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Psychological and social aspects of infertility in men:
an overview of the evidence and implications for
psychologically informed clinical care and future research

Jane RW Fisher and Karin Hammarberg

Research concerning the psychosocial aspects of infertility and infertility treatment focuses more often on women than men. The

aim of this review was to synthesize the English-language evidence related to the psychological and social aspects of infertility in

men and discuss the implications of these reports for clinical care and future research. A structured search identified 73 studies that

reported data concerning the desire for fatherhood and the psychological and social aspects of diagnosis, assisted reproductive

technology (ART) treatment and unsuccessful treatment among men with fertility difficulties. The studies are diverse in

conceptualisation, design, setting and data collection, but the findings were reasonably consistent. These studies indicated that

fertile and infertile childless men of reproductive age have desires to experience parenthood that are similar to those of their female

counterparts; in addition, diagnosis and initiation of treatment are associated with elevated infertility-specific anxiety, and

unsuccessful treatment can lead to a state of lasting sadness. However, rates of clinically significant mental health problems among

this patient population are no higher than in the general population. Infertile men who are socially isolated, have an avoidant coping

style and appraise stressful events as overwhelming, are more vulnerable to severe anxiety than men without these characteristics.

Men prefer oral to written treatment information and prefer to receive emotional support from infertility clinicians rather than from

mental health professionals, self-help support groups or friends. Nevertheless, structured, facilitated psycho-educational groups

that are didactic but permit informal sharing of experiences might be beneficial. There are gaps in knowledge about factors

governing seeking, persisting with and deciding to cease treatment; experiences of invasive procedures; parenting after assisted

conception; adoption and infertility-related grief and shame among men. Few resource-constrained countries have any data

concerning male experiences of infertility.
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INTRODUCTION

In high-income countries, approximately 15% of heterosexual couples

experience difficulties conceiving when pregnancy is desired, and in

up to half of these couples, infertility is attributable to the male part-

ner.1 In the world’s resource-constrained low and lower-middle

income countries, the prevalence of infertility in couples is thought

to be higher because of undetected and untreated reproductive tract

infections.2 Men can be affected by infertility in several ways: through

receiving a diagnosis of their own infertility, through being the partner

of a woman who is infertile or through being part of a couple with

unexplained infertility. Although the psychological and social aspects

of infertility, fertility treatment with assisted reproductive technolo-

gies (ARTs) and infertility-related childlessness have been investigated

comprehensively in women, the psychosocial consequences of infer-

tility for men are less well understood.3

The aim of this paper was to synthesize the existing evidence concern-

ing the psychosocial aspects of male-related infertility and explore the

implications of these studies for comprehensive clinical care and future

research.

MATERIALS AND METHODS

A structured literature search was conducted to identify English-

language studies that investigated the short- and long-term psycho-

logical and social aspects of infertility and ART treatment in infertile

men. Studies published prior to February 2011 were located by an

electronic search using the CINAHL, Psych Info, Medline, Ref Man

and Web of Science databases. The search terms used included ‘male’,

‘men’, ‘man’, ‘masculine’, ‘infertility’, ‘sterility’, ‘sexual*’, ‘psychological

phenomena’, ‘emotional’, ‘mental health’, ‘stress disorder’, ‘adjustment

disorder’, ‘depression’ and ‘anxiety’. The titles and abstracts were

reviewed, and the papers that met the inclusion criteria were retrieved

in full. Reference lists of all potentially eligible studies were checked to

identify any other studies not retrieved by the electronic search.

RESULTS

Of the 92 papers identified in the search, 19 addressing chronic illness

and other risks to male fertility, sperm banking prior to cancer treat-

ment, treatment for sexual dysfunction and desire for multiple preg-

nancies were excluded. In total, 73 papers met the inclusion criteria for
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investigating or reviewing evidence concerning the desire for father-

hood or the nature and prevalence of psychological responses to and

social consequences of infertility and associated treatment in men.

Desire and motivation for fatherhood

The desire to have a child is determined by multiple factors, including

age, marital status, parity, gender, culture, religious beliefs and the

degree of reproductive autonomy and access to contraception in a

particular setting.4 Stereotypically, women are presumed to desire

children and therefore to experience grief when the life goal of mother-

hood is unrealized, but men, having more diverse life opportunities,

have been described as being ‘disappointed but not devastated’ by the

inability to have a child.5

There are few population-based investigations of the desire to have

children among men. Attitudes and motives influencing the desire to

have or not to have children were examined in a survey in Germany of

1580 people aged 14–50 (mean: 34.869.6) years of whom 69% already

had at least one child.6 Overall, among childless participants, more

women (45.9%) than men (34.1%) currently desired a child, but the

desire was equal among childless women and men aged 31–40 years

(49%). In both men and women, this sentiment was linked with wishes

to create new life, form a household and experience love and was

lessened by financial concerns. A comparable survey in England7

investigated the intentions and motivations for parenthood in 874

white, married, childless couples (393 men and 481 women) aged

32.964.5 years. Younger individuals who had been married for a

shorter time were the most likely to desire a child, and while 15% were

unsure, 40.5% definitely intended to have children in the future.

Unlike women, men did not report a biological drive for fatherhood

and were more likely than women to identify continuation of the

family name and the pleasure of having a child as reasons to reproduce.

However, there were no overall differences between women and men

in the intention to have a child.

