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Abstract 

Infertility, a disease affecting the 

reproductive system, is a widely prevalent 

condition. Globally, it affects millions of couples 

trying to conceive. A systematic evaluation of 

couples seeking fertility treatment is essential to 

provide appropriate treatment and also to help in 

avoiding delay in time to pregnancy.   

Clinically diagnosing the underlying 

probable cause for infertility and proper 

management helps these couples conceive a child. 

History collection plays a pivotal role in the 

clinical diagnosis of the cause. Since infertility is 

multifactorial, paramount importance should be 

given to eliciting a detailed history of events from 

childhood to date for both men and women. The 

scheme of the history of infertility is discussed in 

this article.  
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Introduction 

Infertility or the inability to conceive a 

child is a global issue affecting millions of couples 

in the reproductive age group. Globally, 8 – 12% 

of couples1 are suffering from infertility with men 

contributing to 40 - 50%2 and women 

contributing to 46.2%.3 In India, it was estimated 

that the percentage of infertility in different states 

ranges from 3.7 – 15%.2 

The World Health Organization defines 

infertility as a disease of the male or female 

reproductive system defined by the failure to 

achieve a pregnancy after 12 months or more of 

regular unprotected sexual intercourse. 4 Since the 

very Definition of infertility is so varied, patient-

centric care is vital. An exhaustive history and a 

thorough clinical examination help in tailoring 

treatments to individual needs.5,6 

To identify the probable cause, history 

should also include lifestyle, occupation, past and 

present medical conditions, surgery and sexual 

history. It is important to recollect that the oocyte 

and spermatozoon are specialized single cells. Any 

systemic disease, dysfunction or disorder would 

profoundly influence the functioning of these 

vulnerable gametes. Infertility being a condition 

involving a couple, a detailed history taken from 

both the male and female partner individually is 

essential.7 

Prerequisites for history taking 

‘Listen to your patient; he is telling you the diagnosis’ —

Sir William Osler 

The following are the ideal requirements for 

eliciting a detailed history from the couples. 

 Consultation room – The ambience of the 

consultation area should be comfortable to 

provide comfort and utmost privacy to the 

couple.8 

 The patient’s flow of narrating history should 

not be interrupted by the physicians for the 

patient’s benefit and to precisely arrive at the 

diagnosis.9 

 Patients are allowed to narrate their concerns 

without redirecting them so that they do not 

refrain from providing relevant data.10 

 When a scenario arises wherein either of the 

partners is not at ease with sharing history, 
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he/ she should be encouraged to talk to the 

physician privately. 

The major aspects of history taking in couples 

seeking infertility treatment are listed in Table 1.  

Table 1: Scheme of history in couples seeking fertility treatment 

1. General 

history and 

demographic 

details 

Name 

Date of Birth & Age 

Qualification 

Occupation 

Address& Location 

2. Fertility 

history 

Primary or secondary 

Duration of infertility 

The first or second union 

Use of contraception (type and 

duration) 

Consanguinity of marriage 

Previous evaluation or treatment 

outcomes for infertility 

3. Coital 

history 

Frequency 

Knowledge regarding the fertile 

period  

Use of lubricants 

Dyspareunia 

4. Medical 

history 

Past and present medical 

conditions 

Drugs 

5. Surgical 

history 

History of surgeries in childhood 

and adulthood 

6. Lifestyle Smoking 

Alcohol/ hard drugs consumption 

Sleep duration 

7. Family 

history 

H/o infertility in siblings or family 

members 

Genetic disorders 

Comorbidities and other diagnosed 

diseases 

8. Specific 

history 

(Female 

partner) 

Age at menarche 

Menstrual history 

Cycle regularity  

Cycle duration 

Detailed past obstetric history 

History of vaginal discharge 

History of nipple discharge 

9. Specific 

history (Male 

partner) 

Libido 

Erection 

Ejaculation 

1. General history and demographic details: 

General aspects of history taking are as follows 

Name: Registration and record maintenance is 

essential for any medical treatment and more so 

for infertility treatment. The collection of identity 

proof and proper documentation is a requirement 

for infertility treatment, especially for intrauterine 

insemination (IUI) and assisted reproductive 

techniques (ART) to avoid adversities during 

gamete or embryo handling. The latest ART 

regulation act 2021 has made it mandatory for the 

couple to provide proof of identity (e.g., Aadhar 

card) before treatment. 

