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Abstract 
Reproductive failure is one of the most important issues for the population at age of procreation and approximately 15% of the couples who 
try to conceive a baby encounter reproductive difficulties. In this study, we used multicolor fluorescent in situ hybridization (FISH) probes for 
chromosomes 13, 18, 21, X and Y to evaluate the aneuploidy incidence in sperm cells. The study group included 35 males with infertility and 
oligoasthenoteratozoospermia (OAT) and 20 males with normal fertility and normal semen characteristics for which the conventional cytogenetic 
investigation using peripheral blood revealed a normal karyotype. The overall chromosome disomy and nulisomy in OAT group was higher 
than the one identified in the control group. By comparing the incidence of the disomy in the OAT group, the highest incidence was the sex 
chromosome disomy, followed by the disomy of chromosomes 13, 21 (equal values) and then 18. The nulisomy incidence in the OAT group 
was higher for sex chromosomes, followed by the nulisomy of autosomes 13, then 21 and 18. As in these days, for patients with OAT, intra-
cytoplasmic sperm injection (ICSI) is frequently used, it is important to inform the patients if they might have an increased risk of aneuploidies 
in embryos. 
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 Introduction 

Reproductive failure is one of the most important issues 
for the population at age of procreation and approximately 
15% of the couples who try to conceive a baby encounter 
reproductive difficulties. The causes of infertility are very 
complex, cytogenetic anomalies being one of the possible 
causes [1]. From the introduction of karyotyping in the 
clinical practice, it was demonstrated that constitutional 
chromosomal aberrations are involved in reproduction 
failure, aneuploidies affects one of 300 live births [2] and 
are responsible for an important percent of pregnancy loss. 

In the last years was taken in consideration the hypo-
thesis that not only somatic chromosomal anomalies but 
also germ cells chromosomal aberrations could lead to 
reproductive failure. 

Recent studies [3] showed that the frequency of 
aneuploidy in meiosis II spermatocytes (14%) is similar to 
that observed in oocytes of young women (13–19%) [4]. 

These findings suggest that differences between paternal 
and maternal contribution to aneuploidy is not due to 
differences in the chromosome segregation errors, but 
rather more effective control point in spermatogenesis 
than oogenesis. Recent studies have showed that synaptic 
and recombination errors not only cause abnormal chro-
mosome segregation but also lead to blocking meiosis. 
If a partial blockage, the result will be oligozoospermia, 
whereas a complete blockade affects all germ cells and lead 
to azoospermia [5, 6]. As for many cases of spontaneous 
abortion and infertility the causes are chromosomal 

aberrations of the embryo was suggested that the better 
estimation of the aneuploidy rate at conception can be 
done by assessing the gametes chromosomes [7]. 

The difficulties related to chromosomal evaluation in 
germ cells were overcome by the development of molecular 
cytogenetic techniques use. There are several studies regar-
ding the aneuploidy incidence in sperm cells evaluated by 
using fluorescence in situ hybridization (FISH) technique 
[8–12]. The existent studies using FISH to evaluate chro-
mosomal aneuploidy in sperm show a great variability of 
the results, no consensus being reached yet. 

FISH analysis for the evaluation of semen chromosome 
was done for patients that experience reproduction failure 
despite a normal spermogram but also for the males with 
abnormal parameters of the semen [13]. 

In this study, we used multicolor FISH probes for 
chromosomes 13, 18, 21, X and Y based on the evidence 
that these chromosomes are responsible for the most 
frequent found aneuploidies. We used strict scoring criteria 
and a minimum of 5000 sperm analyzed per chromosome 
for 35 patients with oligoasthenoteratozoospermia (OAT) 
and 20 individual with normal fertility. 

 Materials and Methods 

The group of OAT patients included males referred 
to the Laboratory of Genetics from the “Victor Babeş” 
University of Medicine and Pharmacy, Timişoara, Romania. 
The control group included males having at least two 
children and no assisted reproductive techniques applied 
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for them. Our patients were included in the present 
study after having a clinical urological examination, a 
lymphocyte karyotype, a dosage of hormonal of follicle-
stimulating hormone (FSH) and luteinizing hormone (LH) 
and testosterone. All the patients included in this study 
had normal results. The study group included 35 males 
with infertility for which the conventional cytogenetic 
investigation using peripheral blood revealed a normal 
karyotype. In this group were included males presenting 
less than 10 million sperm/mL, sperm mobility less than 
40% and normal sperm morphology less than 4%. The 
control group included 20 males with normal fertility and 
normal sperm concentration, morphology and mobility. 
Information regarding exposure to teratogenic agents was 
collected and only patients that did not have exposure to 
this kind of environmental factors were included in the study. 

