
used.5 This aims to quantify symptoms reproducibly; some
scores include a quality of life or "bothersome" element.

Prostatic obstruction is partly dynamic, resulting from the
smooth muscle component ofthe prostatic stroma. This is the
therapeutic basis for treatment with a adrenergic blocking
drugs6 but also leads to the substantial placebo effect which is
such a feature in clinical trials of treatment for benign
prostatic hyperplasia.7 Patients in the control groups ex-
perience an improvement not only in symptoms but also
in objective measurements such as flow rates. Although
validating new treatments by controlled studies is relatively
easy with medical treatment, true double blind trials are
difficult, if not impossible, with mechanical or operative
manipulations. Indeed, the sham treatment used by Bdesha
and colleagues may not be entirely blind but is probably the
best that can be achieved.
What we can tell our patients is that no treatment for benign

prostatic hyperplasia is as good as surgery. We can reassure
them that despite its long history transurethral prostatectomy
fulfils the definition of a minimally invasive operation. It is not
without its hazards, however, and perhaps the problem
caused by the disease in many men does not merit surgery.

After all, a hip replacement operation is not the only way of
managing arthritis and angina does not always warrant
coronary artery surgery. What we must not do is persuade
ourselves and our patients that an alternative is effective until
it has been tested. Unfortunately, the rigorous standards that
are necessary for evaluating drugs are not always adhered to
with technological developments. Bdesha and his colleagues
are to be congratulated for their attempt to do so.

DAVID KIRK
Consultant urologist

Westem Infirmary,
Glasgow G11 6NT
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Nicotine patches in general practice

They work about as well as nicotine chewing gum in motivatedpatients

Transdermal nicotine was shown to mitigate craving and
withdrawal symptoms in 1985 and, when combined with
behavioural therapy, to increase abstinence rates in smokers
attending a cessation centre."-3 Its use by general practitioners
in Switzerland was described by Abelin et al in 1989: they
showed that middle aged dependent smokers, who were seen
monthly over three months, were helped more by transdermal
nicotine than by placebo patches. Abstinence was increased
and craving reduced, but 5% were unable to tolerate the
cutaneous adverse affects of erythema, oedema, and itching.4
Motivated, middle aged, "healthy" smokers ( > 20/day)
recruited to the Mayo Clinic by newspaper advertisements
were treated with a 24 hour transdermal nicotine patch or
placebo for six weeks, during which time they were seen
weekly for 30 minutes by a nurse. At one year 23% of the
group treated with transdermal nicotine had given up
smoking compared with none who received placebo.5

In another study a 16 hour nicotine patch was compared
with a 24 hour patch in volunteer smokers over a month: when
compared with placebo both patches trebled the rate of
stopping at one month and six months and reduced withdrawal
symptoms, but no difference was found between the two
treatments.6 In a Danish study a 16 hour transdernal nicotine
patch given for 16 weeks with a moderate amount of doctors'
advice and support to smokers ( > 20/day) recruited by
newspaper advertisements was superior to placebo at one year
(11% v 2% stopped smoking)' and still seemed better than
placebo at two years.8 A literature review up to 1992
concluded that transdermal nicotine worked in motivated,
middle aged smokers of20 or more cigarettes a day when used
in specialised smoking cessation settings but emphasised the
need to provide adequate support and counselling if success
rates as good as or better than the 26% reported by the
Transdermal Nicotine Study Group were to be achieved.910
Because it is unlikely that the limited resources of Britain's

NHS will ever permit such a high level of attention and
support two papers in this week's journal make reassuring

reading (pp 1304, 1308)." 12 Both used intervention schemes
that could easily be applied widely in general practice. The
populations studied were from 19 practices in Oxfordshire"
and 30 practices around Britain'2 and were selected for
dependence on cigarettes and for motivation. Treatment
lasted between 12 and 18 weeks. Practice nurses provided
advice and support in Oxfordshire while in the other study
this was provided by the general practitioner or nurse or both.
In the Oxfordshire study a 24 hour patch resulted in
continuous abstinence for 11 weeks in 14% of subjects
compared with 9% treated with placebo (p<00001). In the
nationwide study a 16 hour patch resulted in 9% not smoking
for 12 months compared with 5% with placebo (p< 000 1).

