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Letters to
the Editor

The Journal welcomes Letters to the Editor; if
found suitable, they will be published as space
allows. Letters should be typed double-spaced,
should not exceed 400 words, and are subject
to abridgment and other editorial changes in
accordance with journal style.

Vasectomy
To the Editor:

I wish to comment about the arti-
cle entitled *Vasectomy” (Brown-
lee HJ, Tibbels CK: Vasectomy.
J Finn Pract 16:379, 1983), which
appeared in your February 1983
iSsue.

In addition to its use in family
planning, vasectomy is of estab-
lished value in the prevention of re-
current epididymitis, since this in-
fection ascends the vas from the
prostatic urethra.

In the article the authors discuss
preoperative counseling at length,
and | completely endorse this.
They mention using a booklet,
which is a most important tool. |
send one to the patient prior to the
interview. It explains the proce-
dure and its complications, and
gives further information about
what to expect. It has one highly
important feature that | recom-
mend to everyone who performs
vasectomies: The last page of the
booklet consists of a consent form,
which is to be signed by the patient
and his wife. The booklet then be-
comes part of the patient’s records.
The following points are stressed:
(1) that the patient and wife request
the vasectomy, (2) that the opera-
tion is intended to produce perma-
nent sterility, (3) that they have
read the booklet and fully under-

stand the points therein and that all
of their questions have been satis-
factorily answered, and (4) that
they agree to submit postoperative
semen specimens for testing and
will continue to use birth control
methods until told that it is safe to
discontinue. The legal profession
continues to attempt to make phy-
sicians guarantee vasectomies, to
pay for raising children born after
failed vasectomies, and so on. This
consent form affords protection
against such suits.

The authors also discuss pre-
operative medication but fail to
stress the necessity of then having
the patient bring someone to drive
him home after the procedure. A
sedated patient could be a danger-
ous driver. | have never used pre-
operative medication, relying in-
stead upon “verbal analgesia” and
a gentle touch to relax the patient.

Brownlee and Tibbels misunder-
stand when they state that 1advo-
cate “excision of a small specimen
for pathologic identification pur-
poses.” 11 do not remove any of the
vas, since it is of no value in guar-
anteeing success of the procedure.
Rather, 1stated that if the surgeon
feels that he must do so, the seg-
ment should be the shortest possi-
ble. The vas deferens has a totally
Continued on page 686
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characteristic feel. There is no
other white, thick-walled scrotal
structure whose lumen does not
bleed. Proof of satisfactory surgery
lies in the disappearance of sperm
postoperatively and not in the
trophy sent to the pathologist, or
preserved in a bottle in the back
room of the office. 1have never had
a failure using the technique the au-
thors cite, but without excising any
of the vas.

The simplest postoperative test
is to set a goal of no sperm in
the postoperative semen specimen.
This permits examination of con-
dom specimens and of specimens
that must be transported long dis-
tances for analysis. Also, since the
reservoirs of sperm may empty
only to have a spontaneous anas-
tomosis of the vas follow, | rec-
ommend that two negative samples
be secured, with a one-month inter-
val, before the patient is told that
he is sterile.

It is unnecessary to excise a
painful spermatic granuloma of the
vas, and indeed this is a difficult
task. If the granuloma is cystic
it should be evacuated. The vas
should then be transected and
sealed proximal to the granuloma.
Once the flow of sperm into the
granuloma ceases, the granuloma
will disappear.

The authors discuss postopera-
tive epididymitis. | have never seen
postvasectomy bacterial epididymi-
tis. What is seen is an engorgement
of the epididymis with spermato-
zoa, a temporary condition that
subsides spontaneously, or a sper-
matic granuloma of the epididymis
wherein the swelling is limited to
one portion of the epididymis and
subsides slowly. Antibacterials are
without value in these conditions.

