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ABSTRACT
 

Objectives: To estimate the risk of post-vasectomy infections in various settings and 
across various surgical techniques and sanitization practices. 
Patients and Methods: Retrospective review of the records of 133,044 vasectomized 
patients from four large practices/network of practices using the no-scalpel vasectomy 
(NSV) technique in Canada (2011-2021), Colombia (2015-2020), New Zealand (2018-
2021), and the United Kingdom (2006-2019). We defined infection as any mention in 
medical records of any antibiotics prescribed for a genital or urinary condition follow-
ing vasectomy.
Results: Post-vasectomy infection risks were 0.8% (219 infections/26,809 procedures), 
2.1% (390/18,490), 1.0% (100/10,506), and 1.3% (1,007/77,239) in Canada, Colombia, 
New Zealand, and the UK, respectively. Audit period comparison suggests a limited ef-
fect on the risk of infection of excising a short vas segment, applying topical antibiotic 
on scrotal opening, wearing a surgical mask in Canada, type of skin disinfectant, and 
use of non-sterile gloves in New Zealand. Risk of infection was lower in Colombia 
when mucosal cautery and fascial interposition [FI] were used for vas occlusion com-
pared to ligation, excision, and FI (0.9% vs. 2.1%, p<0.00001). Low level of infection 
certainty in 56% to 60% of patients who received antibiotics indicates that the true 
risk might be overestimated. Lack of information in medical records and patients not 
consulting their vasectomy providers might have led to underestimation of the risk.
Conclusion: Risk of infection after vasectomy is low, about 1%, among international 
high-volume vasectomy practices performing NSV and various occlusion techniques. 
Apart from vasectomy occlusion technique, no other factor modified the risk of post-
vasectomy infection.
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INTRODUCTION

Vasectomy is a minor surgery with low 
risk of infectious complications, especially when 
providers utilize the no-scalpel vasectomy (NSV) 
technique (1, 2). In 2012, the committee members 
of American Urological Association (AUA) guide-
line on vasectomy reviewed studies with a sample 
size greater than 500 patients and ultimately esti-
mated a risk of post-vasectomy infection between 
1% and 2% (3). However, the AUA review did not 
provide a clear definition of post-vasectomy in-
fection, nor did it describe the types of infection 
that occurred. Additionally, the review did not 
expand on the variation of the risk of infection 
in relation to surgical technique and other salient 
clinical factors.

On June 12, 2021, World Vasectomy Day, 
an international non-governmental organization 
supporting male participation in family planning, 
and the Vasectomy Network, a Google Group of 
over 600 health professionals, organized a we-
binar on post-vasectomy infections to address 
these gaps in clinical research. During the meet-
ing, four of the authors (ML, DT, SS, and GJ) pre-
sented the results of audits of post-vasectomy 
infections conducted in their large vasectomy 
practices and networks of practices from Canada, 
Colombia, New Zealand, and the United Kingdom 
(UK) respectively.

The objectives were to estimate the risk 
of post-vasectomy infection in these various set-
tings and to assess the risk of infection according 
to changes in surgical techniques and sanitization 
practices, level of certainty of infection, vasec-
tomy surgeons, and types of infection. Their find-
ings are presented here. 

PATIENTS AND METHODS

Settings
We conducted a retrospective review of 

the vasectomy records of patients from the four 
participating practices and networks of practices 
(henceforth referred to as practices). Table-1 de-
scribes the characteristics of the four sites. All 
where high-volume practices with over 3,000 
vasectomies performed each year. All providers 

utilized the NSV technique or variants of NSV to 
expose the vas deferens (1, 4, 5), but differed in 
their occlusion techniques. With the exception of 
the Colombia site where patients attended a visit 
with a general practitioner one-week post proce-
dure, no routine post-op follow-up was required 
of vasectomy patients in the other three countries.

Infection prevention procedures used in 
the four settings are also described in Table-1. No 
patients included in the study received prophy-
lactic antibiotics. Solutions of chlorhexidine or 
povidone iodine were used to sterilize the skin 
in all four practices. Clinical protocols for shav-
ing, handwashing, use of sterile gloves, and use 
of surgical masks varied across time and settings 
in all four practices.