Date of Birth (DOB) & Age: The prognosis of 

infertility treatment is affected by age as it is a 

well-known fact that fertility of both men and 

women declines with age, the decline happening 

earlier in women when compared to 

men.11Routine counselling should be given, 

emphasizing increased risk in the birth of 

chromosomally abnormal children in couple with 

advanced maternal12 and paternal age.13 

Qualification: Knowing qualifications is useful 

for the physician to understand the patient’s ability 

to comprehend the information provided and 

thereby improving physician-patient 

communication.  

Occupation: Nature, hours and duration of work 

are usually enquired about. Occupational hazards 

are known to cause deleterious effects on the 

reproductive health of both men and women. 

Altered sperm parameters are noted in men 

exposed to cell phone radiation,13 heat, stress, 

pesticides, environmental chemicals, aromatic 

hydrocarbons etc.14 Altered dietary habits and 

lifestyle due to odd working hours have become 

common these days. This also seems to affect the 

marital relationship and sometimes sexual 

function and thereby fertility. 
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Address & Location: Address is useful for 

communication purposes, follow-up and also to 

identify factors like environmental toxins, climate 

change, pollution etc., which are known to cause 

subfertility.15 

2. Fertility history 

Primary or secondary: Primary infertility is when 

a couple have not achieved a pregnancy at all, and 

secondary infertility is when the couple has 

achieved a pregnancy before, which may have 

either resulted in a live birth or miscarriage. 

Identifying the type of infertility will help the 

physician understand and counsel the couple on 

fertility treatment and future pregnancy 

outcomes.16 

In the case of secondary infertility, the 

history of the method of previous conception, the 

number of live births, antenatal and neonatal 

outcomes, and associated complications should be 

elicited.  

Duration of Infertility: Duration of infertility is a 

major component in clinical practice in the 

initiation of investigations and treatment for 

infertile couples. But in cases of obvious medical 

grounds for infertility, like poor semen 

parameters, amenorrhea, bilateral tubal block etc., 

infertility treatment should be provided at the 

earliest irrespective of the duration of infertility.6 

Generally, evaluation for infertility is done after 1 

year of regular unprotected intercourse. Earlier 

evaluation is recommended if the age of the 

female partner is more than 30 years of age with 

evident features of hypogonadism and there is 

medical or surgical history which could affect 

fertility.  

First or second union: History of remarriage and 

if present, history of conception with a previous 

partner(s) is helpful for physicians to decide on 

the treatment options. 

Use of contraception (type and 

duration): Couples who are willing to postpone 

childbearing use contraceptives. Duration and 

method of contraception should be recorded and 

should be kept in mind while calculating the 

duration of infertility. In long-acting reversible 

contraceptives (LARC), like intrauterine devices or 

combined oral contraceptives, fertility of the 

individual is resumed after cessation of 

contraception.17 

Consanguinity of marriage: Couples with 

consanguineous marriages do not always present 

with infertility, but may have recurrent pregnancy 

loss due to chromosomal abnormalities.18 These 

children have a greater risk of genetic 

abnormalities19 when compared to children born 

out of non-consanguineous marriages. Invitro 

fertilization (IVF) and preimplantation genetic 

testing can be offered to them to identify known 

genetic illnesses in parents and normal embryos 

can be transferred to achieve a normal healthy live 

birth.20 

Previous evaluation or treatment outcomes for 

infertility: History should be collected in detail 

regarding investigations and treatment done 

earlier, number of cycles, drugs used and outcome 

of the procedures should be noted. This will help 

in planning the current treatment. Details of 

surgeries done for infertility should be evaluated 

in detail.  

3. Coital history 

Frequency: A history of the frequency of sexual 

intercourse per week should be noted. In coupled 

with inadequate coital frequency, a delay in 

conception is well documented.21 
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The prime point here is to confirm the 

occurrence of intra-vaginal intercourse. Some 

couples are either ignorant or shy and don’t 

practice intra-vaginal ejaculation. This is a simple 

fact from history that remedies the issue of 

―infertility‖. 

Knowledge regarding fertile period: In women 

with regular menstrual cycles, calculating the 

fertile period from the LMP helps in timing the 

intercourse. Stronger evidence is not available in 

favour of timed intercourse,22 still it is believed to 

increase the probability of conception.  

Use of lubricants: The history of lubricant usage 

is also important as most of the lubricants 

available in the market are toxic to spermatozoa 

(either spermiostatic or spermicidal).8 

Dyspareunia: A history of pain during coitus 

should be elicited. Inadequate lubrication, 

phimosis, vaginismus, infections, inflammatory 

conditions and deep endometriosis cause 

dyspareunia in men and women.  

