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CASE REPORT

Microsurgical vasovasostomy: An option for men with
post vasectomy psychological distress
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ABSTRACT

Vasectomy is a practical and straightforward approach to birth control. This paper presented a 31-year-old patient who desired to
restore his fertility five years after being vasectomized. He met several obstacles. He developed severe psychological distress with
symptoms of stress, anxiety, and aggression. He underwent microsurgical vasovasostomy, and vassal patency was confirmed
by return of spermatozoa in semen samples 6 and 10 weeks after surgery, and symptoms of psychological distress disappeared.
Preoperative vasectomy counseling should include information about vasectomy reversal. At the most, vasectomy reversal can be
considered in selected men with psychological problems due to vasectomy. Microsurgical training should be offered to more
urological surgeons, especially those who are interested in andrology.
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1. INTRODUCTION

Vasectomy is an effective tool of birth control worldwide,[1]

with approximately 500,000 men in the United States[2] and
30,000 men in Europe[3] undergoing vasectomy yearly.

However, up to 6% of vasectomized men requested vasec-
tomy reversal due to changes in the life cycle, such as sepa-
ration and remarriage, the death of a child, a wish for further
children within the same relationship, and altered financial
circumstances.[4, 5]

Known complications of the procedure include hematoma
formation, infection, vasectomy failure, short-term scrotal
pain, sperm granuloma, the development of antispam anti-
bodies, and long-term chronic scrotal pain syndrome. This
paper presents a case of a man who developed severe psy-
chological distress since he desired to restore his fertility
following vasectomy but met several obstacles.

2. CASE PRESENTATION
A 31-year-old man underwent vasectomy five years ago.
Three years later, the couple experienced divorce, and he
desired to restore his fertility. He met several obstacles, in-
cluding no institute performing vasectomy reversal in his
region, and the Swedish national health care system does not
cover the procedure. In consequence, he expressed serious
psychological distress with symptoms of stress, defined as a
normal reaction to everybody pressure which can become un-
healthy when it upsets man’s day-to-day functioning; anxiety,
defined as an emotion characterized by feelings of tension,
worried thoughts, and physical changes like increased blood
pressure; and aggression, defined as an emotion character-
izing by antagonism toward someone or something in an
attempt to express negative feelings (American Psychologi-
cal Association). The patient denied such symptoms before
vasectomy. He was offered a referral to a mental health
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professional, but he refused. Therefore, a diagnosis of psy-
chological disease was not made by a professional in this
field. He was scheduled for microsurgical vasovasostomy at
the Department of urology, Ystad Hospital, Ystad, Sweden.

The testicular size was measured using an orchidometer, the
right testis was 12 ml, and the left testis was 15 ml. Both
were of normal consistency. The epididymal head was dilated
on both sides, otherwise standard. Examination of the vas
deferens revealed a 1-2 cm vassal defect after the previous va-
sectomy, approximately 3-cm from the upper testicular pole.
The patient did not undergo any other uro-genital operations
and was not taken any medications.

Surgical approach
Under general anesthesia, the testis was delivered through
a bilateral 3-4 cm vertical scrotal incision. The site where
vasectomy was performed was easy to identify. The ends
of the vas deferens were carefully mobilized in order to en-
sure a tension-free anastomosis. Therefore, the scar tissues
were excised, and both ends were then dilated carefully with
fine lacrimal probes. Next, slight pressure was applied on
the testis, and the secretion from the testicular part of the
vas deferens was examined with a light microscope for the
presence of spermatozoa. The secretions from both sides
were clear, copious, and microscopic examination revealed
sufficient motile spermatozoa from the left side and a few
non-motile spermatozoa from the right side.

The vas deferens were viewed by magnifying ×3 to ×16
using a microscope (OMPI ORL S5; Carl Zeiss) with hand
controls of focussing and zooming and a one-head unite. A
9-0 Nylon suture material was used to create the one-layer
anastomosis. All sutures were interrupted, approximating
both ends of the vas deferens, with five sutures in the front
and three sutures at the back. A few perivasal approximating
sutures with 6-0 Proline were added to reduce an anastomo-
sis tension. The patient was observed in the postoperative
Department and was discharged on the same day. No postop-
erative complications (hematoma or infection) were reported.
Semen analysis was performed 6- and 10-weeks postopera-
tive. The patient was assessed for his psychological status 3
and 6 months later. The assessment was done by interview-
ing the patient, where he expressed his word reflections on
his mental health before and after surgery.