Data sources and collection
For our analysis, we defined infection as 

any mention in patient medical records of any 
antibiotics prescribed for treating a genital or 
urinary condition following the patient’s vasec-
tomy. We excluded the application of topical an-
tibiotics for minor skin infections located at the 
scrotal opening site. Data sources and collection 
processes varied across settings. Data collection 
periods covered 10 years in Canada, 6 years in 
Colombia, 3 years in New Zealand, and 13 years 
in the UK (Table-2).

In the Canadian practice, attending physi-
cians routinely documented any post-vasectomy 
contact with patients using an electronic medical 
record specifically designed for vasectomy. Au-
thor ML identified all patients with post-vasec-
tomy contact and searched for patients with any 
infectious conditions recorded in the “Diagnosis 
of complication” field within the electronic medi-
cal record. In addition, ML performed a free-text 
search with following words “infection” and “an-
tibiotic”, as well as “levaquin®”, “clavulin®”, “cip-
ro®” as the most commonly prescribed antibiotics 
in his practice. Patients with minor localized skin 
opening infection and an infectious condition 
with an evidently absent link with the vasectomy 
procedure (e.g., acute prostatitis 397 days after 
vasectomy) were excluded. 

Once an instance of antibiotic prescrip-
tion was identified, ML documented the date of 
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the vasectomy, the vasectomy provider, type of 
infection, presence of hematoma, the date an an-
tibiotic was prescribed, the healthcare provider 
who authorized the prescription, and certainty of 
infection (high/low). Certainty of infection was 
assessed on the attending physician’s determina-

tion (certain or probable = high; possible = low) 
or signs, symptoms, and timing described in the 
record. Patients with fever, scrotal abscess, severe 
or increasing moderate scrotal pain with skin oe-
dema and erythema and urinary symptoms occur-
ring in the first week after vasectomy were classi-

Table 1 - Characteristics of the four vasectomy practices/network of practices.

Country Setting Surgical technique Post vasectomy follow-up Infection prevention procedures

Canada About 3,000 
vasectomies 
performed yearly 
by three family 
physicians and 
one urologist in 
two primary care 
clinics in Quebec 
City area.

Local anesthesia with 
mini-needle (100%), vas 
delivery by NSV, (1) vas 
occluded by thermal 
mucosal cautery and 
fascial interposition 
with metal clip over 
abdominal end, 
testicular end left open.

Advised to contact by phone 
or e-mail if a problem. 
Office consultation if judged 
necessary (about 2/3 dealt by 
phone).

• No prophylactic antibiotics, except topical antibiotics 
during a single year (see Table-2);

• Self shaving at home;
• Skin cleaning with sterile water 8 parts, 

chlorhexidine 4% one part, and alcohol 70%/99% 
one part;

• Hand washing before vasectomy session (20-25 
patients) and alcohol gel used between each patient;

• Surgery with sterile gloves;
• Surgical mask not used until May 2020, implemented 

thereafter in response to COVID-19 pandemic;

• No prophylactic antibiotics;
• Minimal shaving by the nurse on the day of the 

surgery;
• Skin cleaning with Chlorhexidine 4% or Povidone 

iodine 10%;
• Hand washing every 5 patients before 2016, before 

each patient thereafter;
• Surgery with sterile gloves and surgical mask.

Colombia About 4,000 
vasectomies 
performed yearly 
by four urologists 
in one family 
planning clinic in 
Bogota.

Local (96%) and 
general (4%) 
anesthesia, (12) vas 
delivery by modified 
no- scalpel vasectomy, 
(12) vas occlusion 
by thermal mucosal 
cautery and fascial 
interposition with silk 
ligature over abdominal 
end, testicular end left 
open (12, 13).

Routine visit with general 
practitioner one-week post- 
procedure.

New 
Zealand

About 3,000 
vasectomies 
performed yearly 
by five family 
physicians in 13 
clinics across the 
country.

Local anesthesia 
(100%), vas delivery 
by electrocautery no 
scalpel technique, 
(5) vas occlusion by 
extended electrocautery 
without division (Marie 
Stopes technique) (5).

Advised to contact by phone 
or e-mail if a problem. 
Office consultation if judged 
necessary (99% dealt by 
phone).

