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Abstract Scientific knowledge of the emotional repercussions of infertility on men remains limited and has only recently become

the focus of social science research. Firstly, the current developments in research on the psychosocial impact of infertility on men
through a search of the literature over the last 10 years are outlined in this paper. In the second section, issues raised in pretreatment counselling for men and their partner who consider donor insemination are described as this treatment typically raises many
emotional issues. The results of more recent studies with sophisticated methodological design show that the emotional impact of
infertility may be nearly balanced, suggesting that men do suffer as well and that they have to be addressed in infertility counselling
too. The emotional and clinical aspects of donor insemination support the hypothesis that the emotional repercussions of infertility
affect both sexes. In general, male factor infertility seems to be more stigmatized than other infertility diagnoses. Forthcoming
studies have to differentiate between the psychological impact of infertility on women and men and their respective abilities to
communicate easily about this distress. More studies on infertile men in non-Western societies need to be conducted in order to
understand the cultural impact on infertility. RBMOnline
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Background
Traditionally, it was assumed that the female was nearly
always the ‘‘responsible’’ partner regarding reproduction

(Carell and Urry, 1999). Male infertility was described as
remaining ‘‘somewhat in the dark ages’’ (Lee, 1996, p.
29) and has only recently become the focus of both medical
and social science research. Andrology has only been
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studied as a distinct speciality since the 1960s, and the first
journal, the German periodical Andrologie (now Andrologia)
was established at the end of the 1960s (Andrologia, 2012).
Psychological studies have also been rare. In a literature
review, Bents (1985) found that amongst 121 articles on
infertility published between 1948 and 1985, 56% referred
only to the female partner, 29% to both partners and only
15% solely to the male partner. Twenty years later, a review
of 157 ethnographies of gender and reproduction found that
only one of these works focused on men (Inhorn, 2006).
New assisted reproduction treatments such as intracytoplasmic sperm injection (ICSI; i.e. injection of a single spermatozoon into the oocyte) and advances in retrieving
spermatozoa such as testicular sperm extraction (TESE; i.e.
surgical extraction of sperm cells from the testes) have been
developed alongside with a stronger focus on the psychosocial
aspects of male infertility (for an overview: Fisher and Hammarberg, 2012). Nevertheless, compared with the numerous
guidance books written for women experiencing infertility,
the number of self-help books written for men is very limited
(Rawlings and Looi, 2006; Thorn, 2008) and scientific knowledge of the emotional repercussions of the diagnosis and
the treatment of infertility on men remains limited (Culley
et al., 2013). It is vital therefore to describe current knowledge, both based on scientific research and clinical experience, and to define future research requirements.