The desire for fatherhood has also been investigated among men

diagnosed as infertile. Edelmann et al.8 conducted a postal survey of

emotional distress among 205 couples belonging to the UK National

Association for the Childless in which the male partner was infertile.

On average, women reported more psychological distress on a mood

adjective checklist than did men, but the scores from both groups were

higher than the average score for the overall UK population. This

distress might have influenced the decision to join a self-help support

group, but nevertheless suggested that men do not experience infer-

tility as merely ‘disappointing’. Dyer et al.9 used a checklist to assess

the nature and intensity of motives for having a child among 50 cou-

ples attending public infertility treatment clinics in South Africa. The

researchers found that the most commonly cited motives in men

and women were to enhance happiness, experience parenthood and

increase well-being. This study also noted that men and women

desired children with similar intensities.

In a study of long-term outcomes, Fisher et al.10 surveyed attitudes

towards parenthood in a sample of 112/276 (41%) Australian men 5

years after receiving infertility diagnoses. Of these participants, 84%

desired parenthood as much as their partners did. Fewer than half

agreed with the Meaning of Parenthood Scale8 item that it would be

more disappointing for a woman than a man not to have a child, and

only 10% agreed that fertility demonstrated through fatherhood

reflected masculinity. In the Netherlands,11 108/164 infertile couples

who had not become parents and for whom the interval since treat-

ment initiation was on average 8.6 years were surveyed. In response to

the parenthood motivation checklist, men were less likely than women

to ‘think often’ about having children, but they were equally likely

(86%) to want a child and to identify happiness as the main motive for

seeking parenthood. In this cohort, 62% of men reported that their

desire to have children was equal to that of their partner’s, and 8%

stated a stronger desire than their respective partners.

Anthropological theories of masculinity and reproduction

Dudgeon and Inhorn12 concluded in a review of the biological and

cultural anthropological theories of masculinity and human repro-

duction that infertility is potentially humiliating and emasculating

to men, has a profound adverse impact on masculinity and is more

stigmatizing for men than it is for women. The authors argue that men

can conflate infertility, virility and sexual potency, which can therefore

lead to perceived personal inadequacy. Gannon et al.13 conducted a

discourse analysis of the national broadsheet newspaper reports of UK

sperm count declines during 1992–1998 to evaluate how infertility

and masculinity are represented and constructed in the media. They

argued that in contemporary Western societies, stereotyped mascu-

linity denies vulnerability, promotes an appearance of toughness and

emotional control, minimizes the need for assistance from others and

suggests a preoccupation with sex, which leads male infertility to be

conflated with impotence. These approaches, which involve obser-

vation, investigation of small groups and examination of public

media, do not collect systematic evidence from representative samples

and, while they advance theory and might reflect popular opinion,

cannot be generalized to individuals affected by fertility difficulties.

Psychological reactions to infertility diagnoses

Another body of research has used more systematic and duplicable

methods to investigate the psychological consequences of being diag-

nosed as infertile or being a member of an infertile couple. Most

studies have focused on women; however, some have assessed both

partners in couples being investigated for fertility difficulties, and a

small group have focused specifically on the experiences and needs of

men. Many dimensions of psychological functioning after diagnosis

have been investigated, including the consequences for mood, iden-

tity, self-esteem and quality of life. Some reports also examined the

interactions between mood and personality variously conceptualized

as coping style, capacity for emotional self-regulation, tendency to

appraise situations as stressful and locus of control. Most studies have

used self-report questionnaires including both standardized psycho-

metric measures and study-specific questions.

Investigations in which the cause of infertility was not considered. Pro-

spective14–17 and cross-sectional18–20 studies have assessed psycho-

logical functioning in men at diagnosis or immediately prior to ART

treatment. In broad terms, these sought to elucidate the nature of

psychological distress; whether there were differences in psychological

symptoms, most commonly depression and anxiety or quality of life

between men and women, whether rates of clinically significant symp-

toms exceeded population prevalence and whether risk factors for, or

correlates of, mental health problems could be identified. Most studies

compared data from consecutively-recruited cohorts of men, women

or couples attending clinical services, and some authors also made

comparisons with published population norms. While this group of

studies included people affected by fertility difficulties, none reported

the psychological outcomes of infertility. Chachamovich et al.21 con-

ducted a systematic review of 14 studies investigating the quality of

life ‘in infertility’, of which nine compared both men and women in

infertile couples. They described these patients as ‘infertile men’ but
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did not provide supporting evidence for this assertion. These authors

concluded that in general, the quality of life reported by the infertile

men was not seriously adversely affected, but there were cultural var-

iations. The studies that assessed psychological functioning in infertile

men directly appeared to reach different conclusions.

All studies in which men and women were compared analysed data

presuming that the groups were independent of each other, and no

study controlled for clustering effects within couples that can alter

effect sizes. Nevertheless, a consistent pattern emerged. At initiation

of treatment, 113 Australian men had lower mean depression (Centre

for Epidemiologic Studies-Depression Scale:22 6.365.7 versus 9.167.9)

and anxiety scores than women (State Trait Anxiety Inventory

(STAI):23 34.668.1 versus 38.7611.8) (P,0.001).15 Edelmann and

Connolly16 found a similar pattern in 246 couples in England: the

mean Beck Depression Inventory (BDI)24 scores were lower among

men than women (4.0664.59 versus 5.8464.98, P50.01) as were

STAI State Anxiety scores (32.8068.10 versus 36.7269.16, P,0.01).

