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Dobbs v. Jackson Women's Health Organization (Dobbs decision) has already had profound impact on reproductive health care in the
United States. Some studies have reported increased incidence of vasectomy after the Dobbs decision. The Military Health System
(MHS) provides a unique opportunity to evaluate this relationship in a universally insured, geographically representative population.
We conducted a retrospective cross-sectional study of vasectomies among all male beneficiaries in the MHS, ages 18 to 64, from
2018 to 2022. Beneficiaries receiving a vasectomy were identified via billing data extraction from the MHS Data Repository (MDR).
Descriptive statistics of demographic factors of all those receiving a vasectomy in the study period were evaluated. Crude and
multivariate logistic regression models were used to evaluate for differences in demographic variables in those receiving a
vasectomy pre-Dobb’s decision as compared to after the Dobb’s decision. The total number of men receiving a vasectomy each
month over the study period was analyzed, as were the numbers in a state immediately implementing abortion access restrictions
(Texas), and one without any restrictions on abortion access (Virginia). Our analysis found that men receiving a vasectomy post-
Dobbs decision were more likely to be younger, unmarried, and of junior military rank than prior to the Dobbs decision. In the
months following the Dobbs decision in 2022 (June-December), there was a 22.1% increase in vasectomy utilization as compared to
the averages of those months in 2018-2021. Further, it was found that the relative increase in vasectomy after the Dobbs decision
was greater in Texas (29.3%) compared to Virginia (10.6%). Our findings highlight the impact of the Dobbs decision on reproductive

health care utilization outside of abortion.
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INTRODUCTION
The Supreme Court ruling in the Dobbs decision delivered on June
24, 2022, has already had a profound impact on the delivery of
reproductive health care in the United States [1]. The most visible of
these has been the restriction on access to abortion and other
reproductive health care services implemented by several states
with the overturning of Roe v. Wade [2]. There have also been several
important downstream effects from this decision on health systems
and the delivery of contraceptive services including the utilization of
vasectomy procedures throughout the United States [3].
Vasectomy is a safe, effective, reversible, relatively inexpensive
contraceptive service that can be performed in an outpatient
setting and requires minimal recovery time [4, 5]. It is associated
with significantly fewer complications and shorter recovery times
than female tubal ligation [6]. However, the prevalence of
vasectomy has traditionally lagged that of tubal ligation [7].
Historically, motivations for men to request vasectomy have
included previous unwanted pregnancy, completed family size, or
dislike of other contraceptive options [8]. Other studies have
shown vasectomy rates to be associated with multiple individual
factors including knowledge of procedure, cultural and religious
norms, insurance coverage status, and other socioeconomic
indicators [9, 10]. In 2009, the reported prevalence of vasectomy
in men aged 30-45 years was 11.4% [10]. In 2002, the reported

incidence of vasectomy in the United States was 10.2 per 1 000
men aged 25-49 [11]. During the early 21st century, studies found
a decline in the rates of vasectomy in the United States [12, 13].
However, more recently vasectomy rates increased in the United
States in data from 2014 to 2021 [14].

In the wake of the Dobbs decision, however, studies have
shown up to a 29% increase in vasectomy rates throughout the
United States [15-17]. Larger increases have been seen in states
with ‘trigger bans’ on abortion access as compared to those that
did not immediately implement access restrictions to abortion
services [15]. These more recent studies have also shown shifts in
the demographics of men receiving vasectomies in the United
States, with shifts towards younger and unmarried men increas-
ingly utilizing this method of contraception [14, 16, 17]. The
factors and motivations for these shifts in vasectomy demo-
graphics have not been rigorously studied, however stated
reasons for seeking vasectomy amongst individuals motivated
by the Dobbs decision included the high success rate of the
procedure, concern that vasectomy may be outlawed next, or as
an act of solidarity with women [15].

