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Abstract
Testicular varicocele, which is defined as the dilation of the veins draining the
testicle, has long been associated with a detrimental effect on testicular
function. Despite a lack of high-quality, prospective data, recent evidence has
shed light on potential links between varicocele and male infertility and serum
testosterone levels. Similarly, varicocele repair has increasingly been shown to
have a beneficial impact on pregnancy rates, semen parameters, and on
improving serum testosterone in adult men. Numerous studies have assessed
the optimal technique for varicocele repair and the bulk of the evidence has
shown the microsurgical inguinal/subinguinal approach to have the highest
success rates, the lowest overall complication rates, and the lowest recurrence
rates. The management of varicocele in adolescents remains a clinical
conundrum, but contemporary evidence suggests early deleterious effects of
varicocele on testicular function in some patients. Well-designed prospective
trials are critical to delineate the true impact and role of varicocele repair on
male infertility and hypogonadism in adult and adolescent men.
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Introduction
Testicular varicocele, which is defined as the dilation of the veins 
draining the testicle, occurs in approximately 15% of men in the 
general population1. The prevalence of varicocele increases to 35% 
of men with primary infertility and between 75% and 81% of men 
with secondary infertility1. Varicoceles have been associated with a 
progressive, detrimental effect on testicular function, affecting both 
spermatogenesis and Leydig cell function. However, despite being 
the most common known cause of male infertility, varicoceles 
and their pathophysiological effects on testicular function remain  
poorly understood, and controversy persists surrounding the appro-
priate management of varicocele.

In this review, we will examine the most recent literature surround-
ing varicoceles and their effects on various domains of testicular 
function, namely fertility and testosterone production. We will also 
explore recent evidence on the preferred technique for varicocele 
repair and the timing of varicocele repair in adolescents.

Varicocele and fertility
Despite being the most common known cause of male infertility, 
80% of men with varicoceles are fertile, a finding that complicates 
the true impact of varicocele on male fertility2. A number of stud-
ies, including several randomized controlled trials (RCTs), have 
assessed the impact of varicocele repair on male fertility. While  
none of the studies have definitively determined the impact of varic-
ocele repair on live birth rates, multiple studies have used pregnancy 
rates and semen parameters as surrogate outcomes for fertility.

10 RCTs comprising 894 men were included in a Cochrane Library 
meta-analysis that showed an increased odds ratio (OR) of 1.47 
(95% confidence interval [CI] 1.05–2.05) of pregnancy following 
varicocele repair in men with subfertility, with a number needed 
to treat of 17 to achieve one pregnancy3. However, their analysis 
was beset by low-quality evidence and significant heterogeneity 
among the 10 RCTs. For example, three RCTs included men with  
subclinical varicoceles only, while another two RCTs included men 
with normal semen parameters. Many RCTs were also plagued 
by small numbers, high dropout rates, and differing techniques of  
varicocele repair. A subgroup analysis performed by the same 
group of five RCTs restricted to 505 men with clinical varicoce-
les, abnormal semen parameters, and pregnancy rate as the primary  
outcome significantly favored varicocele treatment. In this sub-
group analysis, the OR for achieving pregnancy increased to 2.39  
(95% CI 1.13–3.38) with a number needed to treat of seven to 
achieve one pregnancy3. Overall, the authors concluded that 
while their analysis appeared to support the practice of varicocele 
treatment in the management of male subfertility, the significant  
heterogeneity and low quality of the evidence available prevented 
them from definitively drawing conclusions.

Of note, the results of the latest Cochrane subgroup analysis  
mirror a 2007 meta-analysis that included two RCTs and three obser-
vational studies of infertile men with clinical varicoceles, abnormal 
semen parameters, and spontaneous pregnancy as the primary out-
come. In this 2007 meta-analysis, the authors included high-quality 
observational studies in order to counteract the lack of reliable, high-
quality RCT data and adhered to the Potsdam criteria to appraise 

the evidence and to reduce bias. They also found a significant 
advantage to surgical varicocele repair, with an OR for spontaneous  
pregnancy of 2.87 (95% CI 1.33–6.20, p=0.006) and a number 
needed to treat of 5.74; 33% of patients who underwent surgical 
varicocele repair were able to conceive spontaneously compared to 
15.5% of those who did not undergo surgical varicocele repair4.

The impact of varicocele on semen parameters in infertile men  
has been studied extensively in both prospective studies and  
RCTs. Unlike the evidence assessing the impact of varicocele 
repair on clinical pregnancy rates, the evidence linking varicocele 
repair and improved semen parameters has consistently favored 
varicocele repair. A recent meta-analysis looking at semen param-
eters after varicocelectomy for infertile men found statistically 
significant improvements in sperm concentration (12.32 million 
sperm per milliliter [95% CI 9.45–15.19, p<0.0001]), total motility 
(10.86% [95% CI 7.07–14.65, p<0.0001]), and progressive motility 
(9.69% [95% CI 4.86–14.52, p<0.0001]) following repair of clini-
cal varicocele5. While the authors noted significant heterogeneity 
amongst the 22 prospective studies that looked at sperm concentra-
tion, 17 prospective studies examining total sperm motility, and five 
prospective studies examining progressive sperm motility, almost 
all of the studies assessed showed either a significant improvement 
or a trend towards improvement in the semen parameter studied  
following repair of a clinical varicocele. The meta-analysis also 
found that varicocele repair improves sperm parameters at a molec-
ular level, with reductions in seminal oxidative stress and DNA 
damage as well as improvements in sperm ultramorphology5.

The improvement in semen parameters also holds true in men 
undergoing varicocele repair for reasons other than infertility, 
such as testicular pain, discomfort, or scrotal mass. In a study 
of 268 men undergoing varicocele repair for an indication other 
than infertility, 63% had at least one abnormal parameter on pre- 
operative semen analysis and 76% showed improvement in at 
least one semen parameter after varicocele repair6. The degree of 
impairment in sperm parameters has been repeatedly shown to 
be associated with varicocele grade, with repair of higher-grade 
(grade II–III) varicoceles resulting in more dramatic improvements 
in semen parameters7–9. Following varicocele repair, the most sig-
nificant improvement in semen parameters occurs at 3 months, with 
little further improvement noted thereafter10. While there appears 
to be a clear improvement in sperm concentration and motility, the 
measurement of semen parameters represents a surrogate measure 
of fertility, and the threshold of what degree of improvement 
results in improved pregnancy or live birth rates has yet to be 
established. Furthermore, the variability that exists between semen 
analyses may cloud the ability to draw robust conclusions from the  
meta-analysis.

Men with non-obstructive azoospermia (NOA) represent a unique 
subset of infertile men, in which assisted reproductive technolo-
gies (ARTs) such as in vitro fertilization (IVF) or intracytoplasmic 
sperm injection (ICSI) may be needed. However, in those men 
with NOA and a clinical varicocele, varicocele repair may result 
in the return of sperm to the ejaculate and preclude the need for a  
testicular retrieval of sperm prior to ART. A 2010 review of 11  
retrospective, observational studies and 233 patients with NOA and 
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clinical varicocele undergoing varicocele repair found that 39% of 
patients had a return of motile sperm to the ejaculate following vari-
cocele repair and 6% of couples subsequently reported spontaneous  
pregnancy11. Success, which was defined as a return of motile 
sperm to the ejaculate, was strongly associated with histopatho-
logical pattern within the testis, with late maturation arrest (46%) 
and hypospermatogenesis (55%) having significantly higher  
success rates than Sertoli cell only (11%) and early matura-
tion arrest (0%)11. A subsequent prospective study in 2012 by  
Abdel-Meguid also concluded that testicular histology was the only 
significant factor correlated with successful return of motile sperm 
to the ejaculate following varicocele repair in men with NOA and 
clinical varicocele12. Abdel-Meguid was able to recover sperm in 
54% of patients with hypospermatogenesis and 50% of patients 
with late maturation arrest, but was unable to recover sperm in 
patients with either Sertoli cell only or early maturation arrest12.  
Unfortunately, while up to 40% of patients will have return of 
sperm to the ejaculate following varicocele repair, less than 10% 
of patients will have adequate sperm in the ejaculate and be able to 
avoid testicular sperm extraction (TESE) prior to ART13.

