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Abstract
Introduction: Both totally extraperitoneal herniorrhaphy (TEP) and spermatic vein embolization are minimal
invasive techniques gaining in popularity in the treatment of inguinal hernia and varicocele respectively. A previous
spermatic vein embolization makes a TEP more difficult because of fibrotic changes of the spermatic vein. This is
to our knowledge the first case report describing these difficulties and changes after spermatic vein embolization.
Case Presentation: We report the case of a 37 year old male who presented with an uncomplicated left sided
inguinal hernia and ipsilateral varicocele. He first underwent a percutaneous left spermatic vein embolization for a
grade 3 varicocele and later a TEP for the inguinal hernia. Reduction of the peritoneum and proper mesh placement
were complicated due to fibrotic changes of the spermatic vein. Due to the dissection and resection of the embolized
spermatic vein there was minor blood loss, increased operating room time and postoperative pain was more then
average.
Conclusions: In case of a concomitant inguinal hernia and ipsilateral varicocele requiring embolization we
propose to treat these diseases concomitantly or first treat the inguinal hernia and embolising the varicocele after
repair of the hernia.
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laparoscopic approach can be indicated. Despite this TEP has grown in
popularity and is increasingly performed [2,3].

Introduction

Varicocele - Spermatic vein Eembolization

Both totally extraperitoneal herniorrhaphy (TEP) and spermatic
vein embolization are minimal invasive techniques gaining in popularity
in the treatment of inguinal hernia and varicocele respectively.
Coincident appearance of inguinal hernia and varicocele is expected
to be more frequent with regard to pathogenesis [1]. We present a case
in which a concomitant varicocele and inguinal hernia was first treated
with percutaneous spermatic vein embolization and a TEP afterwards.
To prevent perioperative difficulties and possible complications a TEP
should be done before a spermatic vein embolization if both diseases
are not concomitantly treated operatively.

A varicocele is an abnormal dilatation of the pampiniform venous
plexus. It can be diagnosed in 15 percent of men. Idiopathic varicoceles
are found at the left side because of the drainage into the left renal vein.
When varicoceles are diagnosed at the right side, intra-abdominal
or retroperitoneal obstructions should be excluded. A varicocele is
associated with reduced sperm concentration, motility and morphology
[4]. This can implicate a reduced fertility due to a decreased testicular
growth and development. In general they are asymptomatic. Seldom
they may cause scrotal discomfort or pain. Varicoceles are diagnosed by
clinical examination and scrotal duplex ultrasonography. Varicoceles
can be treated by surgery or percutaneous embolization with success
rates exceeding ninety percent. When performing a surgical repair,
all dilated veins are ligated. This can be done with an abdominal or
(sub) inguinal approach, open or laparoscopically. In percutaneous
embolization, the refluxing internal spermatic veins are occluded with
a sclerosant or solid embolic device. None of these methods has been
proven to be superior to the others in its ability to improve fertility.
Complications of surgical repair are seen in up to 20% of patients.
They include wound infection, hydrocele, prolonged pain, recurrence
and rarely testicular atrophy [5]. Complication rates of percutaneous
treatment vary from 0%-10%. They include thrombophlebitis or coil

Inguinal hernia -TEP
An inguinal hernia is a protrusion of the peritoneum and possibly
intra-abdominal contents through the abdominal wall at the inguinal canal.
An inguinal hernia is classified anatomically as direct if located medial of
the epigastric vasculature and herniating through the fascia of the posterior
wall of the inguinal canal or indirect if located laterally of the epigastric
vasculature and herniating through the deep inguinal ring.
Inguinal hernias have a reported incidence of 1%-2% in males [1].
An uncomplicated inguinal hernia usually presents as a heaviness or
dull discomfort at the groin sometimes accompanied with a visible
bulge. Valsalva manoeuvre can precipitate or exacerbate the bulge.
Complications include incarceration and strangulations necessitating
reduction or emergent surgical intervention. Inguinal hernias are
diagnosed by clinical examination and ultrasonography of the groin.
In general, symptomatic uncomplicated inguinal hernias in healthy
individuals are an indication for elective repair. Open (e.g. Lichtenstein)
and laparoscopic (e.g. TEP) approaches are available. There is no
strong consensus for the use of open or laparoscopic procedure in the
treatment of inguinal hernia and in general the approach should be
the one the surgeon is most comfortable with. In experienced hands
the recurrence rate is similar. In certain clinical situations an open or
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migration. Benefits of this treatment are minimally invasiveness and
that patients recover quickly [6].
There is a lot of debate about the need of varicocele repair. Recent
meta-analyses have shown that there is no benefit of treating men
with normal semen analysis [7]. In case of abnormal semen analysis,
only a few studies reported an improvement in semen parameters
(concentration, motility and morphology) after varicocele repair
[8]. In a meta-analysis of men with varicocele, oligozoospermia and
unexplained infertility, there is a trend (but no significant difference)
that treating a varicocele is moderately superior to observation for
fertility [9]. In a recent meta-analysis studying men with a varicocele
and an infertility duration longer than two years, it was shown that
there is a significant higher pregnancy rate when treating these men
[10]. In conclusion, varicocele repair may improve chances of fertility
in infertile men. However, there is a lot of overtreatment and most men
do not need treatment.