4. Medical history 

Past and present medical conditions: Medical 

conditions may directly or indirectly affect the 

fertility of both men and women. A detailed 

history of medical illness in the past and present 

should be noted. Some of the medical conditions 

like cystic fibrosis (immotile cilia syndrome),23 

mumps orchitis,24 in men and overt uncorrected 

hypothyroidism25 in women can cause infertility. 

Conditions like sexually transmitted diseases,26 

genital tuberculosis27,28 affects the fertility of both 

men and women.      

Drugs: A list of drugs used in treating other 

systemic illnesses has been proven to affect sexual 

function and spermatozoa quality in men29. 

History of chemotherapy/ radiotherapy is 

essential as these encompass a group of 

immunosuppressive drugs and toxic radiation 

possess gonadotoxic effects7,30 leading to 

infertility.  

5. Surgical history 

History of surgeries in childhood and 

adulthood: In men, a history of surgery during 

childhood like surgeries in the inguinal region, 

hernia repair, or orchidopexy is to be taken in 

detail as they can lead to infertility later in life. 

Surgeries in adulthood like varicocelectomy, 

hydrocelectomy, and testicular surgeries can have 

an impact on fertility.7,8 

In women, the history of surgery 

performed on ovaries like ovarian drilling or cyst 

removal should be asked in detail. History of 

salpingectomy, dilatation and curettage31 and any 

other pelvic surgery should be elicited as they 

contribute to delay/ failure in conception. 

Although not a prerequisite for fertility treatment, 

the outcome of previous diagnostic laparoscopy 

and hysteroscopy if done, are to be noted. 

The history of vasectomy in men and 

tubal ligation in women is important in cases of 

secondary infertility. 

6. Lifestyle 

Smoking: It is a well-known fact that smoking 

affects general health and can result in various 

illnesses from simple respiratory disease to 

malignancy. Similarly, smoking can also adversely 

affect the quality of the gametes and cause 

infertility. 16 Smoking impairs all the parameters of 

the semen. In women, smoking during pregnancy 

also increases the risk of miscarriage, preeclampsia 

and fetal growth restriction.16 

Alcohol/ hard drugs consumption: Alcohol 

consumption affects the fertility of both men and 

women and also affects perinatal outcomes in 

women.32 Similarly, the use of recreational drugs 
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and hard drug impairs fertility. Although we are 

not aware of the direct implications, it is 

imperative to know the duration, frequency and 

quantity of alcohol and other drug consumption. 

Sleep duration: Lesser duration and poor quality 

of sleep may affect fertility in men by increasing 

the risk of sexual dysfunction due to stress. In 

women, altered sleep patterns may lead to 

inappropriate diet habits and reduced activity, 

which in turn will lead to weight gain and 

anovulation.33,34 

7. Family history 

History of infertility in siblings or family 

members: History of the number of siblings and 

their fertility status is important in assessing 

genetic conditions which could predispose to 

infertility, like cystic fibrosis and Y-chromosome 

micro deletion35 in men. 

Genetic disorders: Family history with known 

genetic disorders should be asked in detail. 

Existing familial genetic conditions can cause 

infertility36 and also have a greater risk of disease 

transmission to the offspring. Selection and 

transfer of embryos with a normal genome and 

achieving a normal live birth is possible with 

assisted reproductive techniques. This is also 

helpful in providing genetic counselling to the 

couple.20 

Comorbidities and other diagnosed 

diseases: A history of comorbidities and other 

medical conditions of the parents could help in 

assessing the risk of inheriting them. History of 

breast or genital tract malignancies in close 

relatives mandates evaluation for the same before 

initiating hormone therapy for fertility treatment. 

8. Specific history (Female partner) 

Age at menarche: The age at which a woman 

attained menarche is essential. A detailed history 

should be taken whether the onset of puberty was 

spontaneous or hormone-induced. Recent studies 

suggest fertility rate is impacted by the age at 

which a woman attains menarche.37 Both 

precocious38 and delayed puberty39 affect the 

fertility of the woman due to various underlying 

causative factors. 

Menstrual history: 

 Cycle regularity: Ovulatory dysfunction is 

the commonest cause of infertility in 

women.40 Absent or irregular ovulation may 

present as amenorrhea or irregular menses, 

respectively. In case of irregular cycles, it 

should be noted whether the menses occurs 

spontaneously or is induced with hormonal 

pills. Absent menses even after intake of 

progesterone suggests either a hypothalamic-

pituitary disorder or non-functional ovaries. 

