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Abstract 

Introduction: Male infertility remains a neglected public health problem in sub-Saharan Africa, characterized by significant 

diagnostic delays due to sociocultural and economic barriers. This study aims to analyze the epidemiological, clinical, and 

paraclinical profiles of male infertility and to identify factors contributing to delayed consultation at the Yalgado Ouédraogo 

University Hospital (CHU-YO). Methods: A descriptive cross-sectional study was conducted from October 2021 to September 

2023, including 111 men evaluated for infertility. Data were collected retrospectively from medical records and supplemented by 

structured interviews. Statistical analyses were performed using EPI Info 7.2. Results: The hospital prevalence of male infertility 

was 5.39%. The mean age was 35.87 years; 41.44% were civil servants and 29.73% had no formal education. The mean 

consultation delay was 50 months. Oligospermia (45%) and azoospermia (32%) were the most frequent sperm abnormalities. A 

varicocele was detected in 48.65% of patients. The main factors for delay included financial constraints (65.52%), initial 

consultations with non-specialists (61.25%), and cultural beliefs attributing infertility to women (24.14%). Conclusion: Male 

infertility in Burkina Faso is associated with significant diagnostic delays influenced by socioeconomic and cultural factors. A 

multisectoral approach - combining public health, anthropology, and social policies - is essential to improve access to 

andrological care in resource-limited countries. 
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1. Introduction 

Male infertility affects 8-12% of couples of reproductive 

age [1], with a particularly concerning prevalence in 

sub-Saharan Africa. In Burkina Faso, this condition primarily 

affects a young and active population [2], but is characterized 

by significant consultation delays often exceeding three years 

[2]. 

These delays are explained by multifactorial obstacles in-

cluding economic barriers, the persistence of traditional 

beliefs attributing infertility to women [3, 4], and the stigma-

tization of infertile men. However, as highlighted by interna-

tional recommendations [5], early andrological evaluation is 

essential to optimize the chances of therapeutic success. 

This study aims to update data on the profile of male in-

fertility in Burkina Faso and to identify the specific determi-

nants of consultation delays, in order to develop public health 

strategies adapted to the local context. 

2. Methods 

2.1. Study Type and Setting 

A descriptive cross-sectional study was conducted in the 

Urology-Andrology Department of CHU-YO, one of the 

reference hospitals in Ouagadougou. 

2.2. Participants 

111 men presenting for infertility evaluation between Oc-

tober 2021 and September 2023 were included. Inclusion 

criteria: more than 12 months of unprotected sexual inter-

course without conception, with a confirmed fertile female 

partner. 

2.3. Data Collection 

Data were extracted from medical records and supple-

mented by interviews using a structured questionnaire. 

Variables included sociodemographic characteristics, clini-

cal history, sperm parameters (according to WHO 2021 

criteria), hormonal assays (FSH, testosterone), and scrotal 

ultrasounds. 

2.4. Statistical Analysis 

Data were analyzed with EPI Info 7.2. Categorical varia-

bles were expressed as frequencies/percentages, continuous 

variables as means ± standard deviation. The Chi2 test and 

Fisher's exact test were used for associations (p<0.05 signif-

icant). 

 

3. Results 

3.1. Sociodemographic Characteristics 

Our study included 111 patients consulting for male infer-

tility. The mean age was 35.87 years (standard deviation: 6.2; 

range: 23–55 years). The most represented age group was 30–

39 years (58.56%). Professionally, a majority of patients were 

civil servants (41.44%), followed by merchants/traders 

(31.53%). Educational level was variable: 33.33% had a 

secondary level education, 29.73% had no formal education, 

and 19.82% had a higher education level. Regarding marital 

status, 98.2% were married, with a predominance of primary 

infertility (81%). 

3.2. Consultation Delay and Care Pathway 

The mean consultation delay was 50 months (4 years and 2 

months), with a range from 1 to 216 months. Only 13.51% of 

patients had consulted directly in urology-andrology. The 

majority (61.25%) had first consulted other professionals: 

gynecologists (36.03%), general practitioners (15.32%), or 

traditional healers (9.9%). 

3.3. Clinical Data and History 

The most frequent medical histories included alcohol 

consumption (24.32%), urethritis (21.62%), and childhood 

urogenital schistosomiasis (16.22%). Physical examination 

revealed a varicocele in 48.65% of patients (including 53 

bilateral cases), testicular hypotrophy (26.13%), and cryp-

torchidism (2.7%). 

3.4. Sperm and Hormonal Profile 

The semen analysis was abnormal in 96.4% of cases. The 

main abnormalities are illustrated in Figure 1. 

 
OATS: Oligo-Astheno-Teratospermia 

Figure 1. Distribution of patients according to semen analysis 

abnormalities. 
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Sperm culture, performed in 89% of patients, was positive 

in 24.32% of cases. The most frequent pathogens were 

Ureaplasma urealyticum (40.74%) and Chlamydia tracho-

matis (25.93%). Figure 2 illustrates the distribution of patients 

according to the isolated pathogen. 

Among patients who underwent hormonal testing (41.44% 

for FSH, 38.74% for testosterone), 13 azoospermic patients 

had elevated FSH, suggesting a secretory origin. 

