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ABSTRACT

Study Objective: The objective of the study was to iden-
tify factors associated with negative patient experiences
with Essure.

Design: This was a retrospective cohort study and fol-
low-up survey.

Setting: The study was conducted in an academic setting.

Patients: Patients included women who had an Essure
placed between 2002 and 2017.

Methods: The hospitals’ database was queried to identify
subjects and charts were reviewed to confirm medical
information. Subjects were invited by mail, e-mail, or
phone call to participate a survey regarding symptoms
and satisfaction with Essure. A comparison was made
between women who reported a negative experience
with Essure versus those who did not. A multivariable
logistic regression analysis was performed to identify sub-
ject or procedural characteristics associated with any neg-
ative experience with Essure sterilization.
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Results: Two hundred eighty-four women underwent Es-
sure sterilization between 2002 and 2017, 42.3% of whom
responded to the follow-up survey. Satisfaction with Es-
sure was reported by 61.9% of respondents. Thirty-three
percent of the respondents have undergone removal or
desire removal of the device. The most frequent symp-
toms attributed to Essure were pelvic pain, dyspareunia,
and vaginal bleeding. Forty-eight percent of the respon-
dents were identified as having any negative experience
with Essure. Factors associated with negative experiences
with Essure included young age at placement (odds ratio
[OR] 0.86; 95% confidence interval [CI] 0.79-0.94; P <
.001), high gravidity (OR 1.39; 95% CI 1.14-1.71; P =
.002), and absent history of abdominal surgery (OR 0.35;
95% CI 0.12-1.00; P = .049).

Conclusion: Young age at placement, high gravidity, and
absent history of abdominal surgery are factors associated
with negative patient experiences following Essure steriliza-
tion. A negative experience with Essure is common, al-
though dissatisfaction with the device is not always attribut-
able to symptoms. This information could be considered
when counseling women who plan removal of Essure.

Implications Statement: Our study provides new fol-
low-up data with respect to hysteroscopic sterilization.
This research is the first to examine any cause for negative
patient experiences with Essure. Understanding factors
associated with negative patient experiences could im-
prove patient counseling regarding the extent to which
symptoms could be attributed to Essure as well as coun-
seling women who want to undergo removal of the de-
vice. These factors could in turn prove to be predictors for
successful resolution of symptoms after removal of Essure.
Results of this study could also be used for developing
future hysteroscopic sterilization techniques.

Key Words: adverse events, Essure, hysteroscopic steril-
ization, patient satisfaction, removal.

INTRODUCTION

In 2002, the Essure (Bayer, Whippany, NJ) device was intro-
duced as a hysteroscopic sterilization technique in the

JSLS  www.SLS.org



Factors Associated with Negative Patient Experiences with Essure Sterilization, van Limburg Stirum EVJ et al.

United States. The 4-cm-long flexible device consists of outer
nitinol coils and an inner component of polyethelene tereph-
thalate and stainless steel.n2 For the sterilization procedure, a
device is placed in each fallopian tube transcervically at time
of hysteroscopy. This results in tubal fibrosis and occlusion
of the proximal fallopian tubes within 3 months. In com-
parison with laparoscopic sterilization, hysteroscopic ster-
ilization does not require abdominal incisions or general
anesthesia and can be performed in the office setting with
a quick recovery. This may be of benefit specifically for
women with significant comorbidities or if laparoscopic
surgery is contraindicated.3* A 5-year effectiveness rate up
to 99.8% has been reported, and follow-up studies dem-
onstrate that most the women who undergo the proce-
dure are highly satisfied.>-¢

Although Essure is an effective sterilization method, there
is emerging criticism about the device and the potential
for adverse effects.” Because of these concerns, the man-
ufacturer stopped sales in the United States as of the end
of 2018.8 Symptoms that have been attributed to Essure
include pelvic pain, abnormal vaginal bleeding, dyspareu-
nia, allergy, headaches, fatigue, skin issues, bloating, nau-
sea, weight gain, and depression.® Research investigations
have reported a 1.1-4.2% risk of postprocedure adverse
events related to the Essure device.”!? Removal of the
Essure device is increasingly performed, although may not
resolve symptoms in all cases?'© Prior investigations into
adverse events related to Essure are predominantly based
on subjects who eventually reported a concern or re-
quested device removal. Less information is available
about the symptoms experienced by the population as a
whole who underwent the Essure procedure and whether
certain factors can identify women at higher risk to de-
velop problems with the device. Women who are at
higher risk to develop problems with Essure may benefit
the most from Essure removal.

