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Abstract 

Background: Multiple options for permanent or long-acting contraception are available, each with adverse effects 
and benefits. People seeking to end their fertility, and their healthcare providers, need a comprehensive comparison 
of methods to support their decision-making. Permanent contraceptive methods should be compared with long-act-
ing methods that have similar effectiveness and lower anticipated adverse effects, such as the levonorgestrel-releas-
ing intrauterine contraception (LNG-IUC). We aimed to understand the comparability of options for people seeking to 
end their fertility, using high-quality studies. We sought studies comparing laparoscopic tubal ligation, hysteroscopic 
tubal occlusion, bilateral salpingectomy, and insertion of the LNG-IUC, for effectiveness, adverse events, tolerability, 
patient recovery, non-contraceptive benefits, and healthcare system costs among females in high resource countries 
seeking to permanently avoid conception.

Methods: We followed PRISMA guidelines, searched EMBASE, Pubmed (Medline), Web of Science, and screened 
retrieved articles to identify additional studies. We extracted data on population, interventions, outcomes, follow-
up, health system costs, and study funding source. We used the Newcastle–Ottawa Scale to assess risk of bias and 
excluded studies with medium–high risk of bias (NOS < 7). Due to considerable heterogeneity, we performed a narra-
tive synthesis.

Results: Our search identified 6,612 articles. RG, BV, BC independently reviewed titles and abstracts for relevance. 
We reviewed the full text of 154 studies, yielding 34 studies which met inclusion criteria. We excluded 10 studies with 
medium–high risk of bias, retaining 24 in our synthesis. Most studies compared hysteroscopic tubal occlusion and/or 
laparoscopic tubal ligation. Most comparisons reported on effectiveness and adverse events; fewer reported tolerabil-
ity, patient recovery, non-contraceptive benefits, and/or healthcare system costs. No comparisons reported accessibil-
ity, eligibility, or follow-up required. We found inconclusive evidence comparing the effectiveness of hysteroscopic 
tubal occlusion to laparoscopic tubal ligation. All studies reported adverse events. All forms of tubal interruption 
reported a protective effect against cancers. Tolerability appeared greater among tubal ligation patients compared to 
hysteroscopic tubal occlusion patients. No high-quality studies included the LNG-IUC.

Conclusions: Studies are needed to directly compare surgical forms of permanent contraception, such as tubal liga-
tion or removal, with alternative options, such as intrauterine contraception to support decision-making.

Systematic review registration: PROSPERO [CRD42016038254].

© The Author(s) 2021. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/. The Creative Commons Public Domain Dedication waiver (http:// creat iveco 
mmons. org/ publi cdoma in/ zero/1. 0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.

Open Access

*Correspondence:  wendy.norman@ubc.ca
5 Department of Family Practice, University of British Columbia, 320-5950 
University Boulevard, Vancouver, BC V6T 1Z3, Canada
Full list of author information is available at the end of the article

http://orcid.org/0000-0003-4340-7882
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12978-021-01201-z&domain=pdf


Page 2 of 18Gormley et al. Reprod Health          (2021) 18:154 

Introduction
Permanent contraception is the most common method of 
fertility control worldwide [1, 2]. Globally, nearly one in 
four females in high income countries use either intrau-
terine contraception or female sterilization [3]. Female 
permanent contraceptive methods are the fourth most 
commonly relied upon method for preventing pregnancy 
among people in Canada [4], and the second most com-
mon method in the United States [5]. Female permanent 
contraception is traditionally achieved using laparo-
scopic tubal ligation. However, in the last two decades, 
other methods to achieve permanent contraception have 
emerged including bilateral salpingectomy and the lev-
onorgestrel-releasing intrauterine contraceptive (LNG-
IUC), while Essure™, micro inserts used in hysteroscopic 
tubal occlusion, has been taken off the market in select 
countries [6–8]. In this review, we focus on comparing 
four methods used to achieve long-term or permanent 
contraception including: laparoscopic tubal ligation, hys-
teroscopic tubal occlusion, bilateral salpingectomy, and a 
long-acting contraceptive, the LNG-IUC.

Laparoscopic tubal ligation is traditionally achieved 
with the clipping, coagulation, or other blocking of the 
fallopian tubes to prevent sperm from travelling to an 
ovulated oocyte [2]. Hysteroscopic tubal occlusion is a 
procedure where micro inserts (i.e. Essure™) are placed 
in the fallopian tubes, and held by stainless steel inner 
and nickel-titanium outer coils. These coils encourage 

tissue growth, which after a few months blocks the fal-
lopian tubes [9, 10]. It takes approximately three months 
for occlusion to occur, and during this time a woman is 
required to use alternate contraceptive methods. A post-
procedure confirmation via ultrasound, hysterosalpin-
gogram, or pelvic X-ray is required before a woman can 
discontinue alternative methods and the procedure is 
considered complete [11].

Bilateral salpingectomy is increasingly being consid-
ered as an alternative option to laparoscopic tubal liga-
tion in several high resource countries such as Canada, 
the United States, Australia, and New Zealand [12–14]. 
With emerging evidence that ovarian cancer originates 
in the fallopian tubes [15], one Canadian province saw an 
increased trend in salpingectomy for female sterilization, 
from 0.4% of female sterilization procedures in 2008 to 
33.0% in 2011 [16], with similar increases seen in Texas 
and New York over a similar time period [17]. At a Kaiser 
Permanente Northern California site, interval salpingec-
tomies increased from 1.0 to 78.1% between 2011 and 
2016 [18]. In June 2017, the Society of Obstetricians and 
Gynaecologists of Canada released a committee opinion 
that when counselling females seeking permanent contra-
ception, physicians should discuss the protective benefit 
of tubal ligation against ovarian cancer, and the “fact that 
the removal of the fallopian tube may provide additional 
benefit”  [14] with no additional side-effects over those 
with laparoscopic tubal ligation [15, 19]. In two Markov 

Plain Language Summary 

There are multiple options available to help people end their fertility: each option with accompanying benefits and 
risks. A comprehensive comparison of the benefits and risks of available options is important to support informed 
decision-making. We aimed to understand the comparability of laparoscopic tubal ligation, hysteroscopic tubal occlu-
sion, bilateral salpingectomy, and a long-acting reversible contraceptive, the levonorgestrel-releasing intrauterine 
contraception (LNG-IUC), among females seeking permanent contraception in high resource countries.

We followed PRISMA guidelines for conducting systematic reviews. We assessed for risk of bias using the Newcastle–
Ottawa scale, to ensure that we were including high-quality studies. We found high variability between the included 
articles, so we performed a narrative synthesis.

We identified 6612 articles and reviewed the full text of 154, of which 34 met our inclusion criteria. We further 
excluded 10 studies due to high risk of bias and included 24 articles in our synthesis. Most compared hysteroscopic 
tubal occlusion and/or laparoscopic tubal ligation. No included studies compared LNG-IUC to other methods. Most 
comparisons reported effectiveness and adverse events, with fewer reporting tolerability, patient recovery time, non-
contraceptive benefits, and costs to the healthcare system. We found inconclusive evidence comparing the effective-
ness of hysteroscopic tubal occlusion to laparoscopic tubal ligation. All options reported adverse events, and all forms 
of tubal interruption reported a protective effect against cancers.

