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Abstract
Introduction: No-Scalpel Vasectomy is a safe and effective technique of male fertility control. It is a minor
procedure with minimal side effects and thus increases the patient acceptance, who have a vital role in
decision making for family planning. Aims: to present our experience and results in patients undergoing
no-scalpel vasectomy, their motivating factors, the failure rate of vasectomy, complications and its effect
on sexual desire and performance. Material and Method : A total of 204 patients undergoing a no-scalpel
vasectomy between march 2015 and august 2019 were included. Details about their motivational factors,
socio-demographic profile were noted and post vasectomy complications were recorded and assesed.
Results: No immediate or delayed complications of haematoma, wound infection, scrotal sinus, vasectomy
failure, sperm granuloma and chronic scrotal pain was observed. Only one patient presented with pain
and stitch granuloma which was excised later. None of our patients presented with any psychological and
sexual problems in the follow-up. Conclusions: Men are often reluctant to consider vasectomy because of
inaccurate information and myths. No-Scalpel Vasectomy is a safe procedure, but adequate motivation and
education about the procedure is a must with follow up and sperm count at 3 months.
Key words: Contraceptive , vasectomy, sperm count.

Introduction
In this modern world responsibility of a male does
not end only with fathering of a child, but for prosperity
of the family and in the long run for the development of
the country they also have a vital role in making decision
of family planning. The role of the husbands become
more important in a country like India where males
mostly are the head of families and principal decision
makers. With the population growth rate at 1.58%, India
is predicted to have more than 1.53 billion people by
the end of 20301, and to have a population of 1.4 billion
in 2026. To control this population explosion we need
availability of family planning services that provide
a choices for both permanent and spacing methods.2
The no-scalpel vasectomy (NSV) was developed in
Corresponding author:
Dr. Manmeet Kaur
H.NO. 6, Apna Vihar, Kunjwani, Jammu-180010.
Phone No. 9958030272
E-mail: drmanmeetkaur79@gmail.com

China by Dr. Li Shunqiang in 19743,4 and introduced in
India in 1991 by two surgeons, Dr. R.C.M. Kaza and
Dr. Alok Banerjee being the pioneers. Officially Non
scalpel Vasectomy technique was introduced in India
in march 1992 to increase the male participation in
family planning methods, but birth control for men in
India has barely progressed since its introduction in the
year 1992, even though vasectomy is a minor procedure
with minimal side effects. Female sterilization is still
the most popular method of birth control in India.5
Cost-wise also, the ratio is about 5 vasectomies to one
tubal ligation.6 Vasectomy’s advantages over female
sterilization include lower rates of postoperative
complications, shorter recovery time, lower costs and
increased involvement of men in reproductive decisionmaking.7
Increased use of temporary male contraceptives
has been reported in India, but the use of permanent
contraception is very low. So, to overcome all these
barriers the Government of India have taken some
notable steps to increase the rates of male sterilization.

6

International Journal of Contemporary Surgery, January-June 2020, Vol.8, No. 1

An incentive of Rs.1100 is made available to clients/
acceptors after the procedure. In the case of failure,
the government gives an amount of Rs.30000/- to the
client as compensation. A five days leave is allotted
for those employed in the Government sector. Despite
of the best of efforts and NSV being a simple and safe
method, it has failed to achieve its goal.8 This is evident
by the fact that the current acceptance of NSV in India
has declined from 1 percent (NFHS 3) to 0.3 percent
(NFHS 4). Also, there is a magnanimous difference
between female and male sterilization in India - 36
percent female as against 0.3 percent male sterilization
(NFHS 4).9,10 Thus, it is quite evident that no scalpel
vasectomy is highly underutilized as a method of male
contraception inspite of the fact that tubectomies need
costly setup, expensive and cumbersome instruments as
in laparoscopic tubal ligations. The major reasons which
came up in the studies was the belief among men and
women that vasectomy will lead to loss of libido, sexual
power and may cause weakness to the men.11,12,13 Men
are often reluctant to consider vasectomy because of
inaccurate information and myths. Vasectomy does not
affect production of male hormones that control the sex
drive, erection, or masculine features, such as facial hair
or muscle tone. The method simply prevents sperm from
being in the ejaculate.11 Aim of study was to present
our experience and results in patients undergoing a noscalpel vasectomy, their motivating factors, the failure
rate of vasectomy, complications and its effect on sexual
desire and performance.

