
Letters to
the Editor

The Journal w e lcom es  Letters to  the  Editor; if 
found suitable, th e y  w ill be pub lished  as space  
allows. Letters should  be typ ed  doub le-spaced , 
should not exceed 400  w o rd s , and are subject 
to abridgm ent and o th er ed ito ria l changes in 
accordance w ith  journa l style.

The Family as Object of Care
To the Editor:

The family case study reported 
by Williamson et al (Williamson P, 
McCormick T, Taylor T: Who is the 
patient? A family case study of a 
recurrent dilemma in family prac
tice. J Fam Pract 17:1039. 1983) 
and the commentary on it by Brody 
(Brody H: Ethics in family medi
cine: Patient autonomy and the 
family unit. .1 Fam Pract 17:973, 
1983) illustrate very well the com
plexity and ambiguity that so often 
surround the management of ill 
older people as they lose the ability 
to continue functioning in accus
tomed ways. Clinical decision mak
ing in such situations must be based 
on both a careful examination of 
pertinent facts and an understand
ing of relevant ethical considera
tions. Unsound conclusions may be 
reached if either the clinical realities 
or relevant conceptual considera
tions are addressed inadequately.

In this case the primary question 
was whether to permit the patient 
to live at home or to put her in a 
nursing home against her wishes. 
Any commentary on the manage
ment had to be conjectural unless 
the discussant knew the patient 
and family and could assess the 
nuances of the situation. Was the 
choice purely between nursing

home placement and return to the 
status quo ante or, as Brody sug
gests, might community resources 
have been enlisted to enable the 
patient to stay at home without an 
undue burden on the married son? 
Was the strain on the son in fact 
bad enough to threaten his mar
riage? Was he reaching the limit of 
his ability to meet his mother’s 
needs? In my view, consideration 
of the family aspects of the case 
was appropriate if only for prag
matic reasons, for if the son ceased 
to be supportive the mother would 
have to be placed in a nursing home 
anyhow.

The issues raised by these two 
papers are important and need to 
be addressed. However, there is a 
risk that discussions of such cases 
will be recondite and of limited 
value in practice both because the 
clinical situations are inherently 
ambiguous and because more ma
terial is presented than the audi
ence can assimilate. The ethical 
and clinical aspects must be expli
cated in sufficient detail but as 
clearly and succinctly as possible.

Finally, we must not lose sight of 
the fact that in many of these situa
tions there is no single correct 
course of action. Whatever is done 
turns out to be an improvisation 
based on clinical and financial real

ities, disparate ethical perceptions, 
and the human limitations of the 
people involved.

Robert I). Gillette, Ml) 
Associate Professor of 

Family Medicine 
University of Cincinnati 

Cincinnati, Ohio

Technique of Vasectomy
To the Editor:

1 would like to comment on a let
ter to you from Dr. Richard Hop
kins in which the writer describes 
his technique of vasectomy (Hop
kins R: Technique of vasectomy, let
ter. .1 Fam Pract 17:23, 1983).

Dr. Hopkins mentions that he 
ties each end of the vas and pro
ceeds to close the wound, but he 
does not mention any specific step 
taken to interpose a layer of fascia 
between the two ends. The tech
nique for creating a fascial tissue 
barrier, by pulling the sheath of the 
vas over one end, has been de
scribed by Lipshultz and Benson.1 
According to some practitioners, 
burying the end of the vas in the 
fascial tissue, after any method of 
sealing the vas, is the most effec
tive, if not absolutely guaranteed, 
method of preventing recanalization.

Schmidt2 has reported on his
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series of over 4,200 vasectomies, 
with five failures in the first 150 
cases, where the vas was simply 
excised and ligated. In contrast, 
there have been no failures re
ported in over 4,000 subsequent 
cases in which the distal end was 
buried in the fascial sheath. The re
cent update of his series was via 
personal communication at a vas
ectomy seminar sponsored by the 
Association of Voluntary Steriliza
tion in June 1983.