There is insufficient research directly comparing surgical forms of permanent contraception, such as tubal ligation 
or removal, with alternative options, such as intrauterine contraception. High-quality studies are needed to support 
informed decision-making.
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simulation models comparing bilateral salpingectomy 
and laparoscopic tubal ligation, bilateral salpingectomy 
was suggested to reduce ovarian cancer risk, contribute 
to additional quality years of life [20], and result in fewer 
ovarian cancer diagnoses [20], and fewer ovarian-cancer 
related deaths [21]; with a mean incremental cost of $152 
per person [20]. Additional decades of follow up after sal-
pingectomy are still needed to understand how closely 
reality will compare to this simulation.

The LNG-IUC is a long-acting reversible contraceptive 
that may be considered as an alternative to permanent 
contraception for females seeking to end their fertility. 
The insertion of the LNG-IUC has efficacy and effec-
tiveness rates similar to tubal ligation [1–3, 5], as after 
insertion, it does not require maintenance. The LNG-
IUC requires re-purchase and re-insertion every 5 or 
more years [22], may cause irregular bleeding [23], and 
in extremely rare cases, the device may migrate and cause 
uterine perforation [24]. However, this option may be 
attractive due to the avoidance of surgery and the faster 
recovery time compared to that required for other meth-
ods [25]. Therefore, with comparable effectiveness, fewer 
anticipated adverse events, and a similar ‘forgettable’ 
nature as available permanent contraceptive methods, 
the LNG-IUC should be considered an option for females 
seeking to end their fertility.

Despite the many options available, we were unable to 
find a guide for clinicians or for people seeking female 
permanent contraception that systematically compares 
available methods according to important outcomes, nor 
any that include comparable long-acting reversible con-
traception. Permanent contraception decision-making 
can be complex, and shared decision-making requires a 
comprehensive review of available options and relevant 
outcomes to make an informed choice that is aligned 
with each patients’ reproductive goals. Ultimately, the 
choice of which contraceptive method to use should be 
based on an informed understanding of not only effec-
tiveness, but also any accompanying potential risks, addi-
tional benefits, tolerability, and recovery time expected 
for the patient.

Objectives
We aimed to understand what is known from high qual-
ity studies about the comparability of permanent meth-
ods of contraception. We included laparoscopic tubal 
ligation, hysteroscopic tubal occlusion, bilateral sal-
pingectomy, and insertion of the LNG-IUC among peo-
ple seeking permanent female contraception in high 
resource countries.

Primary outcomes included:

• Effectiveness at preventing pregnancy

• Adverse events
• Tolerability
• Patient recovery; and
• Non-contraceptive benefits.

Secondary outcomes included:

• Length of procedure
• Costs to the healthcare system
• Eligibility
• Accessibility
• Follow-ups required to ensure completion or for 

safety monitoring.

Thorough definitions of study objectives are explained 
in the systematic review protocol [26].

Methods
We followed PRISMA guidelines [27] for this analysis in 
accordance with the accompanying explanation and elab-
oration paper [28]. The PRISMA checklist is available in 
Additional file 1.

Protocol registration
We pre-specified and previously published [26] objec-
tives and analyses in a protocol registered on PROSPERO 
(CRD42016038254).

Deviations from the protocol
In the previously published protocol, we did not explicitly 
state that we would remove studies which were assessed 
to be at high risk of bias. BC joined the project as an 
additional reviewer, who contributed to screening of the 
titles and abstracts. RG and BV were anticipated to do 
data extraction independently, and to compare results. 
As we will discuss, for this review RG extracted data for 
all included results, with BV extracting data from a sub-
sample, which were compared for accuracy. Finally, in 
our protocol we noted that excluded studies would be 
listed in a table noting exclusion criteria. Instead, we have 
displayed the reasons for exclusion in the PRISMA flow-
chart for ease of presentation.

Eligibility criteria
We included studies that met the following criteria:

• Population comprised of females of reproductive age 
(15–49), without major comorbidities;

• Prospective and retrospective cohort, case–control, 
or randomized control trial methodology;

• The paper was published in a peer reviewed journal 
in English;
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• The analysis took place in high resource countries 
as defined by the World Bank Country and Lending 
groups [29];

• The interventions included comparisons of any two 
or more of: laparoscopic tubal ligation, hysteroscopic 
tubal occlusion, bilateral salpingectomy, or insertion 
of the LNG-IUC, and/or controls;

• The outcomes assessed included at least one of the 
following: effectiveness, adverse events, tolerability, 
non-contraceptive benefits, patient recovery, acces-
sibility, length of the procedure, follow-ups required, 
eligibility, or costs to the healthcare system.

We excluded studies with these characteristics:

• A case study or case series design;
• Conducted outside of high resource countries;
• Interventions included concomitant procedures.

Information sources
We searched EMBASE, Pubmed (Medline), and Web 
of Science using a combination of MeSH terms and key 
words related to hysteroscopic tubal occlusion, lapa-
roscopic tubal ligation, the LNG-IUC, and bilateral sal-
pingectomy. We also reviewed the references of relevant 
articles. We did not set date restrictions.

Search strategy
We downloaded selected articles in Mendeley Desktop 
1.19.3 software (Elsevier, 2008) for further assessment 
and handling, including study selection. We consulted 
librarians to create our search strategy, which is available 
online: http:// med- fom- cart- grac. sites. olt. ubc. ca/ files/ 
2016/ 05/ Search- Strat egies- Libra rian- edit. docx.

The search strategy was built between April and May 
2016. An initial search was performed on May 16th, 
2016. We performed an updated search of the literature, 
using the same search strategy as outlined above, on Jan-
uary 30th, 2019.

Study selection
Three authors (RG, BC, BV) independently reviewed 
titles and abstracts of initial articles based on relevance. 
RG reviewed all identified articles, and BC and BV each 
reviewed a subset of articles. After comparison of articles 
for relevance based on titles and abstracts, RG reviewed 
full text articles for inclusion or exclusion, noting reasons 
for exclusion.

Data collection process
RG created the data extraction form and initially pilot-
tested the form on a randomly selected subset of studies 

to determine comprehensiveness. We extracted data 
from each study that met the inclusion criteria includ-
ing: population, intervention, comparisons, outcomes, 
and study design (PICOS); follow-up period; and funding 
source for the study, where available.

RG extracted data from all relevant articles, and BV 
independently extracted data from a sample of articles. 
We compared the data extraction forms for accuracy. 
Any discrepancies were adjudicated by the senior author 
(WVN).

Data items
We defined all data items, including definitions of the 
variables sought, in detail in our protocol [26].

Risk of bias in individual studies and across studies
We used the Newcastle Ottawa Scale (NOS) to determine 
risk of bias for cohort and case–control studies [30]. We 
assessed risk of bias for each included study, and pre-
sented the results in a table stratified by study design. As 
the GRADE guidelines suggest, in evaluating a large body 
of evidence, it is important to consider risk of bias across 
outcomes. Where an outcome is reporting data from 
studies that are at high risk of bias and at low risk of bias, 
authors may consider synthesizing only those at low risk 
of bias [31]. Therefore, we excluded any articles assessed 
to be at medium–high risk of bias (NOS score < 7).

We assessed the cumulative risk of bias based on the 
risk of bias found in individual studies, along with careful 
consideration of any outcome reporting bias, incomplete 
study data, or overall quality of the evidence presented 
and synthesized.