Craving and mood disturbance were helped by transdermal
nicotine. Erythema and itching were more common with
transdermal nicotine than placebo, with 2-10% of patients
stopping transdermal nicotine because ofthese adverse affects.
Sleep disturbance wasmore common with 24 hour transdermal
nicotine than placebo, but in neither study were headache or
gastrointestinal symptoms more common with transdermal
nicotine. Increasing the dose at one week for those having
particular difficulties giving up smoking increased the rate of
stopping at three weeks, and there was no advantage in
gradual as opposed to abrupt withdrawal of transdermal
nicotine after 18 weeks' treatment.'2
For hospital patients with smoking related diseases

moderate levels of advice and support resulted in 20%
sustained success at one year, with or without nicotine
chewing gum,"3 which was much better than the success rates
obtained in studies that provided minimal amounts of advice
and support in similar populations.4 15 Transdermal nicotine
combined with advice and support has been compared with
placebo patches in 234 hospital patients; at six months the
rates of stopping were 25% and 18% respectively (p> 0.05).16
The evidence indicates that transdermal nicotine is an

effective adjunct to simple advice and support given to
motivated smokers in the setting of general practice or in
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smoking cessation centres, with success rates much the same
as those obtained with nicotine chewing gum." 18 In hospital
patients with smoking related diseases transdermal nicotine
seems to confer little if any benefit over advice and support
alone. Its value has yet to be proved when it is bought over
the counter and used without any professional advice and
support. The question of whether using both transdermal
nicotine and nicotine chewing gum might improve cessation
rates is worth answering, especially in heavy smokers.
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Overpopulation and overconsumption

Combating the two main drivers ofglobal destruction

The great achievement of last year's "earth summit" in Rio de
Janeiro lay less in what was agreed at the meeting and more in
the debate that surrounded it. People came to understand
much more clearly that environmental degradation could not
be considered on its own: it must be considered together with
overpopulation, poverty, development, excessive consump-
tion, and relations between the rich and poor worlds. The
great failure of the summit was that its final statement did not
deal adequately with the two primary drivers of global
destruction: overpopulation and overconsumption. The
United States administration of George Bush, nervous of the
coming election, vetoed references to overconsumption, and
the Vatican and the antiabortion lobbies removed references
to overpopulation.
Governments in all countries are understandably nervous

of preaching too much on population. Governments in rich
countries are reluctant to patronise poor countries, where
90% of population growth is occurring. Policy makers
understand better than they did in the 1960s the complex
factors that lead to population growth and the futility of
concentrating too much on one issue. Many people are uneasy
about the state interfering in this most intimate of decisions,
particularly after some of the excesses seen in India and
China. Politicians are reluctant to lose the votes of Catholics.
Population experts remain embarrassed by some of the dire
and inaccurate predictions of the 1960s, and the media have
become bored by the issue.
Yet we cannot allow ourselves to become bored by

overpopulation. Population growth keeps people in poverty,
obliges them to destroy their environments, and leads to
deforestation, soil erosion, water shortages, and desertifica-
tion. Current population growth results from death rates
having fallen everywhere but birth rates having fallen only in
the rich world. The world population will grow by at least
another 2-5 billion by 2025, but it's much more likely that the
growth will be 3-5 billion or more. World population will
probably top 8 billion in 2025, meaning that it will have grown
fourfold in a century.
One response to this problem must be to keep population

on the agenda at every level of public administration-from
the United Nations to the village council. A recent meeting
organised by Gresham College, the Commonwealth Founda-
tion, and the Ciba Foundation looked at what could be done
to keep attention focused on the issue. One way forward
seems to be for professionals, including doctors, to play a
larger part, particularly in groups consisting of more than one
profession. Interprofessional collaboration is needed both to
understand the problems better and to seek solutions to them.
Such collaboration is also necessary, argued Sir Shridath
Ramphal, former Commonwealth secretary general, to stop
next year's world conference on overpopulation in Cairo being
hijacked by pressure groups with very narrow agendas-as
happened in Rio.

Professionals can also play a part in ensuring that people are
put at the centre of the solution to overpopulation and that a
particular focus is on women, the people who in most of
the world prepare the food, collect the water, and play the
major part in controlling fertility. Female literacy rates are
desperately low in many parts of the developing world, yet
literacy among women reduces infant mortality and fecundity.
Increasing evidence shows that many women are crying out
for access to contraceptives, and part of the solution to the
overpopulation problem is to get contraceptives to them. The
cost will be about $9 billion annually, the amount the world
spends on arms every 56 hours.

But, said Lord Porter, former president of the Royal
Society, overconsumption of energy is as big a problem as
overpopulation-and the two are unavoidably linked. While
population grew from 1-49 billion in 1890 through 2-5 billion
in 1950 to 5-32 billion in 1990, energy consumption grew even
faster, from 1 terawatt in 1890 through 3*3 terawatts in 1950
to 13-7 terawatts in 1990. Energy consumption grows not only
as population grows but also as poor people become richer.
People in the developing world each use 0-28 kilowatts a year,
while those in the developed world use 3-2 kilowatts and
people in the United States 9 kilowatts. Energy consumption
and standard of living are closely related, and Lord Porter
thought that development for those in the poor world to a
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