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Abstract 
 
Introduction: Sexual dysfunction and male infertility are important issues concerning men's health 

and reproductive potential. The relationship between these two conditions is complex and needs careful 
consideration. In this paper, we will look at how sexual dysfunction affects male fertility, looking at risk 
factors, why it happens, and ways to deal with it. This topic is important, as understanding it, can help im‐
prove men's health and increase the chances of successful reproduction. 

Purpose: The purpose of this paper is to examine the relationship between sexual dysfunction and 
male infertility. An effort is made to understand how sexual dysfunction affects men's ability to reproduce, 
while examining risk factors, causes, and available treatment approaches. 

Methodology: The methodology includes the analysis of the available literature, the collection and 
analysis of data from scientific studies, as well as the examination of the various methods of diagnosis and 
treatment of sexual dysfunction and male infertility. 

Results: Analysis of the literature reveals significant associations between sexual dysfunction and male 
infertility. Scientific studies provide evidence of the causes and treatment options available. 

Conclusions: Research papers on sexual dysfunction and male infertility reveal the importance of di‐
agnosing and treating these problems for male health and reproductive capacity. 
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Introduction  
 
Sexual dysfunction and male infertility are two 

major and complex issues that affect men’s sexual 
health and reproductive capacity. On the one hand, 
sexual dysfunction refers to problems that a man 
may experience during the different stages of the 
sexual act, most notably premature ejaculation, erec‐
tile dysfunction and hypoactive sexual desire disor‐
der. It affects more than 50 percent of males above 
the age of 40 (Anderson,2022). The causes may be 
both organic and/or psychological. Comorbidities, 
namely arterial hypertension, diabetes mellitus, as 
well as hormonal disturbances, are included in the 
most common risk factors for developing sexual dys‐
function. Furthermore, lifestyle parameters such as 
exposure to toxins, excessive smoking and alcohol 
consumption may be associated with impaired sex‐
ual function. Anxiety and depression may also con‐
tribute alone or in combination with the 
aforementioned risk factors.  

On the other hand, male infertility is related to a 
man’s inability to produce healthy spermatozoa and 
participate in the process of reproduction. Up to 
2019 it was estimated that more than 56 million men 
are affected (Huang, 2024). Problems in spermato‐
genesis, anatomical disorders of the male reproduc‐
tive tract, chromosomal abnormalities, genetic 
mutations, and hormonal disturbances are some of 
the causes leading to infertility in men. Also, infec‐
tions from specific pathogens, exposure to pollu‐
tants, as well as legal and/or recreational drug use 
are factors that should be taken into notice. 

Early diagnosis and management of both sexual 
dysfunction and male infertility is of outmost impor‐
tance. Fortunately, nowadays there are plenty of lab‐
oratory tests and imaging methods by which these 
issues can come to light. The therapeutic options are 
also various and can be either non invasive in the 
form of medications and counseling or invasive in the 

form of surgery depending on the cause. In this re‐
view we will try to address all the above mentioned 
parameters in further detail. 

 
Male Infertility 
 
The male reproductive system comprises of both 

internal and external organs. The external organs 
consist of the scrotum and the penis, and the internal 
organs include the testes where the sperm is pro‐
duced, the epididymis, the vas deferens ,the seminal 
vesicles, the bulbourethral glands and the prostate. 
Testosterone, which is the major male androgen, is 
produced in the testes by the Leydig cells and is in‐
volved in the development of primary and secondary 
sexual characteristics. Therefore, it is responsible for 
the growth of the penis and the descend of the testes 
in the gestational period, as well as of the deepening 
of the voice during puberty, the increased hair 
growth, and the increase in the muscle mass among 
others, in the male population.  (Nassar & Leslie, 
2023) (Griffin & Wilson, 2001). Testosterone, being 
one of the hormones of the hypothalamic‐pituitary‐
gonadal axis along‐side FSH and LH, is also respon‐
sible for the spermatogenesis and is highly involved 
in male fertility. There many studies in the last 40 
years involving the different signaling pathways tak‐
ing place in the Sertoli cells of the testes that mediate 
the spermatogenesis, including the AR(androgen re‐
ceptor), cAMP/PKA and Pl3k/Akt pathways (Ni, 
2020). Testosterone levels decline gradually over 
time with aging (Harman et al., 2001) affecting the 
male’s fertility potential. 

Infertility in men refers to the inability of the male 
organism to cause pregnancy to a woman, despite 
frequent and unimpeded sexual intercourse within 
one year (Gurunath et al., 2011). There are many fac‐
tors that can lead to male infertility. 

Firstly, problems in spermatogenesis, such as no 
sperm production (azoospermia), insufficient sperm 
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production leading to low sperm counts (oligosper‐
mia), reduced motility (asthenozoospermia), or 
problems with the morphology of the sperm (tera‐
tozoospermia), can affect the reproductive capacity. 
There can be also a combination of those, known as 
OAT syndrome, that can lead to reduced fertility 
(Tüttelmann, 2018).   

Chromosomal abnormalities also affect spermato‐
genesis, with typical examples being Klinefelter syn‐
drome (47,XXY), and Jacobs syndrome (47,XYY). 
(Tuttelmann, 2018). The extra X‐ chromosome in 
Kleinefelter syndrome has been associated with 
hyalinization and fibrosis of the testes, that result in 
hypogonadism (Los, 2013). On the other hand, the 
extra Y‐chromosome in Jacobs syndrome is linked to 
congenital anomalies of the male reproductive sys‐
tem such as cryptorchidism, hypospadias, and hy‐
poplastic scrotum and microphallus. All these may 
lead to oligospermia (Sood, 2022). 

Furthermore, genetic mutations involving the 
TEX11, DMRT1, and NR5A1  genes, also referred as 
the “male infertility genes”, in recent studies have been 
associated with azoospermia (Tüttelmann, 2018). 