Synthesis of results
We aimed to perform a network meta-analysis, but het-
erogeneity was assessed as substantial  (I2 ≥ 80%), with 
wide variability in outcome reporting that precluded a 
valid pooling of results. Therefore, we undertook a nar-
rative synthesis in accordance with the guidelines of 
the Cochrane Consumers and Communication Review 
Group [32], by using text to summarize the overall effects 
and variations in studies, and synthesis across included 
studies to identify the patterns and interpretations of 
overall findings [33]. First, we summarized the main out-
comes and effects for each study and grouped by inter-
vention comparison and outcome. Next, we assessed 
differences to explain the patterns of effect, by consider-
ing variability in the study designs, in populations and 
settings, and the outcome measures used [32]. We organ-
ized the final narrative synthesis by outcome, describing 
the similarities, differences, and patterns of results.

http://med-fom-cart-grac.sites.olt.ubc.ca/files/2016/05/Search-Strategies-Librarian-edit.docx
http://med-fom-cart-grac.sites.olt.ubc.ca/files/2016/05/Search-Strategies-Librarian-edit.docx
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Results
Study selection
Figure  1 details our study selection process, including 
reasons for exclusion, following PRISMA guidelines [27]. 
Our database search of EMBASE, Pubmed (Medline), 
and Web of Science revealed 6,826 documents, and we 
identified an additional 25 documents screening refer-
ences of relevant articles. After we excluded duplicates 
(239), RG, BC, BV reviewed titles and abstracts based on 
relevance. RG reviewed all 6,612, and BC and BV inde-
pendently reviewed 1,647 and 5,088 studies respectively. 
Of these, we excluded 6,458 because they did not meet 
the inclusion criteria. RG reviewed the full text of the 
remaining 154 studies. BV reviewed 30 full text studies 
and compared them with the relevant articles assessed by 

RG to check for accuracy. We extracted data and assessed 
risk of bias for 34 studies. We found high risk of bias in 
10 studies, leaving a total of 24 studies included in the 
narrative synthesis.

Study characteristics
Included studies compared laparoscopic tubal ligation vs. 
control (n = 2), hysteroscopic tubal occlusion vs. laparo-
scopic tubal ligation (n = 12), laparoscopic tubal ligation 
vs. bilateral salpingectomy (n = 6), laparoscopic tubal 
ligation vs. bilateral salpingectomy vs. control (n = 3), 
hysteroscopic tubal occlusion vs. bilateral salpingec-
tomy vs. laparoscopic tubal ligation (n = 1). Our search 
revealed only one study which included outcomes with 
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the LNG-IUC, however it was excluded due to high risk 
of bias.

People who had severe comorbidities were excluded. 
All studies were pairwise comparisons of females of 
reproductive age, who underwent an interval contra-
ceptive procedure (at a time not related to a pregnancy) 
including either laparoscopic tubal ligation, hystero-
scopic tubal occlusion, bilateral salpingectomy, or were 
selected as a control comparison.

The characteristics and results of all included studies 
can be found in Table 1. Six studies compared effective-
ness [34–39]; 15 assessed adverse effects [17, 18, 34, 35, 
38–48]; three compared patient recovery  [18, 35, 44]; 
five compared non-contraceptive benefits, primarily 
the reduction of cancer risk [43, 49–52]; six compared 
tolerability [34, 35, 37–39, 52]; four compared costs 
to the healthcare system;  [38, 53–55] and seven com-
pared length of procedures [17, 18, 38, 44, 47, 48, 55]. 
No included studies compared accessibility, eligibility, or 
follow-up required. The majority of studies (n = 20) were 
observational cohorts, and the rest were case–control 
studies (n = 4). The studies were conducted in the United 
States (n = 13), Canada (n = 2), the UK (n = 2), France 
(n = 2), Denmark (n = 1), Spain (n = 1), Sweden (n = 1), 
Finland (n = 1), and Australia (n = 1). All included stud-
ies were published between 2003 and 2019. Enrolment of 
females of reproductive age (15–49) occurred between 
1966 and 2016, with significant variations in follow-up 
ranging from 2 weeks to 44 years.

Risk of bias within studies
We excluded studies where risk of bias was determined to 
be medium to high (NOS 0–6) in at least one domain of 
assessment of risk, largely due to the observational study 
designs, non-random allocation of interventions, and dif-
ferences in baseline characteristics between comparator 
groups. Our assessment of risk of bias for each study can 
be found in Additional file 2.

Results of individual studies
Results of individual studies can be found in Table 1.

Narrative synthesis of results
Effectiveness
Six studies reported the rate of pregnancy, all of which 
were cohort studies comparing hysteroscopic tubal occlu-
sion and laparoscopic tubal ligation [34–39]. Among the 
included studies, there was a wide range of follow-up 
time to assess effectiveness (from 1 year to a maximum 
of 10 years) [34] and significant variance in directionality 
and strength of the outcome; this likely explains the con-
siderable heterogeneity observed.

Three analyses found no significant difference in the 
risk or reported number of unintended pregnancies 
between laparoscopic tubal ligation and hysteroscopic 
tubal occlusion [34, 37, 38]. A retrospective cohort in 
the United States found that the cumulative rate of 
pregnancy was 1.02 pregnancies per 100 person years 
after hysteroscopic tubal occlusion and 0.88 pregnan-
cies per 100 person years after laparoscopic tubal liga-
tion (p = 0.003). Patients who underwent hysteroscopic 
tubal occlusion were at 1.2 times higher risk of becom-
ing pregnant compared to those who underwent laparo-
scopic tubal ligation [aHR 1.20 (95% confidence interval 
1.09–1.33)]. [39].

Two studies, both conducted in France, found a higher 
risk of pregnancy among laparoscopic tubal ligation than 
hysteroscopic tubal occlusion [35, 36]; however in one 
study, this difference was only significant at 1 year [aHR 
0.70 (0.53–0.92)], but not at 3 years [aHR 1.04 (0.83–
1.30)] [35].

Adverse effects
Fifteen studies assessed adverse effects. Results are 
organized by comparison: six compared hysteroscopic 
tubal occlusion and laparoscopic tubal ligation [34, 35, 
38–41], two compared laparoscopic tubal ligation and a 
control [42, 43], five compared laparoscopic tubal ligation 
and bilateral salpingectomy [17, 18, 44, 45, 48], one com-
pared hysteroscopic tubal occlusion, laparoscopic tubal 
ligation, and bilateral salpingectomy with controls [46], 
and one compared bilateral salpingectomy with laparo-
scopic tubal ligation and with historical matched controls 
[47].

Hysteroscopic tubal occlusion vs. laparoscopic tubal liga-
tion Three studies [34, 40, 41] found no statistically 
significant difference in rates of adverse effects including 
abnormal uterine bleeding, pelvic pain, or opioid man-
aged pain between the two interventions, including at 6 
or 12  months post-procedure. A significantly lower risk 
of chronic pelvic pain and risk of hysterectomy was found 
among women undergoing hysteroscopic tubal occlusion 
at 24 months post-procedure [41].

Hysteroscopic tubal occlusion was associated with a 
lower risk of surgical complications than laparoscopic 
tubal ligation [aOR 0.18 (0.14–0.23)] [35] and a lower 
risk of iatrogenic complications after surgery [OR 0.35 
(0.20–0.61)] [38]. Higher rates of gynecological com-
plications were found in hysteroscopic tubal occlu-
sion patients compared to laparoscopic tubal ligation 
patients [35, 39], including menstrual dysfunction [aHR 
1.23 (1.20–1.27)] [39]. However, pelvic pain incidence 
was found to be significantly lower in hysteroscopic 
tubal occlusion patients compared to laparoscopic 
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tubal ligation patients [21.0% compared with 25.6% at 
2 years, aHR 0.83 (0.80–0.85)] [39].