Having extensive experience in
vasectomy reversal, | feel that its
increased incidence (now 1percent
of my vasectomy patients) is due

not to a failure of counseling, but
rather to the public's awareness
that reversals can be performed
and that they often succeed. Most
reversals are done during a subse-
guent marriage, years after the
vasectomy, a matter that counsel-
ing might not have prevented.
Stanwood S. Schmidt, MD
Research Associate in Urology
University of California
Medical School
San Francisco, California
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Screening for Gestational
Diabetes
To the Editor:

I would like to take issue with
a recommendation by Swinker in
her recent paper in this journal,
“Routine Screening for Gestational
Diabetes in a Family Practice Cen-
ter.” 11 take exception to the state-
ment, “routine testing for carbo-
hydrate intolerance in pregnancy is
recommended for all patients be-
cause of the increased fetal mor-
bidity and mortality in women with
gestational diabetes. ..." This is
not consistent with current litera-
ture. Swinker cites the 1973 article
by O'Sullivan et al2to support a6.4
percent perinatal mortality in ges-
tational diabetes compared with 15
percent in controls. However, this
group also showed no increased fe-
tal wastage in gestational diabetics
less than 25 years of age. Swinker
did not refer to the 1977 article by
Gabbe et al,3 which did not show
increased fetal mortality with gesta-
tional diabetes. They did not sup-
port the finding of O'Sullivan et d
that patients aged over 25 years are
at greatest risk and therefore did
not even support evaluating all pa-
tients over 25 years of age. Gabbe

Continued on page 688
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et al did suggest that screening be
done after the clinician seeks out
certain historical and clinical clues
including previous stillbirth, mac-
rosomic infant, family history
of diabetes, obesity, hypertension,
and glycosuria.

The experience of Swinker does
not prove the value of routine
screening. It is unclear whether the
three women found to have ges-
tational diabetes were truly helped
by the discovery. It is also unclear
whether they would not also have
been found by a routine prenatal
urinalysis showing glycosuria. To
spend resources to discover a con-
dition that may not truly be associ-
ated with increased perinatal mor-
tality and for which outcomes may
not be improved as a result seems
totally unjustified.

Until a study comparing out-
comes in populations screened vs
not screened has been undertaken,
it is premature to recommend uni-
versal screening. The data are not
convincing that one should change
the approach of selective screening
based on historical and clinical
factors.

Sam C. Eggertsen, MD

Department of Family Medicine

University of Washington
Seattle, Washington
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The preceding letter was referred
to Dr. Swinker, who responds as
follows:

In response to Dr. Eggertsen’s
letter, | would like to refer to
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Gabbe’s 1978 articlel in which
he states, “Recent investigations
would indicate that all patients
should be screened no later than
28-30 weeks’ gestation. In the past,
screening was begun with a search
for historical and/or clinical clues.”
Tojustify this position, Gabbe cites
O’Sullivan’s 1973 article2 in which
it was found that “over 50% of pa-
tients who subsequently developed
diabetes in pregnancy failed to
show the historical and clinical as-
sociations described above.”

There is some disagreement in
the literature about whether gesta-
tional-diabetic women have a higher
rate of perinatal mortality. For
example, Mestman,3 Gabbe’s col-
league from Los Angeles, does not
feel there is an increase in perinatal
mortality in gestational diabetics
who do not develop fasting hyper-
glycemia. Nevertheless, he advo-
cates universal screening in all age
groups. He notes that although the
incidence of positive screening
tests may be higher in patients with
a positive history or increasing age,
a significant number of patients will
have abnormal tests without any
historical medical clues, even in the
younger age groups.

Thus, the rationale for making
the diagnosis of gestational diabe-
tes need not be based on increased
mortality. The gestational diabetic
is managed to avert hyperglycemia,
and monitored for the development
of fasting hyperglycemia (which
would place the pregnancy in the
risk category of an overt diabetic
with potential for increased perina-
tal mortality). There is no question
that infants of gestational diabetics
experience increased perinatal mor-
bidity, eg, hypoglycemia, hyperbili-
rubinemia. Awareness of possible
neonatal problems may aid the phy-
sician so that hypoglycemia, for
example, may be promptly recog-
nized and treated.