Anderson, Sharpe et al.14 found that in 113 Scottish couples, 1.8% of

men and 2.7% of women (P50.02) scored in the clinical range of .10

on the Hospital Anxiety and Depression Scale, Depression Subscale25

and that 9% of men and 26% of women (P,0.001) had clinically

significant anxiety symptoms (Hospital Anxiety and Depression Scale

Anxiety Subscale .10). In the United States, Wichman et al.20 found

that fewer men than women reported at least mild depression (BDI

score .14; 3.8% versus 5.6%) and anxiety (STAI State Anxiety score

.45; 8.8% versus 14.4%) (P,0.01) in a study of 162 couples.

Anxiety appeared to be specific to the situation of being infertile

rather than generalized. Wichman et al.20 found that at least mild

infertility-specific distress as assessed by a modified Impact of

Events Scale26 was prevalent in both sexes with 50.3% of men and

66% of women (P,0.001) reporting scores .8. In North America,

Peterson et al.19 used the Fertility Problem Inventory27 to assess ‘infer-

tility stress’ and found that Global Stress scores in 506 men

(114.5628.3) were lower than those in 520 women (128.9635.2)

(P,0.01) prior to initiation of treatment. Anderson et al.14 found,

using a study-specific measure, that men in infertile couples had lower

levels than women of ‘infertility related concerns’ about life satisfac-

tion, sexuality, self-esteem and social participation. Nevertheless, 25%

of men reported compromised life satisfaction. In Sweden,28 reactions

to infertility were investigated in 91 couples prior to initiation of

treatment using a translation of the Infertility Reaction Scale (Keye

et al, unpublished data, 1984). Men were less likely than women to

think about infertility, found it difficult to separate infertility from the

rest of their lives or felt a sense of failure because of infertility.

However, there were no differences between men and women in other

measures, including feelings of guilt, finding that having a child was a

major focus of life and finding that difficulty in conceiving a child was

more difficult to bear than had been imagined. Edelmann and

Connolly16 concluded that claims of men having fewer adverse reac-

tions to infertility than their partners reflect stereotypes about the

desire for parenthood. Additionally, although some responses might

be gender-specific, both men and women have heightened psycho-

logical needs in response to this unanticipated adverse life event.

One major population survey18 investigated whether 2291 ran-

domly selected 30- to 44-year-old Finnish participants who had

experienced infertility exhibited more severe or persistent mental

health problems than those who had not experienced infertility. The

99 men (9%) who reported infertility had the same rates of psychia-

tric illness, as assessed by the Composite International Diagnostic

Interview,29 and of psychological symptoms on the General Health

Questionnaire-1230 and the BDI as did the general population.

Childless men who had experienced infertility had significantly lower

subjectively appraised quality of life than men who were childless but

had not experienced infertility, which was attributed to the degree of

choice about this reproductive outcome. Beaurepaire et al.15 reported

that more men at treatment initiation had ‘clinically elevated’ STAI

State Anxiety scores indicating ‘situational distress’ than population

norms (38% versus 15%, P,0.001), but fewer had depressive symp-

toms (Centre for Epidemiologic Studies-Depression Scale score .16)

(4% versus 10%, P50.03). Similarly, Glover et al.31 assessed 109 ‘male

sub-fertility clinic attendees’ before and immediately following the

first specialist consultation. They found that high anticipatory anxiety

(50% in the Hospital Anxiety and Depression Scale clinical range) and

self-blame for infertility diminished, but that depressive feelings

increased, perhaps related to their lowered personal estimates of preg-

nancy likelihood.

In Slovenia, the link between psychological factors and semen qual-

ity was assessed in 1076 men who were being evaluated for infertility.17

According to the Zung Anxiety Scale,32 19.9% of these patients scored

in the clinical rangeo34, but on the World Health Organization Well-

being Index (WHO-5),33 only 1.8% scored f5, indicating that these

men were possibly depressed. Higher rates of cigarette smoking, alco-

hol use and sexual difficulties were found among men with Zung

Anxiety Scale scores o34. Edelmann and Connolly16 reported that

men’s scores on the STAI and the General Health Questionnaire were,

on average, indistinguishable from or lower than population norms,

and Holter et al.34 observed that 166 Swedish men assessed by the

Personal General Well-being Index35 were in ‘generally good psycho-

logical health’ with no differences as compared with population

norms. Overall, with the exception of acute and situation-specific

anxiety, there appears to be a generally low prevalence of clinically

significant psychological symptoms compared with community

norms among infertile men.

Investigations in which the cause of infertility was considered. Another

group of studies used methods comparable to those described above

but made comparisons between groups of men and of couples clas-

sified on the basis of the cause of infertility.

Nachtigall et al.36 investigated 36 volunteer couples undergoing

infertility treatment in America using snowball sampling and in-depth

interviews. The authors assessed whether emotional responses varied

by sex-specific diagnoses. They found that men with male factor infer-

tility experienced more ‘negative emotional responses’, including a

sense of loss, stigma and reduced self-esteem, than men whose part-

ners were infertile or who were in couples in which fertility difficulties

were unexplained. They concluded that men’s responses to infertility

approximated those of women only when the infertility was attrib-

utable to a male factor.