Laparoscopic tubal ligation vs. comparison Compared 
to controls, included studies did not find a statistically 
significant change in menstrual cycle after undergoing 
laparoscopic tubal ligation [42].

One study found an increase in risk for anal cancer 
among those who underwent laparoscopic tubal liga-
tion compared to those who did not [RR 1.34 (1.11–
1.63)]; however, no associations between laparoscopic 
tubal ligation and risk of endometrium, breast, cervix, 
or colorectal cancers, nor all cancers combined, were 
significant [43].

Laparoscopic tubal ligation vs. bilateral salpingec-
tomy Three studies found that there was no significant 
difference when comparing risk of readmission, blood 
transfusion, or intraoperative complications between 
laparoscopic tubal ligation and bilateral salpingectomy 
[17, 18, 44], nor any difference in post-procedure phy-
sician visits for surgical infection or complication [45]. 
No significant differences in complications were found 
when assessing both immediate (2.9% vs. 2.5%, p = 1.0) 
and short-term (within 30 days) adverse events (14.7% vs. 
4.9%, p = 0.51) among people undergoing laparoscopic 
tubal ligation and bilateral salpingectomy, respectively 
[48]. However, there was a higher risk among people 
who underwent bilateral salpingectomy who required 
prescription analgesic use after surgery compared to 
those who underwent laparoscopic tubal ligation [(aOR 
1.21 (1.14–1.29)] [45].

Hysteroscopic tubal occlusion vs. laparoscopic tubal liga-
tion vs. bilateral salpingectomy vs. controls One study 
performed a retrospective cohort study using administra-
tive data to assess risk of ectopic pregnancy among people 
who underwent surgical sterilizations including bilateral 
salpingectomy, laparoscopy with Filshie clip, minilapa-
rotomy, laparotomy, and hysteroscopic tubal occlusion 
using Essure™ compared to an unspecified destruction or 
occlusion of fallopian tubes [46]. Hazard ratios for ectopic 
pregnancy did not remain significant for laparoscopy 
with Filshie clip, minilaparotomy, and laparotomy, and 
there were no ectopic pregnancies reported for bilateral 
salpingectomy nor hysteroscopic tubal occlusion with 
Essure™ [46].

Bilateral salpingectomy vs. tubal ligation vs. historical 
controls When comparing bilateral salpingectomy and 
laparoscopic tubal ligation to historical controls, there 
was no significant difference when comparing estimated 
median blood loss between bilateral salpingectomy (5 ml) 

with laparoscopic tubal ligation current (7 ml, p = 0.18) or 
historical (10 ml, p = 0.31) controls [47].

Patient recovery
Two studies comparing laparoscopic tubal ligation and 
bilateral salpingectomy found no significant difference 
in terms of length of hospital stay, although there was a 
wide variance in reported length between the two studies 
(median of 1.8 h [18] to 1.31 days [44]).

One study found that women who underwent hystero-
scopic tubal occlusion required fewer sick days compared 
to women who underwent laparoscopic tubal ligation at 
1 year (5.90  days vs. 6.50  days, p < 0.001) and at 3 years 
(28.3 vs. 32.3, p < 0.001). [35].

Non‑contraceptive benefits
Five studies measured non-contraceptive benefits, pri-
marily assessing preventative benefits in reducing the 
risk of developing various cancers. Three compared bilat-
eral salpingectomy or laparoscopic tubal ligation against 
controls [49–51], one compared laparoscopic tubal liga-
tion against controls [43], and the last compared hyst-
eroscopic tubal occlusion and laparoscopic tubal ligation 
directly [52]. Two were case–control studies [50, 51] 
while the rest were cohorts using large administrative 
databases [43, 49, 52].

Overall reduction in ovarian cancer risk [RR 0.80 
(0.76–0.85)], peritoneal cancers [RR 0.81 (0.66–0.98)], 
and cancers of the fallopian tube [RR 0.60 (0.37–0.96)] 
was observed in laparoscopic tubal ligation patients when 
compared to matched controls [43].

Both laparoscopic tubal ligation and bilateral sal-
pingectomy had protective effects against cancers when 
compared to a matched control. Both laparoscopic tubal 
ligation [aHR 0.72 (0.64, 0.81)] and salpingectomy [aHR 
0.65 (0.52–0.81)] had protective effects against ovarian 
or tubal cancer compared to females who did not have 
any surgical intervention [49]. A sub-analysis found that 
bilateral salpingectomy had a greater reduction in risk 
than unilateral salpingectomy [aHR 0.35 (0.17–0.73) vs. 
aHR 0.71 (0.56–0.91) respectively], although data dis-
tinguishing laterality was only available up to 1996 [49]. 
Similarly, people who underwent laparoscopic tubal 
ligation or bilateral salpingectomy had reduced odds of 
developing epithelial ovarian cancer ([OR 0.87 (0.78–
0.98)] and [OR 0.58 (0.36–0.95)], respectively) compared 
to matched controls [50].

An age-matched case–control study found that when 
adjusted, a history of any tubal sterilization proved to 
have a statistically non-significant odds ratio of reducing 
the risk of developing epithelial ovarian cancer [OR 0.59 
(0.29–1.17)] compared to matched controls [51]. Further 
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analyses comparing the effect of bilateral salpingectomy 
against matched controls, non-excisional techniques, and 
partial salpingectomy also remained statistically insig-
nificant [OR 0.22 (0.03–1.87)] [51]. Similarly, Mao et al. 
found no difference in the incidences of gynecologic can-
cer [(0.1% vs. 0.1%, HR 2.63 (0.70–9.91)] or other cancers 
[(1.2% vs. 1.3%, HR 1.03 (0.78–1.36)] after initial hystero-
scopic tubal occlusion compared with laparoscopic tubal 
ligation [52].

Tolerability
Nine studies assessed the ability to perform the intended 
method without requiring other procedures to fix the 
procedure due to an unsuccessful first attempt or to 
perform a second procedure to achieve permanent con-
traception. All studies compared the tolerability of hyst-
eroscopic tubal occlusion with laparoscopic tubal ligation 
with a wide variation in follow-up time, from an average 
of 30 days [34] to 7 years. [52].

Six studies found a significantly higher risk of re-oper-
ation among those who underwent hysteroscopic tubal 
occlusion compared to laparoscopic tubal ligation [34, 35, 
37–39, 52], with studies reporting an increased adjusted 
hazard ratio from 2.05 [39], to 3.26 (1  year post-proce-
dure) [35] and tenfold the odds (1 year post-procedure) 
[38]. The increased risk of re-operation remained after a 
3-year follow up [aHR 1.62 (1.51–1.73)] [35].

Accessibility
We did not find an eligible study that systematically 
measured or compared the out-of-pocket costs for the 
procedure, wait times, or the locations where the proce-
dure can be performed.

Secondary objectives
Eligibility
We did not find an eligible study that systematically 
measured or compared eligibility for the procedures.

Follow‑up required
We did not find an eligible study that compared the num-
ber of follow-up visits needed, or required, to ensure that 
the method was completed or for safety monitoring.