• No prophylactic antibiotics;
• No shaving;
• Skin cleaning with Povidone iodine 8% or 

Chlorhexidine 4%;
• Hand washing before vasectomy session (20-25 

patients). Alcohol gel used between each patient;
• Surgery with or without sterile gloves (surgeon 

choice);
• Surgery without surgical mask;
• No prophylactic antibiotics;
• Shaving variable: about one-third no shaving, one-

third trim only, and one- third shaving;
• Skin cleaning variable: Povidone iodine or 

Chlorhexidine;
• Hand washing before each patient;
• Surgery with sterile gloves;
• Surgery with surgical mask variable. Mostly not 

used until April 2020, implemented thereafter in 
response to COVID-19 pandemic.

United 
Kingdom

About 6,000 
vasectomies 
performed 
yearly by 22 
to 44 general 
practitioners 
within the network 
of ASPC members 
across the 
country.

Local anesthesia 
(100%), vas delivery 
variable: most 
with modified NSV 
techniques, vas 
occlusion variable: 
most with extended 
electrocautery, with 
division of the vas, with 
or without excision (6).

No routine visits, but 
some do routine follow-up 
telephone calls and a four- 
month post-op questionnaire 
sent to each patient.

NSV = No scalpel vasectomy; ASPC = Association of Surgeons in Primary Care
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Table 2 - Risk of post-vasectomy infections in the four vasectomy practices/network of practices according to changes in 
clinical practice.

Country and audit period Number of vasectomies Number of infections Changes in clinical procedures*

n n (%)

Canada

Jan 2011-Nov 2015 10,590 100 (0.9) † Excision‡, no topical antibiotics, no surgical mask

Nov 2015-Nov 2016 2,606 20 (0.8) Excision, topical antibiotics, no surgical mask

Nov 2016-Nov 2017 2,365 15 (0.6) Excision, no topical antibiotics, no surgical mask

Nov 2017-Mar 2020 7,002 60 (0.9) No excision, no topical antibiotics, no surgical 
mask

May 2020-May 2021 4,246 24 (0.6) No excision, no topical antibiotics, surgical mask

Total 26,809 219 (0.8)

Colombia

Jan 2015-Dec 2015 3,347/2,311 § 105 (3.1/4.5) † LE + FI, hand washing for every 5 patients

Jan 2016-Dec 2018 9,584/7,371 233 (2.4/3.2) LE + FI, hand washing before each patient

Jan 2019-Dec 2020 5,559/4,355 52 (0.9/1.2) Cautery + FI, hand washing before each patient

Total 18,490/14,037 390 (2.1/2.8)

New Zealand

Apr 2018 – Feb 2019 1,448 7 (0.5) † Skin cleaning Povidone iodine, surgery with or 
without sterile gloves

Apr 2018 - Mar 2021 9,058 93 (1.0) Skin cleaning Chlorhexidine, surgery with or 
without sterile gloves

Total 10,506 100 (1.0)

Apr 2018 - Mar 2021 9,590 88 (1.3) † Skin cleaning Chlorhexidine or Povidone iodine, 
surgery without sterile gloves

Oct 2020 - Mar 2021 916 12 (0.9) Skin cleaning Chlorhexidine or Povidone iodine, 
surgery with sterile gloves

Total 10,506 100 (1.0)
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Table 2 - Risk of post-vasectomy infections in the four vasectomy practices/network of practices according to changes in 
clinical practice (continued). 

Country and audit period Number of vasectomies Number of infections Changes in clinical procedures*

n n (%)

United Kingdom 

Jul 2006-Jun 2008 7,463 129 (1.7) †

Jul 2008-Dec 2008 2,406 42 (1.7)

Jan 2009-Dec 2009 3,411 35(1.0)

Jan 2010-Dec 2010 6,116 82 (1.3)

Jan 2011-Dec 2011 5,583 66 (1.2)

Jan 2012-Mar 2013 7,363 99 (1.3)

Apr 2013-Mar 2014 6,774 92 (1.4)

Apr 2014-Mar 2015 6,581 95 (1.4)

Apr 2015-Mar 2016 6,327 66 (1.0)

Apr 2016-Mar 2017 7,832 114 (1.5)

Apr 2017-Mar 2018 7,779 91 (1.2)

Apr 2018-Mar 2019 9,604 96 (1.0)

Total 77,239 1,007 (1.3)

LE +FI = vas occlusion by ligation/excision combined with fascial interposition on testicular segment (12); Cautery + FI = vas occlusion by thermal mucosal cautery 
combined with fascial interposition on abdominal segment (13).