 
Figure 2. Distribution of patients according to pathogens isolated on sperm culture. Orange bars indicate frequency (%), blue bars indicate 

number of patients (n). 

3.5. Doppler Scrotal Ultrasound Profile 

The Doppler scrotal ultrasound was abnormal in 68.5% (n=76) of patients; 27% (n=30) had not undergone ultrasound and 4.5% 

(n=5) had a normal ultrasound. Scrotal ultrasound identified a varicocele in 47.75% of patients and testicular hypotrophy in 40.54%. 

Table 1. Distribution of patients according to scrotal ultrasound abnormalities. 

Ultrasound abnormalities Number (n) Frequency (%) 

Varicocele 53 47.75 

- Bilateral 52 46.85 

- Right 0 0 

- Left 1 0.9 

Testicular hypotrophy 45 40.54 

- Bilateral 36 32.43 

- Left 8 7.2 

- Right 1 0.9 

Hydrocele 12 10.81 

Epididymal cyst 15 13.51 

Atrophy 7 6.3 

 

The varicocele was grade II in 79.25% and grade III in 

20.75% of cases. 

 

3.6. Factors for Consultation Delay 

The main reported factors are illustrated in Figure 3. 
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Figure 3. Distribution of patients according to the factor for 

consultation delay. 

In multivariate analysis, cost of care (OR = 3.41; 95% CI: 

1.43–8.10; p=0.008) and initial referral pathway (OR = 14.11; 

95% CI: 3.59–55.44; p<0.001) were significantly associated 

with a prolonged consultation delay. 

4. Discussion 

Our study confirms that male infertility in Burkina Faso 

primarily affects young men (mean age: 35.87 years), who are 

active and often poorly educated. These results are consistent 

with those reported by Kirakoya et al. in Ouagadougou [2] 

and Niang et al. in Senegal [4]. The predominance of civil 

servants and traders probably reflects a recruitment bias in a 

tertiary hospital setting, where access to care remains limited 

for rural and disadvantaged populations [6]. 

The mean consultation delay (50 months) is particularly 

concerning. It exceeds that observed in other West African 

studies, such as that of Kbirou et al. in Morocco (36 months) 

[7] or Epoupa Ngalle et al. in Cameroon (40 months) [8]. This 

delay is largely explained by profound sociocultural factors: 

persistence of beliefs attributing infertility to women, stig-

matization of infertile men, and primary recourse to tradi-

tional healers [3]. 

The high prevalence of oligospermia (45%) and azoo-

spermia (32%) is consistent with regional data [1]. These 

severe disturbances could be linked to neglected genital 

infections (ureaplasma, chlamydia), as highlighted by Saint et 

al. [9], environmental exposure to pesticides and heavy metals 

(mercury), common in artisanal mining contexts [10] and 

underdiagnosed conditions like varicocele (48.65% here), 

whose impact on spermatogenesis is well established [11]. 

The low proportion of hormonal tests performed (≤41%) 

reflects limited access to specialized investigations. However, 

as recommended by Huyghe et al. [5], the minimal hormonal 

workup (FSH, testosterone) is essential to guide the etiolog-

ical diagnosis. 

Our analysis identifies two major determinants of delay: 

1) Cost of care: a predominant factor in a context where 

infertility management remains the responsibility of pa-

tients [12]; 

2) Care pathway: the majority of patients first consult gy-

necology or general medicine, where male infertility is 

often under-evaluated [13]. 

These results corroborate the work of Tabong and Adongo 

in Ghana [3], who emphasize the role of social norms in 

diagnostic delay. The stigmatization of infertile men dis-

courages them from consulting early, while traditional beliefs 

steer them towards unvalidated management approaches. 

To reduce consultation delay, an integrated strategy is 

necessary: community awareness to demystify male infertility, 

training of frontline professionals (general practitioners, 

midwives) in basic andrological screening, subsidizing in-

vestigations (semen analysis, hormonal assays) in the public 

system and development of andrological care services outside 

regional capitals. 

Our study presents several limitations. First, the sample 

size (n=111) is modest, and recruitment from a single uni-

versity hospital introduces selection bias, as rural and primary 

care populations are underrepresented. Second, genetic anal-

yses such as Y-chromosome microdeletions and karyotyping 

were not available, which limited the etiological evaluation of 

azoospermic patients. These genetic data (Y deletions, kary-

otype) are nevertheless crucial in azoospermia [14]. Third, 

only 41% of patients benefited from hormonal testing (FSH, 

testosterone), restricting the completeness of endocrine as-

sessment. These limitations highlight the need for larger, 

multicenter studies with broader access to genetic and hor-

monal investigations. 

5. Conclusion 

This study highlights the epidemiological and clinical pro-

file of male infertility in Burkina Faso and identifies the 

main factors for consultation delay. The combination of 

financial, cultural, and systemic barriers significantly delays 

management, worsening the reproductive prognosis for cou-

ples. A multisectoral approach - combining public health, 

anthropology, and social policies - is essential to improve 

access to andrological care in resource-limited countries. 
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