International Journal of Reproduction, Contraception, Obstetrics and Gynecology
Ramachandran DLB et al. Int J Reprod Contracept Obstet Gynecol. 2026 Jul;15(7):2459-2464

WWW.ijrcog.org pISSN 2320-1770 | eISSN 2320-1789

DOI: https://dx.doi.org/10.18203/2320-1770.ijrcog20261843 .. .
Original Research Article

Intracytoplasmic sperm injection outcomes using ejaculated versus
testicular sperm in severe male factor infertility: a retrospective study

Deepthi Leelia Betzy Ramachandran*, Kundavi Shankar, Geetha Veerasigamani,
Yamini Asokan, Rashmi Gingade Vittal, Geovin Ranji G., Hema Niveda K. R.,
Sandhya Devarajan, Madhumitha S.

Institute of Reproductive Medicine, The Madras Medical Mission, Chennai, Tamil Nadu, India

Received: 19 May 2026
Accepted: 03 June 2026

*Correspondence:
Dr. Deepthi Leelia Betzy Ramachandran,
E-mail: deepthibetzy@gmail.com

Copyright: © the author(s), publisher and licensee Medip Academy. This is an open-access article distributed under
the terms of the Creative Commons Attribution Non-Commercial License, which permits unrestricted non-commercial
use, distribution, and reproduction in any medium, provided the original work is properly cited.

ABSTRACT

Background: Intracytoplasmic sperm injection (ICSI) using testicular sperm is commonly performed in severe male
factor infertility. However, differences in sperm maturity and function between ejaculated and testicular sperm may
influence reproductive outcomes.

Methods: This retrospective cohort study included 92 ICSI cycles from 84 couples treated between January 2018 and
December 2024 at the Institute of Reproductive Medicine, Madras Medical Mission. Cycles were grouped according to
sperm source: fresh ejaculate (n=61), fresh testicular sperm aspiration (fresh TESA) (n=25), and frozen testicular sperm
aspiration (frozen TESA) (n=6). Outcomes assessed included fertilization, embryo arrest, embryo transfer (ET), and
clinical pregnancy rate (CPR).

Results: Baseline characteristics were comparable among groups. The number of normally fertilized oocytes (2PN) was
significantly higher in the fresh ejaculate group than in fresh and frozen TESA groups (7.08+4.4 vs 5.12+3.1 vs
3.1742.9; p=0.021). The number of frozen embryos was also significantly higher with ejaculated sperm (p=0.02).
Embryo arrest was highest in frozen TESA cycles (33.3%) compared to fresh TESA (8%) and ejaculated sperm cycles
(3.3%) (p=0.02). Clinical pregnancy rate per cycle was higher with ejaculated sperm (50.8%) than fresh TESA (36%)
and frozen TESA (0%) (p=0.042).

Conclusions: ICSI cycles using ejaculated sperm were associated with better embryological outcomes compared to
testicular sperm cycles. Frozen testicular sperm cycles demonstrated relatively poorer embryo developmental outcomes;
however, interpretation is limited by the small sample size. Despite lower overall success, testicular sperm remains an
important option when ejaculated sperm is unavailable.

Keywords: Intracytoplasmic sperm injection, Testicular sperm aspiration, Male infertility, Embryo development,
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INTRODUCTION

Infertility affects approximately 10% of the global
population, with male factor infertility contributing to 30%
of these cases.! Azoospermia, defined as absence of sperm
in ejaculate, occurs in 1% of men.? This condition can be
due to either bilateral obstruction of the male genital tract
(obstructive azoospermia) or non-obstructive causes.*> The

introduction of intracytoplasmic sperm injection (ICSI)
has revolutionized the treatment of severe male factor
infertility by enabling successful fertilization even in cases
with markedly impaired semen parameters or
azoospermia.® In azoospermia men, sperm retrieval
techniques such as testicular sperm aspiration (TESA)
allow the use of surgically retrieved sperm for assisted
reproduction. However, testicular spermatozoa differ from
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ejaculated sperm in terms of maturity, motility, chromatin
packaging, and functional characteristics, which may
influence fertilization, embryo development, and
pregnancy outcomes following ICSI. In addition,
cryopreservation of testicular sperm may further affect
sperm viability and developmental potential.

Previous studies comparing ejaculated and testicular
sperm in ICSI cycles have reported conflicting results
regarding fertilization, embryo quality, and pregnancy
outcomes. Therefore, the present study aimed to compare
ICSI outcomes using fresh ejaculated sperm, fresh
testicular sperm (fresh TESA), and frozen testicular sperm
(frozen TESA) in patients with severe male factor
infertility.

