l&!;

i EORMG
ELSEVIER

Ambulatory Surgery 4 (1997) 173 -174

Ambulatory treatment of varicocele
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Abstract

The authors describe their experience in the ambulatory treatment of varicocele. Forty-four patients were treated through an
infrapubic approach and only one recurrence was observed. The authors conclude that ambulatory treatment of varicocele is safe,
easy to perform and the patient can resume his daily activity within 48-72 h. © 1997 Elsevier Science Ireland Ltd.
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1. Introduction

Varicocele is a reflux syndrome with varicose dilata-
tion of the testicular veins. It occurs in 8—23% [1] of the
adult male population and usually affects the left side.
Patients suffer from scrotal discomfort and often show
sub-fertility with changes in the sperm count. Treat-
ment is always advisable since improvement in the
sperm count, besides disappearance of discomfort, is
usually obtained.

Surgery can easily be performed as a day surgery case
under local anesthetic, allowing the patient to return to
normal life within 48-72 h. We report our experience
with 44 patients treated as outpatients at our institu-
tion.

2. Anatomy

The testicular veins drain the testis and the epi-
didymis. The first tract of the veins is called the
pampiniform plexus. This plexus forms a counter-cur-
rent heat-exchange mechanism which lowers the blood
temperature in the testicular artery. Just below the
external inguinal ring, the plexus coalesces into three or
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four veins which traverse the inguinal canal before
uniting into two spermatic veins running on either side
of the artery. These veins contain valves. The left
spermatic vein enters the left renal vein at a right angle
whereas the right spermatic vein enters the inferior vena
cava at an acute angle.

Several connections are described between the sper-
matic veins and:

1. the sapheno-femoral junction

2. the contralateral spermatic veins via suprapubic con-
nections

3. the lumbar veins

4. the inferior vena cava

5. the perineal veins.

However, the pathophysiological classification of
varicocele is based on reflux pathways [2]: type 1, reflux
in the internal spermatic vein (high nutcracker); type 2,
reflux in the external spermatic veins which enter the
external iliac vein (low nutcracker);and type 3. reflux in
both the above mentioned venous systems.

3. Materials and methods

From August 1987 to April 1996, 44 patients were
treated as day cases for varicocele; 8.2% of all the
ambulatory surgery performed (Table 1). One patient
had bilateral disease and one was recurrent. The latter
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Table 1
Ambulatory surgery, July 1986—April 1996

No. %
Varicose veins 263 47.6
Pilonidal sinus 89 16.1
Varicocele 45 8.2
Carpal tunnel 34 6.2
Miscellaneous 121 21.9
Total 552 100

was related to previous high ligation performed else-
where. The mean age was 24 years (range 13-61).

All the patients were studied preoperatively by means
of one or more tests, such as Doppler, duplex-scan or
color Doppler. All the patients had confirmed reflux in
the spermatic vein and the pampiniform plexus. Almost
half of the patients also had an impaired sperm count.
The operation was performed on a day basis under
local anesthesia (mepivacaine 1 and 2%, 5—10 ml.). The
skin was incised at the external inguinal ring (infrapu-
bic access) and the spermatic cord mobilized.

After the cremaster and the spermatic fascia were
opened in the line of the cord and the structures
identified and preserved, the dilated veins were individ-
ually ligated and divided. The skin was then sutured
and dressed in the usual fashion and a firm scrotal
support applied. The patient was put on antibiotics and
discharged immediately.

Postoperative pain was slight or absent. The patients
were seen on the 3rd, 7th and 30th postoperative days.
Wound hematoma in one patient, which did not require
exploration, was the only complication seen in this
period. Follow-up showed only one recurrence. A 27-
year-old patient, 18 months after surgery, had reflux in
the pampiniform plexus related to a suprapubic vein
fed by a contralateral varicocele.

4. Discussion

The treatment of varicocele in the past has shown a
high recurrence rate. This was related to the poor
preoperative diagnosis which was based only on clinical
evaluation. In recent years, a noteworthy improvement
in the diagnosis has been obtained by relating anatomy
and pathophysiological pathways of reflux in the sper-
matic veins and the pampiniform plexus. The classifica-
tion by Coolsaet [2] into three types seems to be the

most suitable since it includes all the significant routes
of reflux. The improvements relate to retrograde selec-
tive testicular venography, which is the gold standard
amongst the diagnostic tools. Moreover, it allows non-
surgical treatment of varicocele by means of coils [3],
balloons and sclerosing drug insertion [4], which has
given good results in experienced hands. A venogram
should be performed in all patients, but it requires
qualified structures, is invasive and sometimes has com-
plications. Hence, when venography is not feasible, the
treatment should aim to eliminate all the incompetent
veins despite their routes and before their anastomoses.

The retroperitoneal ligation of the spermatic vein
(Ivanissevich, Palomo, Laparoscopic ligature) [S—7] is
always best done after venogram and is not suitable for
the types 2 and 3 reflux; otherwise recurrence is fre-
quent.

The inguinal or subinguinal approaches [3] to the
testicular veins make the division of the dilated veins
possible in the lowest part so that unusual routes of
reflux are eliminated as well as the classified ones.
Furthermore, these approaches can be undertaken on a
day basis using local anesthesia and the patient can be
discharged immediately, pain free. He can return to
normal activities within 48-72 h.

Between the inguinal and subinguinal approach, we
prefer the latter in the infrapubic site since, compared
with the others, it is associated with a lower incidence
of postoperative complications such as hematoma or
hydrocele and is less painful.
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