* Empty lines indicate that there were no changes during audit periods or highly variable (UK). Refer to Table 1 for procedures routinely used in each country during audit 
periods.
†Chi square tests: Canada, 4 df = 6.6 p= 0.16; Colombia, 2 df = 59.0, p < 0.00001, 2015-18 vs. 2019-20 1 df = 53.0, p<0.00001; New
Zealand, skin cleaning 1 df =3.91 p=0.05, and type of gloves 1 df =1.37 p=0.24; United Kingdom 11 df = 30.85 p =0.001
‡ Excision a 0.5 cm segment of vas deferens from the testicular end in order to remove damaged vas tissue and obtain a clean open testicular end.
§ All patients vasectomized/patients attending routine 7-day follow-up

fied as having high probability of infection. ML also 
documented the dates of the following changes taking 
place in the practice over the years: topical antibiotics 
applied on the skin opening, excision of a short vas 
segment, and the use of surgical masks.

In Colombia, author DT conducted a string 
search for the words “ciprofloxacina”, “norfloxa-

cina”, “cefalexina”, and “gentamicina” in the 
electronic medical records of patients who 
attended one-week post-procedure routine 
follow-up visits, or any other visits related to 
vasectomy to identify patients who received 
these antibiotics. This search excluded pa-
tients who received prophylactic antibiotics 
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for large hematomas (n=22) and patients who had 
both circumcision and vasectomy performed on 
the same day (n=24). These patients represented 
0.25% (46/18,536) of the vasectomies performed 
in Colombia. DT recorded the dates of changes 
in hand sanitation procedures and vasectomy 
occlusion techniques.

The New Zealand practice maintains a 
post-operative contact spreadsheet. Author SS re-
viewed the post-vasectomy paper-based clinical 
records of patients who received consultation for 
a post-vasectomy concern to identify those who 
were prescribed an antibiotic. Patients who were 
given antibiotics with (e.g. swelling, erythema, fe-
ver) and without (no increasing pain) strong evi-
dence of infection were considered to have a high- 
and low-probability of post-vasectomy infection, 
respectively. SS also documented the dates of 
changes in the type of skin disinfectant used (4% 
solution of chlorhexidine or 10% of povidone io-
dine) in the practice, and the use of sterile or non-
sterile gloves during vasectomy.

In the UK, author GJ reviewed the vasecto-
my audit database of the Association of Surgeons 
of Primary Care (ASPC). Since 2006, ASPC annu-
ally collects data from approximately 30 vasecto-
my providers each year (6), Surgeons send a web-
based questionnaire to each patient four months 
after the vasectomy and report the completed 
questionnaire to ASPC. Risk of infection was de-
termined via affirmative responses to a question 
asking if any clinician (e.g. vasectomy provider or 
general practitioner) prescribed an antibiotic fol-
lowing vasectomy.

In addition to extracting responses from 
this survey, GJ conducted three analyses of data 
available in the ASPC audit database to validate 
the frequency of infection. In the first analysis, 
surgeons participating in the audit process be-
tween 2012 and 2019 were divided into three 
groups reflecting the return rate of their four-
month post-operative questionnaire to ascertain 
the homogeneity of infection risk. In the second 
analysis, GJ retrieved data from a single vasecto-
my clinic where 278 patients had a vasectomy in 
2016-2017. Patients were contacted and inquired 
about their use of antibiotics. In the third analysis, 
GJ consulted data from another clinic where the 

vasectomy surgeon and administrative team re-
viewed the general practitioners’ electronic record 
of each patient who had a vasectomy in 2017-
2018. Patients who had clinical visits with their 
physician or were prescribed antibiotics for any 
reason within four weeks of the procedure were 
recorded for analysis.

At each site, vasectomy providers gave au-
thorization to access their data or personally pro-
vided data to conduct the retrospective audit. We 
did not seek approval of ethical review boards as it 
is not required for clinical audits (7-9). Apart from 
nominal support from the vasectomy practice or-
ganisations in each country (Vasectomie Québec 
in Canada, Profamilia Bogota in Colombia, SNIP 
Vasectomy Clinics in New Zealand, ASPC in UK) 
no funding or financial support was received to 
conduct this study.

