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Abstract 

Spermatic vein thrombosis is a very uncommon clinical entity. Most 
cases involve the left side. Herein, we present an unusual case of 
a young man who presented with spermatic vein thrombosis on 
the right side with an underlying Factor V Leiden mutation. To our 
knowledge, it is the first case in the literature. 

Introduction 

Spermatic vein thrombosis is a rare event and requires careful 
examination for the differential diagnosis. Clinical presenta-
tion is usually with left acute testicular pain and testicular 
swelling in both children and adults.1 Most cases involved 
the left side.2 There are a limited number of patients, with 
only 18 cases of spontaneous vein thrombosis noted in the 
literature.1 We present a case of isolated spermatic vein 
thrombosis in the right spermatic vein with right varicocele 
of the testis and discuss treatment alternatives in light of 
current literature. 

Case report 

A 35- year-old male with right testicular pain and swelling 
was admitted to the outpatient clinic. Although medical and 
surgical history of the patient was unremarkable, he did not 
express any etiologic factors, such as known trauma, severe 
exercise, alcohol consumption, or smoking. The physical 
examination of testes revealed right Grade II varicocele with 
normal-sized testicles. Scrotal Doppler ultrasound demonstrat-
ed a 3 cm in length and 6 mm in thickness heterogeneous, 
tubular cystic mass in the right spermatic vein accompany-
ing Grade II varicocele on the same side (Fig. 1). There was 
no bloodflow at Doppler imaging (Fig. 2). The findings were 
considered as spermatic vein thrombus in the initial diagnosis.

Magnetic resonance imaging of the abdomen and pelvis 
demonstrated dilated, thick-walled, thrombosed testicular 
vein with increased intraluminal signaling in the right sper-
matic cord in axial T1A-weighted fat-suppressed images, 
with normal other organ findings (Fig. 3).

Basic laboratory tests, including coagulation parameters, 
were normal. The patient consulted with the hematology 
department to assess potential reasons for this clinical enti-
ty. Complete laboratory workup (erythrocyte sedimenta-
tion rate, C-reactive protein, antithrombin III, prothrombin 
gene, protein C, protein S, rheumatoid factor, anti-nuclear 
antibody, anti-phospholipid, lupus anticoagulant, anti-car-
diolipin antibodies, and homocysteine level) was negative, 
except for Factor V Leiden mutation heterozygous positivity. 
Anticoagulant therapy was started with subcutaneous enoxa-
parine and oral warfarin. Enoxaparine was stopped once the 
patient’s international normalized ration reached level 2‒3 

During the followup period, the patient’s testicular pain 
was completely relieved after a month of the anticoagulant 
therapy. Control scrotal Doppler ultrasound on the third 
month showed incomplete resolution of the thrombosis 1 
cm in length and 3.5 mm in thickness in the right spermatic 
vein (Fig. 4).

Discussion 

Spermatic vein thrombosis is an unexpected finding in the 
differential diagnosis of acutely painful scrotum.3 Most of 
these cases are managed surgically as if they had an incar-
cerated inguinal hernia.4 Additionally, epididymitis, sperm-
atic cord disease (such as tortion), or benign and malignant 
tumours of spermatic cord should be kept in mind in the 
differential diagnosis.3-6 Testicular pain and swelling are 
the most common symptoms.1 Spermatic vein thrombosis 
is almost always found on the left side.1 In the physical 
examination, our patient had mild pain and dilated palpable 
spermatic vein suggesting right varicocele. Leaving aside the 
vein thrombosis, right varicocele is an important clinical 
sign to do detailed research at the renal hilus level or in the 
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retroperitoneal region to rule out renal tumours with renal 
vein, vena cava thrombosis, or retroperitoneal tumours. 

In the etiology of isolated spermatic vein thrombosis, 
there are many possible predisposing factors, such as trauma 
to the vascular endothelium, slow venous flow, and hyper-
coagulability.7 Kayes et al reported that spontaneous vein 
thrombosis could be related to prolonged vigorous sexual 
activity or sport activity, tumours of the genitourinary tract, 
infections, trauma, inguinal hernia surgery, long-hour flights, 
and the use of some drugs.8 Mirilas et al cautioned for a 
complex system that should be carefully considered when 
opting for the subinguinal approach and found it necessary 
to carry out a comprehensive preoperative hemodynamic 
assessment of the vein reflux to decide on the most suitable 
surgical technique.9

The Factor V Leiden mutation and the prothrombin gene 
mutation are the two most common known genetic muta-
tions that predispose to venous thromboembolism (VTE).10,11 

These mutations account for 20% of first VTE episodes. 
The risk of VTE increases 3‒8-fold in heterozygous Factor 
V Leiden mutation-positive patients.12 In case of idiopathic 
VTE with hereditary components, long-term anticoagulant 
therapy is mandatory to prevent the recurrent VTEs.13 

Among the acceptable treatment strategies for isolated 
spermatic vein thrombosis, conservative approaches are 
reasonable. It is also possible to manage the patient sur-
gically. Hashimoto and Vibeto reported that there is no 
need to excise the thrombosed plexus, as evidenced by the 
good results in their case.2 We believe that beginning treat-
ment conservatively is more logical than surgery. By this 

Fig. 1. Grey scale ultrasonography demonstrated non-compressed thrombosed tubular venous structure with increased wall thickness and focal diameter increase 
within the right spermatic cord. Within this tubular structure, focal echoes that belong to thrombosis can be seen with an antero-posterior diameter 6 mm.

Fig. 2. On colour Doppler ultrasound and power Doppler ultrasound, no filling with the colour was seen in the lumen of this vein within the right spermatic cord. On 
power Doppler ultrasound, filling was seen within the neighbouring arterial structure, but not within the vein.
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way, a potential spread of coagulum can be eliminated. 
Anticoagulant therapy with bed rest and scrotal support can 
be used clinically. 

Conclusion 

Isolated spermatic vein thrombosis is a rare event. Although 
our case is right-sided, spermatic vein thrombosis is almost 
always found at the left side. If there is no other concomi-
tant disease that necessitates urgent surgical intervention, 
beginning the treatment conservatively instead of excising 
the thrombosed segment is more suitable. 
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