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for direct advice from general practice at the district level is less
clearly defined. This is unfortunate, since general practitioners
are often well placed to identify gaps in local service provision,
and as Hicks and Baker have shown, can act as a valuable and
reliable source of information to authorities for service plann-
ing purposes.'4 Other public health physicians have recently
added their weight to this argument. Stevens and Gabbay con-
tend that 'The preferences of local general practitioners are
becoming another powerful mechanism for improving the con-
gruence between service contracts and local health needs, and
are already being taken seriously: 35 Similarly, Coulter has
observed that 'Many health authorities are now taking con-
siderable pains to determine the views of general practitioners!'6

If health authorities do not seek advice from general practi-
tioners it is likely that the purchasing authorities will receive un-
balanced advice, lacking a frontline general practice perspec-
tive which is manifestly what the new changes were supposed
to eliminate. This is particularly important at this time before
the new purchasing authorities, provider trusts and fundholding
practice arrangements become fully effective, especially since
there is now no longer a general practice voice at district health
authority level. In contrast to the expressed intent of being given
more power, many general practitioners may feel somewhat anx-
ious that again they are being given more responsibilies but, as
yet, apparently without really having the power to see that these
responsibilities are properly discharged.

RICHARD MAXWELL
General practitioner, Bristol
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Drug abuse and HIV infection: general practice
treatment and research agendas
SINCE the late 1980s drug abuse and human immuno-

deficiency virus (HIV) infection have become two of the few
areas of clinical research able to attract substantial financial
support. The explosion of interest in all aspects of drug taking
and of the sexual behaviour of those with or without HIV
infection may be cynically viewed as the establishment's concern
about the possible spread of HIV infection into the wider
sexually active community rather than compassionate concern
for those involved with drug taking. However, the development
of active research in these areas has provided a wide understand-
ing of the lifestyles of drug users and of sexual behaviour in
the general population. This has led to changing views on the
nature of drug taking and on the likely outcome for those
involved, and to a new insight into sexual behaviour and factors
influencing changes in risk taking.
The new understanding of drug taking is a welcome relief from

the polemical arguments of the 1960s and 1970s about the ethics
of treating drug users. The softening of attitudes in general
practice has undoubtedly been associated with a maturing of
primary care in its relationship with other agencies. Although
not without its critics this progress has been to the advantage
of everyone involved and has, to a certain extent, provided
models for other areas of interest and for the development of
community care as a concept. An example of these changes

includes the substantial increase in community management of
psychological and psychiatric problems.

Undoubtedly, there are problems associated with new init-
iatives, including the inevitable manipulation of medical
personnel by poorly motivated or malicious drug users and the
consequent leakage of prescribed drugs to the illegal market.
A developing benzodiazepine abuse problem in parts of
Scotland, Wales and other centres is also linked to increased
prescribing of these drugs for those dependent on drugs. ' These
emerging problems reflect the difficulty of managing this group.
Resources are required and postgraduate and undergraduate
training for doctors is important, both of which have been
neglected for decades. With adequate time and support, general
practitioners are in an excellent position, perhaps a unique
situation, to contact young people with drug problems. It is
important to be aware that those dependent on drugs may
become lotig term patients requiring support and prescribed
drugs for 10 or even 20 years. Even a small group of such
individuals can represent an enormous ongoing workload and
responsibility for a practice.2

There are many areas of drug taking which remain obscure.
The long term nature of drug dependency, the prognosis of those
involved and the variability between individuals in terms of the
severity of addiction are of more than academic interest.3
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Research is now attempting to identify the characteristics of
different groups, the variety of drugs being abused and the
relationship between time and transition to more severe forms
of drug taking.4 While it has been generally assumed that trans-
ition from, for example inhalation of drugs to injection of drugs
is inevitable, it seems that this is not necessarily so, especially
where knowledge of HIV among drug users is high. The route
of first use drugs seems to bear some relationship to the year
of first use. This may indicate the importance of the prevailing
fashion at the time of first use of drugs on subsequent behaviour.
The importance of an analytical approach to drug taking in

