This is a repository copy of Reply: Opioid Toxicity in Inflammatory Bowel Disease Patients
Likely Includes Direct Enterocyte Effects That Exacerbate Disease.
White Rose Research Online URL for this paper:
http://eprints.whiterose.ac.uk/137597/
Version: Accepted Version
Article:
Subramanian, V orcid.org/0000-0003-3603-0861, Burr, NE
orcid.org/0000-0003-1988-2982 and Hull, MA orcid.org/0000-0001-7414-1576 (2018)
Reply: Opioid Toxicity in Inflammatory Bowel Disease Patients Likely Includes Direct
Enterocyte Effects That Exacerbate Disease. Clinical Gastroenterology and Hepatology,
16 (10). pp. 1680-1681. ISSN 1542-3565
https://doi.org/10.1016/j.cgh.2018.06.006

© 2018 by the AGA Institute. All rights reserved. Licensed under the Creative Commons
Attribution-Non Commercial No Derivatives 4.0 International License
(https://creativecommons.org/licenses/by-nc-nd/4.0/).

Reuse
This article is distributed under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs
(CC BY-NC-ND) licence. This licence only allows you to download this work and share it with others as long
as you credit the authors, but you can’t change the article in any way or use it commercially. More
information and the full terms of the licence here: https://creativecommons.org/licenses/
Takedown
If you consider content in White Rose Research Online to be in breach of UK law, please notify us by
emailing eprints@whiterose.ac.uk including the URL of the record and the reason for the withdrawal request.

eprints@whiterose.ac.uk
https://eprints.whiterose.ac.uk/

Dear Editor

Drs Goldstein and Sartor1 raise some interesting observations based on the results of our analysis of
opioid use in the English NHS over a 24 year period. It is important to reiterate that our study2 is an
observational cohort study and can only provide evidence of association rather than causality.
D Goldstein and Sartor suggest that chronic rather than acute opioid use may be associated with
disease exacerbation as another potential explanation for our results showing increased morality
with regular opioid use in the IBD population. We have shown increased morality with greater than
3 opioid prescriptions per calender year and a similar Canadian population based study3 showed that
heavy opioid use (defined as continuous use for 30 days at a dose exceeding 50 mg morphine / day
or equivalent) was significantly associated with mortality. These results would support but not
confirm the hypothesis that chronic opiate use exacerbates IBD, but does not show that low dose or
infrequent use ameliorates disease activity in the IBD population as suggested in their letter. We
found no potential protective effect for lower strength, or lower dose opiate medications.
Opiate receptors are an attractive target for treating inflammatory bowel disease as they are
abundant through the GI tract, and have direct effects on motility and potential immunological
effects. Low dose naltrexone (a µ opioid receptor antagonist when used in higher concentrations)
has been studied in an RCT
C
s disease patients compared to placebo by Smith et.al who
found no statistically significant difference in the proportion of adult patients who achieved clinical
remission.4 The most recent Cochrane
C
did not find sufficient evidence to make firm conclusions on its efficacy suggesting that further
randomized controlled trials are needed.5
We agree with Drs Goldstein and Sartor that further prospective studies looking at chronic opioid
use and disease exacerbations would be of interest but would require a large dataset of patients
followed up for several years to be adequately powered. Given the current evidence of the
association of mortality with chronic opiate use there would be ethical questions raised on
continuing these patients on opioid medication (once chronic opioid use has been identified in a
patient with IBD) making a prospective study difficult to justify. The effect of wound healing and low
dose opiate therapy would, in our opinion, be best subject to a randomized controlled trial rather
than looking at observational datasets where wound healing would be unlikely to be objectively and
reliably assessed.
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