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Varicocelectomy by Subinguinal Cremesteric Disruption and Venous
Ligation
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OBJECTIVE - To analvze treatment outcome after outpatient subinguinal cremesteric disruption and venous ligation
in infertile male with abnormal semen parameters. METHODS — A prospective study was carried out at a tertiary
referral center for treatment of infertility. Three hundred infertile men with varicocele and abnormal semen parameters
were included. Outpatient subinguinal cremesteric disruption with venous ligation was performed on all them. The
main outcome measures were improvement in sperm counts and pregnancy rate. RESULTS - Two hundred and forty
two (80.7°0) of the 300 men achieved pregnancy leading to live births. The total number of motile sperms per cjaculate
increased from 0.08+0.02 \ 10° before the surgery to 7.5+£2.5 x 10° after it. CONCLUSION - Subinguinal outpaticent
cremesteric disruption and venous ligation is a ph_\'siological, economical, and sate option for varicocele repair in
men with abnormal sperm parameters. High rate of unassisted pregnancy is achievable with minimum morbidity.
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Introduction which leads to dilatation and tortousity of the spermatic

. . o . . . veins. Based on above concept we sugeest a subinguinal
Avaricocele is observed in 35 to 0% of men with primary ¢ ¢ F Hhtste sl

infertility and in up to 80 of men with secondary
infertility. Varicocele is the most common treatable cause
of infertility and it's repair has been demonstrated to

ambulatory approach for varicocele repair with
emphasis on cremesteric disruption.

. . . L. . Materials and Methods
mprove semen qualll'\' and tcrhllty pntontml inmen with

abnormal semen pammctcrsl - Various out patient Patient selection

techniques have been described for repair of varicoceles, Between January 1995 and October 2000 a total of 798

patients were referred to the out patient elinic dedicated
for treatment of men with intertility in our tertiary care
unit. A detailed history was obtained and a complete
physical examination performed. A minimum duration

including microsurgery™®, emobilization?, and
taparoscopy™®. These techniques have generated
renewed interest in the treatment of varicocele because
they limit morbidity, decrease recurrence rate and seem

more acceptlable to the patients. R - - .
aeeepi b of infertility, defined as tailure to establish a pregnancy

with appropriately timed and unprotected intercourse
ot 12 months duration was required for study  group
entry. Phvsical examination was performed by a single

However, some in\'csligalur\ were unable to demonstrate
improvement among, their own patients following

. -y N
varicocelectomy 70 There are many unan~wered . . . .
. A , investigator. Spermatic cords were observed and
questions about varicocele. Numerous theories have . . . :
10-12 palpated while the patient stood upright and performed

been sugeested for the development of varicocele . .
B8 F Valsalvas maneuver. Testicular size was documented.

especially the absence of valves in the spermatic vein

v so calle acker phe on. . , )
and the so called nut cracker phenomenon Scrotal ultra sonography with color doppler imaging

was used to confirm the physical findings and detect
subclinical  varicoceles. Based on the findings,
varicoceles were graded as -

While most of these theories suggest a cause above the
deep inguinal ring, none explains the clinical evidence
of absence of venous tortuosity above the deep inguinal

ring. We believe that it is not a retrograde flow in the .
ng. We belie atitis nota retrogr ade flow in .tl e Large (Visible and Palpable)
spermatic vein but a venous stasis induced by a tight
cremesteric compartment around the spermatic cord Moderate (Palpable)
Small (Detected by Doppler reflux with greater
Ve ey Ty 2101M03 . 4
Paper receroed on 1o 6 03 7 aceepted on 21710703 than 2.7 mm venous diameter)
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The semen parameter for all patients were below
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couple thus relies on assisted reproductive techniques
which are not onlv expensive but unnatural and
disturbing to their routine activity, ['he widespread
avatlability of TCSI has led some gvnecologists and
reproductive endocrinologists to ‘bypass” both the
cevaluation and treatment of the male while proceeding
straight to assisted reproduction. This is unfortunate
because many cases ot male infertility are caused by
cotrectable conditions such as varicocele.

A Ccost oper delivery” analysis revealed  that
varicocelectomy is three times more cost effective than
ICSEin LSAY The Luropean experience estimated it to
be seven times more cost effective!. In India,
varicocelectomy may be 10 to 20 times more cost effective
than 1CSI. This study shows that infertile men with
varicocele can expand their reproductive option after
surgery'™. Semen parameters were improved tor most
men and 242 couples (80%) achieved an unassisted
pregnancy.

Numerous approaches have been reported for varicocele
repair. We have chosen to perform our surgeries on
outpatient basis under local anesthesia. This approach
hasless risk than that tor general anesthesia required for
laparoscopy and retro peritoneal varicocelectomy. We
believe that the tight cremesteric compartment encircling
the spcrmalic cord causes venous stasis and Subsequent
tortusity ot the spermatic veins in a localised area up to the
decp ring. We thus emphasise complete disruption of the
cremeteric tascia and muscle to achieve the desired results.
Onhy the abnormally dilated veins are transected with no
emphasis on complete venous occlusion. Since this does
not required major dissection the chances of damage to
1w testicular artery and subsequent testicular atrophy (nil
1our seriesyor damage to the lvmphatics and subsequent
vdrocele (0.3 inour series) are minimised. Others have
cported an incidence of up to 7.2% hvdrocele formation
fter varicocelectomy by the inguinal and retroperitoneal
pproach.

The most common complaint following modified
subinguinal varicocelectomy was wound discomfort.
This was casily managed by conservative measures like
non-steroidal anti-inflammatory drugs. The patients
usually returned to work atter 24 hours of surgery.

The morbidity of this procedure was  less than the
inguinal or retroperitoneal surgerv, which  required
dissection of the muscle Tavers or the inguinal canal.
Laparoscopic varicocelectomy may have lowered the
morbidity rate but this approach requires intra-
peritoneal explorvation and has the potential for
significant complications such as bowel perforation and
pleeding. Our operating time was approximately 15

Viaricocelectonny by Subinguinal Disruption

minutes per side, which was significantly less than that
needed by some laparoscopists Kbaier et al® needed as
long as 177 minutes for laparoscopic varicocelectomy .

High ligation and retroperitoneal approaches are subject
to high recurrence rate ranging trom | to 8%.'. Since
meticulous venous dissection and ligation is not
advocated in our approach it mav be concluded that
there would be a high incidence of recurrence. However,
no palpable recurrence was demonstrated over a two
vear follow up of our patients. Analvsing the reports ot
different investigators it was observed that those
undertaking the subinguinal approach tor varicocele
repair®? had better pregnancy rates  (30% to 60%),
compared to those reported atter other approaches. We
infer that the inguinal or subinguinal varicocelectomics
resulted in advent, unintentional, partial or complete
disruption ot the cremesteric fibers leading to better
results.
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