Costs to the healthcare system
Four studies measured costs to the healthcare system 
by index cost. All studies compared total costs between 
hysteroscopic tubal occlusion and laparoscopic tubal 
ligation, either reporting the mean or the median index 
costs per patient when undergoing each procedure. 
Three studies found that hysteroscopic tubal occlusion 
was less costly to perform than laparoscopic tubal liga-
tion [53–55], with total costs for hysteroscopic tubal 

occlusion ranging between $1646 [54] and $3964 [53]. 
Median total costs for laparoscopic tubal ligation ranging 
between $2880 [55] and $5163 [53]. One study found that 
total medical and prescription costs ($7093 vs. $7568, 
p < 0.0001) and procedure-related costs ($4971 vs. $5407, 
p < 0.0001) were lower among women who underwent 
hysteroscopic tubal occlusion compared to tubal ligation 
[53]. However, costs related to complications or failures 
were higher with hysteroscopic tubal occlusion com-
pared to laparoscopic tubal ligation ($272 vs. $176) [54]. 
One study found higher total charges for hysteroscopic 
tubal occlusion compared to laparoscopic tubal ligation 
(median $7832 vs. $5068, p < 0.01) [38].

Length of the procedure
Seven studies compared the length of the procedure, with 
four comparing bilateral salpingectomy and laparoscopic 
tubal ligation, two comparing laparoscopic tubal ligation 
and hysteroscopic tubal occlusion, and one comparing 
bilateral salpingectomy with tubal ligation and historical 
controls.

Four studies found that the bilateral salpingectomy 
procedure took significantly longer than laparoscopic 
tubal ligation to complete (3–11 min longer) [17, 18, 44, 
48] Median/mean surgical times ranged between 33 [18] 
and 44 [48] min for bilateral salpingectomy, and between 
30 [18] and 38 [48] min for laparoscopic tubal ligation. 
Overall median operative times were similar between 
bilateral salpingectomy and tubal ligation (study and his-
torical controls) [47].

Laparoscopic tubal ligation procedure took signifi-
cantly longer (means and medians ranging between 27 
and 52  min) than hysteroscopic tubal occlusion (means 
and medians ranging between 18–36 min) [38, 55].

Risk of bias across studies
Overall, the cumulative evidence presented remains 
at low to medium risk of bias. Due to the observational 
study designs used, we found that there were signifi-
cant sociodemographic differences between comparator 
groups that were not able to be adjusted for. Some studies 
did not fully report their patient demographic, leading to 
questions about comparability. With high heterogeneity 
found, our interpretation of evidence must be balanced 
and cautious. Our conclusions focus on comparisons 
between laparoscopic tubal ligation and hysteroscopic 
tubal occlusion, and we described tentative conclusions 
with other comparisons.

Additional analysis
We did not conduct any additional analyses.
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Discussion
Summary of evidence
There is insufficient data to compare available options for 
people seeking female permanent contraception, espe-
cially comparing to the LNG-IUC. Most studies eligi-
ble for our review compared laparoscopic tubal ligation 
to hysteroscopic tubal occlusion using Essure™ micro 
inserts, which is no longer available for use in some juris-
dictions [6–8]. Most comparisons reported on effec-
tiveness and adverse events; fewer reported tolerability, 
patient recovery, non-contraceptive benefits, and/or 
healthcare system costs. No comparisons reported acces-
sibility, eligibility, or follow-up required.

The majority of studies in our review comparing hys-
teroscopic tubal occlusion and laparoscopic tubal liga-
tion did not find a significant difference in effectiveness. 
However, for hysteroscopic tubal occlusion, success of 
effectiveness relied on participants using another form 
of contraception, or abstinence, before tubal occlusion 
could be confirmed with a hysterosalpingogram and 
correct bilateral placements of the micro inserts. Other 
options, including laparoscopic tubal ligation, bilat-
eral salpingectomy, and insertion of the LNG-IUC are 
immediately effective. Although studies that assessed 
the effectiveness of the LNG-IUC were not included, 
other reviews have demonstrated the high efficacy of this 
method, with a cumulative pregnancy rate of 0.5 per 100 
users [23], which appears comparable to laparoscopic 
tubal ligation [56].

Non-contraceptive benefits primarily looked at pro-
tective effects against various types of cancers. While 
the magnitude of the protective effect differed between 
methods of permanent contraception, it appears that 
undergoing some form of tubal interruption—whether 
it be occlusion, ligation, or removal—has a protective 
effect against several types of gynecologic cancers. In 
separate reviews, the LNG-IUC is also suggested to have 
protective effects against gynecological cancers [57], as 
well as menorrhagia, endometriosis, adenomyosis, and 
fibroids [23]. Longer term cohort studies will be required 
to effectively compare these protective effects among all 
available options for female permanent or long acting 
contraception.

All options for female permanent have risks of adverse 
effects; however, our review did not find significant dif-
ferences in opioid managed pain, pelvic pain, menstrual 
dysfunction, or intraoperative complications when com-
paring surgical methods and/or controls. One study 
found that hysteroscopic tubal occlusion patients had a 
lower risk of post-procedure hysterectomy 24-months 
post-procedure [41], but the strength of the evidence is 
diminished with potential bias in funding from Bayer, 
the company that created the Essure™ device. Multiple 

studies have found an association between an increased 
risk of anal cancer and a history of laparoscopic tubal 
ligation [43, 58]. Although we did not find articles assess-
ing adverse events of the LNG-IUC to include in our 
review, previous studies found minimal adverse effects, 
with some attributed to the device itself such as dysmen-
orrhea or irregular bleeding, or to the levonorgestrel such 
as weight gain [23]; although there is conflicting evidence 
with weight gain due to levonorgestrel [59]. More serious 
complications, such as uterine perforation, are found to 
occur rarely (estimated 2.6 per 1000 insertions) [24]. A 
systematic review comparing complication rates between 
laparoscopic tubal ligation and bilateral salpingectomy 
for sterilization found no significant differences in blood 
loss, perioperative complications, or rehospitalizations 
[60]. Upcoming research comparing salpingectomy and 
tubal ligation found no difference in time to first physi-
cian visit related to menopause between patients [61].

Laparoscopic tubal ligation was found to be more tol-
erable than hysteroscopic tubal occlusion using Essure™ 
micro inserts, with patients undergoing hysteroscopic 
tubal occlusion requiring higher rates of re-operation to 
complete or to fix the previous contraceptive method [34, 
35, 37–39, 52]. Although not included within our review, 
separate research suggests high tolerability among LNG-
IUC users, including nulliparous females [62]. Spontane-
ous expulsion of the LNG-IUC is uncommon, with an 
overall crude incidence of 9.6% [63]. Spontaneous expul-
sion is higher in patients with adenomyosis, uterine leio-
myoma, heavy menstrual bleeding, and dysmenorrhea 
[63]. Premature removal of the LNG-IUC has been found 
to be associated with excessive bleeding, pelvic infec-
tions, pain, depression, and recurrent infections; however 
even in the reported study, continuation rates, especially 
among older cohorts, were high [64].

Patient recovery was assessed by length of hospital 
stay between salpingectomy and tubal ligation, where 
no significant difference was found. Patients undergoing 
laparoscopic tubal ligation reported more sick days at 1 
and 3  year follow ups compared to hysteroscopic tubal 
ligation [35]. Considerations including patient satisfac-
tion, time to return to work, and other factors need to be 
explored further. Separate reviews have found have high 
patient satisfaction after the insertion of the LNG-IUC, 
and an almost immediate recovery time [65–67].