Anatomical disorders of the male reproductive 
tract are also an important cause of male infertility. 
Mainly they involve ejaculatory tract obstruction 
problems or blood supply disturbances in the testes. 
As far as ejaculatory duct obstruction is concerned, it 
can be caused by either congenital abnormalities, such 
as agenesis and atresia of the ejaculatory duct, or ac‐
quired in cases of trauma, infections and surgical pro‐
cedures in the pelvic region (Achermann, 2021). 
Dilation of the veins of the pampiniform plexus in the 
testes, also known as varicocele, can impact spermato‐
genesis via many mechanisms including oxidative 
stress, heat stress, hormonal imbalances, testicular 
blood stasis and hypoperfusion (Clavijo, 2017). All 
these types of anatomical disorders can limit the pro‐
duction, transport or release of spermatozoa. 

On hormonal level, endocrine disorders can also 

impact male fertility. Specifically, disorders affecting 
on different levels the hypothalamic‐pituitary‐gonadal 
axis, either by excess or lack of hormones, can lead to 
subfertility or infertility. Typical examples are hypog‐
onadotropic hypogonadism, hypergonadotropic hy‐
pogonadism, hypothyroidism, hyperthyroidism, 
hyperprolactinemia, diabetes mellitus, high levels of 
androgens, testosterone deficiency, and excessive es‐
trogen levels. (Sengupta,2021). 

Another factor that affects male fertility are bac‐
terial and viral infections. Pathogens that impact on 
sperm motility and quality, as well as spermatogen‐
esis, causing tissue inflammation, are Cl.trachomatis, 
N.gonorrhoeae, U.urealyticum, E.coli, S.aureus, 
Ps.aeruginosa and Brucella (Wang, 2021 ). Viruses 
that have been associated with male infertility in‐
clude Influenza virus, Mumps virus, HIV, HSV, viral 
hepatitis and HPV (Akhigbe, 2022). Oxidative stress 
and autophagy are the main mechanisms by which 
these bacteria and viruses function. 

Recent studies have shown that tobacco use, alco‐
hol consumption and recreational drug use can im‐
pair spermatogenesis, sperm count, quality, 
morphology and motility. They also act on a hor‐
monal level, affecting the hormones of the hypothal‐
amic‐pituitary‐gonadal axis. (Sansone, 2018). Drugs 
used for chronic diseases, mainly neoplasms, cardio‐
vascular diseases, Parkinson, depression and 
epilepsy, and also specific anti‐inflammatory drugs 
and antibiotics act by the same foretold mechanisms, 
also causing fertility problems. (Ding, 2017) 

Lastly, exposure to environmental pollutants and 
occupational hazards may lead to male infertility. 
Ionizing radiation, chemicals, air pollution and heavy 
metals are responsible for sperm quality and quan‐
tity disorders (Abdoli, 2022) 

 
Male Sexual Dysfunction 
 
Sexual dysfunction in males involves a series of 
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problems related mainly to ejaculation and/or erec‐
tion during the sexual act, or it can be acquired. (An‐
derson, 2022). Although in order for erection and 
ejaculation to take place, sexual arousal must pre‐
cede. According to Master & Johnson there are four 
stages of the sexual response cycle. On the first level 
is excitement, also known as arousal, in which a va‐
riety of stimuli activate the parasympathetic nervous 
system leading to vasodilation of the arteries supply‐
ing the penis and increase in its muscle tone, result‐
ing in an erection. On the second stage is the plateau, 
where the erection is further intensified. On the third 
stage, orgasm takes place. Orgasm refers to the feel‐
ing of intense pleasure during the sexual act. In most 
cases, during this stage ejaculation occurs. The ejac‐
ulation itself has two phases: the emission and the 
expulsion phase. Lastly, on the fourth stage, also 
known as the resolution period, the body returns to 
the state before the arousal took place. (Arwaal, 
2015) (Master & Johnson, 1966) (Hirsh, 2022). 

The most common conditions associated with 
male sexual dysfunction are erectile dysfunction, 
premature ejaculation and hypoactive sexual desire. 
Erectile dysfunction is an important and frequent 
problem among the male population. It is the inabil‐
ity of a man to achieve or maintain an erection suffi‐
cient to perform the sexual act with satisfaction. 
(Feldman, 1994). There are many factors that can 
lead to erectile dysfunction. They can be organic 
and/or psychological.  

Organic factors include chronic systemic condi‐
tions such as arterial hypertension, diabetes mellitus, 
and cardiovascular diseases, which affect the func‐
tion of the endothelial cells of the vessels. (Leslie, 
2024).  Lifestyle parameters, including excessive al‐
cohol consumption and smoking, have an additive ef‐
fect to the aforementioned comorbidities, by 
furthering the endothelial damage and decreasing 
the levels of nitric oxide which causes vasodilation 
to the penile arteries. (Kovac,2015) (Li, 2021). 

Psychological factors, on the other hand, such as 
stress, depression, emotional disorders, and prob‐
lems within the relationship can cause erectile dys‐
function. Age is also a frequent factor, as erectile 
dysfunction increases with advancing age (Shamloul, 
& Ghanem, 2013). 

 
Premature Ejaculation 
Premature ejaculation is a common sexual dys‐

function that affects many men at different stages of 
their lives. It is the the inability of the man to control 
the time of ejaculation during the sexual act. Men 
with this type of disorder either ejaculate almost al‐
ways too quickly, which is less or about 60 seconds 
after first vaginal penetration (lifelong premature 
ejaculation), or have short intravaginal ejaculatory 
latency time of about 3 minutes or less in duration 
at any sexual encounter (acquired PE). (Althof,2014) 
(Waldinger,2008).  