Materials and methods
The introductory section of this article will primarily address
the following questions and report conclusions drawn from
recent studies: (i) Does current research corroborate or contradict past assumptions that men psychologically suffer less
from infertility than their female partners? (ii) What are the
long-term psychological effects of infertility on men’s quality
of life? and (iii) Is male factor infertility still stigmatized? A
narrative review will outline the current developments of
research on the psychosocial impact of infertility on men
(short and long term) through a literature research over the
last 10 years. A research in Web of Science with the search
terms [Topic = (infertil*) and Topic = (psychol*) and
Topic = (impact) and Topic = (men) and Year Published = (2000–2012)] yielded in 76 results. The next step
excluded congress presentations and original papers in other
languages than English. The selection of landmark studies and
their findings in this review can be seen as an example of
development regarding knowledge of the impact of infertility
on men. Studies published before the year 2000 will be cited if
they contributed substantially to the research field in the
present authors’ opinion.
The main section will describe in detail issues typically
experienced by men and their partners after male infertility
has been diagnosed and prior to the use of donor insemination (DI) as extracts of an empirical study. This section is
based on a typical counselling process and will focus on
the affects primarily described by men when considering
this family building alternative. It will provide a vivid demonstration that the impact of male factor infertility exceeds
what has so far been represented in quantitative questionnaire scores and confirm the need to acknowledge men’s
emotions and emotional needs.
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The psychosocial impact of infertility on men
and women
Does current research corroborate or contradict
past assumptions that men psychologically suffer
less from infertility than their female partners?
For decades, psychosomatic research postulated that
women suffer considerably more from infertility than their
male partners (e.g. Jordan and Revenson, 1999). Recent
research suggests, however, that the established differences in men’s and women’s psychological responses to
infertility need to be interpreted through an understanding
of broader gender differences in reactions to stress, emotional distress and grief rather than reactions specific to
infertility (Edelmann and Connolly, 2000; Fisher et al.,
2010). The results of much of the formerly available
research supporting women’s greater overt distress in
response to infertility may well reflect differences in the
ways men and women have been socialized to cope with
negative affect and with distress (Webb and Daniluk, 1999).
Adhering to masculinity norms, many men tend to suppress
their emotions in an effort to support their partners (Hudson
and Culley, 2013). Withdrawal may be a way of protecting
the woman from her partner’s pain (Cousineau and Domar,
2007). Jaffe and Diamond point out that, on the surface,
men and women are likely to express grief in stereotypically
different ways: whereas women voice their sadness emotionally and need to talk about it extensively, men usually
avoid overt emotions and take on the role of the stoic partner. The authors argue that each person has varying degrees
of both loss-orientation and restoration-orientation styles of
coping. ‘‘Women appear to be more loss-oriented following
bereavement, feeling and expressing their distress at their
loss; men more restoration-oriented, actively engaging with
the problems and practical issues associated with loss’’
(Stroebe and Schut, 2010, p. 282). In a couple facing infertility, one partner (the woman) is grieving the loss, while at
the same time, the other (the man) needs to rewrite the
reproductive story in order to restore meaning and hope
for the future (Jaffe and Diamond, 2010, p. 101).
With statistical approaches that keep matched pairs (e.g.
by calculating differences between the woman and man on
questionnaire scores for each couple separately), differences between men and women are much smaller than testing the samples of women and men as independent groups.
In the study of Chachamovich et al. (2009), the data were
analysed with a couple as the unit of analysis. In order to
conduct the analysis, the data were structured so that each
row contained data for one couple as the subject. Furthermore, the authors conducted linear multiple regressions
with depression levels as independent variables and the difference of quality of life scores between the man and
woman within couples as dependent variable. The authors
concluded that consideration should be given to offering
psychosocial interventions to them as a dyad rather than
solely to the women, as the quality of life seems to affect
both men and women.
Over the last decades, assisted reproduction treatment
has developed enormously. The introduction of ICSI has revolutionized the treatment of male factor infertility and
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thereby possibly improved the psychological wellbeing of
males (Holter et al., 2007). Before the introduction of ICSI,
DI was the only option for a couple to conceive a child
genetically linked to at least one partner. Female partners,
on the other hand, are subjected to the hormonal medication commonly prescribed for fertility treatment and this
may lead to higher levels of emotional instability compared
with their male partners (Daniluk, 1997).

What are the long-term psychological effects of
infertility on men’s quality of life?
The research findings in relation to the long-term effects on
the quality of life on men and women who remain involuntary childless are mixed. A study comparing women and
men 4–5.5 years after successful and after unsuccessful
IVF with a control group showed that quality of life in men
seems more negatively affected by involuntary infertility
than reported before: their scores in depression and
psychological wellbeing were similar to the women in the
unsuccessful IVF group (Johansson et al., 2010). A crosssectional nationwide health survey in Finland indicated that
childless men who had experienced infertility had a significantly poorer subjective quality of life (but not in perceived
health, psychological distress or depressivity) compared
with men without infertility (Klemetti et al., 2010). In contrast to these findings, however, a 10-year follow-up study
of psychosocial factors affecting couples after infertility
treatment showed only differences in self-esteem but not
in other areas of quality of life (e.g. job situation, friendships, partnership, sexuality) between fathers and childless
men (Wischmann et al., 2012). In summary, it can be concluded that there are only small differences in the quality
of life between involuntarily childless women and men
and mothers and fathers respectively in the long term (Kraaij et al., 2008; Peterson et al., 2009; Sundby et al., 2007;
Sydsjö et al., 2005; Verhaak et al., 2007).