Other studies used surveys and standardized measures to assess

psychological outcomes of infertility. Data from the Copenhagen

Multi-Centre Psychosocial Infertility (COMPI) research programme

revealed no differences between men’s scores on the Fertility Problem

Stress Inventory37 or the Mental Health Component of the Short Form

Health Survey (SF-36)38 at initiation of treatment whether infertility

was attributable to male, female, mixed or unexplained causes.39 Lee

et al.40 used the same classification system for 138 couples presenting

for treatment in Taiwan, China. They assessed psychological function-

ing using the Chinese Infertility Questionnaire41 and found no differ-

ences in men’s self-esteem or guilt between groups. Holter et al.34 also

found no differences between men’s PWGB psychological well-being
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scores according to cause of infertility among 200 men in Sweden. In

America,42 a study-specific measure of the impact of infertility was

completed by 357 men of infertile couples from eight clinics (12% with

an isolated male factor, 16% with male and female factors and 25%

with unexplained causes of fertility). When other factors were con-

trolled, men with male factor infertility had poorer ‘personal quality of

life’ than men in other couples. In Canada, Dhillon et al.43 compared

groups of men who were partners of currently pregnant women and

were presumed to be fertile, infertile with oligoasthenospermia or part

of a couple with unexplained infertility. There were no differences in

the mean scores for measures of depression, anxiety, anger or self-

esteem among these groups. However, on the Family Inventory of

Life Events and Changes,44 which assesses the impact of current stress-

ful events on mood, men whose partners were pregnant had signifi-

cantly higher psychological distress than either of the infertile groups.

Yet, all scores were in the moderate range reflecting ‘typical levels of

family stress’.

In Poland, Drosdzol and Skrzypulex45 compared psychological

functioning in 188 men and 206 women in couples aged 20–45 years

old who attended an infertility clinic with that of 190 couples of similar

age with at least one child in which the woman was attending a general

gynaecology clinic. Men in the infertile couples had higher levels of

depressive symptoms (BDI score 5.166.6 versus 3.764.5, P50.048)

and anxiety (Beck Anxiety Inventory score 6.167.7 versus 4.566.0,

P50.02) that did fertile men. More infertile than fertile men had at

least mild clinically significant symptoms (15.6% versus 11.6%, BDI

.10 and 4.7% versus 2.1%, Beck Anxiety Inventory .21); however, in

most cases, symptoms were mild to moderate, and in no cases were

symptoms severe. Tüzer et al.46 assessed 60 couples with primary

infertility who had experienced at least 3 years of fertility treatment

in Turkey. On average, women in the infertile couples in both of these

studies had higher symptom scores than men, but the differences were

not significant. Anxiety related to treatment procedures increased

among men, but not women, and was interpreted as desensitisation

associated with repeated exposure to intrusive treatments in women.46

Psychological factors associated with infertility distress in men. Some

studies sought to identify whether personality characteristics or atti-

tudes influenced male adjustment to infertility. Band et al.47 used the

Perceived Stress Scale48 and the Ways of Coping Questionnaire49 to

assess 51/130 (39%) men with male factor infertility attending a clinic

in England. More severe depressive and anxious symptoms were

associated with an avoidant coping style, a ‘tendency to appraise situa-

tions as stressful’ and failure to seek social support.

With similar aims, Beaurepaire et al.15 reported that, in general,

men had a more internal locus of control, reflecting a greater sense

of agency over events, and less self-blame and guilt about infertility

than did women. Their locus of control was comparable to com-

munity norms. Peterson et al.19 also used the Ways of Coping

Questionnaire and found that men used the following strategies more

commonly than women did: ‘distancing’, or making light of the situ-

ation; ‘self-controlling’, or keeping feelings about infertility contained

and not permitting them to govern daily life; and ‘planful problem-

solving’, or seeking information and solutions. Men and women used

‘seeking social support’ or talking to friends and professionals at the

same level. For both men and women, using a problem-solving

approach and seeking social support were associated with lower levels

of ‘infertility stress’. Anderson et al.14 used a structured study-specific

questionnaire to assess ‘concerns’ and found that men in infertile

couples were less likely than women to experience self-blame and

reduced self-esteem and were also less likely to avoid seeing friends.

In Sweden, Hjelmstedt et al.28 found that significantly more men

(approximately 50%) than women had not shared their infertility

problems with another person . In contrast to other reports, in this

study, men who had an information-seeking adaptive style were more

distressed than those who tended to avoid information. This result was

interpreted as reflecting the inherent frustrations of being in a situ-

ation that is poorly understood and in which assured treatments are

not available.

Jordan and Revenson50 conducted a meta-analysis of six cross-

sectional studies published between 1966 and 1995 that had examined

coping strategies after infertility diagnosis using standardized mea-

sures in men and women. They concluded that, overall, there were

more similarities than differences among the eight assessed strategies.

However, men used social support seeking, avoidance and positive

reappraisal of the situation less than did women.

Impacts of infertility on men in resource-constrained countries

Most men of reproductive age live in the world’s low- and lower-

middle-income resource-constrained countries. Many of these have

a public policy focus on population control and less recognition of the

needs of, or service provision for, people with fertility difficulties.2

Inhorn2 argues that ‘in addition to the right to control fertility, repro-

ductive rights must encompass the right to facilitate fertility when [it]

is threatened’. Inhorn also warns51 that in Muslim communities, reli-

gious beliefs make infertility assessment and treatment particularly

difficult for men because masturbation is proscribed. Procreation is

highly valued in many of these settings, and infertility contributes to

substantial suffering, including the loss of the security of marital rela-

tionships, social stigma and ostracisation. The limited understanding

of the mechanisms of human reproduction among people in these

countries means that women are frequently held responsible for infer-

tility and bear the social costs when conception does not occur and

children are not born.52 Umeora et al.53 found that, of 138 female

consultations for infertility, only 63% of patients’ husbands were

ultimately prepared to attend the clinic. Of these, 17.5% were ‘very

reluctant and required much persuasion to undergo seminal fluid

evaluation’ and 12.6% refused. Most husbands believed that they

could not be responsible for infertility, and others were concerned

that the sample could be used for witchcraft or rituals.

