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What Is a Vasectomy?

A vasectomy is a safe, highly effective, and permanent surgical procedure for male contraception. It

involves dividing and occluding the vas deferens — the pair of muscular tubes that carry spermatozoa from

the epididymis to the ejaculatory ducts — thereby preventing sperm from entering the ejaculate. After

vasectomy, ejaculation continues normally; semen volume, appearance, and sexual function are not

affected, as sperm account for less than 5% of ejaculate volume.

Vasectomy is the most effective method of permanent contraception available for men, with a failure rate

of approximately 1 in 2,000 (0.05%) over a lifetime following confirmed clearance by semen analysis. It is

considerably simpler, safer, and more cost-effective than female sterilisation (tubal ligation), and has a

lower failure rate. It does not protect against sexually transmitted infections (STIs).

Effectiveness after clearance ~99.95% (failure rate ~1 in 2,000 lifetime)

Procedure duration 15–30 minutes; day-case procedure under local anaesthesia

Recovery time 2–3 days rest; return to desk work 2–3 days; manual work 5–7
days

Effect on ejaculation No change in volume, appearance, or sensation of ejaculate

Effect on sexual function No effect on libido, erection, or orgasm — testosterone
unaffected

Contraception post-procedure Continue until two clear semen analyses obtained — typically
16+ weeks

Semen analysis (PVSA) Arranged via SASH pathology services; results reviewed by
Mr Khan

Reversibility Regarded as permanent; reversal success rates decline
markedly over time

Is Vasectomy Right for You? — Counselling & Consent

Vasectomy is a permanent procedure and the decision must be made with full information and without

coercion. Mr Khan conducts a thorough pre-operative consultation to ensure that each patient has a clear

understanding of the procedure, its permanence, and the realistic prospects of reversal. The following

considerations are discussed:

Counselling Topic Key Information Discussed

Permanence Vasectomy must be considered irreversible. Whilst surgical reversal
(vasovasostomy) is technically possible, the return of natural fertility is not
guaranteed and success rates decline significantly with time since vasectomy.
Patients must be entirely comfortable that their family is complete and must not
rely on the possibility of reversal in their decision.
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Counselling Topic Key Information Discussed

Life Circumstances Younger men, those without children, and those in relatively new relationships
are at statistically higher risk of regretting vasectomy. Mr Khan will explore these
factors sensitively. No arbitrary age threshold or minimum number of children is
applied — the decision rests with the patient as an autonomous adult —
however, the implications are discussed fully to ensure informed consent.

Partner Involvement Vasectomy is a personal decision that does not legally require a partner's
consent. However, where the patient is in a stable relationship, it is strongly
encouraged that the decision has been discussed with their partner, as this
reduces the risk of regret. Couples are welcome to attend the consultation
together.

Contraception During the
Interval Period

Vasectomy does not provide immediate contraception. Sperm remain viable in
the reproductive tract distal to the occlusion site for several weeks to months.
Alternative contraception must be used consistently until post-vasectomy semen
analysis (PVSA) has confirmed clearance.

Alternative Methods of
Contraception

Long-acting reversible contraception (LARC) methods for the female partner —
IUS, IUD, subdermal implant — are all highly effective and reversible alternatives.
Female sterilisation is an option but carries greater surgical risk. All reversible
options should be considered before a permanent procedure is undertaken.

Failure & Residual Risk Vasectomy has a very small but non-zero lifetime failure rate (~1 in 2,000 after
confirmed clearance). This is due to rare late recanalisation of the vas, where
new channels form through the occluded segment. Patients must be advised of
this residual risk and counselled to seek assessment if an unintended pregnancy
occurs after clearance.

INFORMED CONSENT — IMPORTANT NOTICE

Vasectomy performed without adequate counselling or in the context of relationship crisis, bereavement, or

significant life change carries a substantially higher regret rate. Mr Khan reserves the right to recommend a

further reflection period where clinical judgement suggests the decision may not be sufficiently considered.

The decision must be entirely voluntary and free from coercion by any third party.

Sources: FSRH Clinical Guidance — Male and Female Sterilisation, 2016 (updated 2023) | NICE Guideline NG76 (Long-acting

reversible contraception, 2019) | Faculty of Sexual & Reproductive Healthcare (FSRH) Statement on Vasectomy
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Conventional & No-Scalpel Vasectomy — Techniques Compared

Mr Khan offers both conventional (scalpel) vasectomy and no-scalpel vasectomy (NSV) at Spire Gatwick

Park Hospital, performed under local anaesthesia as a day-case procedure. Both techniques occlude the

vas deferens with equivalent efficacy; the principal differences lie in the method of scrotal access, the

resulting wound, and the post-operative recovery profile.