Is male factor infertility still stigmatized?
To be diagnosed with male factor infertility may result in
secrecy surrounding diagnosis, sometimes to the point that
female partner takes the blame for the couple’s infertility
even if her own fertility is not impaired (Carmeli and Birenbaum-Carmeli, 1994; van Balen et al., 1996). One indicator
of the stigmatization of male factor infertility may be the
observation that the relatives of the infertile woman are
more likely to be informed about successful treatment with
donor insemination than the relatives of the man (Brewaeys, 1996; Cook et al., 1995).
Furthermore, male factor infertility is more strongly
associated with sexual disorders than female factor infertility. Media reports on ‘‘the sperm decline’’ tend to construct
stereotypical masculinity and conflate male infertility with
impotence (Gannon et al., 2004), although it is common
knowledge that infertility has no impact on the physical
aspects of potency. If men are affected by infertility, the
unfulfilled desire for a child and a sexual dysfunction are
often believed to be synonymous (the ‘‘fertility-virility linkage’’, Lloyd, 1996; q.v. Miall, 1986; Throsby and Gill, 2004;
Keylor and Apfel, 2010; Hinton and Miller, 2013). In a Danish
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questionnaire study on 210 men undergoing ICSI treatment,
37% of the participants stated that the reduced sperm quality (and not the ICSI procedure per se) affected their perception of masculinity (Mikkelsen et al., 2012).
There is also country-level variation in men’s perceptions
of infertility, which may be attributed to variation in procreative cultures of different societies or in the variation
of availability and acceptability of assisted reproduction
treatments. For example, a study in South Africa on 120
men beginning reproductive medical treatment (Dyer
et al., 2009) showed depression scores on average nearly 1
standard deviation higher than the scores in a German study
with the same questionnaire on a sample of men in a comparable reproductive medicine setting (Wischmann et al.,
2001). This indicates the higher suffering from infertility
in men with a strong pro-natalistic cultural background.
Several other studies underline the importance of the cultural background for men’s coping abilities with infertility
(e.g. Tarlatzis et al., 1993; Lee et al., 2001; Inhorn, 2002).
In contrast to these findings, in a study on 256 Danish infertile men, the Copenhagen Multi-centre Psychosocial Infertility Research group found that men with solely male factor
infertility did not suffer in the form of decreased mental
health, increased physical stress reactions, decreased social
support, and increased negative social stress over time more
than men with infertility due to other causes (solely female
factor, mixed or unexplained). Most men in this study, including those with male factor infertility, were open about their
fertility problems. Across all diagnostic groups, emotional
suffering increased over time when treatment was not successful indicating that this distress was not specific to male
factor diagnosis or disproportionate for this group (Peronace
et al., 2007). These findings contrast results of older studies
in which men with male factor infertility displayed more anxiety and depression compared with fertile men (e. g. Glover
et al., 1996). According to the European IVF-Monitoring Committee, Denmark has the highest rate of assisted reproduction infants per national births in Europe with 4.6% in the
year 2008 (Ferraretti et al., 2012), suggesting that infertility
has greater societal recognition. As an important aspect of
the psychosocial impact of infertility on both partners of
the couple, stigmatization may be influenced by the cultural
background of the society as well as by the meaning and the
status of reproductive medicine treatment in the public
media discourse.

Donor insemination: a treatment that gives
rise to many emotional reactions: extracts of
an empirical study
DI is a family-building option for those couples where the
male partner is sterile, has undergone irreversible vasectomy, does not wish to pass on (a risk for) a hereditary disease or the couple decides against (further) treatment with
ICSI and adoption. In DI, the semen of another man (the
donor) is used to inseminate the female partner and achieve
pregnancy. For most couples, DI is contemplated only once
other options have failed. Thus, most men have been diagnosed with male infertility and most couples have been
confronted with the emotional repercussions of failed
treatment. They need to consider an alternative family
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building option which requires them to reflect on the meanings of the contribution of another male, the sperm donor;
the asymmetry of parenthood (biological mother and social
father); their ability to bond with the child; their and the
donor’s role towards the child as well as managing the
stigma of DI including the question of if and how they can
talk to the child and significant other about their use of DI.
The counselling process of men and their partners in this
particular situation therefore typically raises issues such as
male self-esteem, the stigma of male infertility and quality
of life including sexual satisfaction and provides men with a
possibility of voicing their emotional needs – and men tend
to use this opportunity. This second section will provide a
range of emotional reactions underlining and providing examples for these issues. Men also feel pain from and experience
distress as a result of infertility, but socialization and gender
differences contribute to different management of their
affects. The reactions described in this section are extracts
of a qualitative study carried out on 22 males and their partners (Thorn, 2005; in the original study, one lesbian couple
participated; the data of this couple is not included in the
results presented in this article). Men and their partners were
recruited via infertility clinics, infertility counsellors and an
online chat forum for infertility. All respondents were German, had had at least one contact with an infertility clinic
and the male partners had been diagnosed with male infertility or other reasons for DI such as a genetic disease. DI had
been considered an option by all participants. The mean
age of the male partner was 36; of the female partner 31
years. Just under 20% had a trade certificate, 43% a professional certificate and 37% a university degree. Respondents
came from rural and urban areas of Germany, but only three
couples resided in the former eastern states. The most relevant data of this study regarding typical reactions of men is
presented.
Typical counselling issues in DI include: (i) acknowledging
the past and all previous efforts of the couple to have a child;
(ii) supporting the couple in grieving for the child the couple
was not able to have; (iii) managing social and biological parenthood as well as meanings attached to the donor; (iv) tackling the stigma of infertility and information sharing with
others; and finally (v) preparing disclosure with the child
(British Infertility Counselling Association, 2004; Thorn,
2006a; Thorn and Wischmann, 2009). This structure will be
used in order to highlight typical male reactions and needs.