METHODS
Study design and participant selection

The present study was designed as a retrospective cohort
study conducted over a period of seven years, from
January 2018 to December 2024. The study included
couples who underwent ICSI treatment for subfertility at
the Institute of Reproductive Medicine, Madras Medical
Mission.

Participants were selected based on predefined inclusion
and exclusion criteria. The inclusion criteria comprised
couples undergoing ICSI for severe male factor infertility.
Severe male factor infertility was defined by sperm
concentration less than 5 million/ml and/or the presence of
severe abnormalities in sperm motility and morphology,
including cases of azoospermia. The ejaculated sperm
group included men with sperm concentration <5 million
sperm/ml, while the testicular sperm groups included
azoospermic men undergoing TESA.

Couples in whom donor sperm was used for fertilization
were excluded from the study to maintain uniformity in
evaluating reproductive outcomes associated with the male
partner’s sperm parameters and sperm retrieval methods.
Y chromosome microdeletion analysis was carried out for
all patients, and no microdeletions were detected in the
study population.

A total of 92 ICSI cycles were assessed in the present
study. Based on the sperm source used during the
treatment cycle, the participants were categorized into
three groups. Group A included cycles using fresh
ejaculated sperm (61 cycles), group B consisted of cycles
using fresh testicular sperm (fresh TESA) samples (25
cycles) and group C included cycles using frozen TESA
samples (6 cycles).

All patients underwent standard ovarian stimulation,
oocyte retrieval and ICSI procedures according to
institutional protocols. For TESA samples, retrieved
testicular tissue was mechanically processed in the
embryology laboratory to isolate viable spermatozoa.
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Sperm selection for ICSI was performed by experienced
embryologists based on the presence of motility and/or
morphological  viability under high-magnification
microscopy. Fertilization assessment was performed
approximately 16-18 hours after ICSI by identification of
two pronuclei (2PN). Embryo development was
subsequently monitored until embryo transfer or
cryopreservation. Cycles with total fertilization failure or
complete embryo arrest were considered as negative
outcomes and were included under no-pregnancy
outcomes based on intention-to-treat (ITT) analysis. In
cycles where viable embryos were obtained, embryo
transfer details were recorded and analysed for pregnancy-
related outcomes.

Clinical pregnancy was defined as the presence of an
intrauterine gestational sac detected on transvaginal
ultrasonography. Clinical pregnancy rate (CPR) per cycle
was calculated as the number of clinical pregnancies
divided by the total number of initiated ICSI cycles,
expressed as a percentage. Clinical pregnancy rate per
transfer was calculated as the number of clinical
pregnancies divided by the total number of embryo
transfer cycles, expressed as a percentage.

Statistical analysis

Statistical analysis was performed using SPSS version
30.0. Continuous variables were expressed as
meantstandard deviation and categorical variables as
frequency and percentage. Comparisons between groups
were performed using one-way ANOVA for continuous
variables and chi-square test or Fisher’s exact test for
categorical variables. A p value<0.05 was considered
statistically significant.

RESULTS

A total of 84 patients undergoing 92 ICSI cycles were
included in the study and were divided into 3 groups (A, B
and C) of 61, 25 and 6 cycles respectively. Among these,
total fertilization failure (TFF) was observed in 2 cycles,
accounting for 2.2% of the study population. Embryo
arrest occurred in 6 cycles, representing 6.5% of the total
cycles assessed. These cycles were included as negative
outcomes according to intention-to-treat analysis. Embryo
transfer (ET) was successfully performed in 84 cycles,
which constituted 91.3% of the total study cycles.

Baseline demographic, hormonal, and ovarian response
characteristics were comparable among the three groups.
The mean number of MII oocytes showed a decreasing
trend across the groups with values of 8.34+4.7 in group
A, 6.5244.02 in group B and 4.67+2.8 in group C.
However, this difference was not statistically significant
(p=0.061). The mean number of normally fertilized
oocytes (2PN) was significantly higher in the ejaculated
sperm group compared to fresh and frozen testicular sperm
groups (p=0.021). Similarly, the number of frozen
embryos was significantly higher in the ejaculated sperm
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group (p=0.02) (Table 1). The proportion of embryo arrest
differed significantly among the groups, with the highest
proportion observed in the frozen testicular sperm group
(33.3%) compared to fresh testicular sperm (8%) and
ejaculated sperm groups (3.3%) (p=0.02) (Table 2). The
fresh ejaculated sperm group demonstrated the highest
clinical pregnancy rate (CPR) per cycle (50.8%), followed
by the fresh TESA group (36%), while no clinical

pregnancies were achieved in the frozen TESA group.
Similarly, CPR per transfer was higher in the ejaculated

sperm group (53.4%) compared to the fresh TESA group
(40.9%), whereas no pregnancies were observed in the
frozen TESA group. The differences in both CPR per cycle
and CPR per transfer among the groups were statistically
significant (p=0.041 and p=0.042, respectively) (Figure 1).

