SEXUAL DYSFUNCTION IN PSYCHOLOGICAL DISEASE

Introduction:

Sexual dysfunction is extremely common in psychological disease. 30-50% of the general population report sexual dysfunction compared with 90% of depressed patients. Sexual dysfunction can be caused by the disease, its treatment, or by its social and relationship consequences. Sexual dysfunction can cause significant psychological morbidity in its own right. It seems that patients are far more prepared to answer sexual questions than doctors are to ask them. One study showed that 79% of patients would have found it helpful if  they had been asked about their sexual lives,  in only 32% had their doctor actually discussed sexual matters.

Sexual function and dysfunction:

Normal sexual function can be divided into 4 phases, with problems possible in each, (see fig 1.)  It relies on complex interactions between central and peripheral neuro-transmitters, autonomic and somatic nervous systems, and arterial / venous circulation. Normal sexual responses are also profoundly affected by experiential, social, and religious pressures. It is not surprising therefore that sexual dysfunction is usually multifactorial, and that unravelling contributing causes can often be complex, and time consuming.

Figure 1.)
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Assessment:

Any assessment of sexual dysfunction must start with a careful history- medical, psychological, social and sexual. The sexual history leads to most diagnoses and has to be quite specific in its enquiry. It is important to ask clearly about sexual desire, arousal, and orgasm. It is also important to ask about the partner’s sexuality as more than 50% of partners will have associated sexual dysfunction. Likewise a psychological history is an integral part of the assessment of sexual dysfunction. Direct questioning will often elucidate previously undiagnosed depression or anxiety disorders. Such diagnoses will allow a more holistic treatment programme for the presenting sexual problem. Symptoms of sexual dysfunction and psychological problems are both intensely private, and may present obtusely.

Sexual dysfunction types are summarized in Figure 2.)

Figure 2.)
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Neuro-transmitters:

As our understanding of psychological disease and neuro-transmitter modulation improves, it becomes apparent that sexual function is dependant on the same chemicals. In simplistic terms Dopamine seems to raise sexual desire, and drugs reducing it lower libido. Noradrenaline seems to be involved with arousal, and Serotonin with satiety and orgasm. Recent research is once again being directed at the hypothalamo-pituitary axis, and its role in psychological disease, meanwhile we are becoming increasingly aware of the modulating or sensitizing effects of hormones on sexual function. For example: low testosterone in men, and probably women can lead to depression as well as reduced libido. However depressed patients, and those with low sexual frequency tend to have lower testosterone levels; the three variables therefore producing an eternal triangle. Supplementing testosterone may help treatment-resistant depression as well as improving libido!

Most psychological diseases are associated with particular sexual problems, and will be dealt with seperately:

Depression:

The vast majority of depressed patients will report sexual difficulties. Most will suffer reduced libido, although some, particularly younger men, may develop obsessive, hyperactive sexual desire perhaps in an attempt to boost a flagging serotonergic system. Arousal disorder is common, and relationship problems will further exacerbate the situation. Sexual dysfunction further undermines the sufferer’s self esteem and feelings of worthlessness. 
The integral relationship between depression, its treatment, and sexual dysfunction can be summarized in the following figure.

Figure 3)
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Anxiety Disorders:

Patients suffering with anxiety disorders may have increased or reduced libido. Arousal is often reduced by performance anxiety or an over-aroused sympathetic nervous system. Orgasmic dysfunction is extremely common, indeed premature ejaculation can be described as an anxiety disorder in its own right. OCD may be complicated by hygiene concerns, or by body dysmorphic disorder. Social phobia patients find it difficult to develop relationships, and are often sexually naïve; initial attempts are doomed to failure, convincing them further of their ineptitude. Patients with sexual obsessions or paraphilias will often respond to treatment with SSRI/SNRI’s suggesting that these conditions may also have their origins in neuro-transmitter imbalance.

Major Psychosis:

Psychosis may be associated with high or low libido. We are coming to an understanding that DA is important in sexual desire. Sexual dysfunction caused by anti-psychotics is a major cause of poor compliance. Social isolation and frequent hospital admissions cause difficulty in initiating and maintaining relationships.

Substance Abuse:

All may cause sexual dysfunction and tend to be associated with risk-taking behaviour, promiscuity, and relationship problems. Many are associated with underlying psychological disease and possible child sexual abuse.

Conclusions:

Sexual and psychological function is  intimately related both at a neuro-chemical, practical and relationship level. Adequate diagnosis and management of sexual dysfunction in patients will greatly enhance their overall care. Revealing underlying psychological disease in sexual dysfunction patients will allow appropriate treatment and the avoidance of unnecessary morbidity or even mortality. I have come across several men  with active suicidal thoughts, presenting with sexual problems.
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There is an intimate relationship between psychological function and sexuality. Enquiries into sexual functioning is an important part of a psychological assessment.



Depression will almost always cause some degree of sexual dysfunction, but the reverse is also often the case.



Many treatments for depression or anxiety disorders will cause alteration of sexual functioning. It is important to warn patients about these side effects. The patient may be reluctant to volunteer these and direct questioning is most effective.



Choose an appropriate medication to improve, rather than worsen sexual symptoms:

e.g.. 	Moclobemide or Nefazadone for low libido

SSRI/SNRI for PME 