Marian Swinker, MD

University Health Service
West Virginia University
Morgantown, West Virginia
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Insulin-Pump Therapy
To the Editor:

Recently, the use of insulin-
pump therapy to improve diabetic
control has become more popular,
exemplified in recent reports from
the Mason Clinic,1 where experi-
ence with 100 patients on insulin
pumps has been described. Al
of these patients were begun on
insulin-pump therapy with a period
of inpatient instruction.

Over the past year we have had
the opportunity to begin 16 patients
on insulin-pump therapy on an out-
patient basis. All 16 patients had
brittle diabetes and all had inade-
guate control with intensive dia-
betic treatment and home glucose
monitoring.

All patients were first seen ina
glucose-monitoring program two
times a week in groups supervised
by a nurse practitioner and an
endocrinologist. The patients were
initially instructed in nutrition and
CHEMSTRIP use, and they kept
daily graphs of their activity, insu-
lin dosage, carbohydrate intake, in-
sulin administration, and blood glu-
cose by CHEMSTRIP seven times
a day. All 16 patients had brittle
diabetes (15 type I, 1type II), un-
able to be controlled satisfactorily
on this program and often involving
Continued on page 692
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multiple doses of insulin; therefore,
they were begun on insulin-pump
therapy.

The patients were introduced to
the use of an insulin pump during
an office visit with a nurse practi-
tioner in a 40-minute session. The
mechanics of the pump were care-
fully explained, and the patient per-
formed all procedures including
mixing of insulins (for older model
pumps) under the supervision of
the nurse practitioner before going
home. Insulin dosage was generally
reduced by approximately 30 per-
cent from the total dose taken by
injection, and morning and over-
night basal rates and premeal bolus
amounts were determined. Possible
problems with catheters, batteries,
tape allergies, and so on, were
discussed. Patients were given the
telephone numbers of other pa-
tients on the pump, and 24-hour
telephone access to a nurse practi-
tioner or physician by beeper was
available. These patients continued
to be seen in biweekly home glucose-
monitoring group sessions where
serial clinical observations were
made of the patient’s course. In ad-
dition, an anonymous questionnaire
was given to each patient to assess
satisfaction with this outpatient
program. Of interest is that some of
these patients have been instructed
on more than one type of pump by
this method, and one patient has
used successively the Millhill, Au-
tosyringe, and CPl pumps, with
each instruction occurring by the
above method.

All patients rapidly achieved a
high level of understanding and
competence with the insulin pump.
There were no untoward mishaps
during the initial phase of insulin-
pump therapy. After several pa-
tients were wearing a pump, they
became a resource of information
and support for additional patients
being initiated in insulin-pump
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therapy during home glucose-moni-
toring group sessions. A number
of patients (8 of 16) experienced ini-
tial apprehension upon taking the
pump home, a problem that could
have been eliminated by inpatient
instruction. One patient specifical-
ly stated that 24 to 48 hours of
inpatient instruction should be
recommended.

Insulin pump therapy is being
used with increasing frequency.
One obstacle to such therapy is its
expense. By initiating therapy on
an outpatient basis with frequent
peer-group follow-up visits, we
have attempted to reduce the cost
of initiating such therapy in 16
patients.

Of all our brittle diabetics, with
excellent knowledge of home glu-
cose monitoring, 50 percent felt sat-
isfied with this approach. The other
50 percent experienced anxiety
when confronted with the need to
initiate  pump therapy at home.
There were no untoward initial
problems experienced by these pa-
tients aside from their anxiety.

It is our conclusion that insulin-
pump therapy can be safely begun
on an outpatient basis, but that it is
associated with some patient anx-
iety. A possible future approach to
alleviate that anxiety while continu-
ing to attempt outpatient initiation
of therapy might be to see each
patient on several successive days
before or after the patient begins
using the pump.