Aspect Conventional (Scalpel)
Vasectomy

No-Scalpel Vasectomy (NSV)

Scrotal Access One or two small incisions (1–2 cm)
made with a scalpel through the scrotal
skin, one on each side, or a single
midline incision over the median raphe

A specialised sharp dissecting forceps
(Hledik ring-tipped forceps) punctures
the scrotal skin via two tiny puncture
wounds (<5 mm) rather than incisions;
no blade contact with skin

Wound Closure Absorbable sutures to close the scrotal
skin incisions; sutures dissolve within
2–3 weeks; no removal required

The puncture wounds are typically so
small they require no sutures and
close spontaneously within days;
wound care is minimal

Vas Occlusion Method The vas deferens is divided, a
segment excised, and the cut ends are
ligated, cauterised (diathermy), or
fascial interposed — most commonly
ligation and diathermy of both ends

Identical to conventional technique
once the vas is delivered: excision,
ligation, and diathermy of both ends of
the vas deferens; the access
technique differs, not the occlusion
method

Anaesthesia Local anaesthesia — injection of
lidocaine along the cord at each side;
no general anaesthetic required;
conscious throughout; mild discomfort
during LA injection; procedure itself
painless

Identical — local anaesthesia to each
vas via the puncture site; some
patients find the NSV approach
requires less LA volume and is
associated with a shorter period of
injection discomfort

Procedure Duration 20–30 minutes 15–25 minutes

Post-Op Discomfort Mild-to-moderate scrotal aching for
2–5 days; managed with regular
paracetamol and ibuprofen; supportive
underwear for 1 week

Slightly less post-operative discomfort
and bruising reported in comparative
studies; scrotal support still
recommended for 1 week
post-procedure

Complication Rates
(Haematoma)

Haematoma rate: ~2–3% in published
series; the principal early complication;
usually self-limiting

Haematoma rate: ~1–2%;
meta-analysis (Li et al.) demonstrates
statistically significant lower
haematoma rates with NSV vs
conventional scalpel approach

Efficacy Equivalent; long-term failure rate ~1 in
2,000 for both techniques after
confirmed clearance; determined by
vas occlusion method, not the access
technique

Equivalent to conventional vasectomy;
no difference in late recanalisation
rates in comparative data
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Aspect Conventional (Scalpel)
Vasectomy

No-Scalpel Vasectomy (NSV)

FSRH / WHO Preference Both techniques are FSRH-endorsed;
conventional vasectomy remains
widely practised and is the reference
standard in the literature

NSV is the preferred technique in
FSRH Clinical Guidance (2016,
updated 2023) and WHO guidance,
based on lower haematoma and
infection rates in comparative trials

MR KHAN'S TECHNIQUE AT SPIRE GATWICK PARK HOSPITAL

Mr Khan offers both techniques at Spire Gatwick Park Hospital. The choice between conventional and no-scalpel

vasectomy is discussed at the pre-operative consultation, taking into account patient preference, scrotal anatomy

(previous scrotal surgery, varicocele, or epididymal cysts may influence technique selection), and clinical

assessment. For most patients without prior scrotal pathology, no-scalpel vasectomy is the preferred first-line

approach.

Sources: FSRH Clinical Guidance — Male and Female Sterilisation, 2016 (updated 2023) | WHO Medical Eligibility Criteria for

Contraceptive Use, 5th Ed., 2015 | Li SQ, et al. Int J Androl. 2012;35(3):251–260 (NSV vs conventional meta-analysis) | Cook LA, et al.