Failure to induce menses with estrogen and 

progesterone pills suggests endometrial 

damage like Asherman syndrome.  

 Cycle duration: A history of the length and 

frequency of each menstrual cycle and details 

about the menstrual flow should be obtained. 

History of menorrhagia and dysmenorrhea 

should be elicited. Women’s last menstrual 

period (LMP) should be documented. This 

helps in identifying and counselling regarding 

the fertile period. 

Detailed past obstetric history: Details of 

parity, miscarriages, termination of pregnancies, 

mode of delivery and any post-delivery 

complications should be documented.  

History of vaginal discharge: A history of 

altered vaginal discharge should be noted to rule 

out sexually transmitted diseases41 which can 

affect the endometrium, and fallopian tube and 

cause infertility. 
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History of nipple discharge: History of 

galactorrheais useful in identifying elevated levels 

of serum prolactin in women causing infertility.42 

9. Specific history (Male partner) 

Libido: A history of the desire to have sexual 

intercourse should be noted. Decreased libido in 

men due to stress or psychological factors is 

mostly reversible with proper counselling. In cases 

of altered hormone levels, medical intervention is 

required as it may affect fertility.43 

Details of sexual orientation are also important.  

Erection: A detailed history of achieving an 

erection is important. The penile erection helps in 

the deposition of semen in the female genital tract. 

Physical and psychological causes can contribute 

to erectile dysfunction (ED). In some cases, 

correction of ED can help a couple conceive 

naturally.  

Evidence indicates that a longer duration 

of infertility can precipitate erectile dysfunction in 

men.44 

Ejaculation: The history of antegrade ejaculation 

and details of intravaginal ejaculation should be 

noted down. Men with anejaculation may remain 

infertile and proper history collection will aid in 

identifying the type of anejaculation.45 Retrograde 

ejaculation of semen into the urinary bladder can 

be found by asking about the history of the 

passage of cloudy urine after masturbation or 

coitus.46 History of nocturnal emissions is 

important as psychogenic causes can cause an 

ejaculation in some men45 and also rules out the 

diagnosis of retrograde ejaculation. 

Conclusion: 

History taking is the first and crucial step 

in medicine. This is done daily and often provides 

clues to diagnosis. The importance of details in 

history that are to be collected for couples seeking 

infertility treatment is emphasized here. History, 

when collected appropriately and fulfilling the 

requisites, builds patient-physician rapport and 

also gains the patient’s confidence. Data collected 

will guide the physicians to decide the treatment 

protocol, follow up and prognosis. 

References 

1. Agarwal A, Baskaran S, Parekh N, Cho CL, Henkel R, 

Vij S, et al. Male infertility. The Lancet. 2021 Jan 

23;397(10271):319–33.  

2. Kumar N, Singh AK. Trends of male factor infertility, 

an important cause of infertility: A review of the 

literature. J Hum Reprod Sci. 2015 Dec;8(4):191–6.  

3. Hazlina NHN, Norhayati MN, Bahari IS, Arif NANM. 

Worldwide prevalence, risk factors and psychological 

impact of infertility among women: a systematic review 

and meta-analysis. BMJ Open. 2022 Mar 

1;12(3):e057132.  

4. World Health Organization (WHO). International 

Classification of Diseases, 11th Revision (ICD-11) 

Geneva: WHO 2018. 

5. Fathimunissa MA, Natarajan P, Pandiyan R. Infertility − 

What do we mean?. Fertil Sci Res 2022;9:77-9. 

6. Brosens I, Gordts S, Valkenburg M, Puttemans P, 

Campo R, Gordts S. Investigation of the infertile couple: 

when is the appropriate time to explore female 

infertility? Hum Reprod. 2004 Aug 1;19(8):1689–92.  

7. Schlegel PN, Sigman M, Collura B, De CJ, Eisenberg 

ML, Lamb DJ, et al. Diagnosis and Treatment of 

Infertility in Men: AUA/ ASRM Guideline. Male 

Infertility. 2020;  

8. Principles and Practices of assisted reproductive 

technology by Kamini A Rao. Ch 26. Clinical and 

Endocrinological Evaluation of Infertile Male. 2023. 