general practice is exemplified by the paper by Leaver and
colleagues in this issue of the Journal,5 which examines the
relationship' between a group of drug takers in inner London
and their general practitioners. This paper has avoided the usual
pitfalls of other studies trying to assess outcome of treatment
provided over a short time period but instead has looked at other
areas of importance. The high consultation rate, including
emergency consultations, the high percentage of drug users being
prescribed at least two items and the implications for the
emerging new style of general practice are all identified and
discussed constructively.
How drug users and patients with HIV infection will be

managed in the new style general practice, where practices need
to attract patients to their varied services in order to maximize
income, is of importance in inner city areas. The suggestion by
the House of Commons social services committee in 1985 that
drug users may best be supported by the allocation of an item
of service fee6 may re-emerge for those with long term prob-
lems as well as for patients with HIV infection who require an
intensity of work and responsibility perhaps commensurate with
a special allocation of financial support.
The relationship between research and clinical practice in areas

of behavioural problems such as smoking, alcohol abuse and
drug dependency has always been tenuous and the rapidly
expanding research agendas of academic institutions in relation
to drug misuse, the acquired immune deficiency syndrome
(AIDS) and HIV infection have yet to affect general practice
significantly. Problems of accessing suitable samples of people
involved with drug dependency should certainly be an area of
interest for inner city general practitioners. Academic units and
clinicians need to work together interpreting research data in
the light of clinical practice. The limited connection between
theory and practice is not a new problem but has undoubtedly

held up the development of suitable rehabilitation programmes.
Not surprisingly, the initiatives tackling drug problems in the

United States of America are more impressive than those in the
United Kingdom, at least in terms of allocation of funds. The
National Institute for Drug Abuse estimates that there are
between 1.1 and 1.3 million individuals in the USA injecting
mainly heroin and/or cocaine] The 1991 budget of $416 million
testifies to the anxiety th;at this creates. Again this is largely
because of the concern over HIV infection which, because of
its long incubation period and length of time in the USA
population, has revealed a greater penetration into the non-drug
using population. It is of interest that this budget and the
associated AIDS budget for research have increased rapidly over
recent years as the crisis is seen to threaten the heterosexual
population. It may be that a similar pattern of events will
increase the budget for tackling drug problems in the UK.

General practitioners should be aware of the possibilities
emerging, not just in academic pursuits but in the practical issues
on managing patients, which the research has revealed. They
should also be aware of the importance of observation and
recording data over time, tasks to which primary care lends itself.

J Roy ROBERTSON
General practitioner, Edinburgh
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Chronic non-malignant pain
CHRONIC pain is a major health problem and it has been

estimated that between 257o and 30% of populations in
industrialized countries have chronic pain.' It seems likely that
every general practitioner will see patients with chronic non-
malignant pain. There may be an obvious cause of the pain,
such as arthritis, or the cause may be uncertain. What is certain
is that chronic non-malignant pain is a complex phenomenon.
It is caused by many different factors, can be modulated by a
variety of influences and affects those who suffer from it in many
different ways. Chronic pain is not exclusively neurophysiological
or psychological - it is multidimensional.' There is no straight
line relationship between the extent of an injury and the amount
of pain experienced.2

Chronic pain has no biological function and is destructive not
only physically but psychosocially and economically. I It affects
not only the person in pain, but their family and friends and

society as a whole. It would seem that the relief of chronic pain
must be a priority. However, this was not recognized by the recent
white paper, Health of the nation, although relief of back pain
was identified as a possible key area for future action.3

Acknowledging the complexity of pain means that dealing
with chronic pain becomes a challenge both for sufferers and
for those who try to alleviate this suffering. Some people cope
well with chronic pain.4 For others, perhaps the ones who tend
to be remembered, pain presents much more of a problem.
Chronic pain has often been treated as if it were acute pain,

both by the doctor and by the sufferer. An acute model dictates
that the pain has an identifiable cause which, once treated, will
get better. Unfortunately, chronic pain is not like that. It can
be difficult (and understandably so) for people to accept that
their pain cannot be cured. The following quotes come from
the author's Department of Health funded research into teaching
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