
ignored-for example, how (if at all) should one draw the
dividing line between research and innovative treatment?

Nevertheless, the essential argument in favour of the
statutory regulation ofmedical research is a strong one. Recent
developments in other fields such as the inspection of
residential provision for children suggest that a statutory
framework coupled with extensive and detailed guidelines
would be one way forward. The Department of Health's
guidelines produced some major changes in the structure of
ethical review,9 and it seems likely that these will be backed up
by the training for ethics committee members on a scale never
previously envisaged. Neuberger points out that ethics
committees have followed earlier departmental guidelines to
only a limited extent; quite possibly the new arrangements,
involving specific duties for district health authorities and
embodying a limited degree of public accountability, will be
followed more closely. If a new sense of confidence emerges
from improved training then various examples of good
practice in ethical review may emerge, perhaps including
some approaches to monitoring.
With little prospect of legislation in the near future the

opportunity exists for research on the operation of the system
under the new guidelines to contribute to the shape of any
statutory framework. Neuberger's report, as well as providing
a valuable survey of how the system operated before the 1991
departmental guidelines, should serve to keep the crucial
issues of ethical review firmly on the agenda.
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Reversing vasectomy

Pregnancy rates of3040% are possible after vasovasostomy

Although vasectomy is popular as a simple and reliable
method of achieving male sterility, about 3% of patients
request its reversal.' This usually occurs when vasectomy had
been carried out at a time of personal or emotional crisis or
when divorce and remarriage followed vasectomy.2 Vaso-
vasostomy has been available for over 20 years: how effective
is it?

Various techniques have been reported. Acceptable rates of
patency and pregnancy have been reported after macroscopic
vasovasostomy,3 vasovasostomy with optical loupe magnifica-
tion,4 and microsurgical methods.s Common to all successful
procedures is accurate apposition of mucosa to mucosa. The
results of uniting the straight segments of the vas are better
than those obtained with vasoepididymostomy.

Performing the procedure under general anaesthesia is
preferable. Adequate exposure of the vasa is obtained through
an oblique scrotal incision, which may be extended into the
groin if required. The ends of the vas are mobilised, taking
care to preserve the blood supply, and any scar tissue removed
before the fashioning of the anastomosis. Dilating the lumen
with a fine lacrimal probe and using a 5/0 proline stent, which
is removed three weeks after surgery, may both be useful.
Recent series report rates of up to 80% for patency and 30%
for pregnancy after macrosurgical anastomosis and up to 90%
for patency and 40% for pregnancy after microsurgery.6
Success rates do not differ between one layer and two layer
anastomoses.
What contributes to the operation's failure? Poor

anastomotic surgical technique, infection leading to fibrosis,
formation ofanastomotic sperm and suture granulomas, more
than 10 years elapsing between vasectomy and attempted
reversal, and the removal of either too long a portion ofthe vas
or part of the convoluted portion of vas during initial
vasectomy may all play a part.7 Distinguishing among these
may be difficult in practice. Complications of the procedure
are uncommon, but haematoma, wound infection, and

testicular atrophy due to injury of the testicular artery have all
been reported.8
A significant difference exists between the rates of patency

and pregnancy-so called functional failure. There are several
reasons for this. Semen quality after vasovasostomy may be
poor, a secondary anastomotic stricture in the vas may
gradually develop, and pressure mediated local changes may
affect the testis and epididymis.9 Other mechanisms include
injury to the sympathetic nerve fibres in the vas sheath and the
formation of antibodies to sperm.'0 Other causes of male
infertility should be excluded when functional failure is being
investigated.

It is important that vasectomy should not be considered a
readily reversible method of birth control by the public. With
this proviso, however, advances in surgical technique over the
past 20 years now afford realistic prospects of success for
vasovasostomy, although even in the best hands fertility rates
will be less than 50%.6 Whether or not an increasing amount
of this type of surgery should fill already hard pressed NHS
lists is a separate issue.
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