3. RESULTS
The operation time was 122 minutes. Spermatozoa were
found in the ejaculate 6 and 10 weeks after surgery (see Ta-
ble 1). The symptoms of psychological distress disappeared
entirely, and the patient returned to his normal psychological
behavior as he described himself during the postoperative

interviews.

Table 1. Semen parameters 6 and 10 weeks after
microsurgical vasovasostomy for vasectomy reversal in a
31-year-old man who underwent vasectomy 5 years ago

 

 

Variables 
 Duration since operation 

6-weeks 10-weeks 

Abstinence time (days) 

Semen volume (ml) 

Sperm concentration (×106 ml) 

Total sperm count (×106 ejaculate) 

Progressive motile spermatozoa (%) 

Non-progressive motile spermatozoa (%) 

Total motile spermatozoa (%) 

Immotile spermatozoa (%) 

1.0 

2.6 

2.1 

5.6 

25 

40 

65 

35 

5.0 

5.8 

4.7 

27 

45 

25 

70 

30 

 

4. DISCUSSION

According to the European association of urology guidelines
on vasectomy, counseling about vasectomy must address the
irreversible procedure.[6] According to the American uro-
logic association guidelines on vasectomy, the minimum and
necessary concepts that should be discussed in a preopera-
tive vasectomy consultation include information about the
possibility of vasectomy reversal and sperm retrieval with in
vitro fertilization.[7]

Indeed, vasectomy is not irreversible since up to 6% of va-
sectomized men requested vasectomy reversal for different
reasons. The presented man did meet several obstacles to
restoring his fertility. In consequence, he developed severe
psychological distress that affected him on the personal and
professional levels. After successful microsurgical vasova-
sostomy with the return of spermatozoa in the ejaculate, the
distress disappeared, and he is doing well. Zhao et al. found
that the mean score of the Beck Depression Inventory was
higher in men with vasectomy compared to those without
vasectomy. The authors suggested that men with vasectomy
may benefit from professional psychological counseling.[8]

Unfortunately, the psychological distress of the present man
did not assess using a professional tool.

Microsurgical vasovasostomy is considered the method of
choice for vasectomy reversal.[9] The decision to perform
vasovasostomy depends on the macroscopic and microscopic
characteristics of the intra-operative vassal secretion. If the
vassal secretion contains spermatozoa, then vasovasostomy
should be performed. If no spermatozoa and the vassal secre-
tion is clear and copious, most surgeons would still perform
vasovasostomy.[10] The intra-operative vassal secretion from
the present patient contains spermatozoa; therefore, the deci-
sion was to perform vasovasostomy.
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The method of vasal anastomosis used herein was the one-
layer approach. Compared to the two-layer system, the one-
layer vasovasostomy is easier and quicker to perform and has
fewer sutures pass through the lumen, which theoretically
lowers the risk of suture granuloma and subsequent stricture.
A theoretical disadvantage of the one-layer vasovasostomy
is that the mucosal approximation may not be as reliable as
in the two-layer vasovasostomy.

Herein, the patency of the vas was confirmed by the pres-
ence of spermatozoa in the seminal fluid 6- and 10-weeks
postoperative with the improvement of sperm characteristics
over time. This improvement can be attributed to the more
prolonged time of abstinence reported with the second semen
sample. The length of sexual abstinence has been reported

to associate sperm characteristics.[11] It may also be related
to the length of time since surgery. In addition, it has been
documented that sperm quality improves over time following
vasovasostomy.[12]

5. CONCLUSION
The preoperative vasectomy counseling should include infor-
mation about vasectomy reversal. At the most, vasectomy
reversal can be considered in selected men with psycho-
logical problems due to vasectomy. Microsurgical training
should be offered to urological surgeons, especially those
who are working with andrology.
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