Table 1: Baseline characteristics and embryological outcomes among study groups.

Group A Group B Group C
Variables (fresh ejaculate) (fresh TESA) (frozen TESA) P value
(n=61) (n=25) (n=6)
Wife age (years) 32.54+4.9 30.48+4.3 29.83+2.1 0.104
Husband age (years) 37.90+£3.9 36.64+5.6 34.1743.5 0.108
Husband serum FSH 6.01+3.9 5.73+4.1 5.1543.8 0.863
Husband testosterone 9.63+5.2 9.62+3.9 9.43+4.9 0.995
Total oocytes 11.28+6.05 9.28+5.7 7.83+3.7 0.188
Number of MII 8.34+4.7 6.5244.02 4.67+2.8 0.061
Number of 2PN 7.08+4.4 5.1243.1 3.17£2.9 0.021
Number of frozen embryos 6.44+4 4 4.36+3.1 2.5+3.39 0.02

Data are presented as meantstandard deviation (SD).

Table 2: ICSI outcomes among study groups.

Group A Group B Group C

(fresh ejaculate) (fresh TESA) (frozen TESA)
TFF* 1 (1.6%) 1 (4%) 0 1 0.738
Embryo arrest 2 (3.3%) 2 (8%) 2 (33.3%) 0.02
ET done* 58 (95.1%) 22 (88%) 4 (66.7%) 0.05
Pregnancy outcome
No pregnancy 28 (45.9%) 16 (64%) 5(83.3%) 0.041
Biochemical 2 (3.3%) 0 1 (16.7%) )

Data are presented as frequency (%),*TFF-Total fertilization failure; ET- Embryo transfer.

Table 3: Pooled analysis comparing ejaculated and testicular sperm groups.

Group A Group B+C
Variables (ejaculated) (testicular) P value

(n=61) (n=31)
Wife age (years) 32.54+4.9 30.35+3.9 0.081
Husband age (years) 37.90+£3.9 36.1+£5.3 0.083
S. FSH 6.01+£3.9 5.62+4.07 0.658
T. testosterone 9.63+5.2 9.58+4.1 0.961
Total oocytes 11.28+6.05 9.0+5.3 0.08
MII oocytes 8.34+4.7 6.16+3.8 0.03
No. of 2PN 7.08+4.4 4.74+3.1 0.01
No. of frozen embryos 6.44+4 4 4.0+3.2 0.008
TFF 1 (1.6%) 1 (3.2%) 0.622
Embryo arrest 2 (3.3%) 4 (12.9%) 0.096
ET done 58 (95.1%) 26 (83.9%) 0.071

Continuous variables are presented as mean+standard deviation (SD), and categorical variables as frequency (%).

significantly higher numbers of normally fertilized oocytes
(2PN) (p=0.01) and frozen embryos (p=0.008) in the
ejaculated sperm group. However, differences in embryo

A secondary pooled analysis comparing the combined
fresh and frozen testicular sperm groups (group B+C) with
the ejaculated sperm group (group A) demonstrated
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arrest, embryo transfer, and clinical pregnancy rate did not
reach statistical significance (Table 3). In the pooled
analysis, the clinical pregnancy rate (CPR) per cycle was
higher in the ejaculated sperm group (50.8%) compared to
the combined testicular sperm group (29%). Similarly,
CPR per transfer was also higher in the ejaculated sperm
group (53.4%) than in the testicular sperm group (34.6%).
However, these differences did not reach statistical
significance (CPR per cycle: p=0.130; CPR per transfer:

p=0.273) (Figure 2).
P=0.04
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Figure 1: Clinical pregnancy outcome among study
groups.
#Clinical pregnancy rates per initiated cycle and per embryo
transfer were calculated using different denominators.
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Figure 2: Clinical pregnancy outcome in pooled
analysis.
#Clinical pregnancy rates per cycle and per transfer were
calculated using different denominators. Differences between
ejaculated and testicular sperm groups were not statistically
significant (CPR per cycle: p=0.13; CPR per transfer: p=0.273).