Cochrane Database Syst Rev. 2014 (occlusion techniques)
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Pre-Operative Preparation & The Procedure

Before Your Procedure — Preparation

● Shave the scrotal and lower pubic hair the

evening before or on the morning of your

procedure

● Arrange for someone to drive you home; do not

drive on the day of the procedure

● Shower or bathe on the morning of the

procedure

● Continue all regular medications unless

specifically advised otherwise

● Bring or wear close-fitting supportive underwear

(briefs — not boxers) on the day

● Avoid aspirin or non-essential NSAIDs for 5–7

days before the procedure if possible, to reduce

bruising risk (discuss with Mr Khan if on

anticoagulation or antiplatelet therapy)

● Eat and drink normally — this is not a general

anaesthetic procedure

● Bring your completed consent form if sent in

advance; review it carefully beforehand

On the Day — Step-by-Step

Step What Happens

1. Arrival &
Pre-Procedure Check

You will be welcomed by the nursing team at Spire Gatwick Park Hospital. Your consent
form is reviewed and signed. Blood pressure and general observations are taken. You
will change into a hospital gown. An opportunity to ask any final questions is provided
before you proceed to the procedure room.

2. Positioning You will lie flat on a procedure couch. The scrotal area is cleaned with antiseptic solution.
Sterile drapes are applied. The procedure is performed in a clean clinical environment;
full sterile technique is maintained throughout.

3. Local Anaesthesia Local anaesthetic (lidocaine 1–2%) is injected alongside each vas deferens through the
scrotal skin using a fine needle. This is the most uncomfortable part of the procedure —
a brief stinging sensation lasting 10–20 seconds per side. The area becomes numb
within 1–2 minutes. The procedure itself should be painless; pressure or pulling
sensations may be felt but should not be painful. Inform Mr Khan immediately if you feel
sharp pain at any point.

4. Vas Delivery &
Occlusion

For NSV: a pointed dissecting forceps is used to isolate the vas deferens through the
scrotal skin; the puncture wound is then gently stretched open to deliver the vas. For
conventional vasectomy: a small incision delivers the vas. A 1–2 cm segment of vas
deferens is excised. Both cut ends are occluded by ligation (ties), diathermy (heat
sealing), and fascial interposition (the tissue sheath around the vas is used to separate
the two cut ends). This multi-modal occlusion approach gives the lowest failure rates in
the literature. The procedure is repeated on the other side.

5. Wound Closure &
Dressing

NSV puncture wounds are dressed with a small adhesive dressing. Conventional
incisions are closed with one or two absorbable sutures. A supportive scrotal dressing is
applied. You will then rest briefly before discharge. The entire procedure takes 20–30
minutes.
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Step What Happens

6. Discharge You are reviewed by the nursing team before discharge. Written post-operative
instructions are provided. Mr Khan's contact details are given for any concerns. You will
be taken home by your arranged driver; you should not drive or operate machinery on
the day of the procedure.

Sources: FSRH Clinical Guidance — Male and Female Sterilisation, 2016 (updated 2023) | British Association of Urological Surgeons

(BAUS) Patient Information — Vasectomy, 2023
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Post-Operative Care

Immediate Recovery — The First 48 Hours

● Rest at home for the remainder of the procedure

day

● Shower is permitted after 24–48 hours; keep

wound dry and clean; pat dry gently

● Apply an ice pack (wrapped in a cloth) to the

scrotum for 15–20 min every few hours for the first

24 hours to reduce swelling

● Expect mild-to-moderate scrotal aching and

bruising — this is normal and resolves within 5–10

days

● Take regular paracetamol (1g every 6 hours) and

ibuprofen (400mg every 8 hours with food) for pain

— avoid codeine where possible

● Avoid baths, swimming pools, and jacuzzis until

wounds are fully healed (approximately 7–10 days)

● Wear close-fitting supportive underwear (briefs)

continuously for the first 5–7 days

● Avoid strenuous exercise, heavy lifting, and

cycling for 7 days minimum

Return to Normal Activities

Activity Recommended Timeframe

Light / desk work 2–3 days post-procedure for most men; discuss with Mr Khan if your work
involves standing for prolonged periods or physical exertion

Manual / physical work (lifting,
outdoor labour)

5–7 days minimum; heavy manual work (lifting >10 kg) should be avoided for 1–2
weeks to reduce haematoma and wound disruption risk

Driving Not on the day of procedure. Most men can drive comfortably after 2–3 days if
pain is well controlled and they can perform an emergency stop

Light exercise (walking, yoga) After 3–5 days when comfortable

Sport / gym / cycling After 7–10 days; contact sports and cycling after 10–14 days

Sexual activity After 7 days, when comfortable. Continue alternative contraception until
post-vasectomy semen analysis confirms clearance — unprotected sex is not
safe until then