Informed consent was obtained from each subject 
included in the study, in accordance with the Ethics 
Committee of the “Victor Babeş” University of Medicine 
and Pharmacy, Timişoara. 

Sperm preparation and decondensation for 
FISH analysis 

The sperm was collected after three days of abstinence 
and was washed three times with Dulbecco’s phosphate-
buffered saline, than centrifuged for five minutes at 280×g. 
The sediment was resuspended in fixative solution of 
methanol and glacial acetic acid (3:1 proportion). From 
this sediment, were prepared the slides that were deposit 
at -200C until next day. For sperm decondensation, it was 
used the protocol of Palermo et al., with minor adaptation 
in our laboratory [14]. 

FISH protocol 

For the beginning were used Vysis (Abbott) probes 
for chromosomes 18 and X/Y. The probes were prepared 
according to manufacturer protocol and denatured at 
73±10C for five minutes. The probes were added to the 
slides, covered with a 22×22 mm cover slip, sealed with 
rubber cement and incubated at 370C for 12–16 hours. 
After removing the cover slip, the slides were washed and 
counterstained with DAPI II (4’,6-diamidino-2-phenyl-
indole dihydrochloride) solution. The same slides were 
used for the next step after the rehybridization. Vysis 
(Abbott) probes for chromosomes 13 and 21 were used. 
The preparation of probes, hybridization and washing 
steps were similar to those above described. Slides were 
analyzed on a Zeiss Axio Imager M 1 microscope using 

DAPI/Orange/Green/Aqua filters and MetaSystems Isis 
programme was used for capturing the images. 

Statistical analysis 

The MedCalc® software v.12.3.0 (Mariakerke, Belgium) 
was used for statistical analyses. The Student’s t-test was 
used in order to establish if the average of results obtained 
differs significantly. Pearson’s correlation coefficient r was 
used to asses the correlations between variable. Statistical 
significance was set at p<0.05. 

 Results 

The age for the patients from the OAT group was 
between 31–42 years, with a mean of 37.2 years, while for 
the control group varied between 32–42 years and the 
mean age was 36.95 years. No correlation between paternal 
age and the rate of sperm aneuploidy was found. 

The fluorescent signal for chromosomes 18, X and Y in 
the study group were analyzed in 5110 cells/patient, while 
in control group 5140 cells/patient. The hybridization 
efficiency was 99.75% for the study group and 99.9% for the 
control group. For chromosomes 13 and 21, were analyzed 
fluorescent signals of 5150 cells/patient from the study 
group and 5210 cells/patient from the control group. 

All the OAT patients, as well as the individuals included 
in the control group, exhibit chromosomal aneuploidies 
of the semen, but a large variability of the aneuploidy rates 
was found. For each individual included in the study 
were found sperm chromosomal numerical aberrations 
involving all the chromosomes evaluated. The average 
sperm parameters of the OAT patients as well as the 
control group are presented in the Table 1. 

Table 1 – Semen parameters in the study groups 

 
Mean 
age 

[years]

Sperm 
concentration 

[×106/mL] 

Progressive 
motility  

[%] 

Normal 
morphology 

[%] 
OAT group 37.2 3.29 15.71 5.8 

Control group 36.95 61.75 62.8 78.5 

OAT: Oligoasthenoteratozoospermia. 

Chromosomes 18, X and Y 

Incidence of disomy and nulisomy for chromosome 18 
in OAT group (Table 2) was significantly higher than in 
the control group. The disomy of chromosome 18 varied 
between 0.09% and 1.92%; mean value was 0.42%. When 
compared with the disomy of chromomosome 18 in the 
control group, 0.42% vs. 0.04% was found that there is a 
significant statistical difference, p=0.0003. 

Table 2 – Incidence of disomy and nulisomy for chromosomes 13, 18, 21 and sex chromosomes 

 Dis 18 % Nul 18 % XX % YY % XY % Dis X/Y % Nul X/Y % Dis 13 % Nul 13 % Dis 21 % Nul 21 %

OAT group 0.42 0.5 0.72 0.86 2.33 3.91 4.57 1.28 1.35 1.28 1.32 

Control group 0.04 0.06 0.09 0.08 0.15 0.32 0.34 0.12 0.15 0.18 0.18 

Dis: Disomy; Nul: Nulisomy; OAT: Oligoasthenoteratozoospermia. 
 