to believe the first and second diagnosis The final diagnosis
tends to leave men with feelings of powerlessness They describe
infertility to be ‘‘a blow in your face’’, ‘‘something unimaginable’’ and voiced feelings of helplessness and despair
Infertility is not only perceived to be a physical deficiency, but as a factor impacting negatively on male
self-esteem and identity as well as on the social expectation
of a man to be virile and potent:

Acknowledging past experiences

Supporting grief for both partners

Many men considering DI have been confronted with the
diagnosis of male infertility. In some cases, diagnosis took
place many years prior to considering DI, in others, it was
a recent experience. Many men describe the diagnosis of
infertility as a devastating experience:

For most couples, DI initially is not their preferred way of
building a family. They have attempted to conceive with
their own gametes in the hope to have a child biologically
related to both parents. Once they have decided to use
DI, they will have to come to terms with not having this
child and accept an alternative family composition in which
only the female partner shares biological ties with the child.
After the diagnosis of infertility, men often experience this
as the second loss:

Well, it was a pretty shattering . . . because I had not
expected that it doesn’t function or that it does not
work. . . . I never expected that.
I was shocked, to put it bluntly.
Some reactions include disbelief and denial and men
sometimes undergo several examinations, as they tend not

There are male ideals which are propagated again and
again, there is this template of a perfect male – and
now I do not fit into this template anymore.
Female partners also share this perception:
It does not fit the nature of a man to be infertile. I think
my husband, at the beginning, he did not find himself
anymore. A part of his maleness was simply gone.
Such strong emotional reactions confirm that male and
female partners share similar reactions Management strategies, however, seem to differ between men and women
Whereas men tend towards pragmatic solutions and a
step-wise approach, women typically voice a great need
to share their emotions:
I think I will have to accept it as it is, there is nothing I
can do anyway. I was diagnosed, I suffered, and now I
find a way forward. My wife, however, needs to talk
and sometimes I am glad she has so many friends who
are willing to listen.
Couples often struggle with such different needs and an
important aim in counselling is to attach a positive connotation to the fact that there are different management strategies: one strategy that does not ignore the emotional
repercussions (‘‘loss-oriented’’) and another one that is
eager to find a way forward (‘‘restoration-oriented’’) However, in some cases, partners may have different emotional
‘‘speeds’’ and whereas one partner is ready to move on, the
other is still coming to terms with the emotions This difference needs to be acknowledged in the counselling process
and the couple should be supported to determine a time
frame that they both find acceptable (‘‘preparing
road-maps’’; Van den Broeck et al, 2010)

I lost my fertility and now, by using DI, I am also losing
the biological connection to the child we plan to have.
It feels like a double punishment by fate.
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At the same time, as a result of their pragmatic and
goal-oriented attitude, some men decide quickly to use DI
and their female partners wonder if their positive attitude
may result from a degree of pressure to find a way forward:

If I agree and we go ahead with DI, how will my wife know
that I am doing it for her sake only, because she suffers
so much more from infertility than I do? This is a dilemma
for us: if I consent, she will worry that I only do it for her
and maybe that will make her feel uncomfortable.

My husband had accepted DI very quickly and I was very
surprised by this speed. He seemed to suffer tremendously from the diagnosis and then, when DI was
mentioned, it was like he had forgotten all about his
feelings. He wanted to move on and to overcome this
painful situation, maybe for his own sake, but maybe also
because he could not bear to see me suffer. Initially, I
did not trust him, but after several long conversations
with him, I truly believed that he was ready to move on.