The primary objective of this study is to determine whether
any subject or procedural characteristics are associated with
negative patient experience after Essure sterilization. Under-
standing these risk factors could improve patient counseling
regarding the extent to which symptoms could be attributed
to Essure as well as counseling women who want to un-
dergo removal of the device.

METHODS

We performed a retrospective cohort study of all women
who underwent the Essure procedure at Brigham and
Women’s or Brigham and Women’s Faulkner Hospital
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between 2002 and 2017. The research was approved by
the Partner’s Institutional Review Board.

To identify cases, the hospital’s Research Patient Data
Registry was queried using Current Procedural Terminol-
ogy code 58565 for hysteroscopy, surgical, with bilateral
fallopian tube cannulation to induce occlusion by place-
ment of permanent implants. Medical records were then
reviewed and cases in which the procedure was discon-
tinued because of placement failure were excluded. Cases
in which a confirmatory operative note could not be
found were excluded as well because these subjects could
not be assumed with certainty to have Essure inserted.

Data were collected by both chart review and mixed-
mode subject surveys. Information that was abstracted
from the medical records included subject age at proce-
dure, race/ethnicity, body mass index (BMD), gravidity,
parity, years since placement, and indication for the pro-
cedure. Details collected about the Essure procedure itself
included number of coils visible after insertion, intraop-
erative complications, use of confirmatory imaging, and
whether both coils were placed according to the manu-
facturer’s instructions for use stating that 3—8 coils should
be visible at the uterotubal junction after placement.!

The survey questions were piloted with both patients and
subject matter experts. Patients who were being seen in
the Minimally Invasive Gynecologic Surgery clinic were
given the survey and interviewed by research staff regard-
ing the readability and comprehensiveness of the ques-
tionnaire. After incorporating edits with the patient per-
spectives, the authors further refined the survey questions.
This was done over several rounds to ensure the optimal
wording and most inclusive survey questions.

Subjects were invited to participate in the survey by mail,
e-mail, or phone call. Additional surveys and reminders
were sent to nonresponders after 3 weeks. Those who did
not reply by 6 weeks were phoned again to ask for
participation. The subject questionnaire included three
questions regarding satisfaction with the Essure device on
a five-level Likert scale that included a neutral option. In
addition to inquiring about occurrence, timing, and dura-
tion of symptoms related to the device, the survey also
requested information about the demographics of the sub-
ject and medical and obstetric history (all of which was
confirmed by medical record review if possible). If the
information collected by chart review and the survey hap-
pened to be discordant, chart review was assumed to be
correct. The patient’s medical history was complemented
with information from the survey. Subjects were also
asked about their education and income levels, whether
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they participated in social media groups related to Essure,
and whether they planned or had undergone removal of
the device, including information on resolution of symp-
toms following removal. [Supplemental Attachment 1: Sur-
vey Tooll.

Based on the survey responses, we divided subjects into
two groups (“negative experience with Essure” versus “no
negative experience with Essure”). A respondent was clas-
sified as having a negative experience with Essure if they
reported dissatisfaction, ongoing symptoms attributed to
Essure or had undergone/planned removal of the Essure
device. Dissatisfaction was defined as negative response
(<3 out of 5 on Likert scale) to one of three questions
asking about procedure satisfaction, recommendation to a
friend or if they would do the procedure again if they had
the choice. The baseline characteristics of survey respond-
ers and nonresponders were compared, as were charac-
teristics and outcomes among the survey respondents
who reported negative experience with Essure versus
those who did not. Differences between groups were
examined t-tests for normally distributed continuous vari-
ables, Wilcoxon rank-sum tests for non-normally distrib-
uted continuous variables, and x* tests for categorical
variables. A multivariable logistic regression analysis was
performed to identify factors associated with negative
patient experiences after Essure sterilization, controlling
for: age at time of procedure, BMI, gravidity, previous
abdominal surgery, presences of pain syndrome and psy-
chiatric disease. Outcomes with p-value < 0.05 were con-
sidered statistically significant. All statistic tests were per-
formed using Statistical Analysis Software SAS®, version
9.4 (SAS Institute Inc., Cary, NC, USA).