In a major investigation of the sociocultural consequences of infer-

tility in Rwanda, 312 women who presented with failure to conceive,

254 of their partners and fertile control groups of similar sizes were

surveyed; focus group discussions including 20 men each were also

conducted.54,55 Stigmatisation, chronic suffering and misattribution

of characteristics (e.g., being accused of witchcraft or bringing bad

luck) were widespread among participants. While men in the focus

groups described a loss associated with lack of continuation of the

family and that a life without children was less fulfilling, few agreed

with the stereotype that masculinity was confirmed by fathering a

child. Male and female focus group participants were surprised to

learn about male factor infertility, having believed that infertility

was always attributable to women. Although participants suggested

that men would generally separate from a woman who had not had a

child, few thought that women would leave a male partner who was

infertile. The general understanding of the causes of infertility was low,

and many participants reported having sought assistance from tra-

ditional healers. Men were more likely to have sought treatment in the

formal medical sector if they had higher incomes, were married and

had been infertile for at least 5 years.54 Similarly, in Zimbabwe,
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Folkvord et al.56 investigated 311 men identified as infertile at a family

planning clinic. Most men (70%) ‘felt uncomfortable about being

infertile’, with one-third of participants reporting symptoms of at least

mild depression and sleeping difficulties. Many described interper-

sonal difficulties, with tension in their relationships with their partners

and other family members. Superstitious beliefs about fertility dif-

ficulties, for example, that their wives’ ‘wombs were tired and turned

against the sperm’, were common, and 80% had consulted traditional

healers before attending the clinic. Nieuwenhuis et al.57 drew similar

conclusions from in-depth interviews with seven infertile men in

Nigeria but found that in addition to beliefs about ‘powers of darkness

or Juju’ or being cursed by God, ‘immorality’ was widely regarded as a

cause of infertility. Few participants in the study by Folkvord et al.56

were prepared to consider the use of donor gametes because of beliefs

that ancestral lines would be damaged by ‘alien sperm’. Sperm dona-

tion within the family was more acceptable.

Dyer et al.58 conducted a qualitative study of 27 men attending a

public access fertility clinic in South Africa for the first time and also

found that these patients had limited reproductive health knowledge

and attributed infertility to a ‘dirty womb’, ancestral disapproval or

witchcraft invoked by a jealous person. A later study in the same

setting59 assessed psychological distress in 120 men from infertile

couples and 120 men attending antenatal clinics with a pregnant part-

ner using the Symptom Checklist 90.60 Men from the infertile couples

had significantly higher scores (indicating greater distress) on all

symptom dimensions than fertile did men, but the mean scores from

this group were all within normal ranges.

Consequences of infertility for intimate partner relationships and

sexual functioning

Some investigations sought to elucidate the consequences of infertility

on the quality of relationships between intimate partners. Most studies

focused on the sexual aspects and fewer focused on the emotional and

communicative aspects of these relationships, and in general, compa-

risons on the basis of whether infertility was attributable to male or

female factors were not described.61

In Germany,62 current and prediagnosis recollections of intercourse

frequency and sexual satisfaction were assessed in 68 consecutively

recruited men with male factor infertility. Frequency of intercourse

was lower among those with relationships (and awareness of in-

fertility) of longer duration, but overall, there were high levels of

current sexual satisfaction and no differences between those with

longer or shorter interval since diagnosis. Using the same measures,

Ramezanzadeh et al.63 investigated 200 men who were recruited con-

secutively while attending an infertility clinic in Iran. Although there

were generally high levels of sexual satisfaction, 41.5% reported at least

some reduction in desire and 52.5% in satisfaction since diagnosis.

Neither age nor cause of infertility was related to sexual satisfaction,

but it was negatively related (P,0.01) to duration of time since dia-

gnosis. In a study by Smith et al.42 for men with male factor infertility

or in couples with unexplained infertility, there were lower levels of

sexual quality of life, assessed by enjoyment, sense of attractiveness to

the intimate partner and intrusiveness of thoughts about fertility pro-

blems and wanting a child during intercourse. In the study by Tüzer

et al.46 in Turkey, fewer men (20%) than women (44%) reported that

sexual interest had decreased since infertility diagnoses. Men with

male factor infertility had higher scores on the Dyadic Adjustment

Scale Affectional Expression64 subscale than women, which was inter-

preted as indicating that men in this situation feel the need to give

their partners compensatory affection. In the Australian long-term

follow-up study,10,65 25% of participants regarded infertility as hav-

ing had a generally negative effect on their relationships with their

intimate partners, and 32% reported that sexual satisfaction had

diminished.

The baseline and 12-month follow-up phase of the Danish COMPI

study66 assessed ‘marital benefit’ or the extent to which childlessness

had strengthened the relationship among those who had not experi-

enced a pregnancy. At baseline, approximately 50% of the 1081 male

respondents (significantly fewer (P,0.002) than among female

respondents) agreed that childlessness had marital benefits. Men

who used active coping strategies (expression of feelings, seeking of

advice) could make meaning of the experience and did not keep their

infertility secret described greater marital benefits. Hjelmstedt et al.28

found that in men, the experience of infertility was associated with a

sense of injustice and increased concern about partner well-being but

that infertility led to enhanced personal maturity and a closer marital

relationship.

