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INTRODUCTION

	 The history of Varicocele is very old. First Am-
broise Pare recognized varicocele.1 Varicocele is rare 
entity before puberty.2 Varicocele is rare before puberty 
but in adults the prevalence of varicocele is equal in 
general male population 12.4 to 16.2 % with average 
of 15%.3,4 The incidence of infertility is approximately 
40%.5,6 Varicocele also affects fertility progressively.7 

Varicocele is dilated tortuous veins in the spermatic 
cord.

	 Varicocele is usually asymptomatic and is usually 
detected during routine examination. But sometimes 
may present with dragging pain or infertility.8 Varicocele 
is more common on left side due to longer course than 
right side. Left Testicular vein is liable to get compressed 
by loaded colon.

	 We included 60 patients of 20-48years in four 
study from February 2015- February 2017, randomly 
divided into two groups. In Group I we performed open 
high ligation while in group II we did laparoscopic vari-
cocele ligation. Semen analysis was performed in both 
groups before surgery.

MATERIAL AND METHODS

	 This study was conducted in Department of sur-
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ABSTRACT

The history of varicocele is very old (1500-15-90), idiopathic varicocele is the commonest condition. In surgical pro-
cedure, open surgical technique is used commonly but with the introduction of laparoscopic varicocelectomy we are 
now preferring regular laparoscopic varicocelectomy.

Material and Methods: This was a prospective study. We included 60 patients admitted through OPD from February 
2015 - February 2017.All patients were divided randomly into two groups for open technique and laparoscopic technique.

Results: In our study 60 patients were included the age range was from 20-48 years.26 patients were asymptomatic 
,60 % patients of Group I presented with dragging pain while 46% of Group II. Grade II varicocele 73.3% was common-
est.16.3% of the patients presented with swelling in scrotum. Post-operative pain was common in Group I 40%. Only 
26.6% of patients developed mild hydrocele in Group I.
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gery Khyber Teaching Hospital Peshawar from February 
2015- February 2017.Grade II varicocele were included 
in this study. In our study total 60 patients were divided 
randomly in two Groups. Group I 30 patients who under-
went open surgical while group II included 30 patients 
who underwent laparoscopic surgery. The age range 
was from 20-48 years.

Surgical Technique

Group I: Open high ligation (Paloma’s)technique 

Group II: Laparoscopic high ligation

	 Laparoscopic procedure was performed under 
General Anesthesia. Pneumoperitoneum was created 
through open technique,3 ports were inserted one in 
supraumbilical 10mm and two 5mm working ports in 
both iliac fossa. Surgeon standing on contralateral side 
while assistant on ipsilateral side. The gonadal vessels 
ligated 5cm from deep ring.

RESULTS

	 In our study we included 60 patients divided into 
two groups in Group I – Open surgery (Palomas) and in 
Group II Laparoscopic high ligation was done. The age 
range was from 20-48 years.26 patients of both groups 
were asymptomatic and were sent for surgery during 
routine medical checkup for recruitment in Armed 
forces.60% (18) of patients in Group I presented with 
dragging pain while 46.6% (14) in Group II presented 
with dragging pain.20%(6) of Group I and 13.2%(4)of 
group II patients presented with infertility. According to 
the grading of varicocele in Group I, Grade I patients 
were 6.6%(2), Grade II 73.3%(22) and Grade III 13.2%(4) 
while in Group II Grade I patients were 20.0%(6), Grade 
II 66.6%(20) and Grade III 6.6%(2).
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	 20%(6) patients of Group I and 16.3%(5) patients 
of Group II presented with swelling in scrotal region. 
The time duration of surgery in open (Group I) was 
from40-45 minutes while in laparoscopic (Group II) it 
was 30-45 minutes. The patients included in our study 
were having Left sided varicocele 83.3% and bilateral 
varicocele in 16.6%.

	 Following open surgery 20%(6) experienced mild 
pan while 40%(12) experienced moderate pain. On 
the other hand, in laparoscopic group mild pain was 
in 33.3%(10) while 16.6%(5) experienced moderate 
pain. No body complained of severe pain. Only 26.6% 
developed mild hydrocele in Group I patients. Wound 
infection was 6.6%(2) in Group I while no port site in-

is :

Subclinical: detected on imaging

Grade I: palpable On Valsalva manure

Grade II: palpable on physical examination

Grade III: visible on inspection

	 The soul indication of surgery in asymptomatic 
patients is that surgery will improve fertility, will decrease 
decline in fertility with progression of disease.12,13

	 The age range is our study was 20-48 years with 
mean age of 32 years. In our study 60% of the patients 
in Group I with dragging pain and >3.33% patients 
presented with grade II varicocele.20% of the patients 
in Group I presented with scrotal swelling. The time 
duration of surgery was comparable to the study by 
Dunovan and Winfield14 40-50 minutes.

	 Laparoscopic varicocelectomy was easier then 
open technique. Laparoscopic varicocelectomy is done 
as day case in the west but our patients admitted for 
one day.15,16,17 The complication of both groups was 
compared in Group I 40% experienced moderate pain. 
Pain relieved by narcotic analgesia while 16.6% in Group 
II experienced moderate pain. 

	 The post-operative semen analysis showed 
improvement in 25% in Group II while 50% in Group I 
patients. No change observed in 50%. Mild Hydrocele 
was observed in 26.6% of patients in Group Hospital 
stay was not affected by unilateral or bilateral varicoce-
lectomy.18,19

CONCLUSION

	 Laparoscopic varicocelectomy is minimal invasive 
procedure. Bilateral varicocele is easily performed by 
laparoscopically with same ports and also hernia repair 
and orchidopexy can be performed in the same setting. 
Our experience with laparoscopic varicocelectomy was 
better than conventional procedure.
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DISCUSSION

	 This history of varicocele starts from 1sr century 
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12.4-16.2 % of the adult male are affected by varico-
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internal spermatic veins valves.920% of patients develop 
varicocele by collateral channels despite competent 
venous channels.10,11 The clinical grading of varicocele 
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