RESULTS

With the Current Procedural Terminology code, 310 sub-
jects were found. Fourteen subjects were excluded be-
cause the procedure was discontinued and twelve sub-
jects were excluded because of lack of a confirmatory
operative note. In total, 284 subjects met the study inclu-
sion criteria. One hundred and twenty subjects responded
to the survey, for a 42.3% response rate. Two subjects
responded but did not complete the survey.

Demographics and baseline characteristics for those who
responded to the survey and for those who did not re-
spond to the survey were not significantly different for any
baseline variable which could be obtained from the med-
ical record [see Supplemental Attachment 2]. All subjects
underwent the Essure procedure because of desire for
permanent birth control (as opposed to need to occlude
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hydrosalpinx prior to in vitro fertilization, for example).
The primary reasons cited for choosing Essure above
other methods for permanent sterilization included (not
mutually exclusive): “my doctor suggested it” (43.9%
in those with negative experience with Essure, 45.9% in
those without negative experience with Essure); “I wanted
to avoid abdominal surgery” (33.3% and 49.2%, respec-
tively); “I wanted a short recovery time” (33.3% and 44.3%,
respectively); and “I wanted to avoid anesthesia (12.3%
and 23%, respectively). Intraprocedural complications re-
ported by the surgeon included lack of vision because of
adhesions or thickened endometrial tissue in 5.1% of
cases and tubal spasm in 1.7% of cases. Seventy-eight
percent of all subjects and 80% of survey respondents
underwent confirmation imaging with hysterosalpingo-
gram. Two women had a pelvic ultrasound instead of
hysterosalpingogram because of contrast allergy or inabil-
ity to tolerate a speculum. In one case, the device was
removed prior to confirmatory imaging because of symp-
toms.

Seventy respondents (59.3%) reported being very satisfied
or extremely satisfied with the Essure procedure. Thirteen
respondents (11.0%) reported moderate satisfaction and
35 respondents (29.7%) noted (extreme) dissatisfaction
with the Essure. Sixty-nine respondents (58.5%) reported
that they would have the Essure procedure again if they
were faced with the decision, and 70 respondents (59.3%)
stated they would recommend the procedure to a friend
or family. Thirty-nine respondents (33.1%) with mean
Likert score < 3 of 5 on the satisfaction questions were
defined as being dissatisfied with the procedure. Seventy-
three (61.9%) respondents were satisfied with Essure. Six
respondents (5.0%) could not be defined as satisfied or
dissatisfied because of neutral responses.

Seven respondents (5.9%) had already undergone re-
moval of the device at the time of the survey, and 32
women (27.1%) reported that they are planning removal
of Essure. Reasons for (planning) removal include symp-
toms attributed to Essure (56.4%) and wish for fertility
(10.3%). Thirty-eight percent of the respondents did not
specify their reason. Reasons for removal were not mutu-
ally exclusive. The median time between procedure and
removal of the Essure device was 5.5y, with the majority
being removed via laparoscopy. A total of five women
(71.4%) who underwent removal of the device reported
symptom relief after removal.

Sixty-one respondents (51.7%) reported that they never
experienced any symptoms because of the Essure device,
whereas nine respondents (7.6%) reported only tempo-
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Figure 1. Current symptoms attributed to the Essure device by respondents who reported symptoms (n =

20

25 30 35 40

48). Presented are the

number of subjects and the symptoms attributed to Essure. Symptoms are not mutually exclusive.

rary symptoms attributed to Essure and no ongoing symp-
toms. Forty-eight respondents (40.7%) reported currently
having symptoms they attribute to the Essure device [see
Figure 1]. Additional reported symptoms included panic
attacks, cramping or painful hips and breasts during men-
struation, recurrent bacterial vaginosis, back pain, cancer,
symptoms of metal poisoning, and pain in entire body.
Thirteen of satisfied respondents (17.8%) reported cur-
rently having symptoms attributed to Essure. Nine of dis-
satisfied respondents (23.1%) do not currently have symp-
toms attributed to Essure. Reasons for dissatisfaction
reported by respondents without symptoms include ster-
ilization regret. The mean age at placement of respon-
dents with desire for future fertility is 30 y versus a mean
age of 33 y for women who did not report ongoing desire
for fertility. Twenty of the respondents with symptoms
(41.7%) reported having endometriosis, adenomyosis, fi-
broids, uterine polyps, ovarian cysts, a sexually transmit-
ted infection, or pelvic inflammatory disease. It is un-
known whether these gynecologic conditions were
diagnosed before or after Essure placement. Thirty-four of
the respondents who reported symptoms (70.8%) had
used hormonal contraception prior to Essure. Two of
these respondents (5.9%) continued hormonal contracep-
tion after the Essure procedure.