DISCUSSION

The present study compared embryological and clinical
outcomes of ICSI cycles using fresh ejaculated sperm,
fresh testicular sperm, and frozen testicular sperm in
severe male factor infertility. The findings demonstrated
significantly better embryological outcomes in cycles
utilizing ejaculated sperm, including higher numbers of
normally fertilized oocytes (2PN) and frozen embryos. In
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contrast, frozen testicular sperm cycles showed higher
embryo arrest rates and poorer embryo developmental
outcomes.

The superior embryological performance observed with
ejaculated sperm may be attributed to the greater
functional maturity of ejaculated spermatozoa. During
epididymal transit, sperm undergo maturation processes
involving chromatin condensation, membrane
remodelling, and acquisition of fertilizing capacity.
Testicular spermatozoa are relatively immature and may
exhibit altered chromatin packaging and reduced motility,
which can adversely influence fertilization and embryo
development following ICSI.

In addition, cryopreservation-related oxidative stress and
membrane damage may further impair the developmental
competence of frozen testicular sperm.*’ In the present
study, the number of normally fertilized oocytes (2PN) and
frozen embryos progressively declined from the ejaculated
sperm group to the fresh and frozen testicular sperm
groups. Embryo arrest rates were highest in frozen
testicular sperm cycles. Although clinical pregnancy rates
were lower in testicular sperm groups, acceptable
pregnancy outcomes were achieved with fresh testicular
sperm once embryo transfer was performed. These
findings suggest that while embryological efficiency may
be reduced in testicular sperm cycles, embryos that
successfully progress to transfer may retain satisfactory
implantation potential.

The secondary pooled analysis combining fresh and frozen
testicular sperm cycles further demonstrated significantly
higher numbers of fertilized oocytes, and frozen embryos
in the ejaculated sperm group. However, differences in
embryo transfer rates and clinical pregnancy rates did not
reach statistical significance after pooling. This may
indicate that sperm source predominantly influences early
embryological events rather than implantation potential
following successful embryo transfer.

Previous studies evaluating ICSI outcomes using
surgically retrieved sperm have reported conflicting
findings. Naru et al conducted a study involving 517
couples and reported no significant differences in
pregnancy or miscarriage rates between surgically
retrieved sperm and ejaculated sperm in azoospermic men
undergoing ICS1.® Similarly, Vishwekar et al showed no
statistically significant correlation was identified between
the fertilization rate (72% versus 65%), implantation rate
(58% versus 51%), and clinical pregnancy rate (CPR)
(51% versus 44.82%) when comparing the ejaculated
sperm group to the retrieved sperm group, respectively.’
Jamal et al also observed no significant differences in
fertilization or cleavage rates between ejaculated and
surgically retrieved spermatozoa.®

Conversely, some studies have reported superior outcomes

with testicular sperm in selected clinical situations.
Mohammad et al conducted an analysis revealing that the
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fertilization rates for the cohorts from which sperm were
procured via ejaculation, PESA, and TESE were observed
to be 72.1%, 73.6%, and 51.3%, respectively.’ Negri et al
demonstrated improved ICSI outcomes using testicular
sperm in patients with persistent necrozoospermia,
possibly due to reduced oxidative damage in testicular
spermatozoa.'® Similarly, Pasqualotto et al reported
satisfactory reproductive outcomes with epididymal and
testicular sperm in azoospermic patients.!! A meta-
analysis by Nicopoullos et al concluded that surgical
sperm  retrieval  techniques provide acceptable
reproductive outcomes in azoospermic men undergoing
ICSL."2

Although the ejaculated sperm group demonstrated higher
clinical pregnancy rates, pooled analysis showed no
statistically significant difference in pregnancy outcomes
once embryo transfer was achieved. This suggests that
sperm source may have a greater influence on early
embryological development than on implantation potential
following successful embryo transfer. The poorer
outcomes observed in frozen testicular sperm cycles in the
present study may be related to the combined effects of
sperm immaturity and cryopreservation-associated
cellular damage. However, interpretation of frozen TESA
outcomes should be made cautiously because of the
relatively small sample size in this subgroup.

An important limitation of the present study is that the
ejaculated sperm group consisted men with severe
oligozoospermia, whereas the testicular sperm groups
included azoospermic men undergoing sperm retrieval.
Therefore, differences observed in reproductive outcomes
may reflect both sperm source and the underlying severity
of spermatogenic dysfunction. The study is also limited by
its retrospective design, unequal distribution of study
groups, and small number of frozen TESA cycles may
have introduced selection bias and limited subgroup
comparisons. Additionally, sperm selection for ICSI,
particularly in TESA samples, may be subject to operator-
dependent variability. Variations in gamete handling and
embryology laboratory techniques between personnel may
also have influenced embryological outcomes.

