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Comment

This patient fulfilled the criteria of Wright's2 category of "probable
gonococcal arthritis" (mucosal gonorrhoea, recent exposure, and
response to antigonococcal treatment). He was genitally asymptomatic,
a feature of men with the gonococcal-arthritis syndrome.3 This diver-
ted attention from the source of the infection and delayed diagnosis.
Diagnosis can be further hindered by arthritis after effective genital
therapy4 and extragenital infection.5 The response to penicillin is
excellent. The strains producing gonococcaemia are almost always very
penicillin sensitive. The ESR is invariably raised in these patients.2
In this patient it became normal after effective treatment (table).
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Oral contraceptives and diabetes
mellitus

Many women who take an oral contraceptive have a disturbed carbo-
hydrate metabolism which has been likened to the steroid diabetes
seen during corticosteroid administration.' 2 Although the metabolic
changes are reversible in most women after they stop the contraceptive,
long-term usage might increase the risk of clinical diabetes mellitus.
We present the findings of two major prospective surveys of oral
contraception in the United Kingdom-namely, the Royal College of
General Practitioners' study and the Oxford/Family Planning Associa-
tion study-both of which began in 1968 and have been fully described
elsewhere.3 4

Studies and results

The table shows the distribution of reports of all cases of diabetes mellitus
diagnosed for the first time during the course of the Royal College of General
Practitioners' study up to June 1978. Cases first diagnosed during pregnancy
have been excluded together with the associated periods of observation. The
cases are categorised according to their contraceptive state at the time of
diagnosis. There is no material difference in the frequency of reporting of
diabetes mellitus between contraceptive takers (women who have used oral
contraceptives continuously during the period of observation), ex-takers, and
controls. Bias arising from differences between the contraceptive categories
in respect of diagnostic criteria, patient reporting, or loss of patients to

follow-up is unlikely to have concealed a real excess in incidence of diabetes
in takers.3 Risk factors for diabetes were not recorded when the 46 000 women
were recruited for observation in 1968-9, and cannot now be obtained for the
total study population. But we have investigated whether a family history of
diabetes or a history of bearing heavy babies was associated with the
contraceptive method in the 48 diabetic patients under analysis. We were
able to obtain further information in respect of 37. A family history of
diabetes occurred in 56 % (10 patients) of those who had ever used contra-
ceptives and 53 % (10 patients) of controls. A baby weighing more than 8 lb
(3629 g) occurred in 67 % (12 patients) of "ever-users" and 63 % (12 patients)
of controls, while a baby weighing more than 9 lb (4082 g) occurred in 33 %
(6 patients) and 32 %O (6 patients) respectively. These data, though less than
ideal, do not suggest that use of an oral contraceptive was influenced by a
knowledge of the risk of diabetes in our study population.
The distribution of all newly diagnosed cases of diabetes mellitus referred

to hospital during the Oxford/Family Planning Association study up to
December 1977 is shown in the table. The cases are categorised according
to their contraceptive state at entry to the study. The data are few, but
they do not suggest any increase in the hospital referral rate for diabetes
mellitus in oral contraceptive users compared with users of other
contraceptive methods. Although the overall rate appears to be only about
half as great as in the RCGP study, we believe that ascertainment of cases is
complete. This finding may indicate that not every new diabetic in the age
group concerned is referred to hospital, although there are several other
differences in the study populations and methods which could account for
the discrepancy.

Comment

Muck5 observed a total of 133 women who had used oral contracep-
tives for three to 12 years. A pathological reduction in glucose
tolerance occurred no more frequently in this group than in a control
group. Clinical diabetes was diagnosed in only one patient and
subclinical diabetes in two patients taking oral contraceptives. Similar
negative results were observed in 82 women who had taken oral
contraceptives for one to four years.2
While it is still desirable to monitor oral contraceptive takers

whose medical and family history suggest an increased likelihood
of developing diabetes, the present results, based on substantial long-
term oral contraceptive usage, do not support the belief that this
contraceptive method increases the risk of diabetes mellitus.
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Reported first occurrences of diabetes mellitus in women studied in two surveys of oral contraception

RCGP STUDY (By method of contraception at diagnosis*)

Takers Ex-takers Controls Ratio of standardised rates

No Standardised No Standardised No Standardised Takers: Ex-takers:
observed rate (TWY) observed rate (TWY) observed rate (TWY) controls controls

12 0-19 9 0-19 27 0-24 0-80 0 79
(0-43-1-25)t (0-56-1-60)t

Periods of observation (WY) 67 990 42 623 111 252

OXFORD/FPA STUDY (By method of contraception at entry*)

Oral Diaphragm IUD Total

No Standardised No Standardised No Standardised No Standardised
observed rate (TWY) observed rate (TWY) observed rate (TWY) observed rate (TWY)

4 0-08 5 0-17 1 0-06 10 0-10

Periods of observation (WY) 54 900 25 276 17 868

*Indirectly standardised for age, parity, cigarette consumption, and social class.
t950' confidence limits.
TWY= Thousand women-years. WY= Women-years.
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