A total of 57 respondents (48.3%) were identified as hav-
ing any negative experience with Essure [see Figure 2].
Table 1 shows the comparison between the subject and
procedural characteristics of the group who had a nega-
tive experience versus those who did not [see Supplemen-
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tal Attachment 3 for all assessed characteristics]. The re-
spondents who reported a negative Essure experience
were on average younger than those without a negative
experience (33.1 versus 37 y, P < .001). Higher gravid-
ity and parity were associated with higher incidence of

Dissatisfied:
n=39

Symptoms:

Any negative n=48

experience with
Essure (n=57)

(wish for) Removal:
n=39

Figure 2. Group composition of respondents with a negative
experience with Essure. Groups are not mutually exclusive. Size
of the circles and the surface of overlapping areas do not exactly
represent the data.
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Table 1.
Subject and Procedure Characteristics Compared Across Respondents Who Have a Negative Experience with the Essure Device
Versus Those Who Do Not

Characteristic® Any Negative No P Value
Experience Negative
Experience
n = 57 n = 61

Age at procedure (y), mean * SD 33.1 £5.3 37 £52 < .001
Race/ethnicity, n (%)

White non-Hispanic 7(12.3) 11 (18.0) 440

Black non-Hispanic 11 (19.3) 17 (27.9)

Hispanic 38 (66.7) 31 (50.8)

Asian 1(1.8) 1(1.6)
BMI, mean = SD 31.1 £5.7 31.0 7.8 941
Highest achieved level of education, n (%)

Some college or lower 44 (77.2) 38 (62.3) .025

Bachelor’s degree or higher 10 (17.5) 23(37.7)
Level of income, n (%)

Less than $89999/y 52 (91.2) 47 (77.D .004

More than $90000/y 1(1.8) 11 (18.0)
Gravidity, mean * SD 52*+28 3.7 x21 .002
Parity, mean = SD 34*15 22*1.1 < .001
Prior hormonal contraceptive use, n (%) 40 (70.2) 35(57.4) 151
Previous abdominal surgery, n (%)

Laparotomy 6(10.5) 16 (26.2) .058

Laparoscopy 6(10.5) 7(11.5) 578
Medical conditions, n (%)

Gynecologic 26 (45.6) 26 (42.6) 744

Pain syndromes 37 (64.9) 23(37.7) .003

Psychiatric disease 33 (57.9) 20 (32.8) .006
Both coils inserted according to manufacturer’s instructions, n (%) 27 (47.4) 34 (55.7) 430
Social media use, n (%) 22 (38.6) 8 (13.1) .003

A respondent was classified as having a negative experience if she reported dissatisfaction, ongoing symptoms attributed to Essure, or
had undergone/planned removal of the Essure device. BMI, body mass index.

“Sample size is smaller for some of the characteristics because of missing data.

PGynecologic conditions include endometriosis, adenomyosis, fibroids, uterine polyps, ovarian cysts, sexually transmitted disease, and
pelvic inflammatory disease. Pain syndromes include chronic pelvic pain, interstitial cystitis, migraines, chronic back pain, and

fibromyalgia. Psychiatric disease includes depression and anxiety.

negative experiences (mean of 5.2 versus 3.7, P = .002
and 3.4 versus 2.2, P < .001, respectively). Similarly,
respondents with a negative experience were more
likely to have a low education level or income (17.5%
versus 37.7% with bachelor’s degree or higher, P =
.025, and 91.2% versus 77.1% with an income lower
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than $90,000/year, P = .004). Among the assessed med-
ical conditions, pain syndromes (64.9% versus 37.7%,
P = .003) and psychiatric disease (57.9% versus 32.8%,
P = .0006) were also associated with higher incidence of
negative experiences. Respondents who participate in
social media groups based on problems with Essure
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more often had a negative experience with Essure
(38.6% versus 13.1%, P = .003). Years after placement,
race and BMI were not different between groups. Prior
ectopic pregnancy, prior hormonal contraception use,
previous abdominal surgery, and procedure character-
istics also did not differ significantly.