The Military Health System (MHS) provides health care to
approximately 9.6 million beneficiaries comprising service mem-
bers, retirees, and their families. The system is composed of 49
inpatient hospitals and medical centers and 465 ambulatory care
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clinics throughout the United States and internationally as well as
over 500 000 network providers. Analysis of the MHS allows for a
unique opportunity to examine the effects of health policies in a
universally insured, geographically representative population [18].
Given the age and gender distribution in the military, the
population provides a diverse sample of individuals of male
reproductive capacity in which to study utilization of vasectomy
services. Historically, the military has lagged the general popula-
tion in vasectomy utilization, with an estimated incidence of 7.1
vasectomies per 1 000 male service members per year from 2000
to 2009 and 8.6 vasectomies per 1 000 male service members per
year from 2000 to 2017 [13, 19]. Additionally, with the dispersion
of the MHS throughout the United States, the system provides
additional opportunity to study vasectomy rates between states
implementing more onerous restrictions on abortion access post
Dobbs decision (Texas) as compared to those not implementing
restrictions on abortion access (Virginia). Aside from the differ-
ences in abortion policies between the two states, these states
were chosen for further analysis due to having the second and
third highest number of stationed active duty military service-
members, and having sizable, representative populations from all
military services present. The objective of this study was to
retrospectively assess the utilization of vasectomy within the MHS
with evaluation of the impact of the Dobbs decision, and
differences amongst states with differing levels of restriction on
abortion access.

MATERIALS/SUBJECTS AND METHODS

Data source and study population

We retrospectively evaluated administrative health care claims
data extracted from the MHS Data Repository (MDR). The MDR
holds administrative and healthcare claims for all service members
and retirees of the United States Army, Air Force, Navy, Marine
Corps and Coast Guard and their dependents. It includes data on
care provided directly through Military Treatment Facilities (MTFs)
as well as private sector care through the Department of Defense’s
TRICARE benefit. It does not include care delivered in a deployed
setting, or through the Veterans Health Administration.

Study population

Our study population included all male beneficiaries, ages 18 to
64, of the MHS during the time period of 2018 through 2022.
Through query of the MDR we are able to achieve complete
ascertainment of vasectomies covered by the MHS. We excluded
service members (and their dependents) who were members of
the National Guard or Military Reserves due to their inconsistent
access to the MHS which may have resulted in bias of mis
ascertainment of the outcome of interest by not fully capturing
men receiving a vasectomy. There was minimal (< 2%) variation in
total number of Active Duty men in the study population year to
year, with a low of 1 261 768 in 2022 and a high of 1 285 952 in
2019. The consistency of the denominator indicates that the count
of men receiving a vasectomy each year will provide an
appropriate approximation of the vasectomy rate year over year.

Data extraction

We queried all encounter data for International Classification of
Diseases 10 (ICD-10) codes Z30.2 and Z98.52 and Current
Procedural Terminology (CPT) codes 55450 and 55250 to identify
vasectomies performed within the MHS. For each unique
individual identified, their first visit with one of these codes was
counted as a vasectomy. Each unique individual could only be
counted for one vasectomy during the study period.

Data analysis

We conducted a descriptive analysis on patient demographics and
time period for individuals receiving a vasectomy. Descriptive
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analysis included patient demographics (age, race/ethnicity,
military service branch, and rank), the month and year of their
first vasectomy visit, and the state in which the visit occurred. Age
was evaluated as a categorical variable by decade (ages 18 and 19
combined with 20, all over 60 combined). Rank has been utilized
in a variety of military studies both as an indicator of socio-
economic status as well as educational attainment. We performed
logistic regression analysis on the effect of these demographic
covariates to determine if certain groups were more likely to
receive a vasectomy after the Dobbs decision as compared to
before the decision. We examined crude logistic regression
models on each covariate, as well as a full logistic regression
model adjusting for all covariates. We further evaluated numbers
of individuals receiving a vasectomy in each month of each year
under study to evaluate for general trends, and any potential
deviation from these trends in 2022 following the release of the
Dobbs decision in June of 2022. Additionally, we assessed the
relative change in numbers of vasectomies in the months
following the release of the Dobbs decision in 2022 as compared
to those month’s average from 2018 through 2021 between a
state immediately imposing restrictions on abortion access (Texas)
and one that had no such immediate increase in abortion access
restrictions (Virginia). All analyses were performed using SAS
software version 9.4 (SAS Institute Inc,, Cary, NC). This study was
considered exempt by the Institutional Review Board of the
Uniformed Services University of the Health Sciences. This
manuscript adheres to the STROBE reporting guidelines.

