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ABSTRACT
The purpose of this work was to find presentations of “varicocele and compare the results of
Palomo versus Inguinal Approach”. It is a prospective randomized study of 52 cases of varicocele over 2 years from Jan 2006 to Dec 2007 at Surgical Unit, Allama Iqbal Medical College /
Jinnah Hospital Lahore. Presentation, indication for surgery, complications and results of
palomo versus inguinal approach for surgery of varicocele are main variable compared. The
mean age was 26.6 years. The swelling was left sided in 65.4% (n=34), right sided in 9.6% (n=5),
and bilateral in 25% (n=13). The clinical presentation was a dragging sensation in 2 cases (7.7%)
infertility in 9 cases (17.3%) and for fitness reasons 15 cases (28.8%). The collective postoperative infection rate was 1.95%. Haematoma formation in 2 cases (7.7%) in inguinal and 1
case (3.9%) of palomo operation. In 1 case (3.9%) of inguinal approach there was hydrocele
formation at 1 year. No testicular atrophy noticed in immediate post operative period in both
groups. In 2 (7.7%) patients of palomo group there was no symptomatic relief. In inguinal
group in 1 patient (3.9%) there was no symptomatic relief. It was concluded that palomo operation is better than inguinal approach as there are less complications and decreased recurrence
rate. However fertility is improved in both groups almost equally.
INTRODUCTION
Varicocele is an abnormal dilatation of pampiniform plexus within spermatic cord. It is bilateral in
50% of cases. 98% it is left sided. Prevalence rate
in general population is 15% which is 30% in case
of infertile men. After surgery for infertility impregnation rate is improved significantly.1,2
Various surgical methods are available to treat
varicocele including minimally invasive surgery.
We compared the results of palomo approach with
inguinal approach for treating varicocele.3,4
PATIENT AND METHODS
The study was conducted at Surgical Unit-II, Jinnah Hospital from January 2006 to December
2007. Fifty two (52) patients were included in
study. Randomly 26 patients were operated in
each group i.e inguinal and palomo. The clinical
data and investigations were recorded on a proforma. Only primary varicocele was included in
study.
The patients of secondary varicocele and those
who had specific treatment before were dropped
from the study. The patients were examined in
supine and standing position and the grade of varicocele recorded. The grade of varicocele was defined as:
Grade – I  Palpable with the aid of valsalva
maneuver.

Grade – II  Palpable without the aid of valsalva
maneuver.
Grade – III  Visible without palpation.
PROCEDURE
Operation is performed under general or spinal
anaesthsia.
Palomo Procedure
A transverse incision 4-5 cm in length was made at
the level of anterior superior iliac spine, centering
the mid inguinal point. Skin, subcutaneous tissue
and external oblique sheaths are cut. The internal
oblique and transverse muscles are separated.
Peritoneum is separated medially. The vein is
exposed and testicular artery separated. Testicular
veins (two in number) are ligated and wound is
closed in layers.
Inguinal Approach:
Incision is made one finger breadth above the
medial part of inguinal ligament. The skin, fascia
of external oblique are cut. The cord is mobilised.
Spermatic fascia is incised and dilated veins are
identified. Vas deference arteries and two or three
veins are separated from the main mass of dilated
veins. These are separated for short distance up
and downwards and excised between ligatures placed 5 cm apart. Approximation of these ligatures
also shortens the cord so that testis is suspended
at higher level. The wound is closed in layers.
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Post operative findings were recorded. All
patients were followed at 3 and then at 6 months
and 1year. Infertility patients had semen analyses
at 3, 6, 9 and 12 months.
At follow up disappearance of varicocele, dragging pain, improved sperm count were noted.
RESULTS
The age of patients ranged from 12-50 years. Mean
age was 26.6yrs (table 1). The site of varicocele was
left sided in 34 (65.4%), right sided in 5 (9.6%)
and bilateral in 13 (25%) patients (Fig. 1). The size
of varicocele was 15.5% grade-I, 55.7% grade-II
and 28.8% grade III. All grade-I varicocele presented for fitness for service purpose in police or
armed forces (Fig. 2).
Table 1: Age of Patients in 52 cases.
Age

No of Cases

% age

11 – 20 yrs

6

11.5%

21 – 30 yrs

22

43.3%

31 – 40 yrs

17

32.7%

41 – 50 yrs

7

13.5%

70
65
60
55
50
45
40
35
30
25
20
15
10
5
0

Most of the patients i.e. 53.9% presented with
pain and dragging sensations. They mostly presented in summer season. However 17.3% (9 patients) presented for infertility. There was quite a
good number of patients 28.8% who did not have
any complaints but referred from various recruitment agencies for fitness purposes (table 2).
Table 2: Clinical Presentations in 52 cases.
Presentation

No

% age

Pain or dragging sensation

28

53.9%

Infertility

09

17.3%

No complaint / Fitness purposes

15

28.8%

The post operative complications including
wound and scrotal haematoma formation were
more in inguinal group i.e. 7.7% and 3.9% in palomo operation. Infection rate was 3.9% i.e. 1 patient
and that was of inguinal group. There was 1 case
(3.9%) of hydrocoele formation in inguinal group.
No testicular atrophy could be found in the 1 year
follow up in both groups.
Table 3: Post operative Complications in 52
cases.