Premature ejaculation is usually caused by a com‐
bination of factors, including physical and psycholog‐
ical factors. The neurotransmitter serotonin 
normally delays ejaculation. Low levels have been as‐
sociated with premature ejaculation (Waldinger, 
1998). Another organic cause involves the thyroid 
function. Hyperthyroidism has been linked to pre‐
mature ejaculation by inducing low libido or anxiety 
(Carani, 2005). Furthermore, bacterial infections and 
chronic inflammation of the prostate gland can also 
lead to ejaculation problems (Shamloul, 2006).  Al‐
cohol dependence and frequent use of recreation 
drugs and opioids are also a risk factor associated 
with premature ejaculation as they affect the levels 
of androgen production and the levels of FSH and LH, 
which belong to the hypothalamus‐pituitary‐gonadal 
axis (Acharya, 2022) (Grover, 2014).  

On the other hand, psychological factors, such as 
depression and emotional stress can worsen prema‐
ture ejaculation (Althof, 2014). This can lead to in‐
creased stress, isolation from the perspective 
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romantic partner and problems with self‐image 
(Mourikis, 2015). 

 
Hypoactive Sexual Desire Disorder 
Hypoactive sexual desire disorder is a sexual dis‐

order that affects a person's ability to show adequate 
sexual desire and interest in sexual activities (Amer‐
ican Psychiatric Association, 2013). The causes of 
low libido are complex and varied. Usually, they com‐
bine physical and psychological factors.  

Physical factors may include hormone levels, such 
as low testosterone, high prolactin or thyroid hor‐
mone disorders (Atis et al, 2011), which affect sexual 
desire. Both hypothyroidism and hyperthyroidism 
have been linked to impaired libido. (Gabrielson, 
2019).  As far as prolactin is concerned, high levels of 
this hormone inhibit the secretion of gonadotropin‐
releasing hormone in the hypothalamus, therefore 
decreasing the testosterone levels in the organism, 
leading to not only erectile dysfunction but to also low 
sexual desire (Zeitlin, 2000) (Corona, 2004).  

Psychological factors, such as depression, anxiety, 
problems within the relationship and body image, 
are also often associated with low libido (Corona, 
2005). Furthermore, childhood trauma can have se‐
rious effects on an individuals' sexual functioning. 
People who have experienced sexual abuse in child‐
hood are more prone to experience sexual dysfunc‐
tions such as erectile dysfunction and hypotonic 
sexual desire (Noll, Trickett, & Putnam, 2003). 

 
Diagnosis 
 
The evaluation of male infertility and sexual dys‐

function includes a series of medical examinations 
and laboratory tests aimed at assessing male repro‐
ductive capacity. The first diagnostic examination 
usually involves gathering information about the pa‐
tient's history, including past illnesses, medication 
use, alcohol or drug use, and other conditions that 

could be associated with sexual dysfunction (Mon‐
tague et al., 2005). Questionnaires that assess symp‐
toms, such as the IIEF‐5 (International Index of 
Erectile Function) are also widely used (Forbes, 
2017). Psychological evaluation also may be neces‐
sary. Psychologists and psychiatrists assess the indi‐
vidual's psychological state, as well as anxiety or 
depression (Althof et al., 2014).  

From the laboratory point of view, semen analysis 
assesses sperm concentration, motility and shape, as 
well as sperm volume (Carlsen et al., 1992). Specifi‐
cally, the quantitative evaluation is done through a 
spermogram and includes the calculation of the total 
number of sperm per volume unit (ml). Regarding 
the semen quality, morphological assessment fo‐
cuses on evaluation of the regularity of the shape of 
the spermatozoa, while motility assessment analyzes 
their ability to move propulsively (Mortimer, 2017).  
Other laboratory tests used for the evaluation of 
male fertility include hormonal measurements. 
Measurements of the levels of testosterone, follicle 
stimulating hormone and luteinizing hormone in 
blood can help identify potential endocrine disorders 
that may be affecting fertility. (Sikka,2016). In cases 
of chromosomal disorders, karyotyping for the de‐
tection of deletions, translocations and duplications, 
is essential (Stormont, 2021). Gene sequencing may 
also aid in diagnosing specific abnormalities. (Tüt‐
telmann, 2018) 

As far as imaging methods are concerned, scrotal, 
penil and transrectal ultrasounds can highlight both 
anatomical and acquired disorders affecting male in‐
fertility, by assessment of the testicles, the penis, the 
epididymis, the vas deferens, and prostate gland. Tes‐
ticular venography is also used in cases of varicocele, 
but is an invasive method (Ammar, 2012). Another 
invasive method used for further assessment of male 
fertility, especially in cases of unexplained infertility 
because of malignancies of the genitourinary tract, 
is tissue biopsy (Dohle,2012).  
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Treatment 
 
Treatment of sexual dysfunction 
There are several therapeutic options as far as 

sexual dysfunction is concerned both in the form of 
medications and surgery, as well as and in the form 
of psychotherapy. 

Firstly, 5‐Phosphodiesterase Inhibitors are the 
most common and popular choice for the treatment 
of erectile dysfunction. The most common drugs of 
this category are Viagra (sildenafil), Cialis (tadalafil), 
and Levitra (vardenafil) (Goldstein et al., 1998). An‐
other form of treatment involves the injection of a 
mixture of papaverine‐phentolamine and 
prostaglandin E1 before sexual activity. Both these 
types of medication work by increasing the blood 
flow to the penis and can help achieve and maintain 
an erection. (Fallon, 1995). Infusion of autologous ac‐
tivated platelets (PRP), as well as stem cell infusion 
(SCT) via injection to the penis have also been used 
to treat erectile dysfunction, as they aid cellular and 
vascular growth(Israeli et al , 2022). Furthermore, 
studies have shown that selective serotonin reuptake 
inhibitors, such as Dapoxetine, Paroxetine, Fluoxe‐
tine, and Sertraline, have shown effectiveness in 
cases of premature ejaculation with little side effects 
and good general tolerance. (Siroosbakht, 2019) 
(McMahon, 2011) 