Overall, despite the latest evidence being fraught with heteroge-
neity, there does appear to be a benefit to varicocele repair in the 
management of infertile men with abnormal semen parameters, 
with improvements seen not only in semen parameters but also in 
spontaneous pregnancy rates following varicocele repair.

Varicocele repair in the setting of ART
With the increased use of ART in infertile couples, the role of vari-
cocele repair in the setting of ART remains undefined. While vari-
cocele repair in men with NOA appears to sometimes enable the 
return of motile sperm to the ejaculate, the impact of varicocele 
repair on sperm retrieval at TESE remains unclear. Schlegel et al. 
found no difference in sperm retrieval rates at TESE between men 
with and without prior varicocelectomy (60% in both groups)13. 
In contrast, both Haydardedeoglu et al. (61% vs. 38%, p=0.01) 
and Inci et al. (53% vs. 30%, p=0.036) noted significantly higher 
rates of sperm retrieval at TESE in patients following varicocele  
repair14,15. Albeit small, a 2013 prospective study also noted a  
significantly higher rate of sperm retrieval at TESE in patients 
undergoing varicocele repair 3 months prior to TESE (58% vs. 
27%, p<0.05)16.

Whether or not varicocele repair improves pregnancy rates in cou-
ples using ART also remains controversial. Two large retrospective 
reviews have attempted to assess the impact of varicocelectomy 
on pregnancy and miscarriage rates during ICSI and have con-
flicting results. Pasqualotto et al. assessed 248 couples undergo-
ing ICSI, of which 169 men had undergone varicocele repair and 
79 men had clinical varicocele and found no differences between 
the two groups in terms of semen parameters (sperm concentra-
tion, motility, and morphology), pregnancy rates, implantation 
rates, or miscarriage rates17. On the other hand, Esteves et al. 
investigated 242 couples undergoing ICSI, of which 80 men had 
undergone varicocele repair and 162 men had clinical varicocele, 
and noted significant improvements in the number of motile sperm  
(15.4 × 106 vs. 6.7 × 106, p<0.01), clinical pregnancy rate (60% 
vs. 45%, p=0.04), and live birth rate (46% vs. 31%, p=0.03). 

They also noted a decreased chance of miscarriage (OR 0.433,  
95% CI 0.22–0.84) after varicocele repair18. Both Haydardedeoglu 
et al. and Inci et al. also reported higher pregnancy rates with ICSI 
in men following varicocele repair14,15.

A small study of 58 couples undergoing intrauterine insemination 
also found a significant improvement in pregnancy rates (12% vs. 
6%, p=0.04) and live birth rates (12% vs. 2%, p=0.007) for men 
who had varicocele repair when compared to those without varic-
ocele treatment despite no differences in post-wash sperm counts19. 
The authors suggested that the increased pregnancy and live birth 
rates could be secondary to improvements in sperm characteristics 
not measured on routine semen analysis.

The suggestion made by the above authors is in keeping with 
recent literature linking levels of sperm DNA damage to preg-
nancy rates. Evidence from meta-analyses has shown high levels of 
sperm DNA fragmentation to have a detrimental effect on the out-
comes of IVF/ICSI, with decreased pregnancy rates and increased  
miscarriage rates20,21. While the pathophysiological mechanism 
linking varicocele to sperm DNA damage has yet to be clearly 
elucidated, increased reactive oxygen species (ROS)—resulting in 
increased seminal oxidative stress—are thought to play a central 
role. Varicocele is associated with higher levels of seminal ROS 
and sperm DNA damage, while repair of varicocele results in sig-
nificantly decreased sperm DNA fragmentation22. In a prospective 
study of 49 couples, Smit et al. showed a decrease in DNA fragmen-
tation index from 35.2% to 30.2% (p=0.019) after varicocelectomy, 
with 37% of couples able to subsequently achieve spontaneous 
pregnancy and another 24% of couples able to achieve pregnancy 
with ART. The mean DNA fragmentation index was significantly 
higher in couples unable to achieve pregnancy either spontaneously 
or with ART23. Kadioglu et al. also showed a significant decrease 
in DNA fragmentation index in 92 consecutive patients undergo-
ing varicocele repair24. With contemporary evidence suggesting that 
testicular spermatozoa have significantly less sperm DNA damage 
than ejaculated sperm and may result in higher pregnancy and live 
birth rates during ICSI, the insistence on using ejaculated sperm for 
ART has diminished25–27.

In summary, despite a lack of high-quality prospective RCT 
data, the literature does suggest a beneficial role for varicocele 
repair in decreasing sperm DNA fragmentation. While improved 
sperm DNA fragmentation could lead to improved pregnancy and 
live birth rates for couples pursuing ART, the data have not yet  
been able to demonstrate clearly defined associations between  
varicocele repair and reproductive outcomes in ART.

Varicocele and testosterone
Apart from spermatogenesis, the other main domain of testicu-
lar function is the production of testosterone by the Leydig cells. 
While initial studies failed to definitively identify a correlation 
between serum testosterone levels and varicocele, a large World 
Health Organization study of 9034 men with and without varicocele 
presenting for male infertility evaluation suggested a progressive 
decline in Leydig cell secretion in men with varicocele that was not 
seen in those without varicocele28. More recent studies have echoed 
the association between varicocele and low serum testosterone, 
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with Tanrikut et al. finding a lower serum testosterone level in men 
with varicocele than in those without varicocele (416 ng/dL vs.  
469 ng/dL, p<0.001)29.

The association between varicocele and serum testosterone has 
also been repeatedly reinforced in recent retrospective and pro-
spective studies looking at changes in serum testosterone levels 
after varicocele repair (Table 1). The majority of these studies 
have shown significant increases in serum testosterone after vari-
cocele repair, and a meta-analysis of nine studies and 814 patients 
found a statistically significant increase in serum testosterone of  
97.48 ng/dL (95% CI 43.73–151.22, p=0.0004) after varicocele 
repair30. The impact of varicocele repair on serum testosterone in 
adult men appears to be independent of age, with similar increases 
in serum testosterone following varicocele repair seen in men 
aged 16–65 with a baseline testosterone less than 400 mg/dL31. 
While the change in serum testosterone following varicocele 
repair appears robust, many of the studies looking at this ques-
tion are retrospective, with small patient numbers. For instance, of 
the nine studies in the aforementioned meta-analysis, eight were 
retrospective observational studies and seven included fewer than 
80 patients30. Furthermore, many of the studies include men with 
normal baseline serum testosterone levels and do not comment on 
hypogonadal symptoms, which makes it difficult to extrapolate the 
results to men with hypogonadism.