Male experiences of infertility treatment

A systematic review of research concerning patients’ perspectives on

fertility care67 found that very few studies (3/51) had focused speci-

fically on men’s experiences. The main findings were not disaggre-

gated to distinguish men’s accounts, but it was argued that the relevant

dimensions applied to all infertility treatment consumers and

included the following parameters: access to services; respect for

values, choices and needs; continuity and coordination of care; appro-

priate information and education; physical comfort; support to reduce

anxiety; and involvement of partners. The authors concluded that

there was a dearth of evidence regarding men’s perceptions of care,

particularly with regard to invasive procedures. In broad terms, the

available research has focused on satisfaction with technical and pro-

cedural aspects of care and perceptions of the quality of emotional

care.

In the Netherlands, open-ended questions were used in face-to-face

interviews to explore the experiences of 17 men regarding their tes-

ticular biopsy, and telephone interviews were completed with an addi-

tional 15 men to appraise their satisfaction with the care received.68

The researchers concluded that in addition to technical skill, high-

quality care was characterized by friendly, empathic staff attitudes;

provision of treatment stage-specific oral and written information;

privacy, including access to a waiting space separate from that used

by pregnant couples; and staff support during procedures. A separate

study from the Netherlands69 used focus groups to develop a ques-

tionnaire concerning clinical services, which was then completed by

286 (78%) women and 280 (76%) men from 369 couples at 13 clinics.

Clinical strengths included respect, autonomy and partner involve-

ment, but the most commonly identified weaknesses were lack of

emotional support and continuity of care.

Pook et al.70 assessed psychological distress using their Infertility

Distress Scale in 113 German men attending clinics for ‘infertility

workup’ and followed up with 60 patients 4 months later. They con-

cluded that initiating treatment was associated with a decline in dis-

tress but only in men attending for first consultations and not for those

with longstanding difficulties. In a subsequent study using the same

measure71 in men who had repeat infertility assessment visits at least 6

months apart, these authors found that distress increased during this

time interval in men who had been undergoing prolonged treatment

or who had experienced treatment failure. Peronace et al.39 followed

256 men in Denmark who were assessed prior to treatment initiation

and after 12 months of unsuccessful treatment. Regardless of the cause
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of infertility, distress increased significantly when treatment was

unsuccessful. The 12-month follow-up COMPI data (1934 partici-

pants, 909 men from five clinics) revealed a generally high satisfaction

with both technical and psychosocial aspects of care and no differences

between men and women, but satisfaction was the highest among

those who had conceived.72 In contrast, study-specific Australian data

concerning the perception of the quality of infertility-related health

care among 112/276 (41%) men diagnosed as infertile 5 years earlier

revealed high satisfaction with medical and nursing care irrespective of

whether treatment had resulted in fatherhood.65

Needs for social and professional support

A series of studies assessed men’s perceptions of their needs for

informal and formal support during investigations for infertility,

adjustment to diagnosis and treatment.

Informal social support. Some reports investigated the extent to which

men affected by infertility confided in and sought additional support

from family members and friends. A Swedish study28 found that for

men, common sources of support included friends (38%) and their

own mothers (27%) and fathers (23%), but a large proportion

(47.3%) had not confided in anyone other than their spouse. In

Italy, Agostini et al.73 conducted a cohort study of 83/161 (51%)

couples from treatment initiation to 1 month after embryo transfer

and investigated perceived social support using the Multidimensional

Scale of Perceived Social Support.74 At all time points studied, men

were found to have less social support and to be less likely to discuss

infertility and treatment with others than women. In Taiwan, China,

in-depth interviews with 30 men diagnosed as infertile revealed the

tension between the need for support and that of preserving ‘face’. In

general, shame about the diagnosis constrained disclosure to anyone

apart from their wives.75

Malik and Coulson76 investigated the extent to which the internet

was used as a resource for information and emotional support, pos-

tulating that availability, accessibility and anonymity would make it

especially acceptable to men. They undertook a thematic analysis of

728 messages posted by men on an online infertility support group

message board. They concluded that men experience ‘emotional

anguish’ as a result of infertility, but that this needed to be suppressed

in order to protect their partners and that online support groups,

which do not involve face-to-face encounters, may be particularly

useful locations for men to confide in others.

Formal support from infertility clinicians and mental health professionals. In

broad terms, two approaches were taken to investigate the need for

information and emotional support from professionals: preferences for

and satisfaction with routine clinical care and utilisation of specialist

mental health care. In the United States, Brucker and McKenry77

developed a study-specific measure to assess how well needs for

information and emotional support had been met by medical and

nursing staff among 120/686 (17.5%) members of an infertility support

group (47 men). For men, but not women, a higher level of perceived

support from health care professionals was associated with lower levels of

stress and anxiety but not depression. A separate survey by Hammarberg

et al.65 assessed preferred sources of infertility-related information and

emotional support. Similar to the group in the study by Glover et al.,31

the patients’ primary preference was for information to be provided via

face-to-face discussions with clinic staff. The most helpful and valued

sources of support were patients’ partners and clinic staff and the least

preferred were friends and support groups.