In cases where sexual dysfunction is related to low 
testosterone levels, testosterone replacement therapy 
can help improve erectile function. (Nieschlag & 
Behre, 2012). There are several routes via which 
testosterone can be administered. It can be taken per 
os, via injection intramuscularly, transdermally, in‐
tranasally, and subcutaneously. Except testosterone, 
derivatives of it are also used, such as testosterone 
undecanoate, which in several studies has shown bet‐
ter long term effects (Campbell, 2023). It is worth 
mentioning though, despite the benefits in erectile 
function, libido and quality of life , there are several 

side effects linked to testosterone replacement ther‐
apy, such as liver toxicity, erythrocytosis, arterial hy‐
pertension, increased risk of prostate and breast 
cancer in males, and even infertility. Due to the afore‐
mentioned risk factors, close and regular follow‐up 
of these patients is recommended. (Osterberg, 2014). 

On a surgical basis, treatment of sexual dysfunc‐
tion may involve Penile Prosthesis. During this pro‐
cedure, penile implants are inserted, which can 
induce an erection at the patient's will (Mulcahy, et 
al., 2004), (Gross et al., 2016). Currently, two types 
of prostheses are used: the semirigid endoscopic 
prosthesis (malleable) and the inflatable endoscopic 
prosthesis (Bettocchi, 2010). In Peyronie's disease, 
men may experience penile deformity due to bend‐
ing, which can negatively affect erectile function. In 
these cases, surgery focuses on correcting the curved 
shape of the penis and may involve removing the 
problematic tissue (Tunugutla, 2001). Penile elonga‐
tion may also be performed , although  is not very 
common, and is mainly indicated in cases of mi‐
crophallia (Campbell et al., 2017) 

Regarding the psychological approach, Psy‐
chotherapy and counseling can help in the develop‐
ment of communication and stress management 
skills, as well as strengthening a couples’ relationship 
(Hofmann, 2012). Most frequently Cognitive behav‐
ioral therapy (CBT) is used , which focuses on iden‐
tifying and addressing the thoughts and feelings 
associated with premature ejaculation and sexual 
dysfunction in general. Patients learn ejaculation 
control techniques and how to deal with stress re‐
lated to sexual activity (Althof, 2014). Also, behav‐
ioral approaches such as "Start‐Stop" and "Squeeze" 
techniques can help control ejaculation. In the "Start‐
Stop" technique the man withdraws from the sexual 
act before ejaculation and then starts again. In the 
"Squeeze" technique, the man applies pressure to the 
base of the penis to delay ejaculation (Athanasiadis, 
2002). 
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Treatment of infertility  
Treatment of the underlying cause with the ulti‐

mate goal being conception. If the cause is due to 
hormonal disturbances of the hypothalamus‐pitu‐
itary‐gonadal axis, hormone replacement therapy is 
used. Specifically, some ongoing studies suggest that 
GnRH (gonadotropin releasing hormone) may be ad‐
ministered subcutaneously with  pump in a pulsatile 
manner, in cases of hypogonadotropic hypogo‐
nadism. Its effect is that it induces spermatogenesis 
by promoting the release of gonadotropins. Go‐
nadotropins themselves, such as recombinant FSH, 
recombinant LH and recombinant hCG may be used 
when there is pituitary insufficiency. Dopamine ag‐
onists, such as Bromocriptine and Cabergoline are 
effective in the treatment of hyperprolactinemia 
caused mainly by tumors in the pituitary gland. In 
this case if medicational approach is ineffective, sur‐
gery for tumor removal is performed.(Dabaja,2014). 
Moreover, commonly used aromatase inhibitors, 
such as Letrozole, aid fertility by promoting testos‐
terone production and inhibiting estradiol levels via 
suppression of aromatase, which is responsible for 
testosterone conversion to estradiol (Yang, 2022). 
Another hormonal treatment that enhances testos‐
terone production is the selective estrogen receptor 
modulators, namely Tamoxifen Citrate and 
Clomiphen Citrate. Both act antagonistically on the 
estrogen receptors placed in the hypothalamus and 
pituitary gland, suppressing the negative feedback of 
estrogen on the hypothalamus‐pituitary‐gonadal 
axis. (Foran, 2023). 

The surgical approach on treatment of male infer‐
tility involves restoration of the anatomical abnor‐
malities leading to impaired fertility. Microsurgical 
varicocelectomy is widely used in cases of varicocele 
(Mehta, 2013). Other repair methods of the geni‐
tourinary vasculature include vasovasostomy and 
vasoepididymostomy, which are effective in men 
with obstructive azoospermia. Vasovasostomy is 

performed in men with previous vasectomy 
(Herrel,2013), whereas vasoepididymostomy also in 
those with epididymal infections (Chen, 2016). 

In terms of Assisting Reproductive Techniques 
(ART), intrauterine insemination (IUI) can be used 
in some cases of infertility, such as in mild male fer‐
tility disorders, involving reduced sperm count and 
motility, in anovulation of the female partner and in 
cases of hostile cervical mucus ( Cohlen et al., 2018). 
IUI is performed in combination with administration 
of medications for ovarian stimulation (OS). Such 
drugs are gonadotrophins (rec‐FSH, rec‐LH, rec‐
hCG), aromatase inhibitors (Letrozole) and selective 
estrogen receptor modulators (Clomiphen Citrate). 
Studies have shown that IUI‐OS highly increase the 
chances of conception and live births especially in 
cases of unexplained infertility (Wessel, 2022). An‐
other technique commonly used for infertile couples 
is in vitro fertilization (IVF). During IVF, mature 
oocytes are collected and combined with spermato‐
zoa in culture media. (Parish, 2016) Ovarian stimu‐
lation prior may be required but it isn’t always 
necessary (Jain,2023). Lastly, intracytoplasmic 
sperm injection (ICSI) directly to the cytoplasm of 
the oocyte can be performed in cases where there’s 
history of  fertilization failure with IVF (Van der 
Westerlaken, 2005). 

