Letters to the Editor

Use of No-Needle Open-Ended Approach for
Vasectomy

To the Editor: The informative article by Arnold, et al., pro-
vides an excellent summary of current vasectomy knowledge.!
I hope it leads to more men being referred for vasectomy and
more family physicians wanting to learn how to perform this
simple procedure. As noted in the article, vasectomies are the
safest and least expensive form of permanent sterilization. For
example, if pregnancy occurs after a tubal ligation, it is more
likely to be a tubal ectopic pregnancy, which carries a high rate
of morbidity and mortality, with up to a 15% risk of rupture.?

However, I would highlight that there is no reason to use a
needle to inject a local anesthetic through the scrotum along
the vas deferens. Because many men have a greater fear of this
part of a vasectomy than the procedure itself, some do not con-
sider having one. The no-needle technique uses a device that
jet sprays lidocaine under high pressure through the scrotal
skin to the vas deferens; it is substantially less painful, causes
no swelling, and makes the procedure safer and easier. The
device is inexpensive and sprays lidocaine (0.1 mL per spray)
at a high speed to penetrate 4 to 5 mm deep and 4 to 5 mm
wide in a fan shape. It eliminates not just the fear of needles
but also the risk of local needle injury and swelling that can
make the vas deferens more difficult to isolate. A rare but dev-
astating complication of vasectomy is accidental ligation of
the spermatic artery when the surgeon mistakes it for the vas
deferens. Without a large volume of lidocaine, the anatomy is
easier to distinguish.

Finally, I recommend open-ended vasectomy, which was first
described in the 1970s. This approach may reduce the chance
of postvasectomy pain syndrome.? Leaving the testicular end
of the severed vas deferens untreated (open) may reduce the
risk of congestive epididymitis and thus postvasectomy pain
syndrome. Failure rates are no different compared with treat-
ing both ends. Intuitively, it makes sense to allow sperm to
escape the tube instead of being blocked and trapped in the
tiny lumen of the vas deferens at ejaculation, which creates back
pressure into the testicle. Open-ended vasectomies also simplify
the procedure and are easier to reverse if needed.
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In Reply: Thank you for sharing your wealth of experience
in performing vasectomies. Because this article was writ-
ten to address questions for family physicians who perform
vasectomies and those who do not, we had to generalize some
procedural aspects, but we are excited for the opportunity to
elaborate on them.

Thank you for emphasizing use of the no-needle technique.
From our lead author’s experience, the injection of lidocaine,
even with a 30-gauge needle and lower lidocaine volume (2
mL per side), is the part of the procedure that patients fear
most. The cost of the no-needle injection device is $700 to
$800, with the additional cost of Pyrex chambers ($60-$70 for
five) that house the lidocaine."* For a practice that performs
multiple vasectomies per day, the turnaround time for steril-
ization of the device would require having multiple devices,
and some practices may find this cost prohibitive. However, we
appreciate that the cost may be worth it if more men receive
the procedure.

We also appreciate your emphasis on open-ended vasectomy.
Although we only briefly discussed this option, the cover art
for the article shows a vasectomy where the abdominal end is
cauterized and the testicular end is not.? Although the Amer-
ican Urological Association does not recommend open-ended
vasectomy over cauterizing both ends, it does note that there
is no difference in failure rates. There is a paucity of studies
looking at this specific question, but we agree that the 1992
case series that you referenced is significant. In this study, the
open-ended group had a congestive epididymitis rate of 2%
compared with 6% in the group with both ends cauterized (risk
reduction = 0.33; 95% CI, 0.13-0.83). The American Urolog-
ical Association guideline acknowledges this study but did not
make a recommendation for or against open-ended vasectomy.®
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From Funding to Accountability: Strengthening
Community-Based Residency Training

To the Editor: The Graham Center Policy One-Pager on
community-based residency training underscores the slow but
promising rise in nonhospital residency pathways.! Yet, achiev-
ing a sustainable and equitable distribution of the primary care
workforce demands two strategic shifts beyond awareness: sta-
ble outcome-linked financing and transparent accountability
for workforce retention in underserved areas.

Teaching Health Center programs have demonstrated mea-
surable impact. A decade-long evaluation found that 56% of
Teaching Health Center graduates practice within 5 miles of
their training sites, and nearly 60% serve in Health Professional
Shortage Areas—significantly higher than traditional residen-
cies.? However, the continuation of these benefits hinges on
consistent funding. Intermittent appropriations reduce reten-
tion stability and limit long-term planning capacity.?

We propose three implementable policy levers to advance the
conversation begun by Manfredonia and Huffstetler's Graham
Center Policy One-Pager.! First, states should designate a Med-
icaid graduate medical education (GME) set-aside (eg, 5% of
state GME funds) earmarked for community-based programs
contingent on verifiable workforce metrics. Second, the federal
government should establish multiyear GME block grants to
community sites, mirroring hospital GME entitlements, with
disbursement tied to placement and retention outcomes. Third,
the Health Resources and Services Administration and state
Medicaid agencies should jointly publish a public workforce
dashboard detailing practice location, specialty, and patient
population within 3 years of graduation, ensuring transparency
and enabling performance-based reinvestment.

Evidence from state initiatives supports this financing-and-
metrics framework. Programs that redirect Medicaid GME
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toward outpatient sites (eg, California’s Song-Brown initiative)
achieve higher retention in shortage areas when coupled with
predictable multiyear funding and clear outcome reporting.**
Embedding measurable accountability into funding would
transform short-term pilots into sustainable systems that meet
the nation’s primary care needs.
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Editor's Note: This letter was sent to the authors of Community-
Based Residency Training for Primary Care Physicians, who
declined toreply.

Corrections

Incorrect algorithm information. “Newborn Respiratory
Distress: Evaluation and Management” (January 2026, p. 37)
included extraneous information in the “Follow neonatal resus-
citation algorithm” section of Figure 1. The online version of
the article has been corrected.

Incorrect CME Quiz answer. In the “Answers to This Issue’s
CME Quiz” box (February 2026, p. 201), the answer listed for
Q7 was incorrect. The correct answer should have been listed
as “B.” The online CME quiz has been corrected. m
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