Data analysis
Analysis of each dataset was performed 

with respect to variations in clinical procedures 
over time (Table-2) and to different providers 
(Table-3). Infection risks were evaluated using a 
denominator of the total number of vasectomies 
performed during the study period at each site. In 
the Colombia practice, an additional risk calcula-
tion was performed using the number of patients 
who returned for the routine one-week follow-up 
visit. Differences between infection risk accord-
ing to time and clinical procedures were evaluated 
with chi-square test or Fisher’s exact test where 
chi-square is not applicable (10). We considered p-
values less than 0.05 to be statistically significant.

RESULTS

We present the estimated risk of infec-
tion in the four vasectomy practices according to 
changes in clinical procedures and protocols that 
took place during the audit periods in Table-2. 
The overall risk of post-vasectomy infection 
was 0.8% in Canada, 2.1% of all patients and 
2.8% of patients with routine one-week follow-
up in Colombia, 1.0% in New Zealand, and 1.3% 
in United Kingdom. 

In the Canadian practice, we did not ob-
serve clinically or statistically significant differ-
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ences across audit periods, suggesting the limited 
effect of excising a short vas segment, applying 
routine topical antibiotic on the scrotal opening, 
and wearing surgical masks on the risk of infection. 

At the Colombia practice, clinically and 
statistically significant differences were observed 
between the audit periods when ligation/excision 
combined with fascial interposition on the testicular 
segment (known as the Li occlusion technique) (11, 
12) and when thermal mucosal cautery combined 
with facial interposition on the abdominal segment 
were performed for vas occlusion (13). When the lat-
ter technique was used, the risk of infection (0.9% of 
all patients and 1.2% of patients with routine one-

Table 3 - Risk of post-vasectomy infections in the Canada and New Zealand practices according to vasectomy surgeons and 
the certainty of infections.

Country and Physician Certainty of Infections Number of Vasectomies

High n (%) Low n (%) Total n (%) n

Canada (2011-2021)*

1 53 (0.3) 54 (0.3) 107 (0.6) 17,115

2 25 (0.5) 26 (0.6) 51 (1.1) 4,553

3 16 (0.4) 43 (0.9) 59(1.3) 4,537

4 2 (0.3) - 2 (0.3) 604

Total 96 (0.4) 123 (0.5) 219 (0.8) 26,809

New Zealand (2018-2021)†

1 15 (0.3) 19 (0.4) 34 (0.7) 4,575

2 12 (0.5) 19 (0.8) 31 (1.2) 2,481

3 10 (0.4) 13 (0.5) 23 (0.9) 2,534

4 2 (0.2) 8 (1.0) 10 (1.2) 807

5 1 (0.9) 1 (0.9) 2 (1.8) 109

Total 40 (0.4) 60 (0.6) 100 (1.0) 10,506

*Canada: Total infection between physicians Chi square 27.8 df 3 p<0.0001; High vs. low certainty between physicians Fisher’s exact test p=0.007

† New Zealand: Total infection between physicians Chi square 6.11 df 4 p=0.19: High vs. low certainty Fisher’s between physicians’ exact test p=0.71

week follow-up) was comparable to the risk observed 
in the other participating countries.

In New Zealand, there was limited differ-
ence in the risk of infection in the audit period 
when povidone iodine was used compared to the 
other audit periods. No clinically nor statistically 
significant difference was observed when com-
paring audit periods when sterile and non-sterile 
gloves were used.

The UK analysis revealed a statistically 
significant difference in infection risk across the 
12 audit cycles, though the risk was low, ranging 
from 1.0% to 1.7%. There was no clinically signif-
icant trend across the 12 years. In the validation 
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analysis performed on the 2012-2019 audit cycles, 
the infection risks of patients whose surgeons had 
a return rate of the four-month post-operative 
questionnaire of less than 10%, 10% to 33%, and 
33% or more were 1.0%, 1.0%, and 2.0%, respec-
tively. The risk of infection in the first (2016-2017) 
and the second (2017-2018) GP clinic audited were 
0.7% and 1.2%, respectively.

Strata of infection risk observed between 
physicians and certainty of infections (low/high) 
were available for the practices in Canada and 
New Zealand (Table-3). In both practices, there 
were slight but similar variations in the total risk 
of infection between physicians. These differences 
were statistically significant in Canada but not in 
New Zealand. Overall, just over half of the infec-
tions were deemed to be of low certainty in both 
countries. In both sites, some physicians consis-
tently reported higher proportions of low certainty 
infections. These differences between physicians 
reflecting certainty of infection were statistically 
significant only in Canada.