As is evident in Table 1, the response in serum testosterone fol-
lowing varicocele repair varies dramatically. While patient age, 
laterality, and varicocele grade do not appear to affect the degree 
of increase in serum testosterone following varicocele repair, other  

factors  such as baseline testosterone and testicular firmness are 
related to the degree of postoperative testosterone response29,32,33. 
Hypogonadal men have a greater, statistically significant improve-
ment in serum testosterone following varicocele repair when com-
pared to eugonadal men31,34. Despite having similar preoperative 
serum testosterone, men with at least one firm testis, which likely 
represents at least one healthy testis, have also demonstrated a greater 
improvement in serum testosterone following varicocele repair  
compared to those with bilateral soft testes, which may repre-
sent end-stage testicular dysfunction (144 ng/dL vs. 10 ng/dL, 
p<0.005)34.

The link between varicocele and serum testosterone levels sug-
gested by the clinical studies cited above is corroborated by histo-
logical and animal studies. Testicular biopsies from patients with 
idiopathic varicoceles demonstrate a decreased tubular diameter, 
hyperplasia in the number of Leydig cells with cytoplasmic 
vacuolization and atrophy, and a decrease in the number of tes-
tosterone-positive Leydig cells35. In Sprague-Dawley rats with 
an induced varicocele, intratesticular testosterone concentrations 
were significantly lower than in control rats, further suggest-
ing an association between varicocele and impaired Leydig cell 
function36,37.

Taken together, despite the lack of definitive, high-quality data 
linking varicocele and hypogonadism, the evidence suggests that 
varicocele repair may increase serum testosterone levels in adult 
men across all age groups. Further prospective studies are needed 
to ultimately determine whether or not varicocele repair should be 
considered a potential treatment option for hypogonadal men.

Table 1. Summary of the reported literature on varicocele repair and changes in serum testosterone.

Author, year Age 
(years)

Number of 
patients

Baseline 
testosterone 
(ng/dL)

Post-operative 
testosterone 
(ng/dL)

Significance

Su et al. (1995)34 35 53 319 409 p<0.001

Cayan et al. (1999)55 29.5 78 563 837 p<0.01

Pierik et al. (2001)56 35.5 30 542 571 NS

Fujisawa et al. (2001)57 32 52 460 470 NS

Gat et al. (2004)32 35.1 83 348 496 p<0.001

Lee et al. (2007)58 39.6 18 360 416 NS

Di Besceglie et al. (2007)59 28 38 650 660 NS

Ozden et al. (2008)60 24 30 660 720 NS

Rodriquez et al. (2009)61 23.5 202 648 709 NS

Hsiao et al. (2011)31 35.6 106 309 431 p<0.001

Tanrikut et al. (2011)29 36 325 358 454 p<0.001

Sathya et al. (2011)62 30 100 177 301 p<0.001

Zohdy et al. (2011)63 33.8 103 379 450 p<0.001

Hsiao et al. (2013)33 36.4 59 308 418 p<0.001

Abdel-Meguid et al. (2014)64 31.7 66 347 399 p=0.004

Abbreviations: NS, non-significant
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Varicocele repair techniques
Numerous options are available to the patient who has decided to 
undergo varicocele repair, including open retroperitoneal, open 
inguinal, laparoscopic retroperitoneal, microsurgical inguinal, 
microsurgical subinguinal, radiographic embolization, and scle-
rotherapy. The various techniques for varicocele repair have been 
exhaustively studied, though there remains a lack of large, high-
quality prospective RCTs in this arena. A recent meta-analysis 
evaluated 35 studies (23 RCTs and 12 observational studies) that 
compared the various varicocele repair techniques38. While the 
different techniques were not directly compared to one another 
in the meta-analysis, they were all compared to open retroperito-
neal repair. Overall, the authors found that of the techniques for 
varicocele repair assessed, which included laparoscopic retro-
peritoneal and open conventional inguinal repair, radiographic 
embolization, and sclerotherapy, the microsurgical inguinal/sub-
inguinal approaches had the lowest overall complication rates38. 
The odds for varicocele recurrence were lowest for the microsur-
gical inguinal and subinguinal approaches when compared to the 
open retroperitoneal approach (OR 0.06, 95% CI 0.01–0.16 and 
OR 0.05, 95% CI 0.01–0.19, respectively), whereas the other 
repair techniques did not demonstrate significant differences in  
varicocele recurrence when compared to the open retroperito-
neal approach38. Similarly, the microsurgical inguinal and subin-
guinal approaches proved to be superior to open approaches for  
minimizing the risk of hydrocele formation. Two of the included 
studies in the meta-analysis reported no hydrocele formation after 
microsurgical inguinal varicocele repair, while microsurgical sub-
inguinal repair dramatically outperformed open retroperitoneal  
repair (OR 0.05, 95% CI 0.00–0.42)38. Tauber antegrade sclero-
therapy was also very unlikely to be associated with hydrocele  
formation when compared to open retroperitoneal repair (OR 0.01, 
95% CI 0.00–0.13)38. While this meta-analysis encapsulates a  
comprehensive swath of the literature surrounding techniques for 
varicocele repair, it is limited by the quality of the studies included. 
Many of the RCTs are noted to be of poor quality, and there is 
heterogeneity amongst the studies in terms of patient selection 
and surgical technique, especially for the open retroperitoneal 
approach, where some studies did not use optical magnification or 
make efforts to spare the testicular artery. Ligation of the testicu-
lar artery, which can occur accidentally in 0.9% of microsurgical 
inguinal or subinguinal varicocele repairs, may result in testicular 
atrophy in 5% of patients39.

Despite its limitations, the overall results of this recent meta-
analysis are consistent with older studies that have also shown the 
microsurgical inguinal/subinguinal approach to have significantly 
higher pregnancy rates (42%), lower recurrence rates (1%), and 
lower hydrocele formation rates (0.4%) when compared to the 
other techniques for varicocele repair40. The rationale behind the 
superior results with the microsurgical approaches is the improved 
visualization, which enables the ligation and division of all inter-
nal spermatic, external spermatic, cremasteric, and gubernacular 
veins while sparing the lymphatic structures. While the radio-
graphic approaches (both embolization and sclerotherapy) can have 
promising initial results, our experience has seen many men recur 
later (typically after 2–5 years) with slow-filling veins that may be  
attributable to a failure to cannulate small collaterals and/or reca-
nalization through the coils.

Since it was described in 2008 by Shu et al.41, robot-assisted 
varicocele repair and its efficacy have been explored by various 
groups. While the small number of studies in the literature tout the 
elimination of hand tremor as a significant advantage to using the 
robotic platform in microsurgery, there remains a paucity of data on  
outcomes, complications, and comparisons to currently used  
techniques for varicocele repair41,42.

In spite of numerous limitations, the current data suggest that the 
microsurgical inguinal or subinguinal approach results in higher 
pregnancy rates and lower recurrence and complication rates, and 
should be the favored technique for varicocele repair. However, 
well-designed, large, prospective RCTs would be helpful to con-
firm these assertions.

Varicocele repair in adolescents
With varicoceles being found in 17% of adolescent males43 and 
with contemporary evidence suggesting links between varicocele 
and infertility in adult men, the question of when or whether to treat 
varicoceles in the adolescent population is critical. Currently, the 
accepted indication for varicocele repair in adolescents is objective 
evidence of diminished ipsilateral testicular size. The guidelines 
from the American Society for Reproductive Medicine advocate 
waiting for detection of changes in testicular size or semen analysis 
prior to recommending varicocele repair44.