RESULTS

A total of 96 617 men aged 18-64 received a vasectomy covered
by the MHS from January 2018 to December 2022. The
demographic breakdown of these men is presented in Table 1.
The groups in which the largest number of vasectomies were
performed was in those aged 30-39 (53.97%), White (73.82%),
active duty service members (78.24%), in the Army (36.58%), of
senior enlisted rank (64.11%), and married (85.37%). We evaluated
these demographics in a logistic regression model to determine
factors associated with higher odds of receiving a vasectomy after
the Dobbs decision (Table 2). The results of our adjusted logistic
regression model show that the odds of receiving a vasectomy
post-Dobbs decision as compared to pre-Dobbs decision were the
highest in MHS beneficiaries in ages 18-29 (aOR 1.11, 95% Cl
1.07-1.15) as compared to the reference group of those aged
30-39, and in unmarried beneficiaries (@OR 1.06, 95% Cl:
1.02-1.10). Dependent beneficiaries were more likely to receive
a vasectomy (aOR 1.42, 95% Cl: 1.27-1.58) as compared to active
duty service members. Senior officers were the least likely of the
formal military ranks to receive a vasectomy. No significant
differences in odds of vasectomy by race were noted.

In the evaluation of the month during which men received
vasectomies from January 2018 through December 2022 (Fig. 1)
we observed fairly consistent levels between 1 500 and 2000
vasectomies per month during our study, with notable exceptions
of large decreases seen during 2020, and a short increase seen
immediately following the Dobbs decision in 2022. Overall, the
year 2022 had the highest cumulative number of vasectomies
performed among all calendar years (22 248) representing a 19.7%
increase as compared to the average of 2018-2021. There was also
a significant decrease in vasectomies performed in 2020, with only
14,642 men receiving a vasectomy. When discounting this
significant decrease in 2020, we still observed an 11.8% increase
in vasectomies in 2022 as compared to the average of 2018, 2019,
and 2021. In the months following the Dobbs decision release, we
observed a noticeable uptick in numbers of vasectomies
performed, with a peak of 2236 in August 2022. In analysis of
the average of the months June to December in each year,
vasectomy incidence increased substantially after the release of
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Table 1. Men ages 18-64 in the MHS receiving vasectomy 2018-2022
(N=196,617).
N Percent of Total
Age Group
18-29 21 152 21.89
30-39 52 142 53.97
40-49 17 226 17.83
50-59 4512 4.67
60+ 1585 1.64
Race
White 71 327 73.82
Black 11 203 11.60
Asian/PI 3179 3.29
Al/AN 1 045 1.08
Other 7 975 8.25
Missing 1 888 1.95
Beneficiary category
Active-Duty 75 589 78.24
Dependent 4 447 4.60
Retiree 16 581 17.16
Branch of Service
Army 35 344 36.58
Coast Guard 4175 4.32
Air Force 27 425 28.39
Other 508 0.53
Marine Corps 9210 9.53
Navy 19 955 20.65
Rank
Junior Enlisted 9 502 9.83
Senior Enlisted 61 943 64.11
Junior Officer 10 956 11.34
Senior Officer 9 060 9.38
Warrant Officer 3 051 3.16
Other 2105 2.18
Marital Status
Married 82 484 85.37
Unmarried 14 133 14.63
All 96 617 100.00

Source: Authors analysis of MDR Data.
MHS Military Health System.

the Dobbs decision in June of 2022, with a relative increase from
June through December 2022 of 22.1% as compared to the
average of the same months from 2018 to 2021. Analysis by state
(Fig. 2) showed that the relative increase in vasectomy after the
Dobbs decision from June through December 2022 as compared
to the average of the same period in 2018-2021 was greater in a
state immediately implementing a restriction on abortion access
(Texas, 29.3%) as compared to a state with no such restriction
(Virginia, 10.6%).

DISCUSSION

Our findings demonstrate the striking changes in the incidence of
vasectomy following the Dobbs decision in the MHS. Not only did
2022 have the highest number of men receiving a vasectomy, but
monthly analysis showed a significant increase in vasectomy
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incidence in the months following the Dobbs decision release in
2022. Additionally, there was a notable difference in vasectomy
incidence in Texas, which implemented a trigger restriction on
abortion access after the reversal of Roe v. Wade, compared to
Virginia, which had no such immediate restriction on abortion
access. Texas had a substantially larger increase in vasectomy
incidence from June to December 2022 as compared to expected
rates from previous years. Further, our study provided interesting
insight into the demographics of men receiving a vasectomy
within the MHS, with unmarried and younger men having higher
odds of receiving a vasectomy. Our analysis also indicated that
there was a precipitous decrease in vasectomy incidence in 2020,
during the height of the COVID-19 pandemic.

