
Information and Consent Form for Testicular Sperm 

Extraction (TESE) via Open Surgery 

 
 
 

 

MALE 

 

NAME SURNAME 

 
DATE OF BIRTH 

 
T.R ID NUMBER 

 
APPLICATION DATE 

 
FILE NUMBER 

 
MOBILE 
 
 
 
RESIDENCE ADDRESS  
 
 
 
 
You, as a patient, have the right to be priorly informed about your condition and 

recommended surgery, medical or diagnostic procedures, and other treatment options so 

that you can decide whether the procedure is appropriate for you. This form and 

explanation will provide you information about the definition, necessity, risks, treatment 

options of the procedure recommended to you and consequences you may encounter 

given that the treatment is unperformed. You can agree or refuse to undergo the 

procedure by your own free will after being informed about the intervention. Should you 

have difficulty in understanding any of the information provided to you, please consult 

your physician for further explanation. 

 

Testicular sperm extraction (TESE) is a surgical sperm retrieval procedure used for men 

who have no sperm (azoospermia) or a very few (cryptozoospermia) sperm in their 

ejaculate. 

This procedure was recommended to me on ……………………  Although the probability of 

sperm 
 
retrieval varies according to clinical findings such as testicle size and blood hormone 

levels, it is not possible to predict beforehand. It is also possible that no sperm is found. 

Therefore, its probability varies between 0% (zero) and 50%. 
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According to the regulations on assisted reproductive therapy and assisted reproductive 

therapy centers, tissue samples obtained via the TESE procedure are stored together 

with the DNA analysis of the donor. Therefore, when sperm is found, your DNA will be 

separated from the blood sample taken from you and stored. In subsequent assisted 

reproduction therapy applications, you may have a DNA test to determine your lineage if 

you request. Financial responsibility of the DNA test shall be borne by you. If sperm is 

found, you will also be asked to sign another information and consent form and informed 

about the storage and disposal. 

 

TESE procedure: 

 

TESE can be performed with local anesthesia. However, in some cases, regional or 

general anesthesia may be preferable as local anesthesia may fall insufficient due to the 

long duration of the procedure. Intravenous administration of mild sedation in patients 

undergoing local anesthesia provides comfort to the patient and surgeon. The surgery 

aims to select and extract the seminiferous tubules that may contain spermatozoa in the 

testicles. The extracted tubules are then  dissected  in the laboratory to obtain an 

adequate quality and number of sperm. Studies have shown that using optical 

magnification during the selection of seminiferous tubules increases both the success of 

obtaining sperm and reduces the damage in the testicular tissue while minimizing the 

deterioration in tissue nutrition, compared to the removal of the tissue with the naked 

eye. Although surgical glasses can be used for magnification, the loop may be insufficient 

when x20-x30 magnification is required. Ideally, a surgical microscope with at least x20 

optical magnification should be preferred. TESE is performed under a surgical microscope 

in our center. The aim is to obtain sufficient quality and number of spermatozoa that can 

be used in IVF-ICSI by removing tissue with minimal damage to the testicle. 

 

Sperms obtained by TESE can be used fresh immediately or can be frozen and used if 

needed. To be able to use fresh sperms, the assisted reproduction therapy of the female 

spouse should have been started and eggs should have become mature enough for 

retrieval. Fresh sperms can be used if sperm extraction is performed by TESE shortly 

before the egg retrieval procedure. However; if no sperms are found, the already started 

assisted reproduction therapy of the female spouse must be canceled, resulting in 

financial and emotional efforts lost for nothing. In our center, TESE is performed before 

the initiation of assisted reproduction therapy, and if extracted, spermatozoa are then 

frozen to be used for the assisted reproduction therapy. Assisted reproduction therapy is 

not initiated at all when no sperms are available. There is not adequate scientific 

evidence showing significant differences between the use of frozen-thawed sperm and 

fresh sperm in achieving pregnancy via assisted reproduction therapy. 
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SURGICAL PROCEDURE RISKS 
 

 

As there are risks and potential harm in non-treatment, there are also risks associated 

with surgical, medical, and/or diagnostic procedures that are planned for me. I am aware 

of the complications such as infection, blood clots in arteries and lungs, bleeding, allergic 

reactions, heart attack, and even death, which are specific to all surgical procedures. I 

have also been informed in detail about the below-mentioned risks associated with the 

procedure that I will undergo. 

 

Potential risks include fever, chills, pain, testes (testicle) damage, testes (testicular) 

shrinkage (atrophy), decreased testes (testicular) function, and subsequently reduced 

sexual desire. Some of these risks; which I have been informed of, are quite rare. 

 

IF YOU REQUEST GENERAL ANESTHESIA 
 
I acknowledge that anesthesia poses additional risks; however, I wish to undergo 

anesthesia for the conduct of the planned procedure and of the additional procedures so 

that pain can be avoided and relieved. I am aware that the method of anesthesia can be 

changed without my consent. I was informed that the sensation of pain that would occur 

during the procedure could be eliminated by regional (spinal and epidural) or general 

anesthesia; of which I could decide by discussing with the anesthesiologist. I understand 

that anesthesia will not be under the control of my surgeon, who will conduct the 

operation that I am going to undergo. I also understand that each type of anesthetic 

agent poses its own risk. I understand that the use of any anesthetic method may result 

in complications such as respiratory problems, drug reactions, nerve injuries, brain 

damage, and even death. Other risks and damages associated with general anesthesia 

include injuries to the vocal cords, trachea, teeth and the eyes. I acknowledge other risks 

that may result from regional (spinal and epidural) anesthesia, including headaches and 

long-term back pain. I hereby 

…………………………………………………………………………………………………......................................... 
 

give my consent that anesthesia can be administered by or under the supervision of (title 

and name). 

 

BLOOD PRODUCTS: I give consent to the use of blood products, when required. 
 

 

CONSENT TO TREATMENT OF UNANTICIPATED CONDITIONS: I acknowledge that; during 

treatment, my physician may encounter unanticipated conditions that require the conduct 

of additional or different procedures other than the planned procedure for my condition. 

In such cases, I give my permission to my physician to perform additional interventions 

and procedures as deemed appropriate and necessary for my condition and health. 
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COST OF TREATMENT: The amount of payment determined for this process (excluding 

the diagnostic tests) including anesthesia administration during the egg retrieval 

procedure is TL (excluding VAT). 

 

RESULTS: I understand that medical procedures are not pure science and no treatment 

outcomes or treatment CAN BE GUARANTEED. I was provided with detailed information 

about my condition, the procedures that I would undergo, potential risks of planned 

procedures, and other treatment options through the patient informed consent form and 

during the discussion with my physician. We acknowledge that we are aware of our 

responsibilities in this regard and that we accept the use of recommended reproductive 

techniques without any violence, threat, suggestion, material or moral pressure, and that 

we will not end up using any surgical outcomes against each other, the physician and the 

hospital, and that we will bear the consequences and 

 

………………………………………………………………………………………………………………………………………………… 
 

 

………………………………………………………………………………………………………………………………………………… 
 

 

give consent for the procedure recommended to me. 
 
 

 

Male Name and Surname: Signature : 
 

 

Date: Time: 
 
 
 

 

ART Clinic Director Responsible Physician (Urologist) 
 

 

Dr. Hakan Özornek, MD Dr.  
 
 
 

 

Signature: Signature: 
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