Lastly, we considered costs to the healthcare system. 
While three out of four studies assessing hysteroscopic 
tubal occlusion and laparoscopic tubal ligation found that 
hysteroscopic tubal occlusion was significantly less costly 
to perform than laparoscopic tubal ligation [53–55], costs 
related to complications or failures were higher after 
hysteroscopic tubal occlusion [54]. Costs to the health-
care system also should balance preventative costs, such 
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as savings per life-year gained with prevention of can-
cer cases. No studies calculated preventative cost-sav-
ings accompanying non-contraceptive benefits in each 
method, despite evidence that laparoscopic tubal liga-
tion [43, 50, 51], salpingectomy [49, 50], and the LNG-
IUC [68] provide potential cancer risk reduction. Three 
Markov models predicted significant cost-effectiveness 
when bilateral salpingectomy is employed in place of lap-
aroscopic tubal ligation in terms of ovarian cancer pre-
vention and life-years gained [20, 21, 69]. Future patient 
cohort studies will be needed to determine savings real-
ized in practice.

Implications
People seeking to end their fertility need to be able to 
make an informed decision on the range of available 
options with their healthcare providers. However, there is 
insufficient evidence to compare surgical options, such as 
tubal ligation or bilateral salpingectomy, with other non-
surgical options such as intrauterine contraception that 
offer similar effectiveness. Beyond ending fertility, other 
factors that will influence and inform a person’s choice 
for what method is best for them. To make a rigorous 
comparison, there is a need for high-quality research to 
be performed with a broader range of options.

Limitations
We found significant heterogeneity between the included 
articles. This high heterogeneity is likely driven by 
their methodological diversity and observational study 
designs, which did not allow for randomized allocation 
of participants. Therefore, significant differences in study 
population likely existed between the different interven-
tion types, such as age, socioeconomic status, or underly-
ing health conditions that were not excluded as a major 
comorbidity. Follow-up times varied widely between 
the included studies, with some only allotting minimal 
weeks for follow-up time, which biases individual stud-
ies by not allowing for an accurate assessment of possible 
outcomes. Outcomes may thus be attributable to base-
line differences and although associated with the inter-
ventions, may not necessarily be causally linked to the 
interventions.

Secondly, due to high heterogeneity, we were not able 
to complete a network meta-analysis and instead per-
formed a narrative synthesis of results. Limitations to 
narrative synthesis include the potential biasing of results 
by overemphasizing the outcomes of particular stud-
ies, and the inability to objectively compare the different 
options available.

Thirdly, results primarily focused on findings compar-
ing laparoscopic tubal ligation and/or hysteroscopic tubal 
occlusion, with 10 out of 24 studies assessing bilateral 

salpingectomy and no articles assessing the LNG-IUC. 
Therefore, results of studies focusing on bilateral sal-
pingectomy may be overemphasized as our outcomes are 
based on less available evidence.

Full text review was primarily done by one author, with 
a select subsection checked for accuracy. Therefore, it is 
possible that errors in data collection were made. Finally, 
as our study did not include grey literature, we must con-
sider publication bias which overestimates significant 
results within studies.

Conclusions
High quality studies that compare traditional forms of 
permanent contraception, such as the laparoscopic tubal 
ligation, with newer alternative methods, are urgently 
needed to provide evidence for informed decision-mak-
ing for all options available to people seeking permanent 
female contraception.

Abbreviations
MeSH: Medical subject heading; LNG-IUC: Levonorgestrel-releasing intrauter-
ine contraceptive; NOS: Newcastle Ottawa Scale.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12978- 021- 01201-z.

Additional file 1: PRISMA-2009-Checklist

Additional file 2: Risk of Bias by study design

Acknowledgements
We would like to thank Ursula Ellis for her input on the search strategy we 
developed for this review.

Authors’ contributions
RG and WVN devised the project objectives and design, and RG wrote the 
initial draft. BV, BC, and WVN contributed to revisions of the manuscript. All 
authors read and approved the final manuscript.

Funding
WVN is supported through a Chair in Family Planning Public Health Research, 
funded by the Canadian Institutes of Health Research and Public Health 
Agency of Canada (Grant No. 201405CPP 329455-107837) and as a Scholar 
of the Michael Smith Foundation for Health Research. The Women’s Health 
Research Institute of the British Columbia, Women’s Hospital and Health 
Centre, Vancouver, BC provided infrastructure support. RG was supported with 
a “Graduate Student Scholarship” from WVN’s Chair in Public Health Research.

Availability of data and materials
The datasets we used and/or analysed during our review are available from 
the corresponding author upon reasonable request. Copies of the search strat-
egies can be found at http:// med- fom- cart- grac. sites. olt. ubc. ca/ files/ 2016/ 05/ 
Search- Strat egies- Libra rian- edit. docx.

Declarations

Ethics approval and consent to participate
Not applicable.

https://doi.org/10.1186/s12978-021-01201-z
https://doi.org/10.1186/s12978-021-01201-z
http://med-fom-cart-grac.sites.olt.ubc.ca/files/2016/05/Search-Strategies-Librarian-edit.docx
http://med-fom-cart-grac.sites.olt.ubc.ca/files/2016/05/Search-Strategies-Librarian-edit.docx


Page 17 of 18Gormley et al. Reprod Health          (2021) 18:154  

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Faculty of Health Sciences, Simon Fraser University, Burnaby, BC, Canada. 
2 Faculty of Medicine, University of British Columbia, Vancouver, BC, Canada. 
3 Contraception & Abortion Research Team, Women’s Health Research Institute, 
BC Women’s Hospital and Health Centre, Vancouver, BC, Canada. 4 Faculty 
of Public Health & Policy, London School of Hygiene & Tropical Medicine, 
London, UK. 5 Department of Family Practice, University of British Columbia, 
320-5950 University Boulevard, Vancouver, BC V6T 1Z3, Canada. 

Received: 10 December 2020   Accepted: 9 July 2021

References
 1. Patil E, Jensen J. Update on permanent contraception options for 

women. Curr Opin Obstet Gynecol. 2015;27:465–70.
 2. Alton K, Jensen J. Update on permanent contraception for women. Curr 

Obst Gynecol Rep. 2018;7:163–71.
 3. Joshi R, Khadilkar S, Patel M. Global trends in use of long-acting revers-

ible and permanent methods of contraception: seeking a balance. Int J 
Gynaecol Obstet. 2015;131:S60–3.

 4. Black A, Yang Q, Wu Wen S, Lalonde AB, Guilbert E, Fisher W. Contra-
ceptive use among canadian women of reproductive age: results of a 
National Survey. J Obstet Gynaecol Can. 2009;31:627–40.

 5. Daniels K, Daugherty J, Jones J, Mosher W. Curent contraceptive use and 
variation by selected characteristics among women aged 15–44: United 
States, 2011–2013. Natl Health Stat Report. 2015;10:1–14.

 6. MedEffect Canada. Summary Safety Review - ESSURE Permanent BIrth 
Control System - Assessing the Risk of Complications and the Potential 
Need for Device Removal. In: Health Canada, ed., 2016.

 7. FDA. FDA News Release: FDA takes additional action to better under-
stand safety of Essure, inform patients of potential risks. 2016.

 8. Bayer. Essure FAQ. Whippany, NJ: Bayer, 2018 (vol 2019).
 9. Nichols M, Carter JF, Fylstra DL, Childers M. A comparative study of hys-

teroscopic sterilization performed in-office versus a hospital operating 
room. J Minim Invasive Gynecol. 2006;13:447–50.

 10. Kerin J, Carignan C, Cher D. The safety and effectiveness of a new hystero-
scopic method for permanent birth control: results of the first EssureTM 
pbc clinical study. Aust N Z J Obstet Gynaecol. 2001;41:364–70.

