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Katherine Atcheson (00:05):
Hello and welcome to The Family Planning Files, a podcast developed by the National Clinical Training Center for Family Planning. I'm your host, Katherine Atcheson. On today's podcast, we'll be discussing sterilization with our guest, Sonya Borrero, MD, MS. Dr. Borrero is currently serving as Chief Medical and Scientific advisor for the US Department of Health and Human Services within the Office of Population Affairs while on sabbatical from her position of Professor of Medicine at the University of Pittsburgh. Dr. Borrero research and clinical work focuses on advancing reproductive health equity, and she has worked closely with scientific, governmental, and nonprofit organizations throughout her career. Welcome to the podcast Dr. Borrero, we're so excited to have you today.

Sonya Borrero (00:56):
I am thrilled to be here. Thank you for having me.

Katherine Atcheson (01:00):
To start with, can you give our listeners an idea of what sterilization looks like in the US today, such as how popular it is as a method of contraception or how many procedures are done each year. And what about tubal ligation versus vasectomies?

Sonya Borrero (01:18):
Well tubal or female sterilization is actually the most commonly used method among women in the US today who are age 15 to 49. About 18% of people in that age group used tubal sterilization as their method of contraception, and so all told somewhere around nine to ten million women in the US have been sterilized, and I think there's around 700,000 procedures that take place every year. It's actually quite common, one of the most commonly performed procedures. In contrast, vasectomy is used far less often. There's probably around 300,000 vasectomies that are done each year. And in surveys that query, again US women aged 15 to 49 about what method of contraception they rely on. Whereas 18% of people report tubal sterilization, only about 5% report relying on male sterilization or vasectomy.

Katherine Atcheson (02:26):
And now that we understand kind of the epidemiology of sterilization, getting that snapshot in numbers, can you tell us about how these procedures are currently done in the US and have there been any tubal ligations or vasectomies?

[bookmark: _Hlk128393918]
Sonya Borrero (02:47):
Sure. Well one caveat before I describe is that I am not an OB/GYN, I'm an internist. But I do a lot of counseling about sterilization. And so, my description of how it's done is pretty rudimentary. But it's what I tell patients about because, I'm really glad you asked this question, there's a lot of misinformation among patients who are interested in this procedure. For example, tubal sterilization is also known or often called tying one's tubes. And a lot of people misinterpret that to mean that the tubes are actually tied in a nice little bow and therefore they can come untied. In fact, in a lot of research it's been documented that upwards of 30% of people, even those who've had their tubes tied or have had a tubal ligation believe that their tubes will one day come apart or untie themselves. So that's not actually the case.

Sonya Borrero (03:44):
The tubes in fact are cut or blocked in a permanent way so that both ends of the tubes are sort of damaged and cannot reattach. Salpingectomy is a newer approach that's becoming more common because it can reduce the risk of ovarian cancer, and in this case, it means removing the tubes entirely. So, the other misconception is that something is done to the uterus or ovaries during a tubal ligation, and that is not the case. So, people's uterus and ovaries remain intact, and because of that, they continue to produce the same hormones that they normally would and continue to have periods. I also just wanted to say in terms of how this is done, right now about half of all female tubal procedures are done after a delivery right in the sort of postpartum period. And about half are done at a time that is unrelated to a delivery. These are known as interval procedures. So, I would say the only recent development from a technology standpoint is the emergence of salpingectomy as a different approach to sterilization.

Katherine Atcheson (04:57):
And what about vasectomy?

Sonya Borrero (04:59):
Basically, what it does is blocks, again, the tubes that allow sperm to enter semen. And so that's essentially what it's doing is producing semen with no sperm, and it is a much more easily done procedure in the office, and the recovery is easier than a tubal sterilization. So, we like to tell patients that as well.

Katherine Atcheson (05:22):
To kind of look at things historically, unfortunately, the US had a long history of forced sterilization, especially in women and other vulnerable populations such as people with cognitive disabilities or mental illness or people of color, which can make this a challenging topic for clinicians to approach with their patients or provide counseling. Can you speak a little bit about this history of sterilization and how sterilization today can fit in the reproductive justice framework and kind of move from that coercive practice?


Sonya Borrero (06:04):
As you said, the US does have assorted history and legacy of sterilization abuses throughout the 20th century. So, in the early 1900s, a lot of states passed eugenical legislation really allowing involuntary sterilization of women in particular deemed unfit to reproduce. So, you already brought up some of those examples. It was a wide basket of people including the poor death, those deemed feeble-minded, non-white individuals. And so, this really, it was quite prevalent in the early half of the 20th century. After World War II, the tolerance for eugenicist principles and eugenic thinking really waned, especially in response to reports of Nazi atrocities, which of course were grounded in a eugenic ideology. However, we saw a second wave of coercive sterilization practices into the 1970s as part of poverty prevention tactics. And these sterilizations, unfortunately were financially supported by state and federal governments and occurred again disproportionately among low-income people and people of color.