Material and Method
A total of 204 patients undergoing a no-scalpel
vasectomy and follow-up between march 2015 and
august 2019 were included. With prior counselling by
field health workers, we again counselled the patients
in camps together to remove any apprehensions. Any
client who still had apprehensions and clients with
allergy to local anaesthesia, genito-urinary or groin
infections were excluded. An informed written consent
on prescribed format was taken. The cases were done
in rural hospitals & Primary health centres as camp
procedure and in district hospital associated with GMC
Kathua. Details about their motivational factors to adopt
this method of contraception along with other desired
socio-demographic details were noted( table 1 and 2).
Procedure was performed under local anaesthesia using
specially designed vas fixing forceps(ringed clamp).
Steps followed include

1. The “three finger grasp”
2. Grasping the vas with vas ring clamp. (fig.1)
3. Piercing skin with vas dissector ( curved sharp
pointed haemostat fig. 1)
4. Spreading skin and fascia
5. Hooking the vas(fig. 2)
6. Pulling vas out
7. Grasping it with vas ring clamp
8. Cleaning fascia from vas with vas dissector.(fig.3)
Vas is then occluded both at prostatic and testicular
end seperately, about 1cm of vas segment is excised as
in conventional vasectomy. Prostatic end is pulled and
covered with fascial sheath and both ends allowed to slip
back into scrotum, small antiseptic dressing done. After
having gone through the procedure each of acceptors
was asked to come for follow-up after 3days, 15days
and 3months. At each follow-up visit complications if
any was observed, noted and treated. At the time of last
follow-up semen examination was also carried out.
Data thus collected was compiled, classified and
analyzed to draw inferences. Following the procedure,
clients were advised to take rest for 24h, avoid cycling
for 7days, wear tight underwears for 48h, use temporary
contraceptive methods by either of the partners for
3months or at least for 20 ejaculations, and after the
report for analysis of semen after 3months, the certificate
was issued.
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Fig. 1- curved vas dissector and ring clamp Fig. 2- Vas hooking

3or >3

122

59.8%

Information
Sources

no. of acceptors

%age

Family Planning
Clinic

107

52.5%

Radio and
Television

72

35.3%

Friends

15

7.3%

Printed
advertisements

10

4.9%

Maximum clients were in the age group of 31-40
years(118). Since the region is a Hindu dominated area
so maximum clients belonged to Hindu religion only.
Our family planning clinics played the major role in
motivating the patients to adopt the method in our study.
No immediate or delayed complications of haematoma,
wound infection, scrotal sinus, vasectomy failure, sperm
granuloma and chronic scrotal pain were observed. Only
one patient presented with pain and stitch granuloma which
was excised later on(fig.4) and he improved. Not even a
single failure was reported in our study, 91.2%(186) of
our patients were azoospermic after 3 months and 100%
at end of 4 months. None of our patients presented with
any psychological and sexual problems in the follow-up.

Fig. 3- Cleaning fascia from vas

TABLE I. Socio-demographic characteristics
(n=204)
Age (years)

no. of acceptors

%age

20-25

8

3.9%

26-30

43

21.1%

31-35

69

33.8%

36-40

49

24%

41-45

25

12.3%

46-50

10

4.9%

Religion

no. of acceptors

%age

Hindu

183

89.7%

Any other

21

10.3%

no. of children

no. of acceptors

%age

1

3

1.5%

2

79

38.7%

7

Fig.4-stitch granuloma
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Table 2: Motivating Factors for Adopting
Vasectomy

Reason Mentioned

no. of
acceptors

% of Total

Financial (affordibility for
more children)

44

21.6%

Guaranteed welfare
of family
(food, education and
economy)

65

31.9%

Relieve women’s burden of
contraceptives

59

28.9%

Permanent method

15

7.3%

No side effects

11

5.4%

Inspiration from satisfied clients 10

4.9%

Discussion
No Scalpel Vasectomy has long been a safe,
effective, easy-to-perform method of contraception for
men, but require easy access and confidential services.
A client satisfied with vasectomy may prove
instrumental in convincing other persons to opt for
vasectomy. This has been very aptly narrated by Dr.
R.C.M. Kaza, NSV master trainer to the government of
India as follows:“NSV is as much an IEC (Information
Education Communication) operation as a surgical
operation”.14 The IEC activities must deal with their
apprehensions and should assure that most failures can
be controlled by proper follow-up and instructions to
the man undergoing the procedure.14 In our study family
planning clinics played the major role in motivating the
patients to adopt the method. Men need to understand
that they will not be infertile immediately. Inaccurate
knowledge often fueled erroneous assumptions about
how vasectomy affects men physiologically and
psychologically.15,16 A Indian study found that women
preferred female sterilization over vasectomy because
they felt it was better for a woman to be “debilitated”
since the economic contributions of men were more
highly valued than those of women.16 Motivations