Disturbing data show that the deleterious effects of varicocele on 
testicular function are seen at an early age and may be progressive. 
Several groups have noted an increased prevalence of varicocele  
in men with secondary infertility when compared to those with pri-
mary infertility, suggesting a progressive, time-dependent decline 
in male fertility45,46. Further evidence of a progressive impact of  
varicocele on male fertility comes from a small longitudinal study 
that followed 13 men with normal semen parameters for 9–96 
months. With time, the men demonstrated a statistically signifi-
cant deterioration in sperm concentration and motility that went 
from being normal to abnormal47. Differences in semen parame-
ters such as motility, vitality, and morphology have been noted in 
men as young as 17–19 years of age with varicoceles48. Two recent 
meta-analyses have also demonstrated abnormalities in semen 
parameters in adolescents with varicoceles, further reinforcing the  
concern regarding the early harmful effects of varicocele on male 
fertility49,50. As with adults, treatment of varicocele appears to 
improve semen parameters49. Unfortunately, most studies in adoles-
cents have short follow-up periods, making it difficult to ascertain 
with confidence whether the improvement in semen parameters is 
primarily due to the varicocele repair or whether the improvement 
would have happened without treatment as the adolescent testicle 
developed and matured over time.

While there is concerning evidence regarding both early and pro-
gressive detrimental effects of varicocele on male fertility, there 
is a lack of prospective, longitudinal data regarding the ultimate 
effect of adolescent varicocele on future adult fertility and preg-
nancy rates. Bogaert et al. studied the paternity status in a cohort of 
men who had been previously diagnosed with varicocele as adoles-
cents and found no difference between survey respondents who had 
elected to undergo varicocele repair and those who were managed 
conservatively (78% vs. 85%, p>0.05)51. Their findings suggest no 
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role for varicocele repair in adolescents, and also support older data 
that show over 80% of those with varicocele remain fertile.

The current emphasis on differential testicular volume in the man-
agement of adolescent varicocele is also controversial. Recov-
ery of testicular volume and resolution of differential testicular  
volume after varicocele repair is thought to be a sign of treat-
ment success and a surrogate for restoration of normal testicular 
function. Support for this paradigm comes from a retrospective 
case-control study in which the testicular volumes and semen 
parameters were compared between 32 men who had previously 
undergone varicocele repair as adolescents, 26 men who had 
been diagnosed with varicocele as adolescents and observed, and  
27 age-matched controls. Of the 32 men who underwent varic-
ocele repair, 75% had ipsilateral testicular hypotrophy at the time 
of surgery. At a mean of 14.6 years after treatment, treated patients 
had no difference in testicular volume bilaterally, and had no dif-
ferences in testicular volume or sperm concentration when com-
pared to the control group. In contrast, the untreated group had 
persistent ipsilateral testicular hypotrophy and had significantly 
lower testicular volume and sperm concentration when compared 
to the treated and control groups52. Conversely, Kolon et al. fol-
lowed a group of 71 boys with varicocele and ipsilateral testicu-
lar hypotrophy with serial ultrasound for 2 years. While only 54% 
of boys initially had a discrepancy in testicular volume of under 
15% initially, 85% of boys had testicular volume differentials of 
under 15% after 2 years, indicating that adolescent males have 
asynchronous testicular growth that often equalizes with time 
despite the presence of a varicocele53. More recently, Kurtz et al.  
retrospectively analyzed the ultrasound-derived testicular volumes 
and semen parameters of 100 adolescents with clinically detectable, 
but untreated, left varicoceles. They noted a significant difference 
between the volumes of the right and left testicles (15.9±6.9 cc ver-
sus 14.4±6.9 cc, p<0.0001 for right and left testicle, respectively), 
with 31% of patients having a total volume differential greater  
than 20%54. There were significant associations between both 
testicular volume differential greater than 20% (OR 2.1, 95% CI 
1.02–4.12, p=0.04) and total testicular volume under 30 cc (OR 
4.2, 95% CI 1.8–9.7, p<0.001) on the odds of having a total motile 
sperm count below 20 million/cc54. The above studies suggest that 
while clinical varicocele in the adolescent population may impact 
testicular volume and function in some patients, significant gaps in 
our knowledge and ability to predict which adolescents with clini-
cal varicocele are harmed and would most benefit from varicocele 
treatment remain.

The management of adolescent varicocele remains a challeng-
ing clinical conundrum, especially in light of the dearth of data 
regarding the long-term effects of varicocele on future fertility 
and hormonal function. However, concerning evidence suggesting  
potential early damage to testicular function behooves the urologic 
community to pursue prospective, longitudinal studies that will 
help elucidate when and in what population of adolescents varic-
ocele repair would be most beneficial.

In our opinion, logic would dictate that with the high success 
rate and low morbidity of microsurgical varicocelectomy, the  

conservative treatment of large, grade III varicoceles in adolescents 
is, in fact, microsurgical repair. Undergoing microsurgical repair 
would ensure conservation of testicular function, and we consider 
the prevention of future infertility and androgen deficiency to be 
preferable to the treatment of testicular dysfunction after it occurs. 
Understandably, before a shift in the management paradigm of 
this magnitude can occur, high-quality prospective data assessing 
the reproductive and hormonal outcomes in cohorts of treated and 
untreated adolescents with clinical varicocele through to adulthood 
are needed to populate well-designed effectiveness models and 
analyses.

Future directions
A recurring theme when examining the current evidence surround-
ing the impact of varicocele treatment on infertility and serum 
testosterone in adult and adolescent men is the poor quality and 
pervasive heterogeneity of the evidence, which precludes the deri-
vation of robust conclusions from the available data. While the  
current flawed evidence suggests that varicocele repair may be  
beneficial for men with infertility or hypogonadism, we echo 
numerous authors in calling for well-designed, prospective clini-
cal trials that can provide confirmatory answers to the longstanding 
questions surrounding the impact and role for varicocele repair in 
the management of men with infertility or hypogonadism.

At this point, the ideal RCT looking at the impact of varicocele 
repair in adult men would be multi-institutional and compare 
microsurgical, testicular artery-sparing varicocele repair to non-
intervention, with semen analyses, serum testosterone testing, and 
hypogonadism symptom assessments done according to the vali-
dated criteria and methodologies established in the literature. To 
study the question of the impact of varicocele repair on infertility, 
the study population would include men with clinical varicocele 
and subfertility defined both clinically and by abnormal semen 
analysis, with female factors also being taken into account in the 
analysis. To study the question of the impact of varicocele repair 
on hypogonadism, the study population would include men with 
hypogonadism defined by both a low serum testosterone level and 
clinical symptoms of hypogonadism.

The impact of varicocele repair in adolescent men could be stud-
ied using a prospective cohort design. Adolescents with clinical 
varicocele at various centers that routinely either treat or do not 
treat varicocele would have their semen analyses, hormone lev-
els, and reproductive outcomes followed prospectively through to  
adulthood using validated criteria and methodologies to assess 
semen analysis and serum testosterone.

Conclusion
Despite the high prevalence of varicocele in the general population 
and years of study, many questions remain surrounding its man-
agement. Even with a lack of high-quality, prospective data, the 
mounting body of evidence suggests a growing role for microsurgi-
cal varicocele repair in men with infertility. More work is needed 
to continue building insight into the pathophysiology and effects of 
varicocele on both adult and adolescent men in order to determine 
the optimal treatment for patients with varicocele.