Sonya Borrero (07:22):
And in response to a public outcry really accusing the government of racist and classist application of family planning funds and programs, the precursor of the current US Department of Health and Human Services was called the US Department of Health, Education and Welfare developed strict regulations for federally funded sterilizations in an attempt to ensure informed and voluntary consent. We can get into that a little bit. I just want to say like now we're seeing a lot of other issues that are impeding people's reproductive autonomy. While I want to say that the potential for coercive sterilization remains alive and well, especially in a society that differential values people's reproduction, there's a number of countervailing forces that are also impeding people's reproductive autonomy. So, for example, the implementation of the Medicaid consent regulations that I just referred to were obviously well-intentioned, meaning to protect marginalized populations.

Sonya Borrero (08:24):
But there's emerging data now that policy as it currently stands, impedes access to desired sterilization for a lot of low-income people. One of the pieces of this policy requires that individuals who are requesting a federally funded procedure have to sign a consent form 30 days prior to the desired procedure. And so, what's happening is that the mandatory 30-day waiting period, and then the need for successful transfer of the signed consent form to the delivery unit pose logistical barriers for pregnant people who want sterilization immediately after giving birth. It's important to know that people with private insurance do not have to adhere to any sort of waiting period. So, a lot of people requesting a postpartum sterilization say they either signed the consent form too late in their delivery to ever satisfy the 30-day waiting period, or they deliver early, or they forget to bring the consent form and then they can't get the procedure that they want.

Sonya Borrero (09:33):
In addition, we've heard a lot of people report restricted access to a desired sterilization procedure because of provider reluctance to perform it for a variety of reasons, including concerns that the patient will ultimately regret their decision. They're too young, that they may have another partner in the future and desire children with the new partner. So the reproductive injustices, I think in today's context are varied when it comes to sterilization. On the one hand, we have a history and even current examples of people from marginalized communities, including people who've been incarcerated, immigrant detainees who are being involuntarily sterilized, but we also have regulations and biases that impede people, especially low income people and otherwise marginalized people from getting a desired procedure. So I think that the root of these two phenomena is the same, the impulse to regulate some people's reproduction and their reproductive decisions, and as many of our reproductive justice colleagues pointed out, regulating people's reproductive decisions has been a longstanding agent of racial and gender oppression in this country. So it's complicated, and like I said, the reproductive injustices take different forms when it comes to sterilization.

Katherine Atcheson (11:01):
That kind of leads us well into our next question, talking about that modern context. Anecdotally we've heard, and also seen news reports a lot about a rising interest in and requests for sterilization, particularly vasectomy post-Dobbs decision.

Sonya Borrero (11:20):
Yeah.

Katherine Atcheson (11:20):
Do you see this trend in your own practice and do you see it potentially continuing? And what are some ways clinicians can address and work with this kind of new interest-

Sonya Borrero (11:33):
Yeah.

Katherine Atcheson (11:33):
They're seen in a lot of patients.

Sonya Borrero (11:34):
Yeah. Thank you for raising this. Yes. I think anecdotally, not only myself, but a lot of my colleagues have been reporting an increasing demand for both female and male sterilization. And you're right, I think, in particular, the rising demand in vasectomy has been notable because that has not always been, as we talked about in the opening statements, that's not always been a particularly popular form of contraception. I think some urologists are counting anywhere from a threefold to a 900% increase in requests for consultation. So, I think given all of the misinformation out there about health in general, about health technologies and about sterilization in particular, I think it's really important when you've got this kind of external force driving people towards a specific method that we are ensuring that they have the information they need to make high quality decisions that are right for them.

Sonya Borrero (12:42):
And so, I think that's of critical importance right now. It’s just misinformation abounds and not only just delivering information, delivering information that is meaningful and salient to that person. I think it's been so striking to me in a lot of the research we've done that people don't understand the very basic and key characteristics of sterilization, including its permanence, including what body parts are affected, what it means for continuing to have periods. People just don't have that basic information. And so I think making sure that people have, again, the relevant information that they need to make decisions that are right for them.

Katherine Atcheson (13:29):
And once again, a great segue into my next question. For example, a patient comes into your clinic, Dr. Borrero, and asks about sterilization. Says it's been on their mind. What are some general best practices or tips you would tell other clinicians or that you would implement in your own practice in terms of providing that counseling and referral?

