but can be hard to fulfil. They want good
pain relief, but not at the expense of adverse effects,
particularly those affecting the central nervous system.
Even when we resolve these puzzles the professional’s
unease will remain. Few would be uncomfortable with
opioid use that allows an elderly patient with rheuma-
toid disease to sit without pain, but few would be com-
fortable prescribing strong opioids long term for a
young person with a vague diagnosis of back pain.

The trial by Allan et al reported this week compares
two opioids, each in a different formulation—oral or
transdermal (p 1154).1 This is a welcome trial in a
difficult area. The focus is which drug (or formulation)
gives the fewest problems, or is preferred by patients, at
the same level of pain relief. Unfortunately the design of

the trial means that we have to question the results. Rule
one of drug trials that compare different formulations
and use subjective outcomes such as patient preference
is that the comparison should be done double blind.
This may be awkward and it will be more expensive, but
breaking the rule means that the conclusions may not be
correct. Yet here we are with a trial which compared dif-
ferent formulations and used subjective outcomes and
was not done double blind. The problem we are left with
is whether any difference between formulations is cred-
ible, and whether any credible difference is worthwhile.
Given the high prevalence of chronic pain and its major
impact on quality of life it is time that we had a better
grip on what works in clinical practice and when.

Henry McQuay professor
Pain Relief Unit, Churchill Hospital, Oxford OX3 7LJ
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Sexually transmitted infections: control strategies
There’s a new emphasis on reducing the period of infectiousness

Sexually transmitted infections, including HIV
and hepatitis B, remain one of the greatest
global public health challenges. Over the past

five years notable rises have been observed in the
United Kingdom in the incidence of genital chlamydial
infection (76%), gonorrhoea (55%), and infectious
syphilis (54%)1; such sustained rises have not been seen
since the late 1960s and 1970s.2 Similar increases have
also been seen in other countries in Western3 and East-
ern4 Europe and the United States.5 The highest rates
of sexually transmitted infections occur among 16-24
year olds, particularly older teenagers.1 Ethnic and
socioeconomic inequalities in sexually transmitted
infection rates exist in the US5 and the UK,6 with higher
rates among black ethnic groups and lower socioeco-
nomic groups. If we are to reverse these trends and
reduce inequalities we need to understand their under-
lying determinants.

Some rises may reflect improved detection, particu-
larly for genital chlamydial infection (with new
diagnostic technologies), and deteriorating healthcare
infrastructure (in the former states of the USSR). How-
ever, the major factor behind the recent rises in
Western Europe is probably changing sexual behav-
iour. The median age of sexual debut continues to
decline and the period of experimentation and chang-
ing partners has lengthened; similarly, the likelihood
that sexual intercourse with a new partner will be
unprotected is highest for those aged over 16.7 In the

UK levels of awareness and fear of HIV and AIDS
among young people have declined,2 and the major
fear is of unintended pregnancy, not sexually transmit-
ted infection.8 Recent increases in the incidence of
gonorrhoea among men who have sex with men have
also been seen in association with increasing
antimicrobial resistance.9

Sexually transmitted infections can be prevented
and controlled through three basic strategies: reducing
the risk of transmission in any sexual encounter (such
as condom use); reducing the rate of sexual partner
change; and reducing the period of infectiousness in
individuals. Over the later part of the 20th century,
particularly since the advent of the AIDS epidemic,
control programmes have emphasised the first two
strategies. Good evidence on the effectiveness of health
education is limited,10 although clearly it will continue
to have a place, as all strategies against sexually
transmitted infections will benefit from improved
population awareness and openness about sexual
health. Health education on sexually transmitted infec-
tions must be integrated into broader messages on
sexual health if conflicting messages—for example, on
the roles of hormonal and barrier contraception—are
not to be given. Equally messages must be culturally
appropriate to their audience, prominent within which
are adolescents and ethnic groups at higher risk.

New opportunities for controlling sexually trans-
mitted infections come from strategies that will reduce

Editorials

Clinical Review
p 1160

BMJ 2001;322:1135–6

1135BMJ VOLUME 322 12 MAY 2001 bmj.com