The nulisomy of chromosome 18, in the OAT group 
varied between 0.09% and 2.72%, the mean value was 0.5% 
vs. 0.06% the nulisomy 18 in the control group and it was 
also documented a significant statistical difference, p=0.0001. 

The overall sexual chromosome disomy and nulisomy 
in OAT group (Table 2) is higher than the one identified 
in the control group. 

Gonosomes aneuploidy rate presented large variations 
for the study group. Gonosomes nulisomy varied between 
0.34% and 16.63%, with a mean value of 4.57%. Rate of 
nulisomy for sex chromosomes was significantly higher 
in the OAT compared to the control (4.57% vs. 0.34%, 
p=0.003). 

For the disomy of chromosomes gonosomes larger 
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variations were registered, between 0.44% and 19.05%, 
the mean value was 3.91% vs. 0.32% for the control group. 
The differences between the sexual chromosome incidence 
of disomy for OAT patients and the controls were 
statistically significant (p=0.0021). 

The incidence disomy due to meiosis I non-disjunction 
was 0.15% and disomy due to meiosis II non-disjunction 
was only 0.17% in the control group. For OAT group, 
the incidence of disomy due to meiosis I non-disjunction 
was 2.33% and disomy due to meiosis II non-disjunction 
was only 1.58%. 

Chromosomes 13 and 21 

Incidence of disomy and nulisomy for chromosome 
13 in OAT group was significantly higher than in the 
control group (Table 2). 

The disomy of chromosome 13 varied between 0.14% 
and 3.88%, with a mean value of 1.28%. The statistical 
difference between the OAT group and the control group 
was significant, 1.28% compared to 0.12% (p<0.0001). 

Chromosome 13 nulisomy in the OAT group varied 
between 0.19 and 8.46%, with a mean value of 1.35%. 
The incidence of chromosome 13 nulisomy was higher 
in the OAT group as compared with the control group: 
1.35% to 0.15% (p<0.0001). 

For the OAT group was found a large variation of the 
disomy, between 0.27 and 7.68%, the mean value was 1.28% 
(Table 2), while in the control group it was 0.18% (p=0.0064). 

The variation of the chromosome 21 nulisomy ranged 

between 0.27 and 5.98% with a mean value of 1% while 
for the control group it was only 0.18% (p=0.0001). 

By comparing the incidence of the disomy in the OAT 
group, the highest incidence was the sex chromosome disomy, 
followed by the disomy of chroosomes 13, 21 (equal 
values) and then 18. In the control group, the highest inci-
dence was the sex chromosome disomy, followed by the 
disomy of chromosomes 21, 13 and then 18. The nulisomy 
incidence in the OAT group was higher for sex chromosomes, 
followed by the nulisomy of autosomes 13, then 21 and 18. 
Similar distribution was found in the control group. 

Large interindividual variations were found in the group 
of OAT patients. The highest incidence of chromosome 
13 disomy (Figure 1) was found in patient OAT 3 (3.88%), 
while patient OAT 4 had the lowest incidence of disomy 
13 (0.14%). For chromosome 18, the incidence of disomy 
(Figure 2) varied between 1.92% (OAT 33) and 0.09% 
(OAT 18). The highest incidence of autosomal disomy was 
found for chromosome 21 (Figure 3), for this chromosome, 
the disomy incidence was 7.68% (OAT 33). The lowest 
incidence of chromosomes 21 disomy was 0.27% (OAT 4). 
The incidence of sexual chromosome disomy (Figure 4) 
was higher than the rate of autosome disomy and the 
interindividual variance for gonosome disomy was very 
large. Patient OAT 30 presented the highest incidence of 
gonosome disomy (19.05%), while patient OAT 18 showed 
the lowest incidence for sex chromosome disomy (0.44%). 
The overall incidence of disomy was the highest in patient 
OAT 30, and the lowest in patient OAT 18. 

 

Figure 1 – Disomy of chromosome 13 – two green signals 
corresponding to chromosome 13 and one red signal 
corresponding to chromosome 21. 

Figure 2 – Disomy of chromosome 18 – two blue signals 
corresponding to chromosome 18; red and green signals 
correspond to chromosomes X and Y. 