Sonya Borrero (13:54):
Well, first of all, I think really understanding what the patient's reproductive goals are, making sure that they understand that this is a permanent procedure. It should not be considered one that is easily reversible, if they are at all considering having future children via child's bearing, that this is likely not a great fit for them. And so, I think just making sure that the permanence is well understood. And a lot of times I use talk back teaching methods. Let's just make sure you understand. I know there's a lot of information here, can you tell me what you heard? But again, we've heard a lot of misinformation, and I repeated this before, but I think it bears saying, again, making sure they understand what's happening in their body.

Sonya Borrero (14:42):
The other piece I think that people don't understand is that it’s actually, female sterilization is a surgical procedure that requires anesthesia. Sometimes people don't understand that. Making sure that they know that there are other methods that are as effective as sterilization but are reversible. People are not always only looking for effectiveness. Sometimes sterilization is desired because it's so convenient, it's kind of a one and done. So just sort of assessing what the patient's kind of goals are in their contraceptive method and making sure that you are talking about alternatives that could potentially meet those preferences. And I've mentioned this before for women, if they have firm producing partner talking about vasectomy as an alternative.

Sonya Borrero (15:34):
And then another thing, we started to talk about it, postpartum sterilization does not always happen for a variety of reasons. One of the most common is that people don't have their Medicaid consent form signed or available. But there's also a bunch of other reasons, including lack of OR time or personnel. And so, we often counsel that if you are hoping to get your tubes tied in the postpartum period while you're still in the hospital, it may not happen for a variety of reasons. We try and make sure that we've closed all the loops that we can, but I think it's smart to think about a backup method in that case. So, I often counsel about backup methods just in case they're unable to get their desired sterilization.



Katherine Atcheson (16:21):
And touching on the concept of permanence, when the topic of sterilization comes up, sometimes people speak about reversal, particularly around vasectomy. Can you speak a little bit about what a vasectomy reversal is, how effective or not effective they are, and how questions around reversal should be addressed?

Sonya Borrero (16:46):
Yeah, that's a great question because that's another area of a lot of misinformation. Again, I think in studies somewhere around 40% of people believe that reversal for sterilization is easy and can easily restore fertility, and that is not the case at all. First of all, if you get a salpingectomy, which remember is removing the tubes entirely, it is not at all reversible. But for tubal ligations and vasectomies, you can certainly try to reverse, but there is absolutely no guarantee that you'll be able to achieve a pregnancy. So, the other important piece of information is that reversal attempts are not typically covered by insurance. So, the way I address it is if there's any doubt about whether you may want to again have children via child's bearing or pregnancy, sterilization may not be the right fit. But good news, we've got a lot of other methods that either are as effective if effectiveness is what they're going for, or could be as convenient, or we have non-hormonal methods that are reversible if that's kind of what they're looking for. So, I think we really try to downplay and address misinformation around reversal because I agree there's a lot of discussions among networks because everyone knows someone who had a reversal and it worked or whatever, but it's really not a guarantee. And I don't have an exact percentage, but low percentage of success for future childbearing.

Katherine Atcheson (18:27):
Since the majority of our listeners are clinicians or clinically focused staff in Title X settings. I'd like to go back a little bit to talking about the Medicaid requirements around sterilization and other requirements that our Title X clinicians should keep in mind when providing that counseling and referral.

Sonya Borrero (18:50):
Yeah, that's great. I think a lot of people are not aware of the Medicaid consent requirements. So again, in Title X clinics, we have a significant proportion of patients with Medicaid insurance and it's really critical to remind them that in order to get a federally funded procedure, they have to have a consent form that is signed at least 30 days prior to the procedure, and it expires after 180 days. So, for example, if the patient is pregnant and they want a postpartum sterilization procedure, it's really important that they signed the consent form at least 30 days prior to their estimated due date, but not too early because it will expire at six months. So, it's this sort of balancing act in terms of trying to find the right time. So that's really important.

Katherine Atcheson (19:49):
And also referring back to our earlier discussion on the role of sterilization in both reproductive justice and reproductive injustice, are there considerations you would recommend that clinicians keep in mind when counseling clients from potentially vulnerable or marginalized populations? So again, people who live under the poverty line or maybe justice involved, things like that?
Sonya Borrero (20:17):
[bookmark: _Hlk128490744]Yeah. Yes. So, I think first and foremost, really listening and centering their preferences. So, asking them in a very open-ended way about what their reproductive wishes, goals, desires are for the future, and making sure that your conversation and discussion put that at the center. So, for example, I think a lot of providers biases can come out, especially around sterilization. Because we make a lot of assumptions about who might want future children or whose decision making may be compromised by X, Y, or Z. And so, I often ask them, again, tell me a little bit about what your goals are for your future in terms of family formation. And my goal is simply to give you the information you need to make the right decision for you and your family. I mentioned before that when it comes to sterilization, a lot of providers are reluctant to perform the procedure for a variety of reasons.