Counselling interventions can aim to explore the different intensity of a wish for a child and the general balance
of give and take in the relationship: It explores the circumstances under which one partner may concede to DI as a gift
to the other and it explores the circumstances under which
a partner may accept the gift without feeling emotional
pressure

Female partners often are surprised by this speed and
fear that men do not give adequate space and time to find
closure for their emotional pain One important issue in
counselling is therefore to find a time frame and a ritual
(or several) that both partners define as adequate for finding closure and mourning the child they are not able to have

Managing social and biological parenthood and
meanings attached to the donor
For most couples, social parenthood is less desirable and
perceived to be more fragile than biological parenthood.
In the couple’s imagination, this affects the bonding quality
between the father and the child, which is often assumed to
be less secure than between the mother and the child:
If I have a child via DI, I worry that a child may instinctively see me as a secondary or even unimportant person
as it is my wife who will share the biological links. Maybe
I will be number three in my own family: first the child,
then the mother and finally me. I may be on my own in
my own family.
There is a big difference between a normal family and a
DI family. If I had a genetic child, then I would feel at
home, my role would be different. That’s the point
where I am vulnerable, the lack of biological connection,
that’s where I can be marginalized so easily.
The donor as the biological genitor is often considered to
be the ‘‘real’’ father and the male partner may – at least
initially – consider him to be the competitor:
The donor, well, he can do what I cannot do: he can
father a child. And this makes me feel pretty inferior,
and I will have to find a way to manage this, to overcome
this. Or I have to consciously suppress these thoughts.
It can be helpful to reframe internal concepts of social
parenthood, of ‘‘fathering’’ a child and the notion of ‘‘bonding’’ and to provide information on current research that
suggests that the quality of bonding in families following DI
is similar to bonding in other families types (eg Blake
et al, 2012; Golombok et al, 2005, 2006; Lycett et al, 2004)
Furthermore, DI has the potential to impact on the balance of give and take between partners, especially if one
partner’s desire for a child is greater than the other’s:

Tackling the stigma of male infertility and sharing
information with significant others
DI has been shrouded in secrecy for many decades. Only
recently have parents started to openly share their child’s
nature of conception. Many men clearly indicate that the
secrecy is based on two fears: in heterosexual couples, DI,
in contrast to adoption, reveals the male partner’s infertility; and it also reveals the contribution of a donor and thus
the unusual family composition:
If we talk openly about DI with my male friends, how will
they view me? I never talked about my infertility, and I
guess I would have to do this first. But I don’t know if I
have the courage because I don’t know how they will
react.
We need to protect ourselves and our child from negative
public reactions. You never know how others react. We
would be very worried that the child could be ridiculed
or even ostracized at school.
In many countries, families with a difference are portrayed in the media more and more often; families built
by third-party conception are becoming part of this public
awareness and the climate for such families is becoming
more accepting Intending parents, however, need to feel
confident about their use of DI and, as already described,
both partners should have found closure For most men, this
means that they have accepted their infertility rather than
feeling the need to dissociate from it:
When we discussed if and how we would talk to our child,
I was again confronted with my infertility issue. It was
clear: if our daughter knows, she will at some stage talk
to others, and then they will realize I am infertile. So I
started to talk to some close friends and found out that
they were pretty sympathetic. This helped me to accept
my infertility, and I knew I would have someone to talk to
if I needed to, although I was certain that I would not
have a great need to talk.
This indicates once more the vital support that pretreatment counselling can provide for tackling the long-term
implications of male infertility and DI Supporting couples
to find closure with infertility not only helps them to move
on, it can also raise their confidence for the family building
options they chose It also helps them to develop strategies
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for disclosing DI to significant others so that they feel more
at ease Educational group work for couples considering DI
has the additional advantage that the group setting itself
challenges the taboo and that this protected setting enables
male participants to share their experiences with others;
something they describe to be both a relief and empowering
Group settings can impact positively on confidence (Daniels
et al, 2007), especially as participants can stay in touch with
and support each other beyond their participation in a group
programme