Figure-1 shows the types of the 219 post-
vasectomy infections encountered in Canada. 
Most (85%) were limited to the scrotal content 
but 15% were located in the prostate or urinary 
track. The risks of suffering any scrotal infection, 
a scrotal infection with an abscess, or a prostate 
or urinary track infection were 0.7%, 0.05%, and 
0.1% respectively (Figure-1). Regardless of the 
presence of abscess, one in five scrotal infections 
were associated with a hematoma. Two other non-
urinary or genital low probability infections were 
encountered in the electronic medical record; one 
was a fever of unknown origin and the other a 
heart valve infection occurring 14 and 28 days 
following the vasectomy, respectively.

DISCUSSION

To our knowledge, this is the largest study 
on post-vasectomy infection ever reported. Anal-
ysis of our data demonstrates that about 1% of 
vasectomy patients suffered a post-vasectomy 
infection based on the proportion who received 
antibiotics for suspected or confirmed infection. A 
survey of US physicians published in 1982 – be-
fore the worldwide use of NSV – reported a 3.5% 

risk of infections among 65,155 vasectomies per-
formed by 1,541 physicians who responded to the 
survey (14). However, our results are consistent 
with infection risk reported in the AUA practice 
guideline on vasectomy (1-2%). Our findings sup-
port the AUA recommendation that prophylactic 
antibiotics are not routinely indicated unless the 
patient presents a high risk of infection (3).

The estimated risk of infection was simi-
lar across practices in Canada, Colombia in recent 
years, New Zealand, and UK even though the set-
tings, clinical procedures, and surgical techniques 
varied within and among each country. Interest-
ingly, wearing a surgical mask did not seem to 
influence the risk of post-vasectomy infection. 
A Cochrane review has also concluded that there 
is no clear evidence that wearing disposable face 
masks modifies the risk of wound infections af-
ter clean surgery (15). Similarly, the use of sterile 
compared to non-sterile gloves did not appear to 
influence the risk of infection. This finding aligns 
with previously reported reviews of trials of non-
sterile gloves versus sterile gloves in other minor 
surgical procedures (16-18).

The only clinically and statistically signifi-
cant difference between factors that could influ-
ence the infection risk was observed in Colombia. 
The risk of infection decreased from an average of 
2.6% of all patients /3.5% of patients with routine 
one-week follow-up in 2015-2018 to 0.9%/1.2% 
in 2019-2020 when surgeons changed their occlu-
sion technique. They stopped using ligation and 
excision with FI on the testicular end after con-
firming in their practice the high risk of occlusion 
failure demonstrated in the Sokal et al. random-
ized trial (11, 12). They adopted the thermal cau-
tery of the vas mucosa combined with FI on the 
prostatic end (13), recommended in clinical prac-
tice guidelines (3, 13, 19, 20). Colombian surgeons 
suggested that the use of three silk sutures with 
the former occlusion technique compared with 
only one silk suture with the currently used tech-
nique may contribute to this difference.

We were able to assess the type of infec-
tion in the Canadian practice. Although most in-
fections were limited to scrotal content, a sizable 
proportion (15%) involved the prostate and uri-
nary tract infection. Endogenous genital tract in-
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fection identified by pre-vasectomy semen culture 
have been associated with post-vasectomy infec-
tion (21). This could explain our findings in part, 
but the very low absolute risk (1/812) may not 
justify routine screening with pre-vasectomy 
semen culture. This study also highlighted the 
association of hematomas with scrotal infection 
with or without abscess. This finding supports 
the use of minimally invasive technique such 
as NSV to reduce both the risks of bleeding and 
infection as recommended in recent vasectomy 
guidelines (3, 19, 20, 22). We fortuitously iden-
tified a heart valve infection occurring in a pa-
tient who had a recent vasectomy. Infective en-
docarditis possibly caused by vasectomy has been 
previously reported (23-27).

Our study has limitations. Retrospective 
audit data were collected independently in the 
four practices. Information registered in medical 
records and ascertainment of cases at the time 
of diagnosis were not standardized. Certainty 
of post-vasectomy infection varies according to 
evaluation of symptoms and signs by the physi-
cian and follow-up method (telephone consulta-
tion or in-office visit). However, we agreed on a 
common definition of infection before data col-
lection and analysis.