Risks & Complications

Vasectomy is a minor surgical procedure with an excellent overall safety profile. Serious complications are

rare. The following risks are discussed at the pre-operative consultation and included in the consent

process:
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Complication Incidence Clinical Details & Management

Haematoma (Scrotal Bruising /
Blood Collection)

1–2% (NSV)
2–3% (conve

ntional)

The most common significant early complication. Blood
accumulates in the scrotal tissues from small vessels damaged
during the procedure. Presents as scrotal swelling, bruising, and
increasing pain in the first 24–72 hours. Most resolve
spontaneously with supportive management (ice, analgesia,
scrotal support). Large haematomas occasionally require
surgical drainage. Ice packs and pre-procedure antiplatelet
avoidance minimise risk.

Wound Infection <1% Superficial wound or scrotal skin infection. Presents as localised
redness, swelling, warmth, and discharge. Managed with oral
antibiotics. Abscess formation is rare and may require surgical
drainage. Strict sterile technique and post-operative wound care
reduce risk.

Sperm Granuloma 1–3% A small, firm, tender nodule forming at the vasectomy site as a
granulomatous reaction to extravasated sperm. Usually
develops weeks to months post-procedure. The majority resolve
spontaneously; persistent or painful granulomas occasionally
require surgical excision.

Epididymal Congestion
('Congestive Epididymitis')

~1–2% Accumulation of sperm in the epididymis post-vasectomy may
cause intermittent epididymal fullness or mild aching, particularly
after sexual arousal. Usually self-limiting; managed with
NSAIDs. Distinct from the post-vasectomy pain syndrome (see
below).

Post-Vasectomy Pain
Syndrome (PVPS)

~1–2%
(significant)

Chronic scrotal pain lasting more than 3 months following
vasectomy, thought to arise from epididymal back-pressure,
sperm granuloma, or nerve entrapment. The incidence of
bothersome chronic pain is approximately 1–2%; mild
intermittent discomfort is more common. Management: NSAIDs,
neuropathic agents, scrotal support; occasionally vasectomy
reversal or epididymectomy in severe cases. Patients must be
counselled about this risk pre-operatively, as it is the most
significant long-term complication.

Failure — Early (Technical
Failure)

~1 in 100
before

clearance

Failure to achieve azoospermia on post-vasectomy semen
analysis due to incomplete occlusion, unrecognised duplication
of the vas, or early recanalisation. Identified by PVSA. Requires
repeat procedure.

Failure — Late (Spontaneous
Recanalisation)

~1 in 2,000
after

clearance

Very rare spontaneous re-joining of the vas ends through
micro-channels months to years after confirmed clearance.
Presents as unexpected pregnancy. Patients must be informed
of this residual lifetime risk.

Vas Injury / Unintended
Structures

<0.1% Inadvertent injury to the epididymis, testicular vessels, or
surrounding structures is exceptionally rare with experienced
surgical technique but is included in the consent process.

Sources: FSRH Guideline — Male and Female Sterilisation, 2016 (updated 2023) | BAUS Patient Information on Vasectomy, 2023 |

Leslie TA, et al. BJU Int. 2007;100(4):835–839 (PVPS incidence data)
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Post-Vasectomy Semen Analysis — The Clearance Protocol

Vasectomy does not provide immediate contraception. Sperm remain present in the vas deferens, seminal

vesicles, and ejaculatory ducts distal to the site of occlusion, and may remain viable for several weeks to

months after surgery. Alternative contraception must be maintained until post-vasectomy semen analysis

(PVSA) confirms that the ejaculate is either completely free of sperm (azoospermia) or contains only rare

non-motile sperm (RNMS) below the threshold defined in BSCC guidance.

Stage What Happens & Why

When to Submit the First
Sample

The first semen sample should be submitted no earlier than 16 weeks after
vasectomy AND after a minimum of 24 ejaculations since the procedure. Both
criteria must be satisfied. The 16-week waiting period accounts for the time
required for all sperm distal to the occlusion site to be flushed out naturally
through ejaculation. Submitting too early risks a falsely reassuring result or,
conversely, a spurious finding of residual sperm that may have resolved with
further time.

How to Collect the Sample The sample is collected by masturbation into a sterile, wide-mouthed collection
pot (provided by SASH pathology). The sample must be collected after a
minimum of 48 hours abstinence from ejaculation. It must be delivered to the
SASH pathology laboratory within 1 hour of collection, kept warm (body
temperature). The patient's name, date of birth, and date and time of collection
must be clearly labelled on the pot.