Stephen ./. Gordon, MD
Christine Bihy, RNP

R. James Dudl, MD

Southern California Permanente
Medical Group

Kaiser Foundation Hospital

San Diego, California
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Nursing Mothers: Captopril is secreted in h,
man milk. Exercise caution when administeri
captopril to a nursing woman, and, in gener |
nursing should be interrupted. r3;
Pediatric Use: Safety and effectiveness in chil
drenhave not been established although there k
limited experience with use of captopril in chil
dren from 2 months to 15 years of age. Dosage'
on a weight basis, was comparable to that used
in adults. Captopril should be used in children
only if other measures for controlling blood pres-
sure have not been effective.

ADVERSE REACTIONS: Reported inci-
dences are based on clinical trials involving about
4000 patients.

Renal—One to 2 of 100 patients developed
proteinuria (see WARNINGS). Renal insuffi-
ciency, renal failure, polyuria, oliguria, and uri-
nary frequency in 1 to 2 of 1000 patients.

Hematologic— Neutropenia/agranulocytosis oc-
curred in about 0.3% of captopril treated patients
(see WARNINGS). Two of these patients devel-
oped sepsis and died.

Dermatologic—Rash (usually mild, maculopap-
ular, rarely urticarial), often with pruritus and
sometimes with fever and eosinophilia, in about
10 of 100 patients, usually during the 1st 4 weeks
of therapy. Pruritus, without rash, in about 2 of
100 patients. A reversible associated pemphigoid-
like lesion, and photosensitivity have also been
reported. Angioedema of the face, mucous mem-
branes of the mouth, or of the extremities in about
1 of 100 patients—reversible on discontinuance
of captopril therapy. One case of laryngeal edema
reported. Flushing or pallor in 2 to 5 of 1000
patients.

Cardiovascular—Hypotension in about 2 of 100
patients. See WARNINGS (Hypotension) and
PRECAUTIONS (Drug Interactions) for dis-
cussion of hypotension on initiation of captopril
therapy. Tachycardia, chest pain, and palpita-
tions each in about 1 of 100 patients. Angina
pectoris, myocardial infarction, Raynaud’s syn-
drome, and congestive heart failure each in 2 to
3 of iooo patients.

Dysgeusia—About 7 of 100 patients developed
a diminution or loss of taste perception; taste
impairment is reversible and usually self-limited
even with continued drug use (2 to 3 months).
Gastric irritation, abdominal pain, nausea, vom-
iting, diarrhea, anorexia, constipation, aphthous
ulcers, peptic ulcer, dizziness, headache, malaise,
fatigue, insomnia, dry mouth, dyspnea, and par-
esthesias reported in about 0.5 to 2% of patients
but did not appear at increased frequency com-
pared to placebo or other treatments used in
controlled trials.

Altered Laboratory Findings: Elevations of
liver enzymes in a few patients although no causal
relationship has been established. Rarely chole-
static jaundice and hepatocellular injury with
secondary cholestasis have been reported. A
transient elevation of BUN and serum creatinine
may occur, especially in volume-depleted or
renovascular hypertensive patients. In instances
of rapid reduction of longstanding or severely
elevated blood pressure, the glomerular filtration
rate may decrease transiently, also resulting in
transient rises in serum creatinine and BUN.
Small increases in serum potassium concentration
frequently occur, especially in patients with renal
impairment (see PRECAUTIONS).

OVERDOSAGE: Primary concern in correc-
tion of hypotension. Volume expansion with an
1.V. infusion of normal saline is the treatment of
choice for restoration ofblood pressure. Captopril
may be removed from the general circulation by
hemodialysis.

DOSAGE AND ADMINISTRATION: CAP-
OTEN should be taken one hour before meals.
Dosage must be individualized; see DOSAGE
AND ADMINISTRATION section of package
insert for detailed information regarding dosage
in hypertension and in heart failure. Because
CAPOTEN (captopril) is excreted primarily by
the kidneys, dosage adjustments are recom-
mended for patients with impaired renal function.
Consult package insert before prescribing
CAPOTEN (captopril).

HOW SUPPLIED: Available in tablets of 25,
50, and 100 mg in bottles of 100, and in UNI-
M ATIC@ unit-dose packs of 100 tablets.
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