65.4%

Inguinal
approach
n = 26

Palomo
n = 26

Wound Haematoma

2 (7.7%)

1 (3.9%)

Wound infection

1 (3.9%)

0

Hydrocoele

1 (3.9%)

0

Testicular atrophy

0

0

Recurrence / Persistance
of varicocele

1 (3.9%)

3 (11.6%)

Persistent dragging
sensation

1 (3.9%)

2 (7.7%)

Complications

9.6%
25%

Left Side

Both Side

Right Side

Fig. 1: Site of varicocele in 52 cases.
55.7%

Grade I
Grade II
Grade III
28.8%

15.5%

Fig. 2: Grading of varicocele in 52 cases.

In postoperative symptomatic relief, inguinal
procedure proved better. There was only 1 patient
i.e. 3.9% with no relief however in palomo there
were 2 patients i.e. 7.7% with no relief (table 3).
The persistence of varicocele was found in 3
(11.6%) of patients in palomo group and in 1 (3.9%)
of inguinal group. The semen analysis of infertile
group of patients was done at 3, 6, 9 and 12 months. All of them showed significant improvement
in total count of sperms, motility and morphology.
As total number of patients was only 9, therefore it
was not possible to assess the supremacy of one
procedure over the other in this regard. Compliance of follow-up is not good in our setup. At 3
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months 71.1% patients turned up for follow up at 6
months (57.7%) and at 1 year 40.3% (Fig. 3). The
fitness group had very low follow-up rate, however
infertility group had higher follow up i.e. 7 out of 9
at 1 year i.e. 77.7% of the group.
57.7%

3 Months
6 Months
1 Year

40.3%
71.7%

Fig. 4: Follow up profile.

DISCUSSION
Varicocele has been found in all age groups, youngest being 18 months old as reported in literature.
The age of patients in our study ranged from 12-50
years with mean age of 26.6 years. Dubin and
Amelar reported left varicocele 50%, bilateral 46%
and right sided only in 4%. Our study shows left
sided varicocoele 65.4%, bilateral in 25% and right
sided in 9.6%. However Turner reported left sided
70% and right sided 9%.5,6 In the present study,
clinical presentation was dragging pain / sensation
in 53.9% ( n = 28) and infertility in 9 (17.3%). Fitness purposes in jobs where one has to stand for
long periods because varicocele is considered to
disturb at some stage in future. In literature there
is variability in this regard. Kaye has shown that
his 100% patients complained of heaviness in scrotum and dull ache in left groin made worse on
exertion7. Palomo reported 25 out of 38 of his patients presenting with complaint of local discomfort.
In a series of high school boys. Okuyama et all
reported that chief complaints were, scrotal swelling, scrotal / abdominal pain and pain at voiding.
Breaded et al in a series of 334 patients reported
that 96.7% (n=323) presented with testicular discomfort and subfertility.8-10
Scrotal haemotoma and wound haemotoma
are more in inguinal approach than palomo. Reason being more numbers of veins and handling of
spermatic cord in inguinal approach. While in
palomo only two or there veins are encountered.
In our study, haemotoma formation was seen in
7.7% of cases of inguinal approach and wound infection in 3.9%. In palomo approach, haemotoma
was seen in 3.9% cases and there was no infection
in any case. Dubin and Ameler and formation Kaye
reported equal incidence of infection rate11-13
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Hydrocele formation as a complication is more
in inguinal approach. This is because of lymphatic
damage as proposed by Turner8. Incidence in
literature is 3 – 39%, however in our study it is
3.9% in inguinal approach and no hydrocele was
detected in palomo. This could be attributed to
short follow up and poor compliance of patients.1315 In our study no case of testicular atrophy was
reported. However in literature 1% incidence is
reported in inguinal approach. The use of microsurgical technique and Doppler intra operatively
has been used to assure preservation of testicular
artery.4,16,17
The Persistance or recurrence rate in our study
was 11.6% in palomo whereas 3.9% in inguinal
approach. Overall recurrence rate reported ranges
from 5-45%. Evans and Bogdan reported 16% in
palomo and 11% in inguinal approach4. Sayfan et al
show reported persistence and recurrence rate in
2% of palomo and 0% of inguinal approach.18 Use
of intra operative post-ligation venography has
shown to reduce recurrence / persistence of varicocele significantly.16,19 The semen morphology
improves gradually after surgery. In our study
semen improved in all patients of infertility group
at 9 months and 1 year in term of motility, morphology and number. In literature 40-70% patients improved in semen quality and fertility. However relative supremacy of both procedures is not
evident from our study.11,19-21
It is concluded the palomo operation is better than inguinal approach for varicocelectomy.
There is decreased complication rate and better
patient satisfaction. However recurrence or persistence rate is less in inguinal approach. Both procedures improve fertility. However choice of procedures seems to be more of surgeon’s training and
personal liking than considering benefits and draw
backs of both procedures.
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