leading to vasectomy uptake included the desire to limit
births, limited financial resources, concern for women’s
health (desire to avoid pregnancies and contraceptive
side effects), and dissatisfaction with other contraceptive
methods15,17,18 which is also observed in our study.
Definitions of ‘failure’ vary between studies, some
defined it as the presence of sperm in the ejaculate 4
months or 20 ejaculations after vasectomy. Studies found
that approximately 95% of men will be azoospermic
4 months post-vasectomy or after approximately
23 ejaculations.19 Late failure occurs when motile
spermatozoa reappear in ejaculate after proof of success
of vasectomy, signifying that recanalisation has occurred
which after first year is indeed uncommon; its real
frequency is unknown.20 Pregnancy in the partner of a
vasectomised man is defined as a failure. Association of
Reproductive Health Professionals reported failure rate
of vasectomy to be only 0.15 percent.21 In a systematic
review of 56 studies, the time to achieve azoospermia
varied, although the median incidence of azoospermia
was more than 80% after 3 months and 20 ejaculations.22
91.2% of our patients were azoospermic after 3months
and 100% at end of 4 months and no failure was seen in our
study. Labrecque et al. assessed 309 vasectomised men
who had a first semen analysis showing motile sperm; by
just repeating the semen analysis a delayed vasectomy
success could be demonstrated in more than half of
them.23 The reported overall incidence of sexual and
psychological problems after vasectomy varies between
1 and 3%.24 Our results failed to show any effect of
vasectomy on our patient’s sexual function. Vasectomy
is a reliable form of contraception, but patient compliance
is must, just providing written instructions about postvasectomy follow-up is not sufficient to achieve a good
patient compliance. In our experience we counselled the
patients in camps together to remove any apprehensions
and semen analysis in follow up was emphasised It is
crucial to evaluate the vasectomy candidate with regard
to his knowledge of risks and benefits of the procedure,
and follow-up schedule and his motivation to proceed
with the procedure. Compliance is low if the procedure
is imposed by the clinician or partner. Inquiring about
the existence of sexual dysfunction prior to vasectomy
will help the patient to discuss his problems and will
avoid that the procedure be wrongfully blamed to
have caused sexual dysfunction.25 Choe and Kirkemo
identified chronic scrotal pain in 18.7% of patients
after vasectomy, and it had an adverse effect on their
quality of life in 2.2% of those cases.26 The cause of this
remains controversial; one leading theory proposes that
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the obstruction and resulting dilatation of the epididymal
duct produces interstitial fibrosis along with perineural
fibrosis and inflammation after the rupture of epididymal
ducts, with extravasation of spermatozoa around the
epididymal tubules and at the site of vasal transection.
Chronic testicular or scrotal pain is a recognized
complication of vasectomy, but the exact incidence of
such pain remains unknown. McMahon et al reported
chronic testicular pain in 33% of men who had undergone
vasectomy, troublesome in 15% and caused 5% to seek
medical attention. In our study no case of chronic scrotal
pain was recorded.27

3. Li S Q, Goldstein M, Zhu J, Huber D: The No
Scalpel Vasectomy, J Urol, 1991; 145(2):341-344.

While vasectomy is a highly effective method,
failures may occur due to recanalization of the Vas,
surgical errors, anatomical variations or failure of
contraception during the postoperative waiting period
to azoospermia.28 Contraindications to vasectomy
include scrotal pathology, haematoma, allergy to local
anaesthesia, genito-urinary or groin infections and
sperm granulomas.29,30

7. Vernon R, Solórzano J, Muñoz B. Introducing
sustainable vasectomy services in Guatemala.
International Family Planning Perspectives.
2007;33(4):182-187.

Conclusion
Authors are of the view that No-Scalpel Vasectomy
is a safe but adequate motivation and education about the
procedure is must. Our efforts should be directed more
towards removing their fears and existing information
gap than just popularizing the procedure. A client
satisfied with vasectomy and field health workers are
instrumental in convincing the potential acceptors to opt
for vasectomy.
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