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Internal dialogue between 
psychiatry and sexology

 Psychiatric patient can have sexual problem 
due to both psychopathology and 
pharmacotherapy. Patient with sexual 
problem can suffer psychiatric problem 
because of disease pathology and medication 
Common factor between two is stress. It may 
be oxidative stress or mental stress. 



.MY MENTOR



General Adaptation  Syndrome

 Alertness  ,Resistance and exhaustion are 
three stages of stress are refereed as  general 
adaptation  syndrome. Biological model is 
applied to psychological stress as well. Stress 
leads to glucose mobilization for the 
organism  ,alterations in immune function, 
and changes in CNS functioning. Long-term 
changes in  behavior that are produced by 
stressor exposure



.

• Include (decreased food and water intake 
,decreased social and sexual interaction 
,reduced exploration of novel environments, 
etc.)may be mediated by factors that are 
more  traditionally associated with the 
immune system  it is not simply exposure to 
aversive events that Ultimately propagate 
stress in an individual, but also the 
anticipation of aversive events. 
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• The anticipation of aversive events  may 

include learned helplessness that the 
anticipation of aversive events  leads to 
mobilization of stress response. Exposure to 
Psychological stressors alone i.e., in the 
absence of any apparent tissue damage or 
Such a challenge were to occur during critical 
developmental periods .Sustained high levels 
of cortisol have been shown to produce 
dendritic atrophy ,reduced neurogenesis in 
extreme cases neurotoxicity within the 
hippocampus . 



.• Glucocorticoid exposure may contribute to the 
development of multiple psychiatric conditions such 
as major depression,  ,posttraumatic stress 
disorder(PTSD),and age-related dementia. Stress 
may be critical for initiating the 1st episode  
psychiatric illness.    Depression and anxiety will cause 
hormonal imbalance. Serum testosterone is found 
low in male patients of depression. Hypogonadism is 
one of risk factor of ED.  Changes  in immune system 
include production of cytokines  like IL 6 TNF Alfa and 
etc. These inflammatory marker are involved in  
genesis of psychiatric illness and vascular damage 
leading to erectile dysfunction.
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NEUROTRANSMITTER AND RECEPTOR

• Serotonin inhibits  sexual desire ,orgasm 
ejaculation .Non epinephrine controls  onset and 
maintenance of couplatory  behavior .Increased 
sympathetic tone facilitate ejaculation and alpha 
receptor activation initiate detumetence. Beta 2 
receptor are found in corpus cavernosum. 5HT1A 
and 1B reduce latency  and activation of 2C will 
increase time.D1 receptor increase couplatory 
behavior and D2 like facilitate ejaculation



DEPRESSION AND SEXUAL 
DYSFUNCTION

• Depression effect all aspect of sexuality. Loss of 
desire is 40 to 72% in both major and bipolar 
depression. ED is associated from 20 to 80% 
depending on intensity of depression.  Common 
factors include hypogonadism ,high levels of 
homocystine, low Vit D3,low oxytocin level and 
high levels of  inflammatory markers IL1,6 and 
TNF. Incidence of PME in MDD patient range 
from 11 to 30%.Assoiation of ED is stronger in 
patient of MDD as compare to anxiety patient .



MDD and Female sexual 
dysfunction

 .In female population MDD adversely affect  
every aspect of sexual response.DESIRE loss 
of sexual fantasies AROUSAL lubrication, 
physical pleasure and ORGASMIC function 



.



ANXIETY and Sexual 
Dysfunction
 .ANXIETY strongly associated with 

PME.Situational anxiety causes erectile  
failure in initial sexual encounters. Repetitive 
thoughts about sexual failures are regular 
features in anxiety related SD ,In female it 
may take form pelvic pain syndrome .



.• .Association of negative mood and sexuality is 
not always uniform.26% of MDD patient report 
decreased sexual function and 23% increase 
sexual function compared with 11 to 7% of non 
depressed patients. This paradoxical situation is 
less prevalent in female patients. Female shows 
interest in masturbatory activity. This 
masturbatory activity may be form of self 
medication for depression. In context of 
Pakistan this may be true for males as well 

• BAD and SD

• .Sexual activities increase in manic and hypo 
manic patient.
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Antidepressant and SD

• Prevalence of SD in patients on anti 
depressents range from 22 to 59%.SSRI,s 
effect every aspect of sexual function 
including desire, arousal, orgasm and 
ejaculation. It include loss of libido, ED in 
male and loss of lubrication in female, 
delayed orgasm in male and anogasmia in 
female. Other include  anesthesia in clitoris 
,vagina and penis, painful orgasm, reduction 
of semen volume
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Highest incidences are reported in

paraoxetine, lowest in fluoxetine.SD reported
with venlafexine are same with SSRI,S However
lower incidence is reported with duloxetine
.Among TCA,s highest is reported with
clomipramine.it is lower with impipramine than
paroxetine.No study is available with
nortryptaline.

• Pathophysiology include Lowering of
dopaminergic tonus, reduce NO production
reduced sensitivity .Bupropion Thianeptine
Mocoblemide Mirtazepine have relatively less
sexual side effects.



DRUG TO REDUCE SIDE EFFECTS

 PDE 5 inhibtor like sildenafil is used to 
counter ED

 .Yohimbine Buspiron  Amantadine 
Cyprohepadine for retated ejaculation,



ANXIETY AND SEXUAL DYSFUNCTION

• Most of anxiety patient have some kind of sexual 
dysfunction .In half of those suffering SD have 
sexual aversion fear of panic attacks. They even 
avoid masturbation. In normal population sexual 
aversion is 2%.Fear divert attention from sexual 
activity. Increased heart rate induces fear of panic 
or death. Proportion of sexual dysfunction in panic 
patient is 75% as compare to social phobic 
33.3%.Sexual aversion is the most common 
disorder in both male and female panic disorder 
patient.



.Schizophrenia



Schizophrenia and SD

• Schizophrenia patients experience SD. These 
patients are less interested in sexual activities 
and are more prone to autoerotism.

• Due to impairment in  hypothalamic and 
pituitary axis directly affect erectile 
mechanism. 
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• These patients remain unmarried or get 
divorced. Women with psychosis has problem 
with libido, orgasm, dyspareunia due to 
vaginal dryness and atrophy .Several 
mechanism can cause SD in antipsychotic 
therapy. These include EPSE, TD ,Wt gain, 
that reduce mobility for sexual activity. In 
male involuntary movements ,akhathesia
,akinesia, impaired balance ad hypersalvation
are associated with SD



. Anti Pschotics and SD

• Increase of prolactin explain 40% of SD in 
schizophrenics .It account for reduce libido 
and arousal ,reduced sexual fantasies ED 
,orgasmic dysfunction ,ejaculatory 
difficulties, memory deficit and depression. 
There is secondary hypogonadism with 
hyperprolactenemia and metabolic syndrome



Antipsychotic and SD
• Typical antipsychotic  cause more increase in 

prolactine than atypical with risperdone and 
amisulpride are two exceptions. Olanzapine only 
induces transient increase of prolactin. Quitiapine 
is not associated  with elevated prolactin. There is 
report of improve sexual function in patient 
treated with aripirazole . Since there is  great 
overlapping of sexual and psychiatric disorder one 
have to know mutual dynamic of both



Conclusion

 Psychiatric and sexual dysfunctions goes 
hand in hand . Psychiatrics and family 
phsicians should never hesitate , eliciting 
sexual dysfunction.

 Sexual functions are cardinally important for 
quality of life. 
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