Male Infertility
Erection, orgasm, and ejaculation are closely related but independent processes.
50% of infertility is due to the male partner.  Semen analysis is a poor predictor of fertility, but a 
great predictor of sterility.
Testes have both endocrine and exocrine functions.  Testosterone concentration is highest in the testes.
LH pulses from the anterior pituitary reflect GnRH pulses.  LH binds to Leydig cells and 
stimulates testosterone production.  Thus, testosterone production is also pulsatile.

Testosterone is bound to TeBG, and only free (unbound) is active.
FSH binds to Sertoli cells in the seminiferous tubules, stimulating production of inhibin, which 
negatively feeds back to turn off FSH output (but not LH output).
Causes of Azoospermia
	Pre-Testicular
	Post-testicular
	Primary Testicular

	Kallman’s Syndrome (anosmia, delayed sexual development)
	Young’s Syndrome (sinusitis, bronchitis)
	Varicocele (most common reversible cause of male infertility)

	Hypogonadotropic hypogonadism
	Epididymitis
	Mumps orchitis

	Anabolic steroid abuse
	Obstructed vas deferens
	Cryptorchidism

	Pituitary tumors/trauma
	
	Exposure to radiation


In any primary testicular disorder, there will be low testosterone and high LH/FSH.
In a central (pituitary) testicular disorder, there will be low testosterone and low LH/FSH.
Varicoceles are the most common reversible cause of male infertility.  They are caused by 
incompetent venous valves and blood reflux.  Damage the testes via elevated temperature.
Klinefelter’s Syndrome has a karyotype of 47, XXY.  These males have a eunuchoid appearance.
(Raymond removed an image showing the hormonal interactions between the hypothalamus and testes.)