SASH Pathology Service Post-vasectomy semen analysis is arranged through the pathology service at
Surrey & Sussex NHS Trust (SASH) — East Surrey Hospital, Redhill. Mr Khan
provides the referral details and laboratory request forms at the post-operative
follow-up appointment. Results are communicated to Mr Khan and shared with
the patient. A helpline or written result letter is provided upon receipt of the report.

Clearance Criteria (BSCC /
FSRH 2016 Guidance)

A vasectomy is considered successful when PVSA demonstrates:
● Azoospermia (no sperm seen): a single confirmatory sample at ≥16 weeks
and ≥24 ejaculations is sufficient for special clearance.
● Rare non-motile sperm (RNMS): defined as fewer than 100,000 non-motile
sperm per mL with no motile sperm seen, on a sample obtained at ≥16 weeks. If
RNMS is confirmed on a second sample submitted 4 weeks later, the BSCC
(2016) guidelines accept this as clearance in the context of a satisfactory
vasectomy, as RNMS at this threshold is not associated with paternity.

What If Sperm Are Still
Present?

If the PVSA result at ≥16 weeks shows motile sperm, or sperm counts above the
RNMS threshold, the vasectomy has not yet been cleared. Mr Khan will advise
continued use of contraception and reassess: either a further PVSA in 4–8 weeks
(early persistent sperm may resolve), or surgical review if persistent motile sperm
suggests a technical failure requiring repeat vasectomy.

Number of Samples Required For most patients: one sample demonstrating azoospermia at ≥16 weeks and
≥24 ejaculations is sufficient for clearance under current FSRH/BSCC guidance.
If RNMS is found, a confirmatory second sample 4 weeks later is required. Mr
Khan will communicate clearly whether clearance has been achieved and provide
written confirmation.
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Stage What Happens & Why

Ongoing Contraception During
Interval

Continue your usual form of contraception without interruption until Mr Khan has
confirmed in writing that your PVSA result meets the clearance criteria. Do not
discontinue contraception on the basis of time elapsed since the procedure
alone. Only written confirmation of a satisfactory PVSA result constitutes
clearance.

POST-CLEARANCE — WHEN TO SEEK ADVICE

If a pregnancy occurs after vasectomy clearance has been confirmed, this represents the very rare late

recanalisation failure (~1 in 2,000 lifetime). Patients should contact Mr Khan for review and documentation. A

repeat PVSA should be arranged.

Any man who notices blood in the semen, persistent pain, or unexplained scrotal swelling after vasectomy

should contact Mr Khan's office or attend A&E; if symptoms are severe.

Sources: BSCC Working Party Guideline — Post-Vasectomy Semen Analysis, 2016 | FSRH Clinical Guidance — Male and Female

Sterilisation, 2016 (updated 2023) | Hancock P, et al. J Clin Pathol. 2002;55(11):812–816 (PVSA protocol)
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Vasectomy Reversal — What the Evidence Shows

Vasectomy must be regarded as a permanent procedure. Whilst microsurgical reversal (vasovasostomy) is

technically feasible, the return of natural fertility — defined as achieving a live birth — is far from

guaranteed and declines markedly with increasing time since vasectomy. Patients must fully understand

this before proceeding.

Time Since Vasectomy Patency Rate (Sperm
Return)

Pregnancy / Live Birth Rate

<3 years ~75–90% ~55–75% live birth rate; best outcomes; vasovasostomy
usually sufficient

3–9 years ~50–70% ~35–55%; epididymal back-pressure may require
vasoepididymostomy (more complex; lower success rate)

9–15 years ~40–50% ~20–35%; sperm quality and epididymal changes reduce
success; partner age becomes increasingly relevant

>15 years ~20–30% <10–20% live birth rate; IVF with surgical sperm retrieval
(TESE/PESA) may be more cost-effective; specialist
fertility centre assessment advised

IMPORTANT — REVERSAL IS NOT A BACKUP PLAN

Vasectomy reversal is not available on the NHS. The cost of private microsurgical reversal is typically

£3,000–£5,000 and is not guaranteed to restore fertility. Advancing age of the female partner, the time elapsed

since vasectomy, and any female fertility factors all independently affect the eventual chance of a live birth.