 
Results 
 
Sexual dysfunction and male infertility are two im‐

portant topics in the field of human reproduction 
and sexual health. Many factors, such as chronic dis‐
eases, hormonal disturbances, anatomical or genetic 
disorders, infectious diseases, psychological issues 
and more, may lead to both of them.  Although they 
are separate entities in theory, as the first is associ‐
ated with problems occurring during the sexual act, 
and the last one refers to the reproductive capacity 
of males, they often intertwine with one another. The 
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percentage of infertile men facing sexual dysfunction 
is estimated according to studies of the last 15 years 
to be around 17,8% to 61,6% (Liu, 2022). Studies 
have shown that sexual dysfunction itself can lead to 
infertility, as it can create stress and anxiety, which 
in some cases can affect sexual performance.This is 
more prevalent in infertile couples undergoing IVF 
and other assisting reproductive techniques. Failure 
to conceive promotes anxiety and depression in both 
participants, impairing sexual function. To address 
in depth and adequately this interconnected issue , 
counseling and medical intervention may be neces‐
sary. Recognizing and treating sexual dysfunction can 
help increase chances of conception, enhance male 
fertility and improve sexual performance. (Brennan, 
2007)(Capogrosso, 2021) (Fernández‐Zapata, 2023). 

 
Conclusion 
 
Sexual dysfunction and male infertility are both 

significant and complex subjects in the ongoing field 
of reproductive medicine, which are caused by a va‐
riety of factors, either physical and/or psychologi‐
cal.Scientific research has shown that early diagnosis 
and treatment of these problems with psychother‐
apy, drug therapy and/or surgery according to the 
cause, are of outmost importance for the quality of 
life of the men themselves and their perspective 
partners. 

 
References 
 

1. Abdoli, S., Masoumi, S.Z. & Kazemi, F. Environ‐
mental and occupational factors and higher 
risk of couple infertility: a systematic review 
study. Middle East Fertil Soc J 27, 33 (2022). 

2. Acharya RK, Panigrahi S, Samani MJ, Choudhary 
AK. Prevalence and Pattern of Sexual Dysfunc‐
tion in Male Patients with Alcohol Dependence. 
Addict Health. 2022 

3. Achermann APP, Esteves SC. Diagnosis and 
management of infertility due to ejaculatory 
duct obstruction: summary evidence. Int Braz 
J Urol. 2021 Jul‐Aug;47(4):868‐881. 

4. Akhigbe RE, Dutta S, Hamed MA, Ajayi AF, Sen‐
gupta P, Ahmad G. Viral Infections and Male In‐
fertility: A Comprehensive Review of the Role 
of Oxidative Stress. Front Reprod Health. 2022 
Feb 3;4:782915.  

5. Althof SE, McMahon ChG, Waldinger MD, Sere‐
foglu EC, Shindel AW, Adaikan PG, et al. An up‐
date of the international society of sexual 
medicine's guidelines for the diagnosis and 
treatment of premature ejaculation (PE). Sex 
Med 2014; 2: 60–90. 

6. Althof, S. E., McMahon, C. G., Waldinger, M. D., 
Serefoglu, E. C., Shindel, A. W., Adaikan, P. G., 
Becher, E., Dean, J., Giuliano, F., Hellstrom, W. 
J.G., Giraldi, A., Glina, S., Incrocci, L., Jannini, E., 
McCabe, M., Parish, S., Rowland, D., Segraves, 
R.T., Sharlip, I., & Torres, L. O. (2014). An update 
of the International Society of Sexual Medi‐
cine's guidelines for the diagnosis and treat‐
ment of premature ejaculation (PE). The 
journal of sexual medicine, 11(6), 1392‐1422. 

7. Alwaal A, Breyer BN, Lue TF. Normal male sex‐
ual function: emphasis on orgasm and ejacula‐
tion. Fertil Steril. 2015 Nov;104(5):1051‐60 

8. American Psychiatric Association. (2013). Di‐
agnostic and statistical manual of mental dis‐
orders (5th ed.). Arlington, VA: American 
Psychiatric Publishing. 

9. Ammar T, Sidhu PS, Wilkins CJ. Male infertility: 
the role of imaging in diagnosis and manage‐
ment. Br J Radiol. 2012 Nov;85 Spec No 1(Spec 
Iss 1):S59‐68. 

10. Anderson D, Laforge J, Ross MM, Vanlangen‐
donck R, Hasoon J, Viswanath O, Kaye AD, Urits 
I. Male Sexual Dysfunction. Health Psychol Res. 
2022 Aug 20;10(3):37533. 

VOLUME 24, ISSUE 1, JANUARY-MARCH 2025

Kakadiari et al

8



11. Athanasiadis, L. (2002). Study of the sexual 
function of opiate users and polyusers (Doc‐
toral dissertation, Aristotle University of Thes‐
saloniki (AUTH). School of Health Sciences. 
Department of Medicine. Department of Neu‐
rosciences. IIIrd Psychiatry Clinic of the Univer‐
sity General Hospital of Thessaloniki ACHEPA). 

12. Atis et.al. (2011) European Urology Supple‐
ments 10(2):159‐159 

13. Bettocchi C, Palumbo F, Spilotros M, Palazzo S, 
Saracino GA, Martino P, Battaglia M, Selvaggi FP, 
Ditonno P. Penile prostheses. Ther Adv Urol. 
2010 Feb;2(1):35‐40. 

