Male contraception

Table 2. Summary of the existing vs experimental male contraception
methods and comparison of contraceptive efficacy where available
(expressed as Pregnancy Rate = unintended pregnancies per 100
men-years of exposure
Pregnancy
Rates (%)

Existing contraceptives
• Condoms
• Vasectomy

15
0.15

Contraception methods under investigation
Hormonal contraception
Androgen monotherapy
• TE
• TU
Combination of androgens with:
• GnRH-analogues
• Progestins (DMPA + T pellets)
Non-hormonal methods
Inhibition of spermatogenesis
• Chemical - pharmaceutical methods
○○ Gossypol - Adjudin - Indenopyridines
○○ Inhibition of testicular retinoic acid
• Mechanical methods
○○ Suspensories - External testicular heating
○○ Testicular ultrasound treatment
Disruption of sperm transport
• Pharmaceutical methods
○○ Alpha-adrenergic receptor blockers
○○ Peptidergic agonists
• Mechanical methods
○○ RISUGa
○○ Intra-vas plugs
Incapacitation of stored spermatozoa
• Disruption of the epididymal fluid composition
• Disruption of sperm metabolism
• Disruption of sperm-ovum interaction
• Active immunization against sperm
a
Reversible Inhibition of Sperm Under Guidance.

0.8-1.4
0.18-0.6

0

1 pregn/
250 men
0.21-0.65

use condoms as a contraceptive method, with the
percentage being higher in developed countries: 20%
in the US, 25% in Germany and 80% in Japan.10 A
key advantage of the condom is the protection it offers against sexually transmitted diseases,11 whereas

its main disadvantage is high failure rates, which in
“real life” conditions concern up to 19% of couples
during the first year of use.3 In general, the older the
condom, the higher the risk of rupture.12
Vasectomy
Vasectomy became popular as a MCM in the
1960s, particularly in the US.13 Nowadays, vasectomy
is selected by 2.7% of couples seeking contraception
(10% in the U.S.), totalling over 40 million men
worldwide.14 It is more popular among advanced
societies and more highly educated men due mainly
to cultural and religious restrictions.15 The operation
procedure includes the dissection of the vas deferens
followed by ligation and electrocoagulation of the
two ends, a minimally invasive technique of high
efficiency with failure rates lower than 1% and low
complication rates.16 The successful outcome of the
operation should be confirmed by obtaining a sperm
analysis at least 3 months postoperatively. The main
disadvantage is its poor reversibility, a fact that should
be emphasized preoperatively to the patient and which
renders this option suitable for men who do not intend
to father children in the future.
Short-term complications include bleeding and
hematomas, wound infection and epididymitis, at
rates of 1-6%.14 A major long-term complication is
procedure failure due to recanalization of the vas
deferens (0-3% of cases).17 Moreover, the rise of intraepididymal pressure as a result of the ligation of the
distal end of the vas deferens may produce discomfort
in the scrotum and can occasionally cause rupture of
the epididymis and semen leakage, which in turn is
associated with the formation of scrotal granulomas
and the development of anti-sperm antibodies in the
serum. Recently, concerns have been raised regarding
an association of vasectomy with a modestly increased
incidence of high-grade prostate cancer; however, a
causal relation could not be established.18
The rate of operated men wishing to regain their
fertility after vasectomy is at around 3.5% and is
showing an increasing trend as a result of the changes
taking place in modern societies (higher divorce rates,
family planning variability).19 Modern microsurgical
techniques of anastomosis achieve patency restoration rates of around 90%;20 however, pregnancy
rates fluctuate significantly below these values at

