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INTRODUCTION: 

Varicocele has been described as early as the first 

century by B.C. Amelius Cornelius Celsus wrote, 

“when the disease has spread also over the testicle 

and its cord the testicle sinks a little lower, and 

becomes smaller than its fellow, in as much as 

itsnutrition has become defective
(1). 

The earliest 

conventional description of a surgical treatment for a 
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varicocele was performed in 1885 by Barwell 
(2)

.  

However, it was just in the last two decades that early 

adolescent-onset varicoceles were demonstrated to 

have a negative influence on testicular growth and 

function 
(3)

. 

The detrimental effect of varicocele on 

spermatogenesis in the infertile male is manifested by 

low sperm count, decreased sperm motility and low 

percentage of normal sperm morphology together or 

in different combinations.  Therefore, in well-verified 

cases operation is recommended
(4).

  

 

 

 

 

 

 

 

 

ABSTRACT: 
BACKGROUND :   
Varicoceles, present in 15% to 20% of men, are the most common abnormal finding among men 

presenting with infertility.Despite the very long history of the disease and many records on different 

surgical and radiological solutions, the ideal method of spermatic vein ligation for varicocele is still a 

matter of controversy. The perfect technique would be one that preserves testicular function and 

eliminates the varicocele with a low rate of recurrence, hydrocele formation and any other complications. 

OBJECTIVE:  
To assess the efficacy of laparoscopic Varicocelectomy for management of bilateral palpable varicoceles 

in infertile males. 

METHODS:  
We analysed the result of 25 patients presented with history of infertility and diagnosed to have bilateral 

palpable varicoceles  treated in our department with Bilateral  laparoscopic ligation of the spermatic 

vessels between January 2009 and November  2010.  

RESULTS:  
The average operative (Bilateral Laparoscopic Varicocelectomy) time was 34 minutes. There were no 

intra operative complications in the study group.  Hydrocele formation was seen in 3 (6%) patients  

recurrence was seen in one (2%) patient .The average hospital stay was 18 hours. postoperative analgesics 

(1-2) doses , daily activities initiation usually started after 48 hrs and physical exercise 72 hrs . non of the  

patient has developed an atrophic testis as a result of the laparoscopic procedure. eighteen  patients (72% 

)of the patients had improvement of the seminal fluid parameters During follow up period (6 

months),with seminal fluid analysis, clinical and ultrasonic examination. 

CONCLUSION:  
Laparoscopic varicocele ligation is a simple and safe technique, causing minimal morbidity and enabling 

rapid return to normal activity. 

KEYWORDS: laparoscopy ,varicocele, male infertility  
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Despite the very long history of the disease and many 

records on different surgical and radiological 

solutions, the ideal method of spermatic vein ligation  

for varicocele is still a matter of controversy. The 

perfect technique would be one that preserves 

testicular function and eliminates the varicocele with 

a low rate of recurrence, hydrocele formation and any 

other complications
.(5).

 

We analysed the  results of 25 patients presented with 

history of infertility and diagnosed to have bilateral 

palpable varicoceles treated with Bilateral  

laparoscopic ligation of the spermatic vessels 

between January 2009 and November  2010.  

MATERIALS AND METHODS: 

This Prospective study included all consecutive 

adults patients (age ranged  between 18-42years old) 

who presented with history of infertility and newly 

diagnosed with Bilateral palpable varicocele  (grade 

1-3)with an indication for surgical treatment who 

were seen in the department of urology ,Medical 

City, during January 2009 and November  2010.All 

varicoceles  were graded ,Based on findings from 

preoperative physical examination Performed with 

and without valsalva maneuver in patients standing in 

a warm room-and scrotal Doppler ultrasound . 