Increased incidence of vasectomy in the wake of the Dobbs
decision has been noted in several other studies evaluating
vasectomy incidence regional health centers and by insurance
claims data [15, 16]. Our study shows that similar increases in
vasectomy utilization were seen after the release of the Dobbs
decision within the MHS as compared to the populations included
in previous studies. However, in analysis of the monthly utilization
of vasectomy within the MHS, there was a noticeable surge in
vasectomies immediately following the Dobb’s decision with
incidence largely returning to normal levels several months after
the decision. This suggests that it may be possible that the release
of the Dobbs decision acted as a ‘call to action’ in the short-term
leading those already considering a vasectomy to receive one, but
that the effect may be short lived, leading to vasectomy incidence
returning to normal levels over time. Further study of the rate of
incidence of vasectomy over the next several years could help to
determine if this trend persists and vasectomy becomes a more
mainstream and utilized form of contraceptive care.

Our findings highlight the potential importance of state-by-
state level abortion access restrictions on the utilization of
vasectomy, which has notable implications for the MHS. The
legalities around providing access to abortion care within the MHS
are muddied due to the Hyde Amendment of 1976, which restricts
the use of federal funds to be used for abortion care. Typically, for
MHS beneficiaries, these services were utilized as needed on an
out-of-pocket basis. In some circumstances, beneficiaries were
eligible for reimbursement for travel for the procedures due to the
care not being available in network [20-22]. Our findings show
that in our two comparator states (Texas and Virginia), the
immediate implementation of abortion access restrictions was
associated with higher rates of vasectomy utilization post Dobbs
decision. This finding has been replicated in at least one other
study; however no direct analysis on the effect of restrictions by
differing gestational age, or other factors on the rate of vasectomy
post Dobbs has been published to date [15]. Further research into
the persistence of these effects, as well as analysis including
differing levels of abortion access restrictions to better understand
the effects these State level policies have on driving vasectomy
utilization is important to better understand the issue and in the
allocation of assets and resources for reproductive health care
services.

Our demographic analysis indicated that younger (<30) and
unmarried men had increased odds of utilizing vasectomy services
post Dobbs decision as compared to pre-Dobbs. These findings
suggest a significant shift in the demographics of vasectomy
utilization, with previous studies typically showing older men at
time of family completion were the most likely to utilize the
service [10]. Other more recent studies have demonstrated these
trends towards increased utilization of vasectomy services by
younger men after the Dobbs decision, with Bole and colleagues
showing a significant decline in median age of vasectomy
utilization, and larger proportions of unmarried and childless
men receiving vasectomy post Dobbs [16]. These findings suggest
a shift in the landscape of perceptions and beliefs regarding
vasectomy in younger generations, and further qualitative study
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Table 2.

Effect

Age Group
18 to 29
30 to 39 (ref)
40 to 49
50 to 59
60 and older

Race
White (ref)
Black
Asian/Pacific Islander
American Indian/Alaskan Native
Other

Beneficiary Status
Active Duty (ref)
Dependent
Retiree

Rank
Junior Enlisted
Senior Enlisted
Junior Officer
Senior Officer (ref)
Warrant Officer
Other

Marital Status
Married (ref)
Unmarried

Unadjusted
OR

1.17
1.00
0.96
0.91
0.94

1.00
1.04
0.96
1.04
0.99

1.00
0.96
0.92

1.44
1.19
1.26
1.00
1.28
0.76

1.00
1.05

95% Confidence
Limits

1.13 1.21
1.00 1.00
0.93 0.99
0.85 0.97
0.88 1.01
1.00 1.00
1 1.08
0.89 1.03
0.91 1.18
0.94 1.03
1.00 1.00
0.91 1.02
0.89 0.95
1.36 1.53
1.13 1.24
1.19 1.34
1.00 1.00
1.18 1.39
0.69 0.84
1.00 1.00
1.01 1.09

Unadjusted and adjusted logistic regression results for the odds ratios (OR) of a vasectomy after the dobbs decision.

