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prevented by using the Schmidt technique of vasectomy, which
virtually precludes the possibility of recanalisation.2'5 To test the
hypothesis that non-motile sperms do not cause pregnancy we
followed up after one year 200 men in whom the presence of residual
non-motile sperms in postvasectomy seminal assays had been
disregarded.

Patients, methods, and results

All vasectomies were carried out under local anaesthesia, using the
Schmidt technique of light diathermy of the endothelium of each cut end
of the vas without ligation then closing the sheath over only one end. Men
were asked to leave a specimen of seminal fluid within four hours of collection
after at least 10 ejaculations after their vasectomy. The specimen was mixed
and 30 to 50 high-power fields examined. If sperms were present a count
was made and any motility noted. If no sperms were found the specimen was
centrifuged and re-examined. So long as no motile sperms were found, even
though non-motile ones were present, the patient was advised that he was
"clear" and that no further contraception was necessary. After 12 to 15 months
all men were asked by letter, and if necessary by telephone, if their vasectomy
had been successful in preventing pregnancy and offered a further seminal
assay free of charge.

During the period under review 461 men submitted specimens for seminal
assay. There were no motile sperms in the specimens of 200 of these 461
men but some non-motile ones remained. In most the non-motile sperms
were only occasional, but in 30 the count was 0-5> 109/1 or more and in two
it was 24 < 109/1. Specimens had been submitted within four weeks of
vasectomy by 44 men (22 00), between four and eight weeks by 97 (48 ',), and
after more than eight weeks by the remainder. Replies were obtained from
190 of the 200 (95 0') on follow-up. No man reported the occurrence of a
pregnancy during the year after his vasectomy. Forty-eight men (24 00)
submitted a further specimen for seminal assay. There were no motile
sperms in any, but in five (10 %O) an occasional non-motile sperm could still
be found.

Comment

Our hypothesis is that after vasectomy non-motile sperms do not
cause pregnancies, and this hypothesis has not been disproved to date.
Insisting on complete azoospermia must produce anxiety for some
patients and their wives as well as increased costs. We suggest that
absence of motile sperms in a postvasectomy seminal assay gives
sufficient assurance of sterility, provided a fresh specimen is examined,
and that non-motile sperms can be disregarded.

We thank Dr David Sugerman for assaying the semen of the patients.
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Time and tides in Graves's disease:
their implications in predicting
outcome of treatment
Early clinical reports leave little doubt that, left untreated, the
hyperthyroidism of Graves's disease undergoes a variable course with
cycles which may vary from a few weeks to many years.1 ' Ord and
McKenzie' noted that spontaneous relapses after spontaneous
recoveries were not uncommon, and they quote Mobius as speaking
of relapse as "the rule." Serial early (20-minute) uptake measurements
under conditions of triiodothyronine (T3) suppression provide a
means of following fluctuations in thyroid stimulation without
interruption of treatment.3 We made a longitudinal study of these
changes by frequent uptake measurements in a group of thyrotoxic
patients undergoing a standardised course of treatment with carbima-
zole and T3.

Patients, methods, and results

Serial 20-minute 1321 uptake measurements were made on 44 patients with
Graves's disease undergoing an 18-month course of treatment with
carbimazole and T3. Carbimazole was given initially in a dose of 10 mg four
times a day, reduced stepwise to 5 mg thrice daily according to response.
T3 was given continuously in a dose of 20 Mug four times a day. Uptake
measurements were made before treatment (before and after T3, 20 Mug four
times a day for 8 days) and during treatment monthly for six months and
two-monthly thereafter. Clinical outcome was judged exactly six months
after withdrawing drugs (that is, 24 months from diagnosis).
The patterns of change in uptake in six of the 44 patients are shown in the

figure. The restoration of normal uptake during the early months of treatment

Patient
Month 0 1 2 3 4 5 6- 8 10 12 14 16 1B No Outcome

30 92 E
20

10 1 ,t,....,.,, ,,,_ _

0
6060 .X 23 R
50
40"
30 _
230 . .
20
10

20
I 010 J j.yX8

..~~~ ~ ~~~~~~~7 R
*020 v 27 R.

201 41i R
101

30
20

20 Xi 5 i ~~~~~~~Pre-T3.

Pbst-T3
Examples of iodine uptake patterns during the treatment of
thyrotoxicosis with carbimazole and T3 (%O dose at 20-
minutes). Outcome: E=euthyroid; R=relapse.

in patient 92 was the pattern seen most often in the 22 patients (50 %) from
the whole series who remained clinically euthyroid six months after with-
drawal of drugs at month 18. Alexander et a14 likewise found that patients
whose (20-minute) uptake fell by more than 50 % during the first six months
of treatment tended to retain normal uptake values on the last day of treat-
ment and again when retested two months later. Nevertheless, four of the five
remaining patients relapsed within six months of withdrawing treatment
despite wide differences in behaviour of the underlying disorder. Patient 23
characterises the often erratic variation in uptake seen among those in the
series whose uptake failed to normalise within 18 months and who mostly
relapsed afterwards. It might be argued that the only fundamental difference
between patients 23 and 92 was in time-scale, and that since the tendency of
the former patient's uptake to fall with time was significant on regression
analysis (r2 = 0-73, P < 0 05) this patient would eventually have remitted had
observations continued (at about the 28th month by extrapolation). Patients
89 and 27 were similar in that their uptakes were normal (albeit non-
suppressible) at the time of diagnosis, but they subsequently rose despite
control of thyroid hormone levels with carbimazole and suppression of TSH
by T3. In both cases the uptake rose significantly with time (r2 =082 and
0-63, P<0005, respectively), and in both the uptake by 18 months had
become abnormally high despite T3 suppression. Patients 41 and 37 are
further examples suggesting that when Graves's disease is treated sympto-
matically time is the most important determinant of outcome.