Despite these limitations, the study provides clinically
relevant real-world data regarding the use of different
sperm sources in severe male factor infertility and supports
the continued role of testicular sperm retrieval in
azoospermic patients undergoing ICSI.

CONCLUSION

ICSI cycles using ejaculated sperm were associated with
better embryological outcomes compared to cycles
utilizing testicular sperm. Frozen testicular sperm cycles
were associated with relatively poorer embryo
developmental outcomes, although interpretation is
limited by the small sample size. Despite lower overall
embryological outcomes, acceptable clinical pregnancy
rates were achieved with fresh testicular sperm, supporting
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its continued role in the management of azoospermia and
severe male factor infertility. Further prospective studies
with larger sample sizes are required to better evaluate
reproductive outcomes associated with fresh and
cryopreserved testicular sperm.

ACKNOWLEDGEMENTS

Sincere gratitude is expressed by the authors to the Head
of the Department, the consultants, and the embryology
team of the institute for their support and assistance
throughout the study.

Funding: No funding sources

Conflict of interest: None declared

Ethical approval: The study was approved by the
Institutional Ethics Committee

REFERENCES

1. Sabanegh E, Agarwal A, Goldstein M. Male
infertility. In: Wein AJ, editor. Campbell-Walsh
Urology. 10th ed. Saunders Elsevier: Philadelphia,
USA. 2012:616-48.

2. Hull MG, Glazener CM, Kelly NJ, Conway DI,
Foster PA, Hinton RA, et al. Population study of
causes, treatment, and outcome of infertility. Br Med
J (Clin Res Ed). 1985;291(6510):1693-7.

3. National Institute for Health and Clinical Excellence.
Fertility assessment and treatment for people with
fertility problems. NICE Clin Guidel. 2013;156.
Available at: www.nice.org.uk/guidance/cgl56.
Accessed on 29 April 2026.

4. O’Donnell L. Mechanisms of spermiogenesis and
spermiation and how they are disturbed.
Spermatogenesis. 2014;4:¢979623.

5. Said TM, Agarwal A, Sharma RK, Thomas AJ, Sikka
SC. Impact of sperm morphology and DNA damage
on fertilization and embryo quality. Fertil Steril.
2004;82(3):673-80.

6. Naru T, Rizvi J, Wajid S, Nabi G. Intracytoplasmic
sperm injection outcome using ejaculated sperm and
retrieved sperm in azoospermic men. Urol J.
2008;5(2):106-10.

7.  Vishwekar PS, Lad N, Shivtare M, Shetty P. ICSI
outcome in surgically retrieved sperm compared with
ejaculated sperm control. Int J Reprod Contracept
Obstet Gynecol. 2019;8(3):869-75.

8. Jamal W, Vélez MP, Zini A, Phillips S, Hemmings
R, Kadoch 1J. Surgically retrieved spermatozoa
versus ejaculated spermatozoa in modified natural
IVF- ICSI cycles. Reprod Biomed Online.
2012;25(3):242-7.

9. Khalili MA, Manouchehri MA, Dehghani V.
Treatment outcome following intracytoplasmic
injection of sperm retrieved from ejaculate,
epididymis, or testis of infertile men. Arch Iranian
Med. 2004;7(3):232-6.

10. Negri L, Patrizio P, Albani E, Morenghi E, Benaglia
R, Desgro M, et al. ICSI outcome is significantly

Volume 15 - Issue 7 Page 2463



11.

12.

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Ramachandran DLB et al. Int J Reprod Contracept Obstet Gynecol. 2026 Jul;15(7):2459-2464

better with testicular spermatozoa in patients with
necrozoospermia: a retrospective study. Gynecol
Endocrinol. 2014;30(1):48-52.

Pasqualotto FF, Rossi-Ferragut LM, Rocha CC,
laconelli A, Borges E. Outcome of in vitro
fertilization and intracytoplasmic injection of
epididymal and testicular sperm obtained from
patients with obstructive and nonobstructive
azoospermia. J Urol. 2002;167:1753-6.

Nicopoullos JD, Gilling-Smith C, Almeida PA,
Norman-Taylor J, Grace I, Ramsay JW. Use of

surgical sperm retrieval in azoospermic men: a meta-
analysis. Fertil Steril. 2004;82:691-701.

Cite this article as: Ramachandran DLB, Shankar K,
Veerasigamani G, Asokan Y, Vittal RG, Geovin RG,
et al. Intracytoplasmic sperm injection outcomes
using ejaculated versus testicular sperm in severe
male factor infertility: a retrospective study. Int J
Reprod Contracept Obstet Gynecol 2026;15:2459-64.

Volume 15 - Issue 7 Page 2464