Preparing disclosure with the child as an important
counselling task
Many couples are uncertain about when and how to talk to
their future children about their conception. They feel that
DI is ‘‘too complex’’ to be understood by young children and
consider not sharing ‘‘better for the child in order to ensure
a reasonable upbringing, especially, during puberty.’’ They
feel that disclosure may be more appropriate once the child
has reached adulthood:
When you are 23 or 24, you may be strong enough to
manage something like this.
In many cases, men and their partners indicate a lack of
information for an appropriate and thoughtful process of
disclosure:
I think it is very difficult. How do you tell the child? You
cannot simply. . . confront the child with it, like ‘‘Listen,
we could not have any children ourselves and therefore
we decided to do DI and you were born like this’’.
Because, what would the child think about it, if it learns
how it was conceived? Those are all these questions
where one day, oh no, we had better not tell the child.
But of course, this would not be fair to the child either.
There is increasing agreement that both children and parents fare best if disclosure takes place between the age of 3
and 6 years, so that a family secret as well as the risk of children finding out inadvertently and the potential of an identity
crisis resulting from late and inappropriate disclosure are
avoided (Blyth et al, 2012) Counsellors can support men and
their partners by providing guidance, by supporting them to
develop narratives for disclosure and by indicating resources
such as booklets they can use (eg Infertility Research Trust,
1991; Thorn, 2006b) Couples should also be informed about
the meaning of donor conception at various developmental
stages of the child They should be aware that disclosure is a
process rather than one single talk to a child, that children
will manage this information in accordance to their psychological development and that curiosity about the donor and
a desire to meet him is not an indication of unsuccessful bonding to the father but interest in their biological origin (Kirkman et al, 2007; Scheib et al, 2005)

Summary
In general, the emotional impact of infertility seems to be
lower for men than for women (Greil et al., 2010), and this
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seems to result from the (invasive) medical treatment typically women undergo and from the fact that the physical
aspects of failed treatment and of pregnancy loss are not
experienced by men (Mahlstedt, 1985). On the other hand,
more recent studies with sophisticated methodological
design show that these differences are indeed small or factually non-existent. At least men with male factor infertility
suffer as much as women diagnosed with female factor
infertility, but research results are still inconclusive (Holter
et al., 2007; Peronace et al., 2007). This suffering is caused
in part by the fact that in general male factor infertility
seems to be more stigmatized than other infertility diagnoses. Apparently, men do indeed experience pain related to
their infertility but may feel they have few acceptable outlets for the expression of their emotional distress (Webb and
Daniluk, 1999). Forthcoming studies have to differentiate
between the psychological impact of infertility on women
and men and their respective abilities to communicate easily about this distress (Wischmann, 2012). Studies on the
psychological impact of invasive reproductive treatment
measures (e.g. MESA/TESE) on infertile men are still missing. Many more studies on infertile men in non-Western
societies need to be conducted in order to understand the
cultural impact on infertility. Results of studies conducted
so far indicate that the emotional impact of infertility on
men is much stronger in more traditional oriented cultures
and in cultures where reproductive medicine treatment is
still a social taboo.
A significant selection bias has to be considered in previous studies on men and their reactions to infertility because
of high non-responder rates. Men’s gender-specific experiences of the infertility problem, of their medical diagnosis
and of the donor insemination treatment have to be targeted more closely by forthcoming research (Lloyd, 1996).
Especially, qualitative research has the potential to show
that men do make implicit issues explicit, acknowledge
and share their emotional repercussions and can also voice
their emotional needs (e.g. Dooley et al., 2011).

Conclusions for infertility counselling
Clinical experience indicates that infertility counselling is
still primarily sought by women. In the light of results of
the latest research concerning the impact of infertility and
the impact of the diagnosis of male-factor infertility on men,
counsellors should strongly consider strategies that facilitate
the uptake of infertility counselling by men. These include
offering flexible times (such as possibilities for appointments
after work), a setting that explicitly addresses men and their
needs (explicitly describing infertility as a couple issue and
inviting men to participate) and a language that both
genders find helpful and inviting (using terms such as
‘‘information seminar’’ instead of ‘‘group therapy’’). Providing patient-friendly and resource-oriented questionnaires
before the beginning of reproductive medicine treatment
may help to identify those infertile men who are in need of
psychosocial support by mental health professionals (e.g.
FertiQol, Boivin et al., 2011; SCREENIVF, Verhaak et al.,
2010).
When counselling men by themselves or with their partners, their management strategies should receive equal
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consideration and gender differences should be made
explicit and connoted as resources a couple can draw upon
rather than problems.
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