 

Figure 3 – Disomy of chromosome 21 – one green signal 
corresponding to chromosome 13 and two red signals 
corresponding to chromosome 21. 

Figure 4 – Sexual chromosome disomy and chromosomes 
18 nulisomy – one cell contains both gonosomes, X and 
Y, corresponding to red and green fluorescent signals 
and no blue signal corresponding to chromosomes 18. 
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 Discussion 

The association of maternal advanced age with an 
increased risk for having an offspring with aneuploidy is 
well documented, while the effect of paternal advanced 
age is still unclear [15]. There are several reports [16, 17] 
showing that the incidence of sex chromosomes disomy 
is higher in cases of advanced paternal age. 

Further studies try to find correlation between the 
quality of semen and the incidence of chromosomal 
aneuploidies in sperm. This hypothesis was raised after 
observing a higher incidence of chromosomal abnorma-
lities in cases where intra-cytoplasmic sperm injection 
(ICSI) was performed due to low concentration/motility/ 
morphology of semen [18]. The OAT patients included in 
this study were considered for ICSI in order to conceive 
a child and the semen testing revealed information useful 
for the management of the couple. 

FISH analysis was introduced in 1990 for assessment 
of chromosomal aneuploidy in sperm. Initially, it was used 
a single hybridization probe for a single chromosome in 
a cell, and then it was the two-color FISH and three-
color FISH. 

Initial studies had obvious limitations, which are 
reduced accuracy of the results using the FISH technique. 
These limitations include patient selection, small number 
of spermatozoa evaluated for each patient, protocols for 
FISH technique and fluorescent signal quantification 
criteria. 

Since 2000, several studies using FISH analysis for 
detection of aneuploidy in sperm was done [7, 10, 12, 14, 
19–22], but still there is a great variability of the size of 
the groups, the methodology, the chromosomes evaluated 
and especially the numbers of scored spermatozoa, so 
different results were reported as regard of the incidence 
of chromosomal imbalanced found. Many of the reports 
found an increased rate of disomy, especially for the  
sex chromosomes, and in some cases, positive/negative 
correlations were found between patients’ characteristics 
and severity of the aneuploidy [8, 9, 11, 12, 22]. 

For the control group, the rates of aneuploidy were 
similar with those reported by Templado et al. [7]. For the 
OAT group, the overall rate of chromosomal aneuploidy 
was 14.63%, which is comparable with the reports of 
Kleiman et al. [23] in Israel (16.6%), Pylyp et al. [24] in 
Ukraine, Kumtepe et al. [25], in Turkey (12%). Lower 
rates of chromosomal aneuploidy were reported by Wang 
et al. [26], in China (8.5%), Rao et al. [27], in India 
(7.9%), Gekas et al. [28], in France (6.9%). 

In this study, we have recorded also the incidence of 
nulisomy, which is not often reported. There is a debate 
regarding the correct assessment of nulisomy and its 
distinction to a failure of hybridization. Taking in consi-
deration chromosomal non-disjunction during meiosis as 
the mechanism underlying the occurrence of disomy/ 
nulisomy, the incidence of nulisomy should be similar to 
the rate of disomy. We consider that our results regarding 
the incidence of nulisomy are not due to artifacts during 
the procedure so because in both groups, for the autosomal 
chromosomes studied, the rate of disomy/nulisomy is close 

to 1:1 (1.28% vs. 1.35%, 0.42% vs. 0.5%, 1.28% vs. 
1.32%, 0.12% vs. 0.15%, 0.18% vs. 0.18%). In the OAT 
group, the rate of nulisomy for sex chromosomes compared 
with the disomy is 1.16 (4.57% vs. 3.91%) explained by 
the high levels of sex chromosomes nulisomy. These 
findings can be explained by the anaphase lag that can 
occur in spermatogenesis [29, 30]. 

We have studied the hypothesis of a possible correlation 
between sperm parameters and the incidence of aneuploidy. 
Between the semen parameters and aneuploidy of the 
studied chromosomes were found weak negative corre-
lations. The correlation coefficients were: -0.49 for sperm 
concentration and aneuploidy rate, -0.53 for morphology 
and chromosomal aberrations, -0.62 for sperm motility 
and aneuploidy. The overall incidence of disomy in the 
OAT group showed a weak to moderate correlation with 
the semen parameters. Previous studies have reported 
negative correlation between the rate of chromosome 
aneuploidy and oligospermia [9, 31]. 