 11. Chapelle CF, Veersema S, Brölmann HA, Jansen FW. Effectiveness and 
feasibility of hysteroscopic sterilization techniques: a systematic review 
and meta-analysis. Fertil Steril. 2015;103(1516–25):e1-3.

 12. Royal Australian and New Zealand College of Obstetricians and Gynae-
cologists. Managing the Adnexae at the time of Hysterectomy for Benign 
Gynaecological Disease, 2014.

 13. American College of Obstetricians and Gynecologists. ACOG Committee 
Opinion No. 774: Opportunistic salpingectomy as a strategy for epithelial 
ovarian cancer prevention. Obstet Gynecol 2019;133:e279-e84.

 14. Salvador S, Scott S, Francis J, Agrawal A, Giede C. No. 344-Opportunistic 
salpingectomy and other methods of risk reduction for ovarian/fallopian 
tube/peritoneal cancer in the general population. J Obst Gynaecol Can. 
2017;39:480–93.

 15. Salvador A, Gilks B, Kobel M, Huntsman D, Rosen B, Miller D. The fallopian 
tube: primary site of most pelvic high-grade serous carcinomas. Int J 
Gynecol Cancer. 2009;19:58–64.

 16. Hanley GE, McAlpine JN, Kwon JS, Mitchell G. Opportunistic sal-
pingectomy for ovarian cancer prevention. Gynecol Oncol Res Pract. 
2015;2:1–11.

 17. Kim AJ, Barberio A, Berens P, et al. The trend, feasibility, and safety of sal-
pingectomy as a form of permanent sterilization. J Minim Invas Gynecol. 
2019;26:1363–8.

 18. Powell CB, Alabaster A, Simmons S, et al. Salpingectomy for sterilization: 
change in practice in a large integrated health care system, 2011–2016. 
Obstet Gynecol. 2017;130:961–7.

 19. Canadian Cancer Statistics Advisory Committee. Canadian Cancer Statis-
tics 2018. Toronto: Canadian Cancer Society; 2018.

 20. Dilley SE, Havrilesky LJ, Bakkum-Gamez J, et al. Cost-effectiveness of 
opportunistic salpingectomy for ovarian cancer prevention. Gynecol 
Oncol. 2017;146:373–9.

 21. Kwon JS, McAlpine JN, Hanley GE, et al. Costs and benefits of opportun-
istic salpingectomy as an ovarian cancer prevention strategy. Obstet 
Gynecol. 2015;125:338–45.

 22. Ti A, Roe A, Whitehouse K, Smith R, Gaffield M, Curtis K. Effectiveness and 
safety of extending intrauterine device duration: a systematic review. Am 
J Obstet Gynecol. 2020;223:24-35.e3.

 23. Kailasam C, Cahill D. Review of the safety, efficacy and patient accepabil-
ity of hte levonorgestrel-releasing intrauterine system. Pat Prefer Adher-
ence. 2008;2:293–302.

 24. Van Houdenhoven K, van Kaam KJAF, van Grootheest AC, Salemans THB, 
Dunselman GAJ. Uterine perforation in women using a levonorgestrel-
releasing intrauterine system. Contraception. 2006;73:257–60.

 25. McKay R, Schunmann C. Male and female sterilisation. Obstet Gynaecol 
Reprod Med. 2017;27:373–8.

 26. Gormley R, Vickers B, Norman W. Comparing options for women seeking 
permanent contraception in high-resource countries: a protocol for a 
systematic review. Syst Rev. 2019;8:1–6.

 27. Moher D, Liberati A, Tetzlaff J, Altman D. Preferred reporting items for 
systematic reviews and meta-analyses: the PRISMA statement. PLoS Med. 
2009;6:e1000097.

 28. Liberati A, Altman D, Tetzlaff J, et al. The PRISMA statement for reporting 
systematic reviews and meta-analyses of studies that evaluate health 
care interventions: explanation and elaboration. PLoS Med. 2009;6:e1–34.

 29. World Bank Group. World Bank Country and Lending Groups. 2019.
 30. Wells G, Shea B, O’Connell D, et al. The Newcastle-Ottawa Scale (NOS) for 

assessing the quality of nonrandomised studies in meta-analyses., N.d.
 31. Guyatt GH, Oxman AD, Vist G, et al. GRADE guidelines: 4. Rating the 

quality of evidence–study limitations (risk of bias). J Clin Epidemiol. 
2011;64:407–15.

 32. Ryan R. Cochrane Consumers and Comunication Review Group: data 
synthesis and analysis. In: Group. CCaCR, ed., 2013.

 33. Popay J, Roberts H, Sowden A, et al. Guidance on the conduct of narra-
tive synthesis in systematic reviews. A product from the ESRC methods 
programme Version 2006;1:b92.

 34. Antoun L, Smith P, Gupta JK, Clark TJ. The feasibility, safety, and effective-
ness of hysteroscopic sterilization compared with laparoscopic steriliza-
tion. Am J Obstet Gynecol. 2017;127:570.e1-70.e6.

 35. Bouillon K, Bertrand M, Bader G, Lucot J, Dray-Spira R, Zureik M. Associa-
tion of hysteroscopic vs laparoscopic sterilization with procedural, 
gynecological, and medical outcomes. JAMA. 2018;319:375–87.

 36. Fernandez H, Legendre G, Blein C, Lamarsalle L, Panel P. Tubal sterilization: 
pregnancy rates after hysteroscopic versus laparoscopic sterilization in 
France, 2006–2010. Eur J Obst Gynecol Reprod Biol. 2014;180:133–7.

 37. Jokinen E, Heino A, Karipohja T, Gissler M, Hurskainen R. Safety and 
effectiveness of female tubal sterilisation by hysteroscopy, laparoscopy, or 
laparotomy: a register based study. BJOG. 2017;124:1851–7.

 38. Mao J, Pfeifer S, Schlegel P, Sedrakyan A. Safety and efficacy of hystero-
scopic sterilization compared with laparoscopic sterilization: an observa-
tional cohort study. BMJ. 2015;351:h5162.

 39. Perkins RB, Morgan JR, Awosogba TP, Ramanadhan S, Paasche-Orlow MK. 
Gynecologic outcomes after hysteroscopic and laparoscopic sterilization 
procedures. Obstet Gynecol. 2016;128:843–52.

 40. Conover MM, Howell JO, Wu JM, Kinlaw AC, Dasgupta N, Funk MJ. 
Incidence of opioid-managed pelvic pain after hysteroscopic sterilization 
versus laparoscopic sterilization, US 2005–2012. Pharmacoepidemiol 
Drug Saf. 2015;24:875–84.

 41. Steward R, Carney P, Law A, Xie L, Wang Y, Yuce H. Long-term outcomes 
after elective sterilization procedures - a comparative retrospective 
cohort study of Medicaid patients. Contraception. 2018;97:482–533.

 42. Carmona F, Cristobal P, Casamitjana R, Balasch J. Effect of tubal steriliza-
tion on ovarian follicular reserve and function. Am J Obstet Gynecol. 
2003;189:447–52.

 43. Gaitskell K, Coffey K, Green J, et al. Tubal ligation and incidence of 
26 site-specific cancers in the Million Women Study. Br J Cancer. 
2016;114:1033–7.