Page 7 of 10

F1000Research 2016, 5(F1000 Faculty Rev):1792 Last updated: 22 JUL 2016



Abbreviations
ART, assisted reproductive technology; CI, confidence interval; 
ICSI, intracytoplasmic sperm injection; IVF, in vitro fertilization; 
NOA, non-obstructive azoospermia; OR, odds ratio; RCT, ran-
domized controlled trial; ROS, reactive oxygen species; TESE,  
testicular sperm extraction.

Author contributions
Phil Bach and Marc Goldstein conceived the study. Phil Bach and 
Bobby Najari carried out the research. Phil Bach prepared the first 
draft of the manuscript. All authors were involved in the revision of 
the draft manuscript and have agreed to the final content.

Competing interests
The authors declare that they have no competing interests.

Grant information
Phil Bach and Bobby Najari were supported by The Frederick J. 
and Theresa Dow Wallace Fund of the New York Community Trust. 
Bobby Najari was also supported by grant number T32HS00066 
from the Agency for Healthcare Research and Quality. The content 
is solely the responsibility of the authors and does not necessarily 
represent the official views of the Agency for Healthcare Research 
and Quality.

The funders had no role in study design, data collection and analysis, 
decision to publish, or preparation of the manuscript.

References F1000 recommended

1.	 Goldstein M: Chapter 22: Surgical Management of Male Infertility. In: Wein A, 
Kavoussi L, Novick A, Partin A, Peters C, editors. Campbell-Walsh Urology. Tenth 
edition, Philadelphia: Elsevier Saunders; 2012; 648.  
Reference Source

2.	 Sigman M: There is more than meets the eye with varicoceles: current and 
emerging concepts in pathophysiology, management, and study design. Fertil 
Steril. 2011; 96(6): 1281–2. 
PubMed Abstract | Publisher Full Text 

3.	  Kroese AC, de Lange NM, Collins J, et al.: Surgery or embolization for 
varicoceles in subfertile men. Cochrane Database Syst Rev. 2012; 10: CD000479.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

4.	 Marmar JL, Agarwal A, Prabakaran S, et al.: Reassessing the value of 
varicocelectomy as a treatment for male subfertility with a new meta-analysis. 
Fertil Steril. 2007; 88(3): 639–48.  
PubMed Abstract | Publisher Full Text 

5.	  Baazeem A, Belzile E, Ciampi A, et al.: Varicocele and male factor infertility 
treatment: a new meta-analysis and review of the role of varicocele repair. Eur 
Urol. 2011; 60(4): 796–808.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

6.	  Cho SY, Kim TB, Ku JH, et al.: Beneficial effects of microsurgical 
varicocelectomy on semen parameters in patients who underwent surgery for 
causes other than infertility. Urology. 2011; 77(5): 1107–10.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

7.	 Steckel J, Dicker AP, Goldstein M: Relationship between varicocele size and 
response to varicocelectomy. J Urol. 1993; 149(4): 769–71.  
PubMed Abstract 

8.	  Shabana W, Teleb M, Dawod T, et al.: Predictors of improvement in semen 
parameters after varicocelectomy for male subfertility: A prospective study. 
Can Urol Assoc J. 2015; 9(9–10): E579–82.  
PubMed Abstract | Free Full Text | F1000 Recommendation 

9.	  Samplaski MK, Yu C, Kattan MW, et al.: Nomograms for predicting changes 
in semen parameters in infertile men after varicocele repair. Fertil Steril. 2014; 
102(1): 68–74.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

10.	 Al Bakri A, Lo K, Grober E, et al.: Time for improvement in semen parameters 
after varicocelectomy. J Urol. 2012; 187(1): 227–31.  
PubMed Abstract | Publisher Full Text 

11.	  Weedin JW, Khera M, Lipshultz LI: Varicocele repair in patients with 
nonobstructive azoospermia: a meta-analysis. J Urol. 2010; 183(6): 2309–15.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

12.	  Abdel-Meguid TA: Predictors of sperm recovery and azoospermia relapse 
in men with nonobstructive azoospermia after varicocele repair. J Urol. 2012; 
187(1): 222–6.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

13.	 Schlegel PN, Kaufmann J: Role of varicocelectomy in men with nonobstructive 
azoospermia. Fertil Steril. 2004; 81(6): 1585–8.  
PubMed Abstract | Publisher Full Text 

14.	 Haydardedeoglu B, Turunc T, Kilicdag EB, et al.: The effect of prior 
varicocelectomy in patients with nonobstructive azoospermia on 

intracytoplasmic sperm injection outcomes: a retrospective pilot study. 
Urology. 2010; 75(1): 83–6.  
PubMed Abstract | Publisher Full Text 

15.	  Inci K, Hascicek M, Kara O, et al.: Sperm retrieval and intracytoplasmic 
sperm injection in men with nonobstructive azoospermia, and treated and 
untreated varicocele. J Urol. 2009; 182(4): 1500–5.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

16.	 Zampieri N, Bosaro L, Costantini C, et al.: Relationship between testicular sperm 
extraction and varicocelectomy in patients with varicocele and nonobstructive 
azoospermia. Urology. 2013; 82(1): 74–7.  
PubMed Abstract | Publisher Full Text 

17.	  Pasqualotto FF, Braga DP, Figueira RC, et al.: Varicocelectomy does not 
impact pregnancy outcomes following intracytoplasmic sperm injection 
procedures. J Androl. 2012; 33: 239–43.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

18.	 Esteves SC, Oliveira FV, Bertolla RP: Clinical outcome of intracytoplasmic 
sperm injection in infertile men with treated and untreated clinical varicocele. 
J Urol. 2010; 184(4): 1442–6.  
PubMed Abstract | Publisher Full Text 

19.	 Daitch JA, Bedaiwy MA, Pasqualotto EB, et al.: Varicocelectomy improves 
intrauterine insemination success rates in men with varicocele. J Urol. 2001; 
165(5): 1510–3.  
PubMed Abstract | Publisher Full Text 

20.	  Zhao J, Zhang Q, Wang Y, Li Y, et al.: Whether sperm deoxyribonucleic 
acid fragmentation has an effect on pregnancy and miscarriage after in vitro 
fertilization/intracytoplasmic sperm injection: a systematic review and meta-
analysis. Fertil Steril. 2014; 102(4): 998–1005.e8.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

21.	  Robinson L, Gallos ID, Conner SJ, et al.: The effect of sperm DNA 
fragmentation on miscarriage rates: a systematic review and meta-analysis. 
Hum Reprod. 2012; 27(10): 2908–17.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

22.	 Zini A, Dohle G: Are varicoceles associated with increased deoxyribonucleic 
acid fragmentation? Fertil Steril. 2011; 96(6): 1283–7.  
PubMed Abstract | Publisher Full Text 

23.	  Smit M, Romijn JC, Wildhagen MF, et al.: Decreased sperm DNA 
fragmentation after surgical varicocelectomy is associated with increased 
pregnancy rate. J Urol. 2010; 183(1): 270–4.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

24.	  Kadioglu TC, Aliyev E, Celtik M: Microscopic varicocelectomy significantly 
decreases the sperm DNA fragmentation index in patients with infertility. 
Biomed Res Int. 2014; 2014: 695713.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