Men who are uncertain about the permanence of their decision are strongly advised to delay vasectomy. Partner

age and female fertility investigation should be considered before committing to reversal at >9 years.

Alternatives to Vasectomy

Method Efficacy (Typical
Use)

Key Considerations

Levonorgestrel IUS (Mirena —
female partner)

>99% 5–8-year licensed duration; reduces or stops
periods; fully reversible; requires GP or
gynaecologist for insertion; does not affect female
hormones significantly

Subdermal Implant (Nexplanon
— female partner)

>99% 3-year duration; progesterone-only; reversible;
irregular bleeding is a common side effect; inserted
in the upper arm under LA; highly convenient

Copper IUD (female partner) >99% 5–10 year duration; hormone-free; may increase
menstrual bleeding; reversible; no systemic side
effects; suits women preferring non-hormonal
methods
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Method Efficacy (Typical
Use)

Key Considerations

Combined Oral Contraceptive Pill ~93% typical use;
~99% perfect use

Daily tablet; significant user-dependent failure gap
between typical and perfect use; systemic hormonal
effects; requires ongoing prescription; fully
reversible

Condoms (male) ~85% typical use;
~98% perfect use

The only method providing STI protection; significant
user-dependent failure rate; not suitable as a sole
long-term contraceptive strategy for most couples

Female Sterilisation (Tubal
Ligation)

~99.5% Requires GA and laparoscopic surgery; higher
operative risk than vasectomy; failure rate slightly
higher than vasectomy; not reversible; vasectomy is
safer for the couple if male contraception is
acceptable

Mr Shahid Khan — Vasectomy Service

Mr Shahid Khan performs both conventional (scalpel) and no-scalpel vasectomy at Spire Gatwick Park Hospital,

Horley, Surrey, as a day-case procedure under local anaesthesia. Post-vasectomy semen analysis is arranged

through the pathology service at SASH (East Surrey Hospital, Redhill), with results communicated directly to the

patient by Mr Khan.

The Vasectomy Pathway with Mr Khan

● Initial consultation — full counselling on procedure, permanence, failure rates, reversal prognosis,

alternatives, and consent; examination if clinically indicated

● Conventional (scalpel) vasectomy — one or two small scrotal incisions; vas occlusion by ligation,

diathermy, and fascial interposition; absorbable sutures

● No-scalpel vasectomy (NSV) — preferred technique; puncture access; lower haematoma rate; same

occlusion method; minimal wound care

● Local anaesthesia throughout — day-case procedure; no general anaesthetic required; 20–30

minutes operative time

● Written post-operative instructions — provided at discharge; recovery guidance, wound care,

activity restrictions, and contraception advice

● Post-vasectomy semen analysis (PVSA) — arranged via SASH pathology services; sample

submitted at ≥16 weeks and ≥24 ejaculations; BSCC/FSRH clearance criteria applied

● Clearance communication — results reviewed by Mr Khan; written confirmation of clearance or

further action plan provided to patient

● Follow-up — post-operative review appointment at 4–6 weeks; accessible telephone/email

consultation for any concerns

BOOKING & APPOINTMENTS

Appointments are available at Spire Gatwick Park Hospital. To book a vasectomy consultation with Mr Khan,

contact the hospital directly or visit www.epsomurology.co.uk. A dedicated pre-operative consultation is always

conducted before the procedure is scheduled — vasectomy is not performed at a first appointment.
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Website www.epsomurology.co.uk

Vasectomy Spire Gatwick Park Hospital, Povey Cross Road, Horley, Surrey RH6 0BL

Semen Analysis SASH Pathology Services | East Surrey Hospital, Canada Avenue, Redhill RH1 5RH

Private (also) Spire St Anthony's Hospital, London Road, North Cheam, Sutton SM3 9DW

Disclaimer: This document is produced for patient information purposes only. All clinical content has been independently compiled and

expressed in original language, drawing upon the FSRH Clinical Guidance on Male and Female Sterilisation (2016, updated 2023), the

BSCC Working Party Guideline on Post-Vasectomy Semen Analysis (2016), NICE Guideline NG76 (Long-acting Reversible

Contraception, 2019), British Association of Urological Surgeons (BAUS) patient information, and peer-reviewed urological literature as

cited. No NHS or third-party text has been reproduced verbatim. Clinical decisions and consent discussions must take place in the

context of a formal individual patient consultation with a qualified clinician.