Our definition of infection - the use of 
antibiotics - may have led to an overestimation 
of post-vasectomy infection risk. Although we 

observed variations among physicians, globally, 
over half of vasectomized men from Canada and 
New Zealand who received antibiotics had low 
certainty of infection. The number of men with 
real post-vasectomy infections may then be lower 
than the number of all those receiving antibiot-
ics. The risk could also have been underestimated. 
Men may have consulted general practitioners or 
emergency physicians and received antibiotics for 
non infectious post-vasectomy conditions. Such 
events may not be reported and go unnoticed by 
the vasectomy providers.

Our study has also many strengths. Our 
findings on infection risk were consistent across 
and within high volume practices of four coun-
tries. The sample size enhances precision in our 
estimates of risk. The involvement of multiple va-
sectomy providers of various level of experience 
using different procedures and vasectomy tech-
niques indicates generalizability of our results. 
Importantly, our analysis demonstrates that a 
clear and consistent definition of post-vasectomy 
infection has yielded similar rates of post-vasec-
tomy infection in various practices with varying 
techniques and procedures.

The risk of infection after vasectomy is 
low, about 1%, among international high-volume 
vasectomy practices performing the no-scalpel 
approach for vas isolation and various occlusion 
techniques recommended in vasectomy clinical 

Figure 1 - Types of post-vasectomy infection in Canada practice (n= 26,809 vasectomies).

Figure 1 
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practice guidelines (3, 19, 20, 22). Future research 
should continue to investigate variations in surgi-
cal and clinical procedures and associated risks of 
post-vasectomy infections.

CONFLICT OF INTEREST

None declared.

REFERENCES

1. Li SQ, Goldstein M, Zhu J, Huber D. The no-scalpel 
vasectomy. J Urol. 1991;145:341-4. 

2. [No Authors]. World Health Organization -WHO, Department 
of Reproductive Health and Research (WHO/RHR) and 
Johns Hopkins Bloomberg School of Public Health/Center 
for Communication Programs (CCP): Knowledge for Health 
Project. Family Planning: A Global Handbook for Providers 
(2018 update). Baltimore and Geneva, CCP and  WHO. 
[Internet]. 2018. Available at. <https://apps.who.int/iris/
bitstream/handle/10665/260156/9780999203705-eng.pdf>

3. Sharlip ID, Belker AM, Honig S, Labrecque M, Marmar JL, 
Ross LS,et al. American Urological Association. Vasectomy: 
AUA guideline. J Urol. 2012;188(6 Suppl):2482-91.

4. Chen KC, Peng CC, Hsieh HM, Chiang HS. Simply modified 
no-scalpel vasectomy (percutaneous vasectomy)-
-a comparative study against the standard no-scalpel 
vasectomy. Contraception. 2005;71:153-6.

5. Black T, Francome C. Comparison of Marie Stopes scalpel 
and electrocautery no-scalpel vasectomy techniques. J Fam 
Plann Reprod Health Care. 2003;29:32-4. Erratum in: J Fam 
Plann Reprod Health Care. 2003;29:159.

6. Atkinson M, James G, Bond K, Harcombe Z, Labrecque 
M. Comparison of postal and non-postal post-vasectomy 
semen sample submission strategies on compliance and 
failures: an 11-year analysis of the audit database of the 
Association of Surgeons in Primary Care of the UK. BMJ Sex 
Reprod Health. 2022;48:54-59.

7. [No Authors]. National Health and Medical Research Council 
(NHMRC): National Statement on Ethical Conduct in Human 
Research 2007 (Updated 2018). [Internet]. 2018. Available 
at. <www.nhmrc.gov.au/sites/default/files/documents/
attachments/National/Statement.pdf>

8. [No Authors]. Canadian Institutes of Health Research, Natural 
Sciences and Engineering Research Council of Canada, Social 
Sciences and Humanities Research Council: Tri-Council Policy 
Statement Ethical Conduct for Research Involving Humans 
(TCPS2 2018). Her Majesty the Queen in Right of Canada. 
[Internet]. 2019. Available at. <https://ethics.gc.ca/eng/
documents/tcps2-2018-en-interactive-final.pdf>

9. [No Authors]. National Health Service (NHS): Governance 
arrangements for research ethics committees: 2020 edition. 
[Internet]. Available at. <https://www.hra.nhs.uk/planning-
and-improving-research/policies-standards-legislation/
governance-arrangement-research-ethics-committees/>

10. iCalcu: Chi-Square Calculator. 2021. [Internet]. Available at. 
<https://www.icalcu.com/stat/chisqtest.html>

11. Sokal D, Irsula B, Hays M, Chen-Mok M, Barone MA; 
Investigator Study Group. Vasectomy by ligation and 
excision, with or without fascial interposition: a randomized 
controlled trial [ISRCTN77781689]. BMC Med. 2004;2:6.

