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Sterilisation trends

If the pill was the contraceptive phenomenon of the third
quarter of the twentieth century that of the final quarter must
surely be sterilisation. World wide, one in three couples
using some form of contraception chose this method in
1980-five times as many as in 1970.' In Britain the recently
published General Household Survey, which in 1983 intro-
duced questions on contraception, shows that, though single
women still prefer the pill, it has now been replaced by
sterilisation as the method of choice among those who are
married or cohabiting.2 In 1970 some 4% of all married
women relied on their own or their partners' sterilisation for
contraception3; by 1976 the proportion had risen to 15%4;
and by 1983 it had reached 24%. What was once seen as an
extreme and coercive form of birth control suitable only for
the reproductive control of the socially unfit has become
established as a safe, simple, and effective procedure for
those who seek permanent infertility.

Total yearly statistics for sterilisation are not systematic-
ally recorded in Britain so the total number of procedures
carried out each year is difficult to estimate accurately. The
79000 inpatient sterilisations of women performed in
National Health Service hospitals in Britain in 1983 is almost
certainly an underestimate since it excludes the increasing
number of day cases. Family planning clinics add some 3000
operations to the total, and the private sector probably a
further 10%, providing an estimate for the year of over
90000. Vasectomies are even more difficult to estimate
because of the unknown numbers performed by general
practitioners. But adding the 44 000 men sterilised in NHS
hospitals to the 15 000 in family planning clinics in Britain
and including a rough estimate of 12000-15000 treated in
private clinics and 15 000 by general practitioners gives a
total not far short of that for women's sterilizations for 1983.

Yearly figures have tended to rise with improvements in
the ease and availability of the operation and also with
dissatisfaction with other contraceptive methods. Sterilisa-
tion ofwomen, for example, increased rapidly during the late
1960s with the introduction of simpler laparoscopic tech-
niques, and vasectomies showed a similar rise in the early
1970s after the 1972 NHS (Family Planning) Amendment
Act empowering local authorities to provide the operation on
the NHS. The dramatic increase in the number of operations
on both men and women between 1977 and 1979 (see figure)
coincided with reports linking the use of the pill with a higher
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risk of thrombosis and heart disease. Research shows that
men, as well as women, increasingly give fears over the
possible side effects of other methods of contraception as
their reason for wanting the operation.5

Despite the fact that vasectomy is a safer, simpler, and less
costly operation, sterilisation of women has in the past been
more popular: in 1970 seven women had been sterilised for
every three men who had had vasectomies.3 But men have

80000

80000

60000

40000i

Sterilisations of women

All ages

3and over

20000 U 30

Vosectorrnes

All ages

0 I . . . .
1975 76 77 78 79 80 81 82 83 1975 76 77 78 79 80 81 82 83

Year Year

Sterilisations ofwomen (excluding day cases) and vasectomies (inpatient and day
cases) in NHS hospitals in England and Wales, 1975-83. (Source: Hospital In-
Patient Enquiry.)

been closing the gap recently: by 1976 the ratio had narrowed
considerably to seven to SiX,4 and in 1983 roughly equal
numbers ofwomen and men had been sterilised.

If it is the young middle classes who spearhead social
trends then the shift towards vasectomy might become even
more obvious. Once described as a "blue collar" operation,
vasectomy has been steadily gaining favour among middle
class men of all ages, but those in their 20s are now four times
as likely as their partners to have been sterilised. Sterilisation
of women remains more popular in lower socioeconomic
groups, but only marginally so today. Some 29% of women
married to manual workers had been sterilised in 1983
compared with 26% of wives of non-manual workers.
Concern has been mounting recently over the supposedly

rising tide of young, single people who are opting for
sterilisation. The anxiety was further fuelled by an article in
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The Times last summer documenting the apparent ease with
which childless women in their 20s could obtain the opera-
tion.6 Investigation of private sector records may well have
prompted the observation that sterilisation is an increasingly
widespread solution to the contraceptive problems of the-
young. Public sector statistics, however, show quite the
reverse.
The General Household Survey data show that fewer than