Comment

Our observations suggest that the underlying fluxes of thyroid
stimulation in Graves's disease occur irrespective of symptomatic
control with antithyroid drugs. While the pattern set during the first
six months tends in most cases to reflect progress over the next 12
there are clearly exceptions, a fact which helps to explain the in-
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complete predictive value of suppression tests performed early during
treatment.4

This study was supported by a grant to JSB from the Scottish Hospitals
Endowments Research Trust. We thank Mrs Elizabeth McQueen for expert
technical help.
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Address card for obtaining accurate
addresses of clinic patients
In developing countries sufficient attention is not usually paid to
recording complete and accurate addresses of clinic patients, since
active follow-up is rare. A major problem also in routine tuberculosis
treatment is the very high rate of drop-out,' 2 much of it in the first
three months. When a patient fails to attend a clinic on a due date in
India it is the national policy to send a reminder postcard, a measure
which can be successful only if the patient's address is recorded
accurately. We report on the accuracy of addresses obtained with an
"address card," a new approach.

Methods and results

In a tuberculosis clinic in Madras City we compared the accuracy of
addresses of 355 patients obtained by (1) a registry clerk at the patient's first
attendance; (2) a health visitor, with good knowledge of the area, at the
second attendance-in about half the cases she knew whether a letter posted
to the address recorded by the clerk had reached the patient; (3) an address
card given to the patient at the second attendance to be completed by the
postman or any literate neighbour, friend, or relative. This novel approach
was employed because about half the patients were known to be illiterate. The
address card was collected at the third clinic attendance, usually two or three
days later. (If the address on it differed from that obtained by the health
visitor earlier she carefully reinterrogated the patient.) The health visitor
then visited the homes to verify the accuracy of the addresses obtained.
When these were incorrect she tried to locate and record the correct address.
The address that was finally confirmed by a home visit was used to assess the
relative efficiencies of the three approaches.

Out of the 355 patients included in the study (table) the registry clerk
recorded the correct address for only 66 % and a nearly correct address for
10% more, an efficiency of 76 %. The health visitor improved the efficiency
to 85 ', (P < 0 001). The address card was returned by 320 (90 %) patients.

Accuracy of home addresses of 355 patients obtained from three sources

Registry Health Address All three
Accuracy of address clerk visitor card* sources

Correct .. . 66 77 79 90
Nearly correctt . . . 10 8 4 4
Clearly deficient+ 18 10 6 4
Completely different address 3 2 1 0
House not traced 3 3 1 3

*Not brought back to clinic by 35 (10",) patients.
tRelatively minor errors in door number or street name.
+Door number or street name not recorded, or sub-area incorrect or not recorded.

It had been completed most commonly by a neighbour (38 %), followed by a
relative (22 %) or a friend (20%), and then the postman (13%). Its accuracy
was over 90 % regardless of who had recorded the address. It was slightly
more efficient than the health visitor (91 % compared with 87 %, P= 004).
Considering failure to return the address card as a clear deficiency also, its
overall efficiency was 82 %, which. is still appreciably better than the clerk's
efficiency (P 002). The efficiency achieved by the three sources together
was only 94 %. Indeed, 10 (3 0%) of the 355 houses were never traced.

In a second study in another tuberculosis clinic the registry clerk recorded
the patient's address at the first attendance and a letter was posted the same
afternoon. On the same day a health visitor gave the patient an address card.
When this card was returned (6 % were not returned) a letter was posted to
the address recorded on it. Information on receipt was available for both the
letters in 68 patients. The letter using the address on the card was received
by 94 % of the patients compared with 84% using the address recorded by
the clerk (P = 0 05).

Comment

The address card has proved to be an inexpensive, convenient,
acceptable, and novel method for obtaining accurate addresses. It is
worthy of further investigation under widely different conditions. In a
few instances literate patients objected to asking another individual to
complete the card, but this was exceptional. Although our observations
are based on tuberculous patients or suspects they are relevant to all
follow-up studies, especially of patients with chronic diseases requiring
long periods of treatment.
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Osteomyelitis due to Streptococcus
equisimilis (group C)

Streptococcus equisimilis is rarely isolated from blood cultures. We
describe a patient with cervical osteomyelitis who presented with
chest pain and fever and who had a septicaemia due to this organism.

Case report

A 65-year-old retired clerk presented with a three-day history of malaise,
vomiting, headache, and fever. He was feverish (40'C) and notably tender
over the muscles of the chest wall. The blood count was normal (white cells
9-2 x 109/1 (9200/mm3)); the initial ESR was 55 mm in the first hour
(Westergren), rising to 85 mm one week later; and the mid-stream urine was
normal. The brucella complement fixation test was negative as was a full
viral screen. Cultures of blood taken on the day of admission and two days
later grew a beta-haemolytic streptococcus of Lancefield group C. The
organism was identified as Streptococcus equisimilis. The strain was fully
sensitive to benzyl penicillin. Treatment was started with amoxycillin and
cloxacillin (before the results of the blood cultures) and continued for two
weeks. His temperature settled and his general condition improved rapidly.
No source of the infection was found.
A month later he was readmitted with a prominent tender kyphus at the

junction of the 6th and 7th cervical vertebrae (C6/7). There were no other
symptoms and the only physical signs were bilateral absence of the triceps
tendon reflexes. The ESR was 42 mm in the first hour. X-ray examination
showed destruction of the body of C6, the C6/7 disc space, and the superior
body of C7 with partial collapse of C6 and a soft tissue swelling. These
appearances were suggestive of osteomyelitis. Six blood cultures taken over
10 days were sterile. Chest x-ray picture showed no evidence of tumour or
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