Sonya Borrero (21:32):
They do fear that patients will regret their decision, especially if the patient is young or has either no children or few children. And patients have reported to us that they feel that that actually undermines their reproductive autonomy and their decision making. When providers continue to ask them, are you sure, are you sure, you might X, Y and Z, or you might want this. They feel that their decision-making capacity is not trusted. And so, I think it's just really important, again, to ground the entire discussion in their stated preferences and making sure that the information you give is what's meaningful for them for their decision making.

Katherine Atcheson (22:17):
Obviously, this has just been a taster of sterilization and reproductive justice and hopefully we'll be seeing this continued interest in sterilization as we move into the future. But what are some good resources for clinicians to learn more about providing sterilizations or counseling and referral, or even just the reproductive justice and ethics around sterilization?

Sonya Borrero (22:45):
Oh my goodness, there's so many great resources. I think for just very practical information, Bedsider is always a great option for clinicians to quickly look to. I just would love to put in a plug for our group at the University of Pittsburgh, we have developed a decision aid for people making tubal sterilization decisions, and it's been tested in a large multi-site randomized control trial. And preliminary results are hot off the press. We have found, so you're hearing it here first, we have found that the decision aid actually significantly increased people's knowledge about tubal sterilization and alternative methods as well as decreased decisional conflict. So hopefully that will be a great resource for patients that providers can, it's not quite ready for primetime because we've got some longitudinal data to collect, but that will ultimately be, I think, a great resource. And oh my goodness, there's so many things to read about reproductive justice and sort of the history of sterilization. Loretta Ross has a primer on reproductive justice. Dorothy Roberts, who was my initial introduction into this space 17 years ago. So again, practically speaking, in terms of supporting counseling, I would say Bedsider, and then stay tuned for our decision aid, my decision.


Katherine Atcheson (24:21):
Wonderful. Well, this has been an absolutely fascinating discussion Dr. Borrero, but unfortunately all good things do have to come to an end. But before we say goodbye, what would be your top takeaways for our listeners, the one thing they remember from this podcast and take with them as they return to their clinical practice?

Sonya Borrero (24:44):
Oh, great question. I think contraceptive technology has been both an agent of liberation when it's accessible and fully autonomously controlled, but it can also be an agent of oppression. And I think sterilization and the history of sterilization abuses in this country offers perhaps the most extreme example of that, especially because sterilization permanently removes people's capacity for childbearing and has been weaponized against marginalized populations. I think really understanding this and aiming to achieve a patient-centered approach when you're talking to patients about this particular form of contraception, making sure that you are providing the information that patients need to make high quality decisions for themselves. I want to caution providers from allowing fear of regret to lead to more directive counseling that can undermine the patient's reproductive autonomy. So, thinking much more about your approach as you're talking to patients, especially those from historically marginalized communities, and what the history of sterilization could or does mean to them.

Katherine Atcheson (26:00):
Well thank you so much for joining us today Dr. Borrero, and for sharing your time and expertise. For more content, including previous podcast episodes, search for The Family Planning Files or subscribe to our show on iTunes, Google Podcasts, Spotify, Stitcher, or wherever you listen to podcasts. For a transcript of this podcast as well as other online learning activities and continuing education opportunities, please visit our website at www.ctcfp.org. While you are there, you can sign up to receive our newsletter, Clinical Connections, at the top of the page. You can also follow the National Clinical Training Center for Family Planning on Twitter at nctfp, all lowercase. And now on LinkedIn. The National Clinical Training Center for Family Planning is funded by the Office of Population Affairs to provide continuing education, training and technical assistance to Title 10 grantees, sub recipients and Service Sites. And is supported by DHHS grant number 5 FPTPA 006031-02-00.

Katherine Atcheson (27:13):
This podcast is intended for informational purposes only and does not constitute legal or medical advice or endorsement of a specific product. Opinions expressed herein are the views of the contributors and do not necessarily reflect the official positions of the Department of Health and Human Services or DHHS, office of the Assistant Secretary of Health or OASH, or the Office of Population Affairs or OPA. No official support or endorsement by DHHS, OASH, and/or OPA is intended or should be inferred. Theme music written by Dan Jones and performed by Dan Jones in the Squids. Other production support provided by the Collaborative to Advance Health Services at the University of Missouri, Kansas City, School of Nursing and Health Studies. And finally, thank you to our listeners for tuning in today. We hope that you'll join us next time for another episode of the Family Planning Files.
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