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have undergone vasectomy need to wait until no sperm are found in a postvasectomy semen sample before stopping other methods of contraception. This
is unnecessarily conservative, resulting in unneeded additional semen analyses
and undue delays before using vasectomy as a contraceptive method. Current
recommendations state that men are considered sterile as soon as a single
uncentrifuged, fresh postvasectomy semen sample shows 100 000 nonmotile
sperm per millilitre or less.3,4
We believe that complying with the current evidence-based guidelines on
vasectomy3,4 optimizes effectiveness, security, and acceptability of the procedure. Canadian family physicians should be made aware of these guidelines
so that they are best able to provide the optimal standard of care for their
patients.
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Lower treatment thresholds

T

he article by Bosomworth on identifying and managing atherogenic dyslipidemia, published in the November 2013 issue of Canadian Family Physician,1 is
most certainly a practice-changing article that will lower the treatment threshold for dyslipidemia. It will be interesting to see the effect that this will have
on the occurrence of cardiovascular events in the next 10 years. It is important
to remember that treatment with statins should never replace management of
modifable risk factors including not smoking; exercising regularly; eating healthy
foods with low fat, low sodium, and high fbre; and developing effective stress
management techniques.
—Sam Torontour MD CM
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Response

A

s Dr Torontour suggests in his response to my article,1
stents and statins have become our fallback position when dealing with cardiovascular risk. Damaging
lifestyle choices have resulted from the environment
of dietary and physical activity defaults brought about
by industrialization, fawed economics, and advancing
technologies. Despite this there is still good evidence
that proper diet and exercise habits can be as potent as
our drugs and devices.
The INTERHEART study2 identified poor diet, inactivity, stress, and increased waist circumference as
additional risk determinants for cardiometabolic disease in addition to, and independent of, the currently
used Framingham risk factors. This study suggested that
smoking, sedentary lifestyle, and low consumption of
fruits and vegetables could represent 80% of populationattributable risk for cardiovascular disease.
The American Heart Association has stated that
cardiorespiratory ftness is one of the most important
predictors of individual risk of future cardiovascular disease.3 A large prospective cohort study over 10 years
showed a beneft for exercise equal to or exceeding that
from statins.4 The relative beneft was up to 30% and
showed a dose response. The benefts from exercise and
statins were additive.
The Mediterranean diet was shown in a randomized
controlled trial of 7000 patients over 5 years to reduce
cardiovascular end points with a hazard ratio of 0.70.5
This diet also reduced the effect of components of the
metabolic syndrome in a meta-analysis including more
than 500 000 patients.6 The effect was particularly potent
when physical activity was included. A Cochrane review
suggested modest beneft in selected randomized controlled trials.7
Recently published and revised American Heart
Association lipid guidelines 8 have finally dispensed
with therapeutic targets and thresholds referencing
low-density lipoprotein levels. These had never been
evidence-based. Risk assessment is now to be based
on the 10-year Framingham risk score, with a threshold
for statin treatment in the population suggested to be
as low as 7.5%. However, the guidelines are careful to
point out that this threshold decision for the individual
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patient should be made jointly by the physician and the
patient. This is an opportunity to remind the patient that
there are modifable lifestyle options that might be used
in place of, or in addition to, statins.
However, the argument persists that there is an
increasing number of people with low Framingham
scores who are at high long-term cardiometabolic risk.
These patients are often obese with increased waist
circumference, and they might have glucose intolerance with low high-density lipoprotein and high
triglyceride levels. If an effective early commitment
to diet and exercise cannot be reached, it might be
appropriate to have a low threshold for institution of
statin therapy.
There will be many disagreements to come regarding thresholds for statin therapy. We do, after all, have
effective alternatives involving life choices. This debate
is the basis of good science, and will bring further clarity to these issues over time. If the public can appreciate
modifable life choices as cardiac risk factors, we might
yet see success similar to that achieved with smoking
cessation.
—N. John Bosomworth MD CCFP FCFP
Penticton, BC
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