In this study, we found a weak negative correlation 
between the disomy incidence and the sperm concentration 
(r=-0.45). By comparing the disomy incidence and the 
progressive motility and the normal morphology, we found 
a moderate to weak negative correlation, the correlation 
coefficients were r=-0.57 and r=-0.49 respectively. 

Different results in regards with the correlation between 
low motility and rate of aneuploidy were found. There 
are researchers that reported modest correlation between 
those two parameters [32, 33], while in other cases, no 
correlation was found [34]. In regards with the correlation 
between the high incidence of teratozoospermia and the 
rate of aneuploidy, several reports indicated a positive 
correlation [35, 36], while in other cases no correlation 
was documented [34]. 

 Conclusions 

The results of our study sustain the importance of 
sperm FISH analysis for the patients with OAT, which 
usually undergoes assisted reproductive techniques. The 
molecular cytogenetic analysis allows the evaluation of 
sperm aneuploidy rates and should be recommended 
before the application of any assisted reproductive 
procedure. These investigations allow the identification 
of patients with an increased risk for reproduction failure 
and facilitate an appropriate counseling in order to inform 
the patients about their reproductive options, the genetic 
preimplantation testing and the prenatal genetic tests that 
are available. We consider that this study bring a contri-
bution to characterization of OAT patients and to our 
knowledge is the first study on OAT patients in Romanian 
population. 

Conflict of interests 
The authors declare that they have no conflict of 

interests. 

Acknowledgments 
Dr. Andreescu Nicoleta’s work was financed by 

POSDRU Grant No. 159/1.5/S/136893, Grant with title: 
“Parteneriat strategic pentru creşterea calităţii cercetării 



Assessment of chromosomal aneuploidies in sperm of infertile males by using FISH technique 

 

177

ştiinţifice din universităţile medicale prin acordarea de 
burse doctorale şi postdoctorale – DocMed.Net_2.0”. 

This research was done in the Center of Genomic 
Medicine from the “Victor Babeş” University of Medicine 
and Pharmacy, Timişoara, POSCCE Project ID: 1854, 
code SMIS: 48749, “Center of Genomic Medicine v2”, 
Contract No. 677/09.04.2015. 

References 

[1] Shi Q, Martin RH. Aneuploidy in human spermatozoa: FISH 
analysis in men with constitutional chromosomal abnormalities, 
and in infertile men. Reproduction, 2001, 121(5):655–666. 

[2] Martin RH, Spriggs E, Rademaker AW. Multicolor fluores-
cence in situ hybridization analysis of aneuploidy and diploidy 
frequencies in 225,846 sperm from 10 normal men. Biol 
Reprod, 1996, 54(2):394–398. 

[3] Uroz L, Templado C. Meiotic non-disjunction mechanisms in 
human fertile males. Hum Reprod, 2012, 27(5):1518–1524. 

[4] Garcia-Cruz R, Casanovas A, Brieño-Enríquez M, Robles P, 
Roig I, Pujol A, Cabero L, Durban M, Garcia Caldés M. Cyto-
genetic analyses of human oocytes provide new data on 
non-disjunction mechanisms and the origin of trisomy 16. 
Hum Reprod, 2010, 25(1):179–191. 

[5] Gonsalves J, Sun F, Schlegel PN, Turek PJ, Hopps CV, 
Greene C, Martin RH, Pera RA. Defective recombination in 
infertile men. Hum Mol Genet, 2004, 13(22):2875–2883. 

[6] Egozcue J, Sarrate Z, Codina-Pascual M, Egozcue S, Oliver-
Bonet M, Blanco J, Navarro J, Benet J, Vidal F. Meiotic 
abnormalities in infertile males. Cytogenet Genome Res, 2005, 
111(3–4):337–342. 

[7] Templado C, Uroz L, Estop A. New insights on the origin and 
relevance of aneuploidy in human spermatozoa. Mol Hum 
Reprod, 2013, 19(10):634–643. 

[8] Mokánszki A, Molnár Z, Ujfalusi A, Balogh E, Bazsáné ZK, 
Varga A, Jakab A, Oláh É. Correlation study between sperm 
concentration, hyaluronic acid-binding capacity and sperm 
aneuploidy in Hungarian patients. Reprod Biomed Online, 
2012, 25(6):620–626. 