1% of single men and women in their 20s seek a permanent
end to their fertility, and among the married only where high
parity has been achieved does the number rise appreciably.
Service figures tell the same story. The steady increase noted
by Bledin et al in the number of sterilisation procedures
carried out on younger women between 1961 and the early
1970s has not continued.7 Though comparable figures are not
available for men, operations performed on women under 30
each year have remained remarkably constant in the past
decade and the overall increase is solely attributable to the
rise in the number of operations performed in the over 30s.
Nor is there any evidence, from sterilisation figures at least,
ofa widespread trend towards childlessness. In 1983 only 3%
of couples with no children had elected to be sterilised.
Typical candidates for sterilisation, men and women, are still
married couples in their 30s who have completed their
families.
A further welcome change over the past decade or so in the

timing of sterilisation ofwomen deserves mention. Far fewer
operations are now performed at the same time as another
obstetric event, and far more are performed as interval
sterilisations. The number of procedures carried out at the
emotionally stressful time of childbirth or delivery fell from
two thirds of total inpatient sterilisations of women in NHS
hospitals in 1973 to fewer than a quarter 10 years later.
Whether the rising trend in sterilisation has now reached

its ceiling is hard to tell. The high prevalence in the United
States has been almost stationary over the past few years, and
the pool of those in Britain who would be prepared to resort
to surgery to control their fertility cannot be inexhaustible.
On the other hand, the present pace of surgical procedures
alone would maintain the current prevalence rate, and on
past evidence the upturn in 1983 will almost certainly have
been reinforced after the "pill scare" in the autumn of that
year. Inpatient figures forNHS hospitals are not available for
1984, but family planning clinics reported a 32% increase in
uptake in sterilisation of women and an 18% increase
in vasectomy between 1983 and 1984. In addition, new
potentially reversible methods of sterilisation are now being
developed which could remove the main drawback of this
method of family planning. It seems at least likely that the
1976 forecast ofone third ofmarried couples sterilised before
the age of 354 will become a reality.

Clearly the rising numbers of those electing to be sterilised
raise important questions about counselling. Yet there seem
no real grounds for the alarm raised in some quarters over the
capacity of existing counselling services to cope. Research
shows that those at high risk of regret (the target group of
sterilisation counselling) are more likely to be younger"I and
to have been sterilised at times of emotional trauma such as
childbirth and abortion,'213 and the evidence suggests that
proportionately fewer people are falling into these categories,
not more.

Counselling is particularly important in the case of
voluntary sterilisation, where thse decision must be regarded
as irrevocable; and adequate provision of relevant informa-
tion is vital in every case. But a recent report from the Policy
Studies Institute shows that lengthy counselling insisted on

indiscriminately is not necessarily in the best interest ofevery
client.'4 To give full counselling to all might be as intrusive as
to withhold it from the few who need it would be neglectful.
However carefully doctors screen their-patients, a small but
tragic proportion of those who undergo the operation will
subsequently experience ±egret. But even the very best
counselling cannot realistically prepare for every eventuality
in life.

KAYE WELLINGS
Research Officer
Family Planning Information Service,
London WIN 7RJ
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Symptoms limiting exercise in
chronic heart-failure
The symptoms whiph limit exercise in patients with heart
failure are notoriously-difficult to evaluate. The perception of
shortness of breath may vary among patients. Classic teach-
ing has been that breathlessness in patients with heart disease
is due to raised left atrial pressure and fatigue due to an
inadequate increase of cardiac output on exercise. In acute
heart failure this simple view may be correct. Certainly
breathlessness and the development of pulmonary oedema
do relate to left atrial pressure. Paraoxysmal nocturnal
dyspnoea and orthopnoea are features of an overexpanded
circulation. Drugs which lower the left atrial pressure almost
always relieve breathlessness.
The primary event initiating the clinical syndrome of

chronic heart failure is ventricular dysfunction. Not un-
reasonably, physicians have assumed that exercise capacity
would be related to the severity of the left ventricular
dysfunction. Recent studies, however, have shown that this
is not true. When patients with heart failure are assessed their
exercise capacity cannot be predicted from estimates of left
ventricular ejection fraction or end diastolic dimensions
either at rest'4 or on peak exercise.3 Furthermore, the
mechanism by which these patients increase cardiac output
on exercise varies with the aetiology of the heart failure.5 In
patients with idiopathic dilated cardiomyopathy the stroke
volume is increased by a reduction, of the ventricular volume
at end systole with little, change in dimensions at end
diastolean increase in the ejection fraction. In patients with
ischaemic heart' disease the stroke volume is increased by
enlargement of the size of the heart at end diastole and almost
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