In France, Laffont and Edelmann78 surveyed 218 people (101 men)

who were undergoing treatment using a study-specific questionnaire

about perceived and desired support. Most men had told their parents

and friends about participating in infertility treatment, and 58% had

discussed treatment outcomes with a doctor. Overall, 66% thought

that psychological services including individual (66%), couple (61%)

and group (44%) counselling should be available especially after a

failed treatment cycle. However, fewer men (10%) than women

(21%) (P,0.05) had actually talked to a psychologist, suggesting that

there are significant barriers to the utilisation of such services.

Schmidt et al.79 investigated consumer opinions at the outset

of treatment concerning the need for ‘patient-centred’ or routine

empathic supportive care and psychological care provided by a mental

health practitioner in 2250 (1081 men) COMPI participants. While

most participants identified communication of test results and discus-

sion of treatment options as important, fewer men than women

wanted this information in writing. Both men and women valued

patient-centred care, including explicit concern for emotional well-

being. Patients desired treatment models within routine care rather

than referrals to information and support services for childless people

or written information about mental health. Only 8.9% of men indi-

cated that they would attend a course about childlessness, 7.5% a

psychologist, 5.7% a sex therapist and 4.1% a support group.

Boivin et al.80 investigated barriers to the use of counselling services in

a group being treated for infertility (49 men) in England. For both men

and women, the spouse was the most common source of support

(57.1%), and counsellors (6.1%) and self-help groups (2.0%) were the

least common. The main factors preventing consultations with a coun-

sellor included having sufficient support available from other people,

financial costs, practical difficulties and awkwardness. The authors con-

cluded that information about emotional factors should be made avail-

able through other media, including written material and documentaries.

Wischmann et al.81 used local measures to assess life satisfaction,

desire for a child, personality and psychological symptoms in 564

German couples during their first infertility clinic visits. Overall,

34% (275 women and 243 men), approximately half of those who

had indicated interest, actually participated in formal psychological

counselling. Participation in counselling was most strongly predicted

by distress at baseline in the female partner when compared with those

who did not participate. Men who attended counselling had lower

sexual satisfaction and a lower quality of intimate partner relation-

ships at treatment initiation.

In contrast, Furman et al.82 assessed 284 low-income men receiving

government-funded infertility treatment in Chile. In this service, at no

cost to the individual, couple and group counselling is offered to all

patients, and patients can self-refer. Group counselling is a limited

series of four sessions with mixed didactic and interactive formats.

Overall, 143 individuals participated in at least one form of counsel-

ling, most commonly attending groups as a couple; 43% of couples

with male factor infertility but 23% with female factor infertility

attended all sessions. While the high utilisation might have been

attributable to cultural factors, the investigators considered that

access to psychological services within the clinic and orientation-to-

treatment sessions, which emphasize the value of counselling for all

patients, were critical. Groups were rated as ‘highly useful’ in increas-

ing social connections and enhancing relationship between partners.

Long-term psychosocial aspects of infertility and fertility treatment

The long-term psychosocial sequelae of infertility for men have

been reported in three investigations. Throsby and Gill83 undertook

Psychosocial aspects of infertility in men

JRW Fisher and K Hammarberg

126

Asian Journal of Andrology



discourse analysis using in-depth interviews with 41 people (13 men,

all interviewed within couples) who had elected to cease treatment in

England. All were interviewed at least 2 years after their last in vitro

fertilisation treatment. The authors identified that while women’s

disclosures about infertility tended to attract support, men were more

likely to have been subjected to banter and thoughtless comments, in

particular about sexual technique and potency and especially in the

workplace, all of which had constrained support-seeking. Infertility

treatments were regarded with ambivalence both as valuable technolo-

gies that had great potential to bring scientific assistance to a ‘natural’

problem and as being uncomfortable and intrusive. Furthermore,

these treatments were viewed as reducing men’s capacity for agency

because, apart from providing semen, they were generally excluded

from active treatment. The inability to father a child had engendered

feelings of humiliation and inadequacy, and men had felt obliged to set

aside their emotional needs in order to ‘be strong for her’.

Sherrod84 conducted in-depth interviews with 10 men 50 years of

age and older who had not become biological fathers, six of whom due

to male factor infertility. The author found that these participants had

avoided disclosure or revelation of emotional distress to protect their

own dignity and relationships and to prevent their partners from

further suffering. This study concluded that this practice had impeded

the development of a satisfying life without children.