9. Singh Ospina N, Phillips KA, Rodriguez-Gutierrez R, 

Castaneda-Guarderas A, Gionfriddo MR, Branda ME, et 

al. Eliciting the Patient’s Agenda- Secondary Analysis of 

Recorded Clinical Encounters. J Gen Intern Med. 2019 

Jan 1;34(1):36–40.  

10. Marvel MK, Epstein RM, Flowers K, Beckman HB. 

Soliciting the Patient’s AgendaHave We Improved? 

JAMA. 1999 Jan 20;281(3):283–7.  



The Journal of the Association of Physicians of Tamil Nadu,  
Vol. 2, Issue 1, English Quarterly, January – March 2023 

33 

11. Pandiyan N, Puvithra T. Motherhood in the twenty-first 

century. Older mothers – How old is too old? Chettinad 

Health City Medical Journal. 2018;7(1):76-77. 

12. Hassold T, Hunt P. Maternal age and chromosomally 

abnormal pregnancies: what we know and what we wish 

we knew. Curr Opin Pediatr. 2009 Dec;21(6):703–8.  

13. Janeczko D, Hołowczuk M, Orzeł A, Klatka B, 

Semczuk A. Paternal age is affected by genetic 

abnormalities, perinatal complications and mental health 

of the offspring. Biomed Rep. 2020 Mar;12(3):83–8.  

14. Claman P. Men at risk: occupation and male infertility. 

Fertil Steril. 2004 Mar 1;81:19–26.  

15. Segal TR, Giudice LC. A systematic review of climate 

change effects on reproductive health. Fertil Steril. 2022 

Aug 1;118(2):215–23.  

16. Whitley E, Doyle P, Roman E, De Stavola B. The effect 

of reproductive history on future pregnancy outcomes. 

Hum Reprod. 1999 Nov 1;14(11):2863–7.  

17. Girum T, Wasie A. Return of fertility after 

discontinuation of contraception: a systematic review 

and meta-analysis. Contracept Reprod Med. 2018 Jul 

23;3:9.  

18. Fareed M, Kaisar Ahmad M, Azeem Anwar M, Afzal M. 

Impact of consanguineous marriages and degrees of 

inbreeding on fertility, child mortality, secondary sex 

ratio, selection intensity, and genetic load: a cross-

sectional study from Northern India. Pediatr Res. 2017 

Jan;81(1):18–26.  

19. Shawky RM, Elsayed SM, Zaki ME, Nour El-Din SM, 

Kamal FM. Consanguinity and its relevance to clinical 

genetics. Egypt J Med Hum Genet. 2013 Apr 

1;14(2):157–64.  

20. Al-Kharusi K, Bruwer Z, Wessels TM. The experience 

of Preimplantation Genetic Testing (PGT) among 

Muslim couples in Oman in the Middle East. J Genet 

Couns. 2021;30(1):121–31.  

21. Konishi S, Saotome TT, Shimizu K, Oba MS, O’Connor 

KA. Coital Frequency and the Probability of Pregnancy 

in Couples Trying to Conceive Their First Child: A 

Prospective Cohort Study in Japan. Int J Environ Res 

Public Health. 2020 Jul;17(14):4985.  

22. Manders M, McLindon L, Schulze B, Beckmann MM, 

Kremer JAM, Farquhar C. Timed intercourse for 

couples trying to conceive. Cochrane Database Syst Rev. 

2015 Mar 17;(3):CD011345.  

23. Bieniek JM, Lapin CD, Jarvi KA. Genetics of CFTR and 

male infertility. Transl Androl Urol. 2021 

Mar;10(3):1391–400.  

24. Masarani M, Wazait H, Dinneen M. Mumps orchitis. J R 

Soc Med. 2006 Nov;99(11):573–5.  

25. Verma I, Sood R, Juneja S, Kaur S. Prevalence of 

hypothyroidism in infertile women and evaluation of the 

response of treatment for hypothyroidism on infertility. 

Int J Appl Basic Med Res. 2012;2(1):17–9.  

26. Tsevat DG, Wiesenfeld HC, Parks C, Peipert JF. 

Sexually Transmitted Diseases and Infertility. Am J 

Obstet Gynecol. 2017 Jan;216(1):1–9.  

27. Kumar R. Reproductive tract tuberculosis and male 

infertility. Indian J Urol IJU J Urol Soc India. 

2008;24(3):392–5.  

28. Grace GA, Devaleenal DB, Natrajan M. Genital 

tuberculosis in females. Indian J Med Res. 2017 

Apr;145(4):425–36.  