Regarding respondents who planned/underwent removal
of the Essure device versus those who did not, the follow-
ing characteristics were significantly associated with de-
sire for removal: younger age at procedure (32.5 versus
36.3 y, P < .001), higher gravidity (5.2 versus 4.0, P =
.014) and parity (3.5 versus 2.4, P < .001), presence of
pain syndromes (69.2% versus 40.8%, P = .006) or psy-
chiatric disease (59.0% versus 38.2%, P = .047), social
media use (43.6% versus 15.8%, P = .003), and prior
hormonal contraceptive use (20.5% versus 38.2%, P =
.047) [see Supplemental Attachment 4]. In particular, 30
respondents (25.4%) were 30 y or younger during Essure
placement, of whom 23 (76.7%) were identified as having
any negative experience with Essure. Sixteen of these
subjects (69.6%) planned or underwent removal of Essure.
In comparison, 88 respondents (74.6%) were 31 y or older
during placement, of whom 34 (38.6%) reported any neg-
ative experience with Essure, and 23(67.6%) planned or
underwent removal of Essure.

Upon multivariable analysis of factors associated with
negative Essure experience [Table 2], a significant asso-
ciation was found between a negative experience and
lower age at procedure (odds ratio [OR] 0.86; 95% confi-

Table 2.
Logistic Regression Analysis Examining Risk Factors for
Association with Negative Experience with Essure

Variable aOR 95% CI P Value
Age at procedure 0.86 0.79-0.94 < .001
BMI 1.00 0.96-1.05 .869
Gravidity 1.39 1.14-1.71 .002

0.35 0.12-1.00 .049
0.98-5.97 055
0.89-5.62 .088

Previous abdominal surgery®
Pain syndrome” 2.42

Psychiatric disease® 2.23

aOR, adjusted odds ratio; CI, confidence interval; BMI, body
mass index.

“Previous abdominal surgery includes either prior laparotomy or
laparoscopy.

PPain syndromes include chronic pelvic pain, interstitial cystitis,
migraines, chronic back pain, and fibromyalgia.

“Psychiatric disease includes depression and anxiety, adjusted
for all variables in table.

January—March 2020 Volume 24 Issue 1 €2019.00065

dence interval [CI] 0.79-0.94; P < .001) as well as higher
gravidity (OR 1.39; 95% CI 1.14-1.71; P = .002) and lack
of prior abdominal surgery (OR 0.35; 95% CI 0.12-1.00;
P = .049).

DISCUSSION

This study examined factors associated with negative pa-
tient experiences after Essure sterilization. Of the 118
respondents, 57 women (48.3%) were identified as having
a negative experience with the Essure device. Several
subject characteristics were found to be associated with a
negative experience following Essure, including young
age at placement, high gravidity, and absent history of
abdominal surgery.

The present study expands on the literature that searched
for predictors of adverse outcomes after hysteroscopic
sterilization. Consistent with prior work,!213 our results
show a significant association between negative experi-
ence with Essure and presence of pain syndromes, includ-
ing chronic pelvic pain, chronic back pain, migraines,
interstitial cystitis, and fibromyalgia, although these find-
ings did not remain significant upon multivariable regres-
sion. Inconsistent with prior research, however, we found
high gravidity to possibly be a significant factor associated
with negative experience and desire for device removal.
One possible explanation for this discrepancy is that al-
though previous studies have focused on obstetric history
as related to placement failure or postprocedure symp-
toms,1214-16 we were interested to assess any negative ex-
perience with Essure including self-reported satisfaction or
desire for removal and these outcomes may not be directly
comparable. Regarding the finding that women with a his-
tory of prior abdominal surgery are more likely to be satisfied
with Essure, it is conceivable that this group of women are
more aware of the potential complications and long recovery
associated with surgery and thus be more accepting of a
solution that avoids abdominal surgery.

Within our study population, the satisfaction rate was 61.9%,
lower than previously reported 88%-99% satisfaction
rates.>17-22 This difference may be explained by the fact that
our duration of follow-up is relatively long (mean 6.1 = 2.5y
after Essure placement versus 1 to 5y in prior studies). There
is also the opportunity for response bias given less than 50%
response rate or the possibility that the nature of the survey
questions introduced negative bias against the device. It is
remarkable to note that not every subject who has symptoms
was dissatisfied; however, conversely, dissatisfaction may
not be solely related to symptoms. In our study, nearly 23.1%
of dissatisfied women do not currently have symptoms at-
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tributed to Essure. Reasons for dissatisfaction reported by
women without symptoms include desire for future fertility
and sterilization regret. The mean age at placement of
women with desire for future fertility is 30 y versus a mean
age of 33 y for women who did not report ongoing desire for
fertility. This may indicate an age relationship to sterilization
regret, as reported in prior work,?? and highlights the impor-
tance of patient counseling with respect to permanent ster-
ilization particularly in younger patients. The importance of
patient counseling is also supported by our finding that
young women are more likely to have a negative experience
with Essure, including wish for removal of the device.