14. Brennan D. Peterson, Christopher R. Newton, 
Tal Feingold, Anxiety and sexual stress in men 
and women undergoing infertility 
treatment,Fertility and Sterility,Volume 88, 
Issue 4,2007,Pages 911‐914,ISSN 0015‐0282 

15. Campbell J, Gillis J. A review of penile elonga‐
tion surgery. Transl Androl Urol 2017;6(1):69‐
78.  

16. Campbell K, Muthigi A, Ghomeshi A, Schuppe K, 
Sandler MD, Ramasamy R. Safety Aspects and 
Rational Use of Testosterone Undecanoate in 
the Treatment of Testosterone Deficiency: Clin‐
ical Insights. Drug Healthc Patient Saf. 2023 
Mar 31;15:73‐84. 

17. Capogrosso P, Jensen CFS, Rastrelli G, Torre‐
made J, Russo GI, Raheem AA, Frey A, Fode M, 
Maggi M, Reisman Y, Bettocchi C, Corona G. 
Male Sexual Dysfunctions in the Infertile Cou‐
ple‐Recommendations From the European So‐
ciety of Sexual Medicine (ESSM). Sex Med. 2021 
Jun;9(3):100377. 

18. Carani C, Isidori AM, Granata A, Carosa E, Maggi 
M, Lenzi A, Jannini EA. Multicenter study on the 
prevalence of sexual symptoms in male hypo‐ 
and hyperthyroid patients. J Clin Endocrinol 
Metab. 2005 Dec;90(12):6472‐9.  

19. Carlsen E, Giwercman A, Keiding N, Skakkebaek 

NE. Evidence for decreasing quality of semen 
during past 50 years. BMJ. 1992 Sep 
12;305(6854):609‐613 

20. Chen XF, Chen B, Liu W, Huang YP, Wang HX, 
Huang YR, Ping P. Microsurgical vasoepididy‐
mostomy for patients with infectious obstruc‐
tive azoospermia: cause, outcome, and 
associated factors. Asian J Androl. 2016 Sep‐
Oct;18(5):759‐62. 

21. Clavijo, R. I. , Carrasquillo, R. , & Ramasamy, R. 
(2017). Varicoceles: Prevalence and pathogen‐
esis in adult men. Fertility and Sterility, 108(3), 
364–369 

22. Cohlen B, Bijkerk A, Van der Poel S, Ombelet W. 
IUI: review and systematic assessment of the 
evidence that supports global recommenda‐
tions. Hum Reprod Update. 2018 May 
1;24(3):300‐319. 

23. Corona G, Mannucci E, Petrone L, Giommi R, 
Mansani R, Fei L, Forti G, Maggi M. Psycho‐bio‐
logical correlates of hypoactive sexual desire in 
patients with erectile dysfunction. Int J Impot 
Res. 2004 Jun;16(3):275‐81. 

24. Corona G, Petrone L, Mannucci E, Ricca V, Baler‐
cia G, Giommi R, Forti G, Maggi M. The impotent 
couple: low desire. Int J Androl. 2005 Dec;28 
Suppl 2:46‐52.  

25. Dabaja, A. A., & Schlegel, P. N. (2014). Medical 
treatment of male infertility. Translational an‐
drology and urology, 3(1), 9. 

26. Ding J, Shang X, Zhang Z, Jing H, Shao J, Fei Q, 
Rayburn ER, Li H. FDA‐approved medications 
that impair human spermatogenesis. Oncotar‐
get. 2017 Feb 7;8(6):10714‐10725. 

27. Dohle GR, Elzanaty S, van Casteren NJ. Testicu‐
lar biopsy: clinical practice and interpretation. 
Asian J Androl. 2012 Jan;14(1):88‐93. 

28. Fallon B. Intracavernous injection therapy for 
male erectile dysfunction. Urol Clin North Am. 
1995 Nov;22(4):833‐45. 

VOLUME 24, ISSUE 1, JANUARY-MARCH 2025

The association of sexual dysfunction and male infertility: a literature review

9



29. Feldman HA, Goldstein I, Hatzichristou DG, 
Krane RJ, McKinlay JB. Impotence and its med‐
ical and psychosocial correlates: results of the 
Massachusetts Male Aging Study. J Urol. 1994 
Jan;151(1):54‐61 

30. Fernández‐Zapata WF, Cardona‐Maya W. Male 
Infertility ‐ What about Mental Health? Rev 
Bras Ginecol Obstet. 2023 Oct;45(10):e620‐
e621 

31. Daniel Foran, Runzhi Chen, Channa N. Jayasena, 
Suks Minhas, Tharu Tharakan, The use of hor‐
mone stimulation in male infertility,Current 
Opinion in Pharmacology, Volume 68,2023, 
102333,ISSN 1471‐4892 

32. Forbes, M. K., Eaton, N. R., & Krueger, R. F. 
(2017). Sexual quality of life and aging: A 
prospective study of a nationally representative 
sample. The Journal of Sex Research, 54(2), 
137‐148. 

33. Gabrielson AT, Sartor RA, Hellstrom WJG. The 
Impact of Thyroid Disease on Sexual Dysfunc‐
tion in Men and Women. Sex Med Rev. 2019 
Jan;7(1):57‐70. 

34. Goldstein I, Lue TF, Padma‐Nathan H, Rosen RC, 
Steers WD, Wicker PA. Oral sildenafil in the 
treatment of erectile dysfunction. Sildenafil 
Study Group. N Engl J Med. 1998 May 
14;338(20):1397‐404. 

35. Griffin JE, Wilson JD. 2001. Disorders of the 
testes. In: Braunwald E, editor; , Fauci AS, edi‐
tor; , Kasper DL, editor; , Hauser SL, editor; , 
Longo DL, editor; , Jameson JL, editor. , eds. Har‐
rison's Principles of Internal Medicine . 15th ed. 
New York: McGraw Hill. Pp.2143–2154. 