29. Pandiyan N. Medical management of male infertility. 

RBM Online Article. 2000;1(1):1316.  

30. Leroy C, Rigot JM, Leroy M, Decanter C, Le Mapihan 

K, Parent AS, et al. Immunosuppressive drugs and 

fertility. Orphanet J Rare Dis. 2015 Oct 21;10(1):136.  

31. Dreisler E, Kjer JJ. Asherman’s syndrome: current 

perspectives on diagnosis and management. Int J 

Womens Health. 2019 Mar 20;11:191–8.  

32. Van Heertum K, Rossi B. Alcohol and fertility: how 

much is too much? Fertil Res Pract. 2017 Jul 10;3:10.  

33. Caetano G, Bozinovic I, Dupont C, Léger D, Lévy R, 

Sermondade N. Impact of sleep on female and male 

reproductive functions: a systematic review. Fertil Steril. 

2021 Mar 1;115(3):715–31.  

34. Thanikachalam P, Natarajan P. Is Weight Gain the 

Precipitating Factor for Polycystic Ovarian Syndrome? 

A Hypothesis Based on a Retrospective Study - Original 

Article - Chettinad Health City Medical Journal. 

Chettinad Health City Med J. 2015;4(3):120-4. 

35. Kühnert B, Gromoll J, Kostova E, Tschanter P, 

Luetjens CM, Simoni M, et al. Case Report: Natural 

transmission of an AZFc Y‐chromosomal microdeletion 

from father to his sons. Hum Reprod. 2004 Apr 

1;19(4):886–8.  

36. Zorrilla M, Yatsenko AN. The Genetics of Infertility: 

Current Status of the Field. Curr Genet Med Rep. 2013 

Dec 1;1(4):10.1007/s40142-013-0027–1.  



The Journal of the Association of Physicians of Tamil Nadu,  
Vol. 2, Issue 1, English Quarterly, January – March 2023 

34 

37. Šaffa G, Kubicka AM, Hromada M, Kramer KL. Is the 

timing of menarche correlated with mortality and 

fertility rates? PLoS ONE. 2019 Apr 18;14(4):e0215462.  

38. Hill JW, Alreja M, Elias CF. From Precocious Puberty 

to Infertility: Metabolic Control of the Reproductive 

Function. Front Endocrinol. 2013 Apr 2;4:43.  

39. Howard SR, Dunkel L. Delayed Puberty—Phenotypic 

Diversity, Molecular Genetic Mechanisms, and Recent 

Discoveries. Endocr Rev. 2019 Apr 9;40(5):1285–317.  

40. Balen AH, Morley LC, Misso M, Franks S, Legro RS, 

Wijeyaratne CN, et al. The management of anovulatory 

infertility in women with polycystic ovary syndrome: an 

analysis of the evidence to support the development of 

global WHO guidance. Hum Reprod Update. 2016 Nov 

20;22(6):687–708.  

41. Chauhan V, Shah M, Thakkar S, Patel SV, Marfatia Y. 

Sexually transmitted infections in women: A correlation 

of clinical and laboratory diagnosis in cases of vaginal 

discharge syndrome. Indian Dermatol Online J. 2014 

Nov;5(Suppl 1):S1–5.  

42. Turankar S, Sonone K, Turankar A. 

Hyperprolactinaemia and its Comparision with 

Hypothyroidism in Primary Infertile Women. J Clin 

Diagn Res JCDR. 2013 May;7(5):794–6.  

43. Chen T, Wu F, Wang X, Ma G, Xuan X, Tang R, et al. 

Different levels of estradiol are correlated with sexual 

dysfunction in adult men. Sci Rep. 2020 Jul 

29;10(1):12660.  

44. Liu Y, Wang Y, Pu Z, Wang Y, Zhang Y, Dong C, et al. 

Sexual Dysfunction in Infertile Men: A Systematic 

Review and Meta-Analysis. Sex Med. 2022 May 

27;10(4):100528.  

45. Kondoh N. Ejaculatory dysfunction as a cause of 

infertility. Reprod Med Biol. 2011 Aug 21;11(1):59–64.  

46. Sowbarnika S, Pandiyan R, Thanikachalam P, Pandiyan 

N. A simple non-invasive method of spermatozoa 

retrieval from the bladder (SPERB) in patients with 

retrograde ejaculation. Fertil Sci Res 2022;9:97-104. 

 

 

 

 

 
 
 

 

 

 

 

 

 

 

 

 