The 25  Patients with 50  varicoceles . After 

providing informed consent ,all patient underwent 

laparoscopic Bilateral varicocelectomy . After  

 

 

 

 

induction of general anaesthesia, an incision was 

made just below the umbilicus and a Veres needle  

was placed into the peritoneal cavity. Three to four  

liters of carbon dioxide were insufflated through the 

Veres needle to create a pneumoperitoneum with a 

pressure of 12 mm Hg. The needle was removed and 

a 10mm trocar was inserted through the same 

incision into the peritoneal cavity. A 10mm 

laparoscope was inserted through the trocar attached 

to a video-camera and the peritoneal cavity was 

viewed on a television monitor. In addition to the 

laparoscope insertion site, at least 2 additional 

working ports are required to provide access for 

operating instruments . One access port is positioned 

halfway between umbilicus and the ipsilateral 

anterior iliac spine, and another one is placed in the 

mirror position on the other side. The internal 

inguinal ring was identified by the appearance of the 

vas deferens as it separated from the spermatic cord 

and entered into the deep pelvis. The retroperitoneum 

was incised along the internal spermatic vessels for 

approximately 1cm using scissors. After the internal 

spermatic vessels were separated from the underlying 

psoas major with forceps, they were dissected from 

the adjusting Lymphatic vessels and clips(2-4 clips) 

applied to clamp the vessels.(figures 1-4).  

All patients were followed up with seminal fluid 

analysis and scrotal Doppler Ultrasonography for a 

period of 3-6  months post operatively. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

        Figure 1: Port Configuration                            Figure 2: Laparscopic dissection of the  

                                                                                                 gonadal vessels 
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Figures 3,4: Operative Procedures. 

 

RESULTS: 

The operative details are shown in Table 1. The 

average operative time (Bilateral Laparoscopic 

Varicocelectomy) was 34 minutes. There were no 

intra operative complications in the study group. 

Among the postoperative complications, hydrocele 

formation was seen in 3 (6%) patients (non of the 

patients developed bilateral hydroceles), recurrence 

(Persistence of venous reflux on color Doppler 

ultrasonography) was seen in one (2%) patient .The 

average hospital stay was 18 hours. postoperative 

analgesics (1-2) doses and Non of the patient 

required opiate analgesia, daily activities initiation 

usually started after 48 hrs and physical exercise 72 

hrs. During followed up period  all patients were 

asymptomatic and had marked reduction in the size 

of the varicoceles . So far, testicular growth appears 

to be unaffected and no patient has developed an 

atrophic testis as a result of the laparoscopic 

procedure. Ten to eighteen patients (40, 72%) of the 

patients had improvement of the seminal fluid 

parameters During follow up period (3-6 

months),with seminal fluid analysis, clinical and 

ultrasonic examination. 

 

Table 1: Operative Results 
 

Operative Results 

Operative Time 28-40 minutes mean 34 minutes 

Intra Operative Complications No 

Hospital Stay 12-24 hours Mean 18 hours 

Pneumoscrotum 1(2%)  

Subcutanous emphysema 2(4%)  

Analgesia (1-2)doses Mean 1.5 

Daily activity 24-72 Mean 48hours 

Physical exercise 48-96 hours Mean 72 hours 

Hydrocele 3 (6%) 

Recurrence 1 (2%) 

Testicular atrophy NO 

Seminal fluid parameters improvement 18 (72% ) at 6 moths 
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DISSCUSION : 

A variety of surgical approaches have been 

advocated for varicocelectomy. They include 

minimally invasive procedures, such as laparoscopic 

varicocele ligation , transvenous percutaneous 

embolization, and the traditional open surgical 

approach (retroperitoneal, inguinal and  

subinguinal).
(6)

.To date, there have been no 

randomized, controlled, prospective clinical studies 

that compare various techniques to describe the best 

method for the treatment of varicocele in infertile 

men
.(7)

. 

Recently, the laparoscopic approach to varicocele 

ligation has gained favor for bilateral varicoceles . 

The built-in magnification of the laparoscope 

facilitates identification of the spermatic veins and 

artery, potentially reducing the risk of recurrence of 

the varicocele and of ischemic damage to the testis. 