The Australian long-term follow-up study of men diagnosed as

infertile 5 years earlier10,65 assessed current life satisfaction, physical

health and emotional well-being. Most participants (96%) had pur-

sued infertility treatment, and 87% were fathers. There were no differ-

ences from population norms with regard to quality of relationship

with intimate partners (Intimate Bonds Measure85) or general satis-

faction with life (Satisfaction with Life Scale86), and participants were

in good physical health (SF-12 PCS score).87 However, when other

factors were controlled, men who had not become fathers had signifi-

cantly poorer mental health than those who were fathers (SF-12 MCS

score),87 indicating a state of chronic sorrow or grief among those for

whom parenthood had been an unrealized, but desired life goal.10

DISCUSSION

There has been less research about the experiences of men than of

women affected by infertility, which probably reflects a similar pattern

to the more limited research about men and fatherhood than women

and motherhood.67,83 However, there is now a body of evidence that

elucidates some of the psychological and social aspects of infertility for

men.3 While the research has been undertaken in diverse settings using

varied designs, sampling and recruitment strategies, and data sources,

there is considerable consistency among the findings. We acknowledge

that in limiting the search to the English-language literature and

including only studies with an identified focus on men that evidence

relevant to this review might have been overlooked. We also acknow-

ledge that most of this evidence has been derived from individuals

seeking treatment and that it does not elucidate the experiences

of people who do not ‘define their [in]ability to have a child as a

problem’.3

The available evidence supports the assertion83 that normative

assumptions about the importance of child bearing and rearing for

women coupled with the focus of ART treatment on women’s bodies

have reduced the visibility and awareness of men’s experiences of

childlessness. These data suggest that independent of their partner’s

wishes, fertile and infertile men want to father children and experience

fatherhood. Further, these men experience grief when this life goal

is unrealized, which can become an enduring sadness if fertility

treatment is unsuccessful. These studies also suggest that there is a

disjunction between putative popular beliefs about the conflation of

virility and fertility and individual men’s experiences of these as sepa-

rate aspects of their lives. In low-income settings, these issues are

worsened by the lack of accessible services and limited knowledge of

reproduction, including of risks to fertility.

It appears that infertility-specific anxiety is elevated in men at the

initiation of diagnostic investigations, confirmation of diagnosis and

during treatment, but the overall prevalence of clinically significant symp-

toms of depression and anxiety is no higher in these men than in the

general population. Men might be more able to compartmentalize their

emotions and to continue to participate in their professional lives without

being preoccupied or disabled by anxiety. Men might also suspend their

emotional needs to help with their partners’ increased requirements for

support. However, it is inaccurate to interpret this action as an indication

that men do not experience distress and that empathy and encourage-

ment are not wanted. There is some evidence that men who are socially

isolated, have an avoidant style and appraise stressful events as over-

whelming are particularly vulnerable to more severe anxiety.

In general, it appears that men do not readily share their increased

needs with people other than their partners. Information about causes

of infertility and treatment options and outcomes is sought from

infertility practitioners with a preference for oral rather than written

communication. With the exception of those attending infertility

clinics in Chile,82 men prefer to receive relevant emotional support

from infertility clinicians within routine care rather than from mental

health professionals, self-help support groups or friends. Nevertheless,

it is possible that structured, facilitated psycho-educational groups,

which are didactic but permit informal sharing of experiences, would

be beneficial. The exception appears to be the assistance needed to

persuade men to use donor sperm, in particular in settings in which

semen is donated anonymously and children will never have access to

identifying donor information.

IMPLICATIONS FOR CLINICAL PRACTICE

These findings suggest that comprehensive clinical care within infer-

tility services is of particular importance to the protection of emo-

tional well-being among men affected by infertility. As men appear to

be more likely to confide in and desire information and emotional

support from infertility clinicians rather than from friends or mental

health professionals, explicit assessment of the emotional well-being of

men at the initial assessment and during treatment might be bene-

ficial.31,65,77 The spontaneous disclosure of emotional needs and expli-

cit support-seeking appear to be uncommon among men affected by

infertility. Some investigators propose that the systematic assessment

of mental health using psychometric questionnaires within assessment

and treatment protocols would assist in the detection of psychological

symptoms, but the acceptability and feasibility of these methods have

not been established.77 If clinicians are willing, then an explicit enquiry

using the statement and question method can be an effective clinical

tool (e.g., ‘I have met many men experiencing infertility, and they often

feel sad, worried, embarrassed, lonely, etc.’; followed by the enquiry:

‘Have you had any feelings of this kind?’ or ‘I would be interested to

hear how you are feeling’). A first-line clinical strategy in which

empathic responses are coupled with exploration about the people to

whom the patients have disclosed concerns, what alternative sources of

support might be considered and specific encouragement to pursue

these sources has the potential to reduce social isolation and anxiety.

Referral to a mental health professional might assist the subgroup of

men who have not disclosed their situation to anyone apart from their
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spouse and who appraise the situation as catastrophic, hopeless or

overwhelming. It is also suggested that consultation with a mental

health professional should be mandatory prior to using donor

sperm.88

IMPLICATIONS FOR FUTURE RESEARCH

While there is an emerging body of evidence focused on the psycho-

logical and social aspects of infertility for men, significant knowledge

gaps remain.3,84 As most studies recruited participants from clinical

services, little is known about men who do not seek treatment. Among

those who do pursue treatment, the factors that influence persistence

with and decisions to discontinue treatment are unknown. The

psychological aspects of treatment including experiences of invasive

investigations or of witnessing their partners undergoing procedures

have not been described. The factors governing the decisions to either

become a parent through adoption or to live without children among

men in couples who elect not to pursue infertility treatment are also

unknown. Subfertile men’s reactions when spontaneous conception

occurs unexpectedly have not been studied. There is some evidence

concerning female experiences of pregnancy and early parenthood

after assisted conception, but none about men’s reactions to and needs

during these experiences.

Few studies reported whether male-specific cutoff scores were used

to identify the prevalence of clinically significant psychological con-

ditions, in particular anxiety and depression. However, comparisons

with test norms indicate that apart from situation-specific anxiety,

prevalence of depression and anxiety appears to be the same in men

affected by infertility as in the general population. In order to under-

stand men’s needs more fully, other relevant dimensions of psycho-

logical functioning, including experiences of grief and shame, warrant

systematic investigation.

There is a marked disparity in the availability of evidence concern-

ing men’s experiences of infertility and fertility treatment between

high-income countries and the resource-constrained countries in

which most men of reproductive age live, which constitutes a serious

knowledge gap.
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