In addition, the Population In
formation Program of The Johns 
Hopkins University has just pub
lished a comprehensive review of 
vasectomy. Your readers may find 
that population report (series D, 
No. 4, Nov-Dec 1983) especially 
valuable.

Betty Gonzales 
Assistant Director 

Medical Division 
Association for Voluntary 

Sterilization 
New York, New York
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Fluoride Supplementation
To the Editor:

Authors Stephen Messimer and 
John Hickner (Oral fluoride sup
plementation: Improving practi
tioner compliance by using a pro
tocol. J Fam Pract 17:821, 1983) 
are to be commended for their 
awareness of the need to assess the
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fluoride content of home well water 
in calculating a child’s need for 
fluoride supplementation. The un
derlying assumption for any sup
plement is that its intake should be 
at optimal level. As obvious as this 
concept is, it is amazing how often 
its application is ignored in the in
stance of fluoride use.

The next logical step for the au
thors is to assess their patients’ 
other sources of fluoride intake, 
particularly fluoride in the food 
chain. The typical diet of children 
includes many unsuspected sources 
of fluoride, most of which is intro
duced in food processing. This 
problem has been thoroughly in
vestigated by Rose and Marier1 of 
the Canadian National Research 
Council, validated by numerous 
food surveys2"'5 in this country, and 
reviewed recently by Leverett in 
Science.4

If this summing of fluoride expo
sure is pursued, one finds that the 
typical “unfluoridated” child’s flu
oride ingestion meets or exceeds 
the recommended optimal dose as 
established by McClure in 1943. 
The happy conclusion to all this is 
that the optimal supplementation 
dose falls ter zero, and the various 
problems addressed by Messimer 
and Hickner’s protocol cease to 
exist.

John R. Lee, MD 
Mill Valley, California
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man milk. Exercise caution when a d m , v h 
captopril to a nursing woman, and in T " '" 8 
nursing should be interrupted. ’ gene™, 
P ed ia tr ic  Use: Safety and effectiveness v, 
dren have not been established although A,'* 
limited experience with use of captoDril ?  v!s 
dren from 2 months to 15 years of age 
on a weight basis, was comparable to , j 
in adults. Captopril should be used in chlu d 
only i f  other measures for controlling blood me? 
sure have not been effective. p s*

UCI1UC5, a r c  oasea on clinical trials involving ak  ' , 
4000 patients. 6 U0Ul

Renal One to 2 of 100 patients develop 
proteinuria (see W ARNINGS). Renal i J S ?  
ciency, renal failure, polyuria, oliguria, anduri 
nary frequency in 1 to 2 of 1000 patients.

Hematologic Neutropenia/agranulocytosis oc
curred in about 0 .3%  of captopril treated patient! 
(see W A R N IN G S). Two of these patients S  
oped sepsis and died.

Dermatologic— Rash (usually mild, maculopap 
ular, rarely urticarial), often with pruritus and 
sometimes with fever and eosinophilia, in about 
10 o f too patients, usually during the ist4weeks 
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 too 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 W A R N IN G S (Hypotension) and 
P R E C A U T IO N S (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 1000 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.
A ltered  L aboratory 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 BU N  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 P R EC A U TIO N S).
O V E R D O SA G E : Primary concern in correc
tion of hypotension. Volume expansion with an 
I.V . infusion of normal saline is the treatment of 
choice for restoration of blood pressure. Captopril 
may be removed from the general circulation by 
hemodialysis.
D O SA G E  A N D  ADMINISTRATION: CAP
O TE N  should be taken one hour before meals. 
Dosage must be individualized; see DOSAGE 
A N D  A D M IN IS T R A T IO N  section of package 
insert for detailed information regarding dosage 
in hypertension and in heart failure. Because 
C A PO TEN  (captopril) is excreted primarily by 
the kidneys, dosage adjustments are recom
mended for patients with impaired renal function. 
C onsult package in sert before prescribing 
C A PO T E N  (captopril).
HOW  S U P P L IE D : Available in tablets of 25, 
50, and 100 mg in bottles of 100, and in UNI- 
M A T IC ®  unit-dose packs of 100 tablets.
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