25.	  Moskovtsev SI, Jarvi K, Mullen JB, et al.: Testicular spermatozoa have 
statistically significantly lower DNA damage compared with ejaculated 
spermatozoa in patients with unsuccessful oral antioxidant treatment. Fertil 
Steril. 2010; 93(4): 1142–6.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

26.	 Greco E, Scarselli F, Iacobelli M, et al.: Efficient treatment of infertility due to 
sperm DNA damage by ICSI with testicular spermatozoa. Hum Reprod. 2005; 

Page 8 of 10

F1000Research 2016, 5(F1000 Faculty Rev):1792 Last updated: 22 JUL 2016

https://books.google.co.in/books?id=tKcS1A2Q9dAC&amp;pg=PA113&amp;source=gbs_ge_summary_r&amp;cad=0#v=onepage&amp;q&amp;f=false
http://www.ncbi.nlm.nih.gov/pubmed/22130098
http://dx.doi.org/10.1016/j.fertnstert.2011.10.026
http://f1000.com/prime/717962275
http://www.ncbi.nlm.nih.gov/pubmed/23076888
http://dx.doi.org/10.1002/14651858.CD000479.pub5
http://f1000.com/prime/717962275
http://www.ncbi.nlm.nih.gov/pubmed/17434508
http://dx.doi.org/10.1016/j.fertnstert.2006.12.008
http://f1000.com/prime/13277072
http://www.ncbi.nlm.nih.gov/pubmed/21733620
http://dx.doi.org/10.1016/j.eururo.2011.06.018
http://f1000.com/prime/13277072
http://f1000.com/prime/726492439
http://www.ncbi.nlm.nih.gov/pubmed/21208647
http://dx.doi.org/10.1016/j.urology.2010.10.011
http://f1000.com/prime/726492439
http://www.ncbi.nlm.nih.gov/pubmed/8455240
http://f1000.com/prime/726492440
http://www.ncbi.nlm.nih.gov/pubmed/26425217
http://www.ncbi.nlm.nih.gov/pmc/articles/4581921
http://f1000.com/prime/726492440
http://f1000.com/prime/718387208
http://www.ncbi.nlm.nih.gov/pubmed/24825425
http://dx.doi.org/10.1016/j.fertnstert.2014.03.046
http://f1000.com/prime/718387208
http://www.ncbi.nlm.nih.gov/pubmed/22100000
http://dx.doi.org/10.1016/j.juro.2011.09.041
http://f1000.com/prime/3527962
http://www.ncbi.nlm.nih.gov/pubmed/20400156
http://dx.doi.org/10.1016/j.juro.2010.02.012
http://f1000.com/prime/3527962
http://f1000.com/prime/723580044
http://www.ncbi.nlm.nih.gov/pubmed/22100001
http://dx.doi.org/10.1016/j.juro.2011.09.047
http://f1000.com/prime/723580044
http://www.ncbi.nlm.nih.gov/pubmed/15193481
http://dx.doi.org/10.1016/j.fertnstert.2003.10.036
http://www.ncbi.nlm.nih.gov/pubmed/19913887
http://dx.doi.org/10.1016/j.urology.2009.09.023
http://f1000.com/prime/1168248
http://www.ncbi.nlm.nih.gov/pubmed/19683732
http://dx.doi.org/10.1016/j.juro.2009.06.028
http://f1000.com/prime/1168248
http://www.ncbi.nlm.nih.gov/pubmed/23680120
http://dx.doi.org/10.1016/j.urology.2013.03.037
http://f1000.com/prime/721802878
http://www.ncbi.nlm.nih.gov/pubmed/21474792
http://dx.doi.org/10.2164/jandrol.110.011932
http://f1000.com/prime/721802878
http://www.ncbi.nlm.nih.gov/pubmed/20727535
http://dx.doi.org/10.1016/j.juro.2010.06.004
http://www.ncbi.nlm.nih.gov/pubmed/11342907
http://dx.doi.org/10.1016/S0022-5347(05)66338-0
http://f1000.com/prime/718633952
http://www.ncbi.nlm.nih.gov/pubmed/25190048
http://dx.doi.org/10.1016/j.fertnstert.2014.06.033
http://f1000.com/prime/718633952
http://f1000.com/prime/717952990
http://www.ncbi.nlm.nih.gov/pubmed/22791753
http://dx.doi.org/10.1093/humrep/des261
http://f1000.com/prime/717952990
http://www.ncbi.nlm.nih.gov/pubmed/22035729
http://dx.doi.org/10.1016/j.fertnstert.2011.10.016
http://f1000.com/prime/3016967
http://www.ncbi.nlm.nih.gov/pubmed/19913801
http://dx.doi.org/10.1016/j.juro.2009.08.161
http://f1000.com/prime/3016967
http://f1000.com/prime/726492446
http://www.ncbi.nlm.nih.gov/pubmed/24712000
http://dx.doi.org/10.1155/2014/695713
http://f1000.com/prime/726492446
http://f1000.com/prime/2649959
http://www.ncbi.nlm.nih.gov/pubmed/19108827
http://dx.doi.org/10.1016/j.fertnstert.2008.11.005
http://f1000.com/prime/2649959


20(1): 226–30.  
PubMed Abstract | Publisher Full Text 

27.	  Ben-Ami I, Raziel A, Strassburger D, et al.: Intracytoplasmic sperm 
injection outcome of ejaculated versus extracted testicular spermatozoa in 
cryptozoospermic men. Fertil Steril. 2013; 99(7): 1867–71.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

28.	 World Health Organization: The influence of varicocele on parameters of fertility 
in a large group of men presenting to infertility clinics**Supported by the 
Special Programme of Research, Development, and Research Training in 
Human Reproduction, World Health Organization, Geneva, Switzerland. Fertil 
Steril. 1992; 57(6): 1289–93.  
PubMed Abstract | Publisher Full Text 

29.	 Tanrikut C, Goldstein M, Rosoff JS, et al.: Varicocele as a risk factor for androgen 
deficiency and effect of repair. BJU Int. 2011; 108(9): 1480–4.  
PubMed Abstract | Publisher Full Text 

30.	  Li F, Yue H, Yamaguchi K, et al.: Effect of surgical repair on testosterone 
production in infertile men with varicocele: a meta-analysis. Int J Urol. 2012; 
19(2): 149–54.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

31.	 Hsiao W, Rosoff JS, Pale JR, et al.: Older age is associated with similar 
improvements in semen parameters and testosterone after subinguinal 
microsurgical varicocelectomy. J Urol. 2011; 185(2): 620–5.  
PubMed Abstract | Publisher Full Text 

32.	 Gat Y, Gornish M, Belenky A, et al.: Elevation of serum testosterone and free 
testosterone after embolization of the internal spermatic vein for the treatment 
of varicocele in infertile men. Hum Reprod. 2004; 19(10): 2303–6.  
PubMed Abstract | Publisher Full Text 

33.	 Hsiao W, Rosoff JS, Pale JR, et al.: Varicocelectomy is associated with 
increases in serum testosterone independent of clinical grade. Urology. 2013; 
81(6): 1213–7. 
PubMed Abstract | Publisher Full Text 

34.	 Su LM, Goldstein M, Schlegel PN: The effect of varicocelectomy on serum 
testosterone levels in infertile men with varicoceles. J Urol. 1995; 154(5): 
1752–5.  
PubMed Abstract | Publisher Full Text 

35.	 Sirvent JJ, Bernat R, Navarro MA, et al.: Leydig cell in idiopathic varicocele. Eur 
Urol. 1990; 17(3): 257–61.  
PubMed Abstract 