[9] Durak Aras B, Aras I, Can C, Toprak C, Dikoglu E, Bademci G, 
Ozdemir M, Cilingir O, Artan S. Exploring the relationship 
between the severity of oligozoospermia and the frequencies 
of sperm chromosome aneuploidies. Andrologia, 2012, 44(6): 
416–422. 

[10] Gianaroli L, Magli MC, Cavallini G, Crippa A, Nadalini M, 
Bernardini L, Menchini Fabris GF, Voliani S, Ferraretti AP. 
Frequency of aneuploidy in sperm from patients with extremely 
severe male factor infertility. Hum Reprod, 2005, 20(8):2140–
2152. 

[11] Templado C, Vidal F, Estop A. Aneuploidy in human sperma-
tozoa. Cytogenet Genome Res, 2011, 133(2–4):91–99. 

[12] Vozdova M, Heracek J, Sobotka V, Rubes J. Testicular sperm 
aneuploidy in non-obstructive azoospermic patients. Hum 
Reprod, 2012, 27(7):2233–2239. 

[13] Ramasamy R, Besada S, Lamb DJ. Fluorescent in situ 
hybridization of human sperm: diagnostics, indications, and 
therapeutic implications. Fertil Steril, 2014, 102(6):1534–1539. 

[14] Palermo GD, Colombero LT, Hariprashad JJ, Schlegel PN, 
Rosenwaks Z. Chromosome analysis of epididymal and 
testicular sperm in azoospermic patients undergoing ICSI. 
Hum Reprod, 2002, 17(3):570–575. 

[15] Erickson JD. Down syndrome, paternal age, maternal age 
and birth order. Ann Hum Genet, 1978, 41(3):289–298. 

[16] Griffin DK, Abruzzo MA, Millie EA, Sheean LA, Feingold E, 
Sherman SL, Hassold TJ. Non-disjunction in human sperm: 
evidence for an effect of increasing paternal age. Hum Mol 
Genet, 1995, 4(12):2227–2232. 

[17] Lähdetie J, Ajosenpää-Saari M, Mykkänen J. Detection of 
aneuploidy in human spermatozoa of normal semen donors 
by fluorescence in situ hybridization. Environ Health Perspect, 
1996, 104(Suppl 3):629–632. 

[18] Bonduelle M, Van Assche E, Joris H, Keymolen K, Devroey P, 
Van Steirteghem A, Liebaers I. Prenatal testing in ICSI 
pregnancies: incidence of chromosomal anomalies in 1586 

karyotypes and relation to sperm parameters. Hum Reprod, 
2002, 17(10):2600–2614. 

[19] Bernardini L, Gianaroli L, Fortini D, Conte N, Magli C, Cavani S, 
Gaggero G, Tindiglia C, Ragni N, Venturini PL. Frequency of 
hyper-, hypohaploidy and diploidy in ejaculate, epididymal and 
testicular germ cells of infertile patients. Hum Reprod, 2000, 
15(10):2165–2172. 

[20] Burrello N, Calogero AE, De Palma A, Grazioso C, Torrisi C, 
Barone N, Pafumi C, D’Agata R, Vicari E. Chromosome 
analysis of epididymal and testicular spermatozoa in patients 
with azoospermia. Eur J Hum Genet, 2002, 10(6):362–366. 

[21] Ma S, Arsovska S, Moens P, Nigro M, Chow V. Analysis of 
early meiotic events and aneuploidy in nonobstructive azoo-
spermic men: a preliminary report. Fertil Steril, 2006, 85(3): 
646–652. 

[22] Rodrigo L, Rubio C, Peinado V, Villamón R, Al-Asmar N, 
Remohí J, Pellicer A, Simón C, Gil-Salom M. Testicular sperm 
from patients with obstructive and nonobstructive azoospermia: 
aneuploidy risk and reproductive prognosis using testicular 
sperm from fertile donors as control samples. Fertil Steril, 
2001, 95(3):1005–1012. 

[23] Kleiman SE, Yogev L, Gamzu R, Hauser R, Botchan A, 
Lessing JB, Paz G, Yavetz H. Genetic evaluation of infertile 
men. Hum Reprod, 1999, 14(1):33–38. 

[24] Pylyp LY, Spinenko LO, Verhoglyad NV, Zukin VD. Chromo-
somal abnormalities in patients with oligozoospermia and 
non-obstructive azoospermia. J Assist Reprod Genet, 2013, 
30(5):729–732. 