Adjusted
p value OR 95% Confidence p value
Limits
<0.0001 1.11 1.07 1.15 <0.0001
1.00 1.00 1.00
0.0187 1.00 0.96 1.04 0.9519
0.003 0.97 0.90 1.05 0.4282
0.1027 0.94 0.83 1.06 0.2757
1.00 1.00 1.00
0.0866 1.04 1.00 1.09 0.0654
0.2692 0.97 0.90 1.05 0.4053
0.5953 1.00 0.87 1.14 0.9631
0.5293 1.01 0.96 1.06 0.6469
1.00 1.00 1.00
0.2272 1.42 1.27 1.58 <0.0001
<0.0001 0.94 0.90 0.98 0.0076
<0.0001 1.33 1.24 1.43 <0.0001
<0.0001 117 1.12 1.24 <0.0001
<0.0001 1.28 1.20 1.36 <0.0001
1.00 1.00 1.00
<0.0001 1.27 1.16 1.39 <0.0001
<0.0001 0.49 0.41 0.57 <0.0001
1.00 1.00 1.00
0.0204 1.06 1.02 1.10 0.0043

OR Odds Ratio. Unadjusted effect sizes and confidence limits determined using simple logistic regression modeling of each independent variable Adjusted

effect sizes and confidence limits determined using adjusted logistic regression model including all variables.

Source: Authors analysis of MDR Data.
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of younger men receiving vasectomy to better characterize their
attitudes regarding reproductive care could help provide greater
insight into this trend. Additionally, longitudinal follow up of these
younger and unmarried men receiving vasectomies may be
indicated to assess if they are more likely to utilize procedures to
reverse their vasectomy in the future. Substantially increased
utilization of the more complex reversal procedures could drive
significant requirements for resources and training for reproduc-
tive urologists and may further highlight the importance of
evidence-based pre-vasectomy counseling [23, 24].

The impact of the COVID-19 pandemic on vasectomy utilization
was an additional significant finding, with 2020 having the lowest
number of vasectomies in our study. This finding continues to
highlight the myriad impacts that the pandemic had on health
care access and utilization, which may drive untold further
healthcare needs in the future. Multiple studies have shown
varying degrees of decreases in medical care access and utilization
from cancer screenings to routine immunizations, and other
reproductive services were all significantly impacted by the
pandemic [25-27]. Further work on the downstream effects of
these impacts could help to develop campaigns to ‘catch up’ on
the immense amount of delayed care.

Our study had several key limitations. First, we were only able to
capture vasectomies paid for (directly or indirectly) by the MHS,
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Vasectomies in Texas
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Fig. 2 Number of men in the MHS receiving vasectomies in Texas and Virginia, 2018-2022. Source: Authors analysis of MDR Data.

therefore any beneficiary receiving this service outside of the MHS
would not be included. Additionally, we only utilized data back to
2018, which was primarily done to present data comparable to
other studies that have been published on this issue [15, 16].
Further, as we only allowed for each individual to be counted for
one vasectomy, it is possible that individuals received a
vasectomy, had it reversed, and then received another vasectomy,
in which case their second vasectomy would not be counted;
however, we believe this to be rare, with only approximately 5% of
men seeking an initial vasectomy reversal, and an even smaller
proportion seeking re-vasectomy after a reversal [28].

Our analysis supports the hypothesis that the Dobbs decision
had an immediate effect on vasectomy utilization within the MHS.
We assess that the reversal of Roe v. Wade was a significant driver
of a sizable increase in vasectomy incidence within the MHS,
specifically amongst younger and unmarried men. Additionally,
state level restrictions on abortion access may have mediated this
effect; with more stringent restrictions resulting in higher rates of
vasectomy utilization. These findings demonstrate the robustness
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of changes in the landscape of vasectomy utilization in a
universally insured, geographically representative population.
The MHS must be cognizant of the profound effect that the
Dobbs decision has had on the state of reproductive health care
access in America. It must be agile in appropriately allocating
reproductive care assets and resources to those areas greatest
effected by the reversal of Roe v. Wade to best support the needs
of service members and their families.

DISCLAIMER

The contents of this publication are the sole responsibility of the
authors and do not necessarily reflect the views, assertions,
opinions or policies of the Uniformed Services University of the
Health Sciences (USUHS), the Henry M. Jackson Foundation for the
Advancement of Military Medicine, Inc. (HJF), the Department of
Defense (DoD), or the Departments of the Army, Navy, or Air Force.
Mention of trade names, commercial products, or organizations
does not imply endorsement by the United States Government.
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