36.	 Zheng YQ, Zhang XB, Zhou JQ, et al.: The effects of artery-ligating and artery-
preserving varicocelectomy on the ipsilateral testes in rats. Urology. 2008; 
72(5): 1179–84.  
PubMed Abstract | Publisher Full Text 

37.	 Najari BB, Li PS, Ramasamy R, et al.: Microsurgical rat varicocele model. J Urol. 
2014; 191(2): 548–53.  
PubMed Abstract | Publisher Full Text 

38.	  Wang J, Xia SJ, Liu ZH, et al.: Inguinal and subinguinal micro-
varicocelectomy, the optimal surgical management of varicocele: a meta-
analysis. Asian J Androl. 2015; 17(1): 74–80.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

39.	 Chan PT, Wright EJ, Goldstein M: Incidence and postoperative outcomes 
of accidental ligation of the testicular artery during microsurgical 
varicocelectomy. J Urol. 2005; 173(2): 482–4.  
PubMed Abstract | Publisher Full Text 

40.	 Cayan S, Shavakhabov S, Kadioğlu A: Treatment of palpable varicocele in 
infertile men: a meta-analysis to define the best technique. J Androl. 2009; 
30(1): 33–40.  
PubMed Abstract | Publisher Full Text 

41.	 Shu T, Taghechian S, Wang R: Initial experience with robot-assisted 
varicocelectomy. Asian J Androl. 2008; 10(1): 146–8.  
PubMed Abstract | Publisher Full Text 

42.	 Gudeloglu A, Brahmbhatt JV, Parekattil SJ: Robotic microsurgery in male 
infertility and urology-taking robotics to the next level. Transl Androl Urol. 2014; 
3(1): 102–12.  
PubMed Abstract | Publisher Full Text | Free Full Text 

43.	 Oster J: Varicocele in children and adolescents. An investigation of the 
incidence among Danish school children. Scand J Urol Nephrol. 1971; 5(1): 
27–32.  
PubMed Abstract | Publisher Full Text 

44.	 Practice Committee of the American Society for Reproductive Medicine, Society 
for Male Reproduction and Urology: Report on varicocele and infertility: a 
committee opinion. Fertil Steril. 2014; 102(6): 1556–60.  
PubMed Abstract | Publisher Full Text 

45.	 Gorelick JI, Goldstein M: Loss of fertility in men with varicocele. Fertil Steril. 

1993; 59(3): 613–6.  
PubMed Abstract 

46.	 Witt MA, Lipshultz LI: Varicocele: a progressive or static lesion? Urology. 1993; 
42(5): 541–3.  
PubMed Abstract | Publisher Full Text 

47.	 Chehval MJ, Purcell MH: Deterioration of semen parameters over time in men 
with untreated varicocele: evidence of progressive testicular damage. Fertil 
Steril. 1992; 57(1): 174–7.  
PubMed Abstract | Publisher Full Text 

48.	 Paduch DA, Niedzielski J: Semen analysis in young men with varicocele: 
preliminary study. J Urol. 1996; 156(2 Pt 2): 788–90.  
PubMed Abstract | Publisher Full Text 

49.	  Nork JJ, Berger JH, Crain DS, et al.: Youth varicocele and varicocele 
treatment: a meta-analysis of semen outcomes. Fertil Steril. 2014; 102(2): 
381–387.e6.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

50.	  Zhou T, Zhang W, Chen Q, et al.: Effect of varicocelectomy on testis volume 
and semen parameters in adolescents: a meta-analysis. Asian J Androl. 2015; 
17(6): 1012–6.  
PubMed Abstract | Publisher Full Text | Free Full Text | F1000 Recommendation 

51.	  Bogaert G, Orye C, De Win G: Pubertal screening and treatment for 
varicocele do not improve chance of paternity as adult. J Urol. 2013; 189(6): 
2298–303.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

52.	 Sayfan J, Siplovich L, Koltun L, et al.: Varicocele treatment in pubertal boys 
prevents testicular growth arrest. J Urol. 1997; 157(4): 1456–7.  
PubMed Abstract | Publisher Full Text 

53.	 Kolon TF, Clement MR, Cartwright L, et al.: Transient asynchronous testicular 
growth in adolescent males with a varicocele. J Urol. 2008; 180(3): 1111–4; 
discussion 1114–5.  
PubMed Abstract | Publisher Full Text 

54.	  Kurtz MP, Zurakowski D, Rosoklija I, et al.: Semen parameters in adolescents 
with varicocele: association with testis volume differential and total testis 
volume. J Urol. 2015; 193(5 Suppl): 1843–7.  
PubMed Abstract | Publisher Full Text | F1000 Recommendation 

55.	 Cayan S, Kadioglu A, Orhan I, et al.: The effect of microsurgical varicocelectomy 
on serum follicle stimulating hormone, testosterone and free testosterone 
levels in infertile men with varicocele. BJU Int. 1999; 84(9): 1046–9.  
PubMed Abstract | Publisher Full Text 

56.	 Pierik FH, Abdesselam SA, Vreeburg JT, et al.: Increased serum inhibin B levels 
after varicocele treatment. Clin Endocrinol (Oxf). 2001; 54(6): 775–80.  
PubMed Abstract | Publisher Full Text 

57.	 Fujisawa M, Dobashi M, Yamasaki T, et al.: Significance of serum  
inhibin B concentration for evaluating improvement in spermatogenesis after 
varicocelectomy. Hum Reprod. 2001; 16(9): 1945–9.  
PubMed Abstract | Publisher Full Text 

58.	 Lee RK, Li PS, Goldstein M: Simultaneous vasectomy and varicocelectomy: 
indications and technique. Urology. 2007; 70(2): 362–5.  
PubMed Abstract | Publisher Full Text 

59.	 Di Bisceglie C, Bertagna A, Baldi M, et al.: Varicocele sclerotherapy improves 
serum inhibin B levels and seminal parameters. Int J Androl. 2007; 30(6): 531–6. 
PubMed Abstract | Publisher Full Text 

60.	 Ozden C, Ozdal OL, Bulut S, et al.: Effect of varicocelectomy on serum inhibin 
B levels in infertile patients with varicocele. Scand J Urol Nephrol. 2008; 42(5): 
441–3.  
PubMed Abstract | Publisher Full Text 

61.	 Rodriguez PM, Alescio L, Russell A, et al.: Predictors of improved seminal 
parameters and fertility after varicocele repair in young adults. Andrologia. 
2009; 41(5): 277–81.  
PubMed Abstract | Publisher Full Text 

62.	 Sathya Srini V, Belur Veerachari S: Does varicocelectomy improve gonadal 
function in men with hypogonadism and infertility? Analysis of a prospective 
study. Int J Endocrinol. 2011; 2011: 916380.  
PubMed Abstract | Publisher Full Text | Free Full Text 

63.	 Zohdy W, Ghazi S, Arafa M: Impact of varicocelectomy on gonadal and erectile 
functions in men with hypogonadism and infertility. J Sex Med. 2011; 8(3): 
885–93.  
PubMed Abstract | Publisher Full Text 

64.	 Abdel-Meguid TA, Farsi HM, Al-Sayyad A, et al.: Effects of varicocele on serum 
testosterone and changes of testosterone after varicocelectomy: a prospective 
controlled study. Urology. 2014; 84(5): 1081–7.  
PubMed Abstract | Publisher Full Text 