36. Gross MS, Phillips EA, Balen A, et al. The mal‐
leable implant salvage technique: infection out‐
comes after Mulcahy salvage procedure and 
replacement of infected inflatable penile pros‐
thesis with malleable prosthesis. J Urol. 2016; 
195(3):694‐698. 

37. Grover S, Mattoo SK, Pendharkar S, Kandappan 
V. Sexual dysfunction in patients with alcohol 
and opioid dependence. Indian J Psychol Med 
2014;36:355‐65. 

38. Gurunath S, Pandian Z, Anderson RA, Bhat‐
tacharya S. Defining infertility‐‐a systematic re‐
view of prevalence studies. Hum Reprod 
Update. 2011 Sep‐Oct;17(5):575‐88. 

39. Harman, S. M., Metter, E. J., Tobin, J. D., Pearson, 
J., & Blackman, M. R. (2001). Longitudinal ef‐
fects of aging on serum total and free testos‐
terone levels in healthy men. Journal of Clinical 
Endocrinology & Metabolism, 86(2), 724‐731. 

40. Herrel L, Hsiao W. Microsurgical vasovasos‐
tomy. Asian J Androl. 2013 Jan;15(1):44‐8. 

41. Hirsch, Irvin H. “Overview of Sexual Function 
and Dysfunction in Men ‐ Men’s Health Issues.” 
MSD Manual Consumer Version, Irvin H. Hirsch, 
Mar. 2022, www.msdmanuals.com/home/ 
men‐s‐health‐issues/sexual‐function‐and‐dys‐
function‐in‐men/overview‐of‐sexual‐function‐
and‐dysfunction‐in‐men. Accessed 13 Sept. 
2024. 

42. Hofmann, S. G., Asnaani, A., Vonk, I. J., Sawyer, 
A. T., & Fang, A. (2012). The Efficacy of Cogni‐
tive Behavioral Therapy: A Review of Meta‐
analyses. Cognitive Therapy and Research, 
36(5), 427‐440. 

43. Huang, B., Wang, Z., Kong, Y. et al. Global, re‐
gional and national burden of male infertility in 
204 countries and territories between 1990 
and 2019: an analysis of global burden of dis‐
ease study. BMC Public Health 23, 2195 (2023). 

44. Israeli JM, Lokeshwar SD, Efimenko IV, Master‐
son TA, Ramasamy R. The potential of platelet‐
rich plasma injections and stem cell therapy for 
penile rejuvenation. Int J Impot Res. 2022 
May;34(4):375‐382. 

45. Jain M, Singh M. Assisted Reproductive Tech‐
nology (ART) Techniques. [Updated 2023 Jun 

VOLUME 24, ISSUE 1, JANUARY-MARCH 2025

Kakadiari et al

10



7]. In: StatPearls [Internet]. Treasure Island 
(FL): StatPearls Publishing; 2024 Jan‐ 

46. Kovac JR, Labbate C, Ramasamy R, Tang D, Lip‐
shultz LI. Effects of cigarette smoking on erec‐
tile dysfunction. Andrologia. 2015 Dec;47 
(10):1087‐92.  

47. Leslie SW, Sooriyamoorthy T. Erectile Dysfunc‐
tion. [Updated 2024 Jan 9]. In: StatPearls [In‐
ternet]. Treasure Island (FL): StatPearls 
Publishing; 2024 Jan‐. 

48. Li KP, Yang XS, Wu T. The Effect of Antioxidants 
on Sperm Quality Parameters and Pregnancy 
Rates for Idiopathic Male Infertility: A Network 
Meta‐Analysis of Randomized Controlled Trials. 
Front Endocrinol (Lausanne). 2022 Feb 
21;13:810242. 

49. Liu Y, Wang Y, Pu Z, Wang Y, Zhang Y, Dong C, 
Zeng Y, Zhou S. Sexual Dysfunction in Infertile 
Men: A Systematic Review and Meta‐Analysis. 
Sex Med. 2022 Aug;10(4):100528. 

50. Los E, Leslie SW, Ford GA. Klinefelter Syndrome. 
[Updated 2023 Nov 12]. In: StatPearls [Inter‐
net]. Treasure Island (FL): StatPearls Publish‐
ing; 2024 Jan‐. 

51. Masters, W.H., & Johnson, V. E. (1966). Human 
sexual response. Little, Brown.  

52. McMahon CG. Efficacy of dapoxetine in the 
treatment of premature ejaculation. Clin Med 
Insights Reprod Health. 2011 Aug 2;5:25‐39. 

53. Mehta A, Goldstein M. Microsurgical varicoc‐
electomy: a review. Asian J Androl. 2013 
Jan;15(1):56‐60. 

54. Montague DK, Jarow JP, Broderick GA, Dmo‐
chowski RR, Heaton JP, Lue TF, Milbank AJ, 
Nehra A, Sharlip ID; Erectile Dysfunction Guide‐
line Update Panel. Chapter 1: The management 
of erectile dysfunction: an AUA update. J Urol. 
2005 Jul;174(1):230‐9 

55. Mortimer ST. A critical review of the physiolog‐
ical importance and analysis of sperm move‐

ment in mammals. Hum Reprod Update. 1997 
Sep‐Oct;3(5):403‐39 

56. Mourikis, H. (2015). The effect of stress on sex‐
ual functioning (Doctoral dissertation, National 
and Kapodistrian University of Athens (EKPA). 
School of Health Sciences. Department of Med‐
icine. Department of Social Medicine‐Psychia‐
try and Neurology). 

57. Mulcahy, J. J., Austoni, E., Barada, J. H., Choi, H. 
K., Hellstrom, W. J., Krishnamurti, S., ... & Wes‐
sells, H. (2004). The penile implant for erectile 
dysfunction. The journal of sexual medicine, 
1(1), 98‐109.  