[25] Kumtepe Y, Beyazyurek C, Cinar C, Ozbey I, Ozkan S, 
Cetinkaya K, Karlikaya G, Karagozoglu H, Kahraman S.  
A genetic survey of 1935 Turkish men with severe male factor 
infertility. Reprod Biomed Online, 2009, 18(4):465–474. 

[26] Wang RX, Fu C, Yang YP, Han RR, Dong Y, Dai RL, Liu RZ. 
Male infertility in China: laboratory finding for AZF micro-
deletions and chromosomal abnormalities in infertile men from 
Northeastern China. J Assist Reprod Genet, 2010, 27(7):391–
396. 

[27] Rao KL, Babu KA, Kanakavalli MK, Padmalatha VV, Deena-
dayal M, Singh L. Prevalence of chromosome defects in 
azoospermic and oligoastheno-teratozoospermic South Indian 
infertile men attending an infertility clinic. Reprod Biomed 
Online, 2005, 10(4):467–472. 

[28] Gekas J, Thepot F, Turleau C, Siffroi JP, Dadoune JP, 
Briault S, Rio M, Bourouillou G, Carré-Pigeon F, Wasels R, 
Benzacken B; Association des Cytogénéticiens de Langue 
Française. Chromosomal factors of infertility in candidate 
couples for ICSI: an equal risk of constitutional aberrations 
in women and men. Hum Reprod, 2001, 16(1):82–90. 

[29] Cimini D, Moree B, Canman JC, Salmon ED. Merotelic 
kinetochore orientation occurs frequently during early mitosis 
in mammalian tissue cells and error correction is achieved 
by two different mechanisms. J Cell Sci, 2003, 116(Pt 20): 
4213–4225. 

[30] Cupisti S, Conn CM, Fragouli E, Whalley K, Mills JA,  
Faed MJW, Delhanty JDA. Sequential FISH analysis of oocytes 
and polar bodies reveals aneuploidy mechanisms. Prenat 
Diagn, 2003, 23(8):663–668. 

[31] Mougou-Zerelli S, Brahem S, Kammoun M, Jerbi M, Elghezal H, 
Ajina M, Saad A. Detection of aneuploidy rate for chromo-
somes X, Y and 8 by fluorescence in-situ hybridization in 
spermatozoa from patients with severe non-obstructive oligo-
zoospermia. J Assist Reprod Genet, 2011, 28(10):971–977. 

[32] Aran B, Blanco J, Vidal F, Vendrell JM, Egozcue S, Barri PN, 
Egozcue J, Veiga A. Screening for abnormalities of chromo-
somes X, Y and 18 and for diploidy in spermatozoa from 
infertile men participating in an in vitro fertilization-intracyto-
plasmic sperm injection program. Fertil Steril, 1999, 72(4): 
696–701. 

[33] Vegetti W, Van Assche E, Frias A, Verheyen G, Bianchi MM, 
Bonduelle M, Liebaers I, Van Steirteghem A. Correlation 
between semen parameters and sperm aneuploidy rates 
investigated by fluorescence in-situ hybridization in infertile 
men. Hum Reprod, 2000, 15(2):351–365. 

[34] Sarrate Z, Vidal F, Blanco J. Role of sperm fluorescent in situ 
hybridization studies in infertile patients: indications, study 



Nicoleta Ioana Andreescu et al. 

 

178 

approach, and clinical relevance. Fertil Steril, 2010, 93(6): 
1892–1902. 

[35] Tang SS, Gao H, Zhao Y, Ma S. Aneuploidy and DNA frag-
mentation in morphologically abnormal sperm. Int J Androl, 
2010, 33(1):e163–e179. 

[36] Brahem S, Elghezal H, Ghédir H, Landolsi H, Amara A, Ibala S, 
Gribaa M, Saad A, Mehdi M. Cytogenetic and molecular 
aspects of absolute teratozoospermia: comparison between 
polymorphic and monomorphic forms. Urology, 2011, 78(6): 
1313–1319. 

 
 
 
 
 
 
Corresponding author 
Nicoleta Ioana Andreescu, Discipline of Medical Genetics, “Victor Babeş” University of Medicine and Pharmacy,  
2 Eftimie Murgu Square, 300041 Timişoara, Romania; Phone +40256–204 476, e-mail: nicollandreescu@yahoo.com 
 
 
 
 
 
 
Received: April 23, 2014 

Accepted: April 11, 2016 
 
 