Page 9 of 10

F1000Research 2016, 5(F1000 Faculty Rev):1792 Last updated: 22 JUL 2016

http://www.ncbi.nlm.nih.gov/pubmed/15539441
http://dx.doi.org/10.1093/humrep/deh590
http://f1000.com/prime/718016397
http://www.ncbi.nlm.nih.gov/pubmed/23490166
http://dx.doi.org/10.1016/j.fertnstert.2013.02.025
http://f1000.com/prime/718016397
http://www.ncbi.nlm.nih.gov/pubmed/1601152
http://dx.doi.org/10.1016/S0015-0282(16)55089-4
http://www.ncbi.nlm.nih.gov/pubmed/21435152
http://dx.doi.org/10.1111/j.1464-410X.2010.10030.x
http://f1000.com/prime/721950984
http://www.ncbi.nlm.nih.gov/pubmed/22059526
http://dx.doi.org/10.1111/j.1442-2042.2011.02890.x
http://f1000.com/prime/721950984
http://www.ncbi.nlm.nih.gov/pubmed/21168880
http://dx.doi.org/10.1016/j.juro.2010.09.114
http://www.ncbi.nlm.nih.gov/pubmed/15298976
http://dx.doi.org/10.1093/humrep/deh443
http://www.ncbi.nlm.nih.gov/pubmed/23561709
http://dx.doi.org/10.1016/j.urology.2013.01.060
http://www.ncbi.nlm.nih.gov/pubmed/7563339
http://dx.doi.org/10.1016/S0022-5347(01)66776-4
http://www.ncbi.nlm.nih.gov/pubmed/2112474
http://www.ncbi.nlm.nih.gov/pubmed/18514768
http://dx.doi.org/10.1016/j.urology.2008.03.035
http://www.ncbi.nlm.nih.gov/pubmed/23954374
http://dx.doi.org/10.1016/j.juro.2013.08.011
http://f1000.com/prime/718893564
http://www.ncbi.nlm.nih.gov/pubmed/25248652
http://dx.doi.org/10.4103/1008-682X.136443
http://www.ncbi.nlm.nih.gov/pmc/articles/4291882
http://f1000.com/prime/718893564
http://www.ncbi.nlm.nih.gov/pubmed/15643221
http://dx.doi.org/10.1097/01.ju.0000148942.61914.2e
http://www.ncbi.nlm.nih.gov/pubmed/18772487
http://dx.doi.org/10.2164/jandrol.108.005967
http://www.ncbi.nlm.nih.gov/pubmed/18087653
http://dx.doi.org/10.1111/j.1745-7262.2008.00354.x
http://www.ncbi.nlm.nih.gov/pubmed/26816758
http://dx.doi.org/10.3978/j.issn.2223-4683.2014.01.08
http://www.ncbi.nlm.nih.gov/pmc/articles/4708299
http://www.ncbi.nlm.nih.gov/pubmed/5093090
http://dx.doi.org/10.3109/00365597109133569
http://www.ncbi.nlm.nih.gov/pubmed/25458620
http://dx.doi.org/10.1016/j.fertnstert.2014.10.007
http://www.ncbi.nlm.nih.gov/pubmed/8458466
http://www.ncbi.nlm.nih.gov/pubmed/8236597
http://dx.doi.org/10.1016/0090-4295(93)90268-F
http://www.ncbi.nlm.nih.gov/pubmed/1730313
http://dx.doi.org/10.1016/S0015-0282(16)54796-7
http://www.ncbi.nlm.nih.gov/pubmed/8683784
http://dx.doi.org/10.1016/S0022-5347(01)65816-6
http://f1000.com/prime/718440200
http://www.ncbi.nlm.nih.gov/pubmed/24907913
http://dx.doi.org/10.1016/j.fertnstert.2014.04.049
http://f1000.com/prime/718440200
http://f1000.com/prime/725362469
http://www.ncbi.nlm.nih.gov/pubmed/25677136
http://dx.doi.org/10.4103/1008-682X.148075
http://www.ncbi.nlm.nih.gov/pmc/articles/4814973
http://f1000.com/prime/725362469
http://f1000.com/prime/723578649
http://www.ncbi.nlm.nih.gov/pubmed/23261480
http://dx.doi.org/10.1016/j.juro.2012.12.030
http://f1000.com/prime/723578649
http://www.ncbi.nlm.nih.gov/pubmed/9120980
http://dx.doi.org/10.1016/S0022-5347(01)65021-3
http://www.ncbi.nlm.nih.gov/pubmed/18639288
http://dx.doi.org/10.1016/j.juro.2008.05.061
http://f1000.com/prime/725409869
http://www.ncbi.nlm.nih.gov/pubmed/25813564
http://dx.doi.org/10.1016/j.juro.2014.10.111
http://f1000.com/prime/725409869
http://www.ncbi.nlm.nih.gov/pubmed/10571633
http://dx.doi.org/10.1046/j.1464-410x.1999.00353.x
http://www.ncbi.nlm.nih.gov/pubmed/11422112
http://dx.doi.org/10.1046/j.1365-2265.2001.01302.x
http://www.ncbi.nlm.nih.gov/pubmed/11527902
http://dx.doi.org/10.1093/humrep/16.9.1945
http://www.ncbi.nlm.nih.gov/pubmed/17826510
http://dx.doi.org/10.1016/j.urology.2007.02.027
http://www.ncbi.nlm.nih.gov/pubmed/17376219
http://dx.doi.org/10.1111/j.1365-2605.2007.00747.x
http://www.ncbi.nlm.nih.gov/pubmed/18932107
http://dx.doi.org/10.1080/00365590802028141
http://www.ncbi.nlm.nih.gov/pubmed/19737275
http://dx.doi.org/10.1111/j.1439-0272.2009.00919.x
http://www.ncbi.nlm.nih.gov/pubmed/22190930
http://dx.doi.org/10.1155/2011/916380
http://www.ncbi.nlm.nih.gov/pmc/articles/3235454
http://www.ncbi.nlm.nih.gov/pubmed/20722780
http://dx.doi.org/10.1111/j.1743-6109.2010.01974.x
http://www.ncbi.nlm.nih.gov/pubmed/25214202
http://dx.doi.org/10.1016/j.urology.2014.05.029


F1000Research

3

2

1

Open Peer Review

   Current Referee Status:

Editorial Note on the Review Process
 are commissioned from members of the prestigious  and are edited as aF1000 Faculty Reviews F1000 Faculty

service to readers. In order to make these reviews as comprehensive and accessible as possible, the referees
provide input before publication and only the final, revised version is published. The referees who approved the
final version are listed with their names and affiliations but without their reports on earlier versions (any comments
will already have been addressed in the published version).

The referees who approved this article are:
Version 1

, ,  Department of Urology, Boston Children's Hospital, Boston, MA, USADavid Diamond Michael Kurtz
 No competing interests were disclosed.Competing Interests:

, Scott Department of Urology, Baylor College of Medicine, Houston, TX, USALarry Lipshultz
 No competing interests were disclosed.Competing Interests:

, The Turek Clinic, San Francisco, CA, USAPaul Turek
 No competing interests were disclosed.Competing Interests:

Page 10 of 10

F1000Research 2016, 5(F1000 Faculty Rev):1792 Last updated: 22 JUL 2016

http://f1000research.com/channels/f1000-faculty-reviews/about-this-channel
http://f1000.com/prime/thefaculty