We observed that symptom prevalence after Essure is
common (40.7% of respondents reported current symp-
toms), although it is far from certain that all symptoms
attributed to Essure have a direct causal relation with the
device. Interestingly, 34 of these respondents (70.8%)
used hormonal contraception prior to the Essure proce-
dure, which may mask at least some preexisting symp-
toms. It has been reported that a pain-generating gyneco-
logic condition is diagnosed in 44%—50% of women based
on surgical findings and pathology after removal of the
device.”?% Although in our study no significant association
was found between negative Essure experience and his-
tory of gynecologic conditions, a comparable percentage
(41.7%) of our respondents with symptoms reported hav-
ing endometriosis, adenomyosis, fibroids, uterine polyps,
ovarian cysts, a sexually transmitted infection, or pelvic
inflammatory disease. Our findings suggest that removal
of Essure does not always result in pain resolution. Al-
though we have a small number of respondents who had
undergone Essure removal, 71.4% reported symptom re-
lief, consistent with the 53.1%—88.5% symptom improve-
ment reported in prior studies.”10

Kamencic et al.24 discussed the potential role of social me-
dia and its influence on the patient’s symptom understanding
and demand for treatment. Our results show a significant
difference in participation in social media groups reporting
problems related to Essure between women who had a
negative experience versus those who did not (P = .003).
The role of social media in procedure satisfaction deserves
further investigation, especially in women who are planning
removal of the device to optimize expectations.

In addition, the impact of socioeconomic factors on our
patient satisfaction rate should be noted. Respondents
with a negative experience were more likely to have a low
education level or income. This is in line with previous
literature describing the role of socioeconomic factors on
health care in the United States.?52¢
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Factors we found to be associated with a negative patient
experience with Essure could be considered for use in
counseling women who want to undergo removal of the
device. It is conceivable that women with these risk fac-
tors are more satisfied after Essure removal because they
had a higher risk of being dissatisfied with Essure a priori.
Therefore, young age at placement, relative high gravid-
ity, and no history of abdominal surgery could be associ-
ated with successful Essure removal.

Strength of this study includes the relatively long fol-
low-up provided. To the authors’ knowledge, this is the
first study to investigate a variety of causes for negative
experience with Essure sterilization, which is a more clin-
ically relevant outcome in terms of patient counseling. We
also include the results for subjects without symptoms or
dissatisfaction, thereby providing a more reliable denom-
inator than previous studies. This study is unique because
it provides updated (dis)satisfaction data. Our study is
limited to an academic medical center population and
thus potentially less generalizable to all patients. Because
of the retrospective study design and the use of a ques-
tionnaire, the results are subject to potential recall and
response bias. In addition, most of the data reflect subjec-
tive assessments. Self-selection bias could not have been
excluded. Overestimation of negative experience with Es-
sure is conceivable because dissatisfaction with Essure
may stimulate participation; however, it is reassuring that
the nonrespondents did not differ from respondents in
terms of baseline characteristics. Additionally, because
our questionnaire was not formally validated, results must
be interpreted with due caution. We did not consider
differences in Essure designs and a third-generation Es-
sure model has been employed since 2007,'% but because
the material of both designs are identical and the differ-
ence is minimal, it seems unlikely to have caused major
differences in outcomes.

CONCLUSION

A patient-reported negative experience following hyster-
oscopic sterilization is common. Symptoms attributed to
Essure include pelvic pain, dyspareunia, and vaginal
bleeding. Nevertheless, dissatisfaction with Essure is not
always due to symptoms. Young age at placement, rela-
tive high gravidity, and no history of abdominal surgery
are factors associated with negative experience after Es-
sure sterilization. This information could be considered
when counseling women who plan removal of Essure
because it is conceivable that these factors could poten-
tially be associated with successful removal of Essure, and
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could be useful for development of future hysteroscopic
sterilization techniques. When introducing a new steriliza-
tion technique, long-term follow-up and assessment of
multimodal patient outcomes should be considered be-
fore introducing the new technique on the market. Further
studies are required to confirm degree of symptom relief
with removal of the Essure device.
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