12. Miranda Claro SJ, Vargas Laverde J, Mariño Samper E, Ibáñez 
Pinilla M, Torres Quiroz DS, Labrecque M. Risk of vasectomy 
failure by ligation and excision with fascial interposition: A 
prospective descriptive study. Contraception. 2020;101:342-9. 

13. Labrecque M. Vasectomy occlusion technique combining thermal 
cautery and fascial interposition. Int Braz J Urol. 2011;37:630-5.

14. Kendrick JS, Gonzales B, Huber DH, Grubb GS, Rubin GL. 
Complications of vasectomies in the United States. J Fam 
Pract. 1987;25:245-8.

15. Vincent M, Edwards P. Disposable surgical face masks 
for preventing surgical wound infection in clean surgery. 
Cochrane Database Syst Rev. 2016;4(4):CD002929. 

16. Steen K. Sterile eller rene hansker ved småkirurgi i 
allmennpraksis [Sterile or non-sterile gloves in minor 
surgical procedures in general practice]. Tidsskr Nor 
Laegeforen. 2017;137:885-9.

17. Steve E, Lindblad AJ, Allan GM. Non-sterile gloves in minor 
lacerations and excisions? Can Fam Physician. 2017;63:217.

18. Ho C, Jones A. Disposable, Non-Sterile Gloves for Minor 
Surgical Procedures: A Review of Clinical Evidence [Internet]. 
Ottawa (ON): Canadian Agency for Drugs and Technologies 
in Health; 2017 3. [a head of print].

19. Dohle GR, Diemer T, Kopa Z, Krausz C, Giwercman A, 
Jungwirth A; European Association of Urology Working 
Group on Male Infertility. European Association of Urology 
guidelines on vasectomy. Eur Urol. 2012;61:159-63. 



IBJU | RISK OF POST-VASECTOMY INFECTIONS IN 133,044 VASECTOMIES

500

20. Zini A, Grantmyre J, Chow V, Chan P. UPDATE - 2022 
Canadian Urological Association best practice report: 
Vasectomy. Can Urol Assoc J. 2022;16:E231-6.

21. Appell RA, Evans PR. Vasectomy: etiology of infectious 
complications. Fertil Steril. 1980;33:52-3.

22. Faculty of Sexual & Reproductive Healthcare (FSRH): 
Male and Female Sterilisation. [Internet]. 2014. Available 
at. <https://www.fsrh.org/standards-and-guidance/fsrh-
guidelines-and-statements/method-specific/male-and-
female-sterilisation/>

23. Dan M, Marien GJ, Goldsand G. Endocarditis caused by 
Staphylococcus warneri on a normal aortic valve following 
vasectomy. Can Med Assoc J. 1984;131:211-3.

24. Fervenza FC, Contreras GE, Garratt KN, Steckelberg JM. 
Staphylococcus lugdunensis endocarditis: a complication of 
vasectomy? Mayo Clin Proc. 1999;74:1227-30.

25. Schandiz H, Olav Hermansen N, Jørgensen T, Roald 
B. Staphylococcus lugdunensis endocarditis following 
vasectomy--report of a case history and review of the 
literature. APMIS. 2015;123:726-9.

26. David M, Loftsgaarden M, Chukwudelunzu F. Embolic 
Stroke Caused by Staphylococcus lugdunensis Endocarditis 
Complicating Vasectomy in a 36-Year-Old Man. Tex Heart 
Inst J. 2015;42:585-7.

27. Kessler RB, Kimbrough RC 3rd, Jones SR. Infective 
endocarditis caused by Staphylococcus hominis after 
vasectomy. Clin Infect Dis. 1998;27:216-7.

_______________________
Correspondence address:

Michel Labrecque, MD
Department of Family and

Emergency Medicine, 
Laval University, Quebec City, Canada

6509 avenue Garon Quebec City, 
Qc Canada G1H7B5

Fax: +1 418 478-1051
E-mail: michel.labrecque@fmed.ulaval.ca

mailto:michel.labrecque@fmed.ulaval.ca