Case Description
A 37 year old male was referred to our outpatient clinic of abdominal
wall surgery by the general practitioner because of an ultrasonic
confirmed diagnosis of an uncomplicated left sided inguinal hernia and
a left sided varicocele. The patient complained of dull discomfort and
swelling in the left groin and testis. He has an unfulfilled desire to have
children. His complaints are increasing over the last 15 years. Physical
examination shows a left groin swelling that increases with valsalva
manoeuvre. The varicocele is visible to the eye and palpable on physical
exam so is graded as a grade 3 varicocele (Table 1). The medical history
consisted of a deep vein thrombosis of the left calf veins following a
knee arthroscopy and exertional palpitations. The patient is taking
no medications. The case was discussed with our colleagues of the
department of urology. Our idea was to treat both diseases operatively
Subclinical

Varicocele not detected on physical exam; found by radiologic or
other imaging study.

Grade I

Varicocele only palpable during or after Valsalva maneuver on
physical exam.

Grade II

Varicocele palpable on routine physical exam without the need for
Valsalva maneuver.

Grade III

Varicocele visible to the eye and palpable on physical exam.
Table 1: Varicocele size and grading.

Figure 1: A TEP was planned with an interval of 4 months. During the TEP a
hard fibrotic cord was observed in the inguinal canal in the preperitoneal plane.
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Figure 2: The structure prevented reduction of the peritoneal sac and proper
mesh placement and was therefore partially resected.

concomitantly. But because a percutaneous spermatic vein embolization
could be organized 4 months before a concomitant operation the
patient preferred not to wait and a left spermatic vein embolization for
a varicocele grade 3 was successfully performed. A TEP was planned
with an interval of 4 months. During the TEP a hard fibrotic cord was
observed in the inguinal canal in the preperitoneal plane (Figure 1).
The hard fibrotic cord that we encountered was the left spermatic vein
that was embolized 4 months before. The structure prevented reduction
of the peritoneal sac and proper mesh placement and was therefore
partially resected (Figure 2). This allowed us to successfully complete
the operation with proper mesh placement. Due to the dissection and
resection of the embolized spermatic vein there was minor blood loss,
increased operating room time and postoperative pain was more then
average. Two months after surgery the patient shows a good recovery
but still has residual pain over the course of the resected spermatic vein.

Discussion
Spermatic vein embolization is a relatively new therapy for varicocele
with still an unclear but growing position in treatment algorithms. TEP
has already become the golden standard in inguinal hernia repair.
Embolization of the spermatic vein causes fibrosis of the spermatic
vein with entrapment and adhesion to the peritoneum. This makes
reduction of the peritoneum difficult in case of hernia repair, in this case
necessitating resection of the embolized vein. Placement of the mesh
was also complicated due to sticky tissues and inflammatory changes.
Both items led to minor blood loss, increased operating room time and
more then average postoperative pain. To our knowledge this is the
first case report describing these findings and possible complications.
Considering the high incidence of inguinal hernia, varicocele and
the growing popularity of spermatic vein embolization we expect the
incidence of a TEP after spermatic vein embolization to grow. Our
opinion is that in case of a concomitant inguinal hernia and ipsilateral
varicocele a concomitant operative therapy or, in case of a spermatic
vein embolization, a TEP first policy should be maintained. This way
the described anatomic difficulties and concomitant complications can
be prevented. If a patient presents with a inguinal hernia and a treated
ipsilateral varicocele with spermatic vein embolization the technical
difficulties and the possibility of more than average postoperative pain
should be discussed with the patient.
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