Page 18 of 18Gormley et al. Reprod Health          (2021) 18:154 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 44. McAlpine JN, Hanley GE, Woo MMM, et al. Opportunistic salpingectomy: 
uptake, risks, and complications of a regional initiative for ovarian cancer 
prevention. Am J Obstet Gynecol. 2014;210:e1-11.

 45. Hanley GE, Kwon JS, Finlayson S, Huntsman DG, Miller D, McAlpine JN. 
Extending the safety evidence for opportunistic salpingectomy in pre-
vention of ovarian cancer: a cohort study from British Columbia, Canada. 
Am J Obstet Gynecol. 2018;219:172.

 46. Malacova E, Kemp A, Hart R, Jama-Alol K, Preen DB. Long-term risk of 
ectopic pregnancy varies by method of tubal sterilization: a whole-popu-
lation study. Fertil Steril. 2014;101:728–34.

 47. Zerden ML, Castellano T, Doll KM, Stuart GS, Munoz MC, Boggess KA. 
Risk-reducing salpingectomy versus standard tubal sterilization: lessons 
from offering women options for interval sterilization. South Med J. 
2018;111:173–7.

 48. Westberg J, Scott F, Creinin MD. Safety outcomes of female sterilization by 
salpingectomy and tubal occlusion. Contraception. 2017;95:505–8.

 49. Falconer H, Yin L, Gronberg H, Altman D. Ovarian cancer risk after 
salpingectomy: a nationwide population-based study. JNCI J Natl Cancer 
Inst. 2015;107:1–9.

 50. Madsen C, Baandrup L, Dehlendorff C, Kjær SK. Tubal ligation and 
salpingectomy and the risk of epithelial ovarian cancer and borderline 
ovarian tumors: a nation-wide case-control study. Acta Obstet Gynecol 
Scand. 2015;94:86–94.

 51. Lessard-Anderson CR, Handlogten KS, Molitor RJ, et al. Effect of tubal 
sterilization technique on risk of serous epithelial ovarian and primary 
peritoneal carcinoma. Gynecol Oncol. 2014;135:423–7.

 52. Mao J, Guiahi M, Chudnoff S, Schlegel P, Pfeifer S, Sedrakyan A. Seven-Year 
outcomes after hysteroscopic and laparoscopic sterilizations. Obstet 
Gynecol. 2019;133:1.

 53. Carney PI, Yao J, Lin J, Law A. Comparison of Healthcare costs among 
commercially insured women in the United States who Underwent Hyst-
eroscopis sterilization vs laparoscopic bilateral tubal ligation sterilization. 
J Women’s Health. 2017;26:483–90.

 54. Levie MD, Chudnoff SG. Office hysteroscopic sterilization compared with 
laparoscopic sterilization: a critical cost analysis. J Minim Invasive Gynecol. 
2005;12:318–22.

 55. Hopkins MR, Creedon DJ, Wagie AE, Williams AR, Famuyide AO. Ret-
rospective cost analysis comparing Essure hysteroscopic sterilization 
and laparoscopic bilateral tubal coagulation. J Minim Invasive Gynecol. 
2007;14:97–102.

 56. Grimes DA, Mishell DR Jr. Intrauterine contraception as an alternative to 
interval tubal sterilization. Contraception. 2008;77:6–9.

 57. Curtis K, Marchbanks P, Peterson H. Neoplasia with use of intrauterine 
devices. Contraception. 2007;75:S60–9.

 58. Coffey K, Beral V, Green J, Reeves G, Barnes I. Lifestyle and reproductive 
risk factors associated with anal cancer in women aged over 50 years. Br J 
Cancer. 2015;112:1568–74.

 59. Silva does Santas PN, Madden T, Omvig K, Peipert J. Changes in body 
composition in women using long-acting reversible contraception. 
Contraception. 2017;95:382–9.

 60. Mills K, Marchand G, Sainz K, et al. Salpingectomy vs tubal ligation for 
sterilization: a systematic review and meta-analysis. Am J Obstet Gynecol. 
2021;224:258-65.e4.

 61. Hanley GE, Kwon JS, McAlpine JN, Huntsman DG, Finlayson SJ, Miller D. 
Examining indicators of early menopause following opportunistic sal-
pingectomy: a cohort study from British Columbia, Canada. Am J Obstet 
Gynecol. 2020;223:221.e1-21.e11.

 62. Madden T, McNicholas C, Zhao Q, Secura GM, Eisenberg DL, Peipert JF. 
Association of age and parity with intrauterine device expulsion. Obstet 
Gynecol. 2014;124:718–26.

 63. Youm J, Lee HJ, Kim SK, Kim H, Jee BC. Factors affecting the spontane-
ous expulsion of the levonorgestrel-releasing intrauterine system. Int J 
Gynecol Obstet. 2014;126:165–9.

 64. Backman T, Huhtala S, Blom T, Luoto R, Rauramo I, Koskenvuo M. Length 
of use and symptoms associated with premature removal of the 
levonorgestrel intrauterine system: a nation-wide study of 17,360 users. 
BJOG. 2000;107:335–9.

 65. Carvalho NM, Chou V, Modesto W, Margatho D, Garcia EA, Baham-
ondes L. User satisfaction with a levonorgestrel-releasing intrauterine 
system (LNG-IUS): data from an international survey. Obst Genecol Res. 
2017;43:1732–7.

 66. Romer T, Linsberger D. User satisfaction with a levonorgestrel-releasing 
intrauterine system (LNG-IUS): data from an international survey. Eur J 
Contracept Reprod Health Care. 2009;14:391–8.

 67. Jensen J, Nelson A, Costales A. Subject and clinician experience with 
the levonorgestrel-releasing intrauterine system. Contraception. 
2008;77:22–9.

 68. Jareid M, Thalabard J, Aarflot M, Bovelstad H, Lund E, Braaten T. Levonorg-
estrel-releasing intrauterine system use is associated with a decreased 
risk of ovarian and endometrial cancer, without increased risk of breast 
cancer. Results from the NOWAC Study. Gynecol Oncol. 2018;149:127–32.

 69. Tai RWM, Choi SKY, Coyte PC. The cost-effectiveness of salpingectomies 
for family planning in the prevention of ovarian cancer. J Obstet Gynaecol 
Can. 2018;40:317–27.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Comparing options for females seeking permanent contraception in high resource countries: a systematic review
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 
	Systematic review registration: 

	Plain Language Summary 
	Introduction
	Objectives

	Methods
	Protocol registration
	Deviations from the protocol
	Eligibility criteria
	Information sources
	Search strategy
	Study selection
	Data collection process
	Data items
	Risk of bias in individual studies and across studies
	Synthesis of results

	Results
	Study selection
	Study characteristics
	Risk of bias within studies
	Results of individual studies
	Narrative synthesis of results
	Effectiveness
	Adverse effects
	Hysteroscopic tubal occlusion vs. laparoscopic tubal ligation 
	Laparoscopic tubal ligation vs. comparison 
	Laparoscopic tubal ligation vs. bilateral salpingectomy 
	Hysteroscopic tubal occlusion vs. laparoscopic tubal ligation vs. bilateral salpingectomy vs. controls 
	Bilateral salpingectomy vs. tubal ligation vs. historical controls 

	Patient recovery
	Non-contraceptive benefits
	Tolerability
	Accessibility

	Secondary objectives
	Eligibility
	Follow-up required
	Costs to the healthcare system
	Length of the procedure

	Risk of bias across studies
	Additional analysis

	Discussion
	Summary of evidence
	Implications
	Limitations

	Conclusions
	Acknowledgements
	References


