
Once the cause of male infertility is
known, treatment should be provided,

directed at treating the actual cause of the
problem, leading to a cure. If treatment
fails or no cause is identified (idiopathic
cases), the couples are advised to try
assisted reproductive techniques: artificial
insemination, in-vitro fertilisation (IVF) or
intracytoplasmic sperm injection (ICSI),
based on the quality of sperm. In patients
with non-obstructive azoospermia or with
obstructive azoospermia not amenable to
surgical reconstruction, treatment involves
surgical sperm retrieval followed by ICSI.

MEDICAL TREATMENT FOR THE
INFERTILE MALE
Medical treatment may be effective in 
men with:
• hormonal imbalance
• chronic urogenital infections
• coital infertility.

In men with actual or relative hormonal
imbalance, correction of such imbalance
will improve sperm production. For
example, patients with hypogonadotrophic
hypogonadism may be treated with
follicle-stimulating hormone (FSH) and
luteinising hormone (LH) preparations or

clomiphene citrate, which is a selective
oestrogen receptor modulator. Clomiphene
inhibits the negative feedback of oestrogen
on the hypothalamus, leading to increased
production of FSH and LH.

SURGICAL TREATMENT FOR THE
INFERTILE MALE
Microsurgical vasectomy reversal
Vasectomy is a popular and very effective
form of contraception, being performed in
approximately 50 000 men per year in the
UK. Historically, it was always considered
to be a permanent procedure. However,
with the high divorce rate in western
societies, vasectomy reversal is now
becoming a common request (Figure 1). 

In the absence of a female factor for
infertility, vasectomy reversal should be
offered as a first-line therapy to couples who
seek conception after vasectomy. Multiple
studies have demonstrated the superior 
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Figure 1. Microsurgical vasectomy reversal                                      
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cost-effectiveness of vasectomy reversal over
IVF. In a multicentre study of 1469 men who
underwent microsurgical vasectomy reversal,
the patency and pregnancy rates were 86
and 52 per cent, respectively.2

Microsurgical epididymo-vasostomy
This is performed to bypass an obstruction
at the level of the epididymis (Figure 2).
The patency and pregnancy rates after this
procedure exceed 60 and 40 per cent,
respectively.3

Microsurgical vaso-vasostomy
This is performed to bypass a blockage in the
vas deferens. It is similar to microsurgical
vasectomy reversal, but the level at which
the surgery is performed varies according to
the level of obstruction, which is usually
inguinal commonly following hernia repair.

Transurethral resection of the
ejaculatory ducts and transurethral
deroofing of prostatic cysts
These procedures are performed to treat
ejaculatory duct obstruction. Patients achieve
significant improvement of the semen
parameters in 65–95 per cent of cases, and a
pregnancy rate of 20–30 per cent. Long-term
relief of post-coital and perineal pain occurs
in 60 per cent of patients.4

Microsurgical varicocelectomy
The surgical microscope is used to selectively
identify the dilated veins, which are ligated,
sparing the arteries and lymphatic vessels.

This significantly improves the outcome and
reduces the complications. Varicocelectomy
is of benefit if there are semen abnormalities
and the varicocele is clinically palpable, 
in the absence of a female factor for
infertility.5 The average spontaneous
pregnancy rate after varicocelectomy 
is 39 per cent.6 

However, the issue of treatment of
varicocele in the infertile male is still
controversial. Although a recent meta-
analysis of randomised controlled trials
showed that varicocelectomy significantly
improves semen parameters,7 there is no
current evidence that varicocele treatment
increases the chances of natural
conception.  A Cochrane database
systematic review of randomised
controlled trials comparing treatment to
no treatment concluded that there is
currently no evidence that varicocele
treatment improves conception rate.8 This
meta-analysis was, however, criticised for
poor design and it was concluded that
there is a need for a large, properly
conducted randomised controlled trial.9

According to the current NICE
recommendations, varicocele repair should
not be offered to infertile males.10 According
to the European Association of Urology
guidelines, infertile males with an impaired
semen analysis and a clinical varicocele and
no other cause of infertility may benefit from
varicocele repair. However, treatment should

not be undertaken unless there has been full
discussion with the infertile couple regarding
the uncertainties of treatment benefit.11

Surgical sperm retrieval and assisted
reproduction
The indications for surgical sperm retrieval
and assisted reproduction are:
• non-obstructive azoospermia (NOA) 
• obstructive azoospermia not amenable to

reconstruction, as in congenital bilateral
absence of the vas deferens

• coital infertility caused by anejaculation.

The methods used are:
• testicular sperm extraction (TESE)
• percutaneous epididymal sperm aspiration
• microsurgical epididymal sperm aspiration.

Testicular sperm extraction (and
microdissection TESE) is performed in
patients with NOA. Microdissection TESE,
using the surgical microscope and
performed by a specialist, offers the
highest chance of finding sperm, with the
lowest complication rate (Figure 3).12  

Percutaneous epididymal sperm aspiration
is performed in patients with an
obstructive azoospermia that is not
amenable to surgical correction, as in cases
of congenital absence of the vas deferens
(Figure 4, see page 30).

Microsurgical epididymal sperm aspiration
is usually performed as a backup in
patients with obstructive azoospermia,
who are having microsurgery to bypass an
epididymal blockage.
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Figure 2. Microsurgical epididymo-vasostomy

Figure 3. Testicular sperm extraction
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For patients with obstructive azoospermia,
the sperm retrieval rate is almost 100 per
cent, unless the blockage is associated with
other causes of infertility. The sperm retrieval
rate for patients with NOA varies from 20 to
60 per cent, depending on the cause, clinical
findings and results of the investigations.13,14

Live birth rates of 24 and 33 per cent were
reported for ICSI in non-obstructive and
obstructive azoospermia, respectively;
however, this difference was not statistically
significant.15

The age of the female partner is the main
factor influencing the success of ICSI.
Studies show that there is a decline in the
cumulative live birth rate of ICSI, from 45
to 24 per cent above the age of 37 years.16

CONCLUSION 
Management of the infertile male requires
specialist care in order to allow for the
identification and treatment of the cause
and thus for a spontaneous pregnancy to
occur. In patients with non-obstructive
azoospermia, microsurgical TESE by a
specialist followed by ICSI offers the best
chances of fatherhood to these patients.

Declaration of interests: none declared.
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Figure 4. Percutaneous epididymal sperm
aspiration
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