58. Nassar GN, Leslie SW. Physiology, Testosterone. 
[Updated 2023 Jan 2]. In: StatPearls [Internet]. 
Treasure Island (FL): StatPearls Publishing; 
2024 Jan‐. 

59. Fei‐Da Ni, Shuang‐Li Hao, Wan‐Xi Yang. Molec‐
ular insights into hormone regulation via sig‐
naling pathways in Sertoli cells: With 
discussion on infertility and testicular tumor, 
Gene,Volume 753, 2020, 144812, ISSN 0378‐
1119. 

60. Nieschlag, E., & Behre, H. M. (2012). Testos‐
terone: Action, Deficiency, Substitution. Cam‐
bridge University Press. 

61. Noll JG, Trickett PK, Putnam FW. A prospective 
investigation of the impact of childhood sexual 
abuse on the development of sexuality. J Con‐
sult Clin Psychol. 2003 Jun;71(3):575‐86 

62. Osterberg EC, Bernie AM, Ramasamy R. Risks 
of testosterone replacement therapy in men. In‐
dian J Urol. 2014 Jan;30(1):2‐7. 

63. Parish, S. J., & Hahn, S. R. (2016). Hypoactive 
sexual desire disorder: a review of epidemiol‐
ogy, biopsychology, diagnosis, and treatment. 
Sexual medicine reviews, 4(2), 103‐120. 

64. Sansone A, Di Dato C, de Angelis C, Menafra D, 
Pozza C, Pivonello R, Isidori A, Gianfrilli D. 
Smoke, alcohol and drug addiction and male 

VOLUME 24, ISSUE 1, JANUARY-MARCH 2025

The association of sexual dysfunction and male infertility: a literature review

11



fertility. Reprod Biol Endocrinol. 2018 Jan 
15;16(1):3.  

65. Sengupta P, Dutta S, Karkada IR, Chinni SV. En‐
docrinopathies and Male Infertility. Life (Basel). 
2021 Dec 22;12(1):10  

66. Rany Shamloul, Abdelrahman el Nashaar, 
Chronic Prostatitis in Premature Ejaculation: A 
Cohort Study in 153 Men, The Journal of Sexual 
Medicine, Volume 3, Issue 1, January 2006, 
Pages 150–154 

67. Shamloul R, Ghanem H. Erectile dysfunction. 
Lancet. 2013 Jan 12;381(9861):153‐65. 

68. Sikka SC, Hellstrom WJ. Current updates on lab‐
oratory techniques for the diagnosis of male re‐
productive failure. Asian J Androl. 2016 
May‐Jun;18(3):392‐401 

69. Siroosbakht S, Rezakhaniha S, Rezakhaniha B. 
Which of available selective serotonin reuptake 
inhibitors (SSRIs) is more effective in treatment 
of premature ejaculation? A randomized clini‐
cal trial. Int Braz J Urol. 2019 Nov‐
Dec;45(6):1209‐1215. 

70. Sood B, Clemente Fuentes RW. Jacobs Syn‐
drome. [Updated 2022 Sep 26]. In: StatPearls 
[Internet]. Treasure Island (FL): StatPearls 
Publishing; 2024 Jan‐.  

71. Stormont GD, Deibert CM. Genetic causes and 
management of male infertility. Transl Androl 
Urol. 2021 Mar;10(3):1365‐1372. 

72. Tunuguntla HS. Management of Peyronie's dis‐
ease‐‐a review. World J Urol. 2001 Aug;19 
 (4):244‐50 

73. Tüttelmann F, Ruckert C, Röpke A. Disorders of 
spermatogenesis: Perspectives for novel ge‐
netic diagnostics after 20 years of unchanged 
routine. Med Genet. 2018;30(1):12‐20. 

74. Waldinger MD. Recent advances in the classifi‐
cation, neurobiology and treatmentof prema‐
ture ejaculation. Adv Psychosom Med 2008; 29: 
50–69.  

75. Waldinger M. The neurobiological approach to 
premature ejaculation. J Urol. 1998;168:2359–
2367.  

76. Wang S, Zhang K, Yao Y, Li J, Deng S. Bacterial 
Infections Affect Male Fertility: A Focus on the 
Oxidative Stress‐Autophagy Axis. Front Cell Dev 
Biol. 2021 Oct 21;9:727812.  

77. Wessel JA, Danhof NA, van Eekelen R, Diamond 
MP, Legro RS, Peeraer K, D'Hooghe TM, Erdem 
M, Dankert T, Cohlen BJ, Thyagaraju C, Mol BWJ, 
Showell M, van Wely M, Mochtar MH, Wang R. 
Ovarian stimulation strategies for intrauterine 
insemination in couples with unexplained in‐
fertility: a systematic review and individual 
participant data meta‐analysis. Hum Reprod 
Update. 2022 Aug 25;28(5):733‐746.  

78. van der Westerlaken L, Helmerhorst F, Dieben 
S, Naaktgeboren N. Intracytoplasmic sperm in‐
jection as a treatment for unexplained total fer‐
tilization failure or low fertilization after 
conventional in vitro fertilization. Fertil Steril. 
2005 Mar;83(3):612‐7. 

79. Chao Yang, Peng Li, Zheng Li, Clinical applica‐
tion of aromatase inhibitors to treat male infer‐
tility, Human Reproduction Update, Volume 28, 
Issue 1, January‐February 2022, Pages 30–50 

80. Zeitlin SI, Rajfer J. Hyperprolactinemia and 
erectile dysfunction. Rev Urol. 2000 Win‐
ter;2(1):39‐42 

 
 
 
 

VOLUME 24, ISSUE 1, JANUARY-MARCH 2025

Kakadiari et al

12

Received 28‑11‑2024 
Revised 4‑12‑2024 

Accepted 23‑12‑2024 