Magnification also allows the surgeon to preserve 

lymphatics and the genital branches of the 

genitofemoral nerve that runs along the spermatic 

vessels, which may reduce lymphocele formation and 

postoperative pain. laparoscopic management of 

varicoceles in adults may reflect the excellent 

visibility of the posterior abdominal wall achieved 

using the laparoscope, which allows a thorough 

search of sites known to be responsible for recurrent 

varicoceles, namely renal, vas associated, pelvic, and 

retropubic cross-over veins. 
(8)

. 

Experienced laparoscopic surgeons report a success 

rate in adults of 93% to 100%, a varicocele 

recurrence rate of 2% to 10%, and a hydrocele 

formation rate of zero to 7% 
(9,10)

 leading some 

medical centers to employ laparoscopy when 

intervention is  indicated. Hydrocele formation is 

related to failure to preserve the lymphatic vessels 

associated with the spermatic cord. Franco.
 (8)

 

Suggests complication rates are relatively low for 

Laparoscopic varicocelectomy (LV) except for the 

hydrocele rate, which has been similar to that 

encountered with the open Palomo approach in case 

of adolescent male. Keys et al. 
(11)

 had a hydrocele 

rate of 12.5%, Pini Prato et al. 
(12)

 12%, and Méndez-

Gallart et al 
.(13)

 13.5% using laparoscopic mass 

ligation varicocelectomy. However, there appears to 

be a statistically significant decrease in hydroceles 

when the internal spermatic vessels are simply 

ligated rather than ligated and divided 
(14)

.this study 

had hydrocele formation in 3 patients (6%), This 

relatively low incidence my be related to the 

meticulous dissection of the gonadal vessels from the 

adjacent lymphatic vessels and we simply ligate 

(clip) the vessels. 

Beck et al
.(15)

 suggested that unligated small internal 

spermatic veins may be a cause of varicocele 

recurrence. Rothman et al. 
(16)

 also concluded that 

recurrences are due to either recollateralization or  

failure to ligate all branches of the venous plexus. 

Keys et al
.(11)

 had a recurrence rate of 8.3% 

.McManus et al
.(17)

 had none. Méndez-Gallart et al
.(13)

 

showed that recurrence rates and complication rate of 

LV are similar to those reported with open surgery.  

Cimador et al
.(18)

demonstrated that ligation of the 

artery does not impair testicular growth and thus it is 

more useful and safe to interrupt the artery to avoid 

recurrence due to periarterial venous network. 

Agnifilli et al
.(19)

 suggest that laparoscopic high mass 

ligation of both testicular artery and vein has very 

low recurrence rates. Similarly, this  study had 

recurrence in one side of one patient (2%). Kattan et 

al
.(20)

. Concluded that LV with internal spermatic 

artery ligation has lower recurrence rate than without 

internal spermatic artery ligation with no increase in 

hydrocele or testicular atrophy rate. This study also 

had no testicular atrophy during follow up period 

with clinical and ultrasonic examination. 

Tong et al
.(21)

 demonstated that lymphatic-sparing LV 

is a safe, effective and reliable treatment. Huk et 

al
.(22)

 and Parott et al
.(23)

 carried on comparative 

assessment of artery-ligating and artery-preserving 

varicocelectomy and found that ligation of vein and 

artery produced better improvement of semen 

characteristics and percentage of pregnancies in 

comparison with artery-sparing technique. Even 

Student et  al
.(24)

confirmed using colour Doppler 

sonography, that ligation of the testicular artery does 

not lead to major changes in testicular blood supply 

or sperm quality , Yamamoto et al
.(25)

 Diamond et 

al
.(26)

 demonstrated the effect of varicocelectomy on 

post-operative spermatogenesis and showed that 

sperm density and motility improved significantly in 

the artery-ligated group. Similarly our approach was 

aimed to clip both the artery and veins. 

Although The percentage of improvement of seminal 

fluid parameters was very promising (72%) at 6 

months period in our study  ,The exact spontaneous 

pregnancy rate was difficult to estimated as most of 

our patients was not compliant with next visit when 

pregnancy achieved. 

CONCLUSION: 

Laparoscopic varicocele ligation is a simple and safe 

technique, causing minimal morbidity and enabling a 

rapid return to normal activity. 
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