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Treating Sexual Dysfunction:
Psychiatry’s Role in the Age of Sildenafil

Steven P. Roose, M.D., Guest Editor

F rom the time'ef/Freud, psychiatry and sex have been
linked. In the‘early_stages of its formation, psycho-
analysisfocused on the impgrtance of libido in mental life,
the role of sexual fantasies jf_psycthological development,
and, to alesser degree, sexual pervérsions. As researchers
in the field of psychiatry developed_alternative explana
tions and motivations for human behavior, psychiatrists
interest in sex waned over the years, and, in-general, psy-
chiatry has paid insufficient attention, to\éither, normal
sexual behavior or the diagnosis of sexual dystunction.
The study of sexual behavior has been pufsued primarily
by behavioral sexologists, and the diagnosis and treatment
of sexual disorders have been the domain of urologistsor
sex therapists. Perhaps, until recently, clinical psychiatry’s
disinterest was related to the difficulty of treating sexual
dysfunctions and the lack of a safe, consistently effectivé;
and easy-to-use pharmacol ogic therapy.

A recent resurgence of psychiatrists’ interest in sexual
dysfunction has been prompted mainly for 2 reasons. First,
the effectiveness of selective serotonin reuptake inhibitors
(SSRIs) for the treatment of a variety of affective and
anxiety disorders has heightened awareness of SSRI-
associated sexual side effects. Clinical trias to establish
the safety and efficacy of SSRIs relied on patient self-
report of adverse events and did not prospectively and sys-
tematically assess treatment-emergent adverse events.
Evidence is presented in this supplement that initial stud-
ies may have underreported the frequency of adverse
sexual side effects. The second factor that has awakened
psychiatrists’ interest in sexual dysfunction is the advent
of a highly effective oral treatment for erectile dysfunc-
tion: sildenafil.

Although interest in sexual function has been rekindled,
most psychiatrists are not familiar with the field of sexual
dysfunction—either its definitions, terminology, or the spe-
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cific disorders. As agroup, we have not developed a com-
mon language with which to discuss the issues or the rig-
orous methodol ogy necessary to study the problems.

CRITICAL ISSUES FOR DIAGNOSIS AND
MANAGEMENT OF SEXUAL DYSFUNCTION

Sexual dysfunction iscommon. Onetype of sexual dys-
function—erectile dysfunction—occurs to some degreein
approximately 30 million men in the United States.* Hu-
man sexual responseisdetermined by complex interactions
between neurophysiologic systems, individual psychologi-
cal makeup, and socia factors. The ability to respond to
sexual stimuli and to have a satisfying sexual experience
€an be diminished by avariety of diseases and medications,
as\well as personal stresses and difficultieswithin relation-
shipsi“Eor example, the psychiatrist treating a patient with
depression.who also complains of sexual dysfunction is
facedwith.ihe challenge of determining the etiology of the
sexual-problems:.To develop an effective treatment strat-
egy, the €liniciapmust determine, if possible, whether the
sexual dysfufitjoniexisted prior to the development of de-
pression, whether’it iSasymptom of depression, or whether
it is atreatment-emergent/Side effect (Table 1).

Sexual dysfunction can be apreexisting condition that
isindependent of depression. A regent articlein JAMA? re-
ported a 31% and 43% preval ence gf, sexual dysfunctionin
men and women, respectively, withtdecreased sexual de-
sire being the most frequent complaint for women and pre-
mature ejaculation the most frequent complaint for men.
Themen in this study experienced erectile dysfdnction at a
rate of 7% to 18%; another study® documented that the fre-
guency of either moderate or complete erectile dysfunction
increases significantly as men age from 40 to 70 years.

Sexual dysfunction can be a symptom or a consequence
of depression. Decreased interest in sex has long been rec-
ognized as acore symptom of depression. However, it also
has been documented that some men have a degree of erec-
tile dysfunction during the depressive episode that normal -
izes with effective treatment. In his article in this supple-
ment, Stuart N. Seidman, M.D., discusses the relationship
between erectile dysfunction and depression. In some men,
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decreased desire and erectile dysfunction may be residual
symptoms of a partially treated depression, and increasing
the dosage of antidepressant may be the appropriate treat-
ment option. Seidman al so discusses evidence that erectile
dysfunction may cause a depressive condition in some
men.*

Sexual dysfunction can be a treatment-emergent side
effect of antidepressant therapy. As Maurizio Fava, M.D.,
and Meridith Rankin observe in their article, thisissueis
particularly -important for patients taking SSRIs® If a
psychiatrist(assumes the sexual dysfunction to be a symp-
tom of the depression when it actualy is a treatment-
emergent adverse.event, then increasing the antidepressant
dosage may exacerbate,the sexual dysfunction. Fava and
Rankin review the advantages and disadvantages of phar-
macologic approaches to’the treatment of SSRI-induced
sexual dysfunction. They also présent evidence from are-
cent open trial of successful treatment of SSRI-associated
sexua dysfunction with sildenafil.® Failure to treat sexual
dysfunction, whether it represents & gartially treated de-
pression or atreatment-emergent event, {nefeases the risk
of patient noncompliance.

SOCIAL READJUSTMENT AFTER SUCCESSFUL
TREATMENT OF SEXUAL DYSFUNCTION

Most sexual activity occurs not in isolation but#n the
context of arelationship, and successful treatment of erec;
tile dysfunction may create a new set of problems for the
couple. Sandra R. Leiblum, Ph.D., addresses the marital/
couple problems that may arise following the return of
sexual functioning in the male partner after months or
even years of having little or no sexual relations. Psychia-

Table 1. Critical Issues for Psychiatrists in the Diagnosis
and Management of Sexual Dysfunction in Their Patients
With Depressive Symptoms

Determine whether sexual dysfunction is
a preexisting condition or symptom of depression
a treatment-emergent side effect
When treating sexual dysfunction, anticipate the need for relationship
and social readjustment following return of sexual functioning

trists should anticipate that return of sexual function in
their patients may require significant social and relation-
ship readjustment in both partners.

The articles in this supplement present new and excit-
ing research and clinical experience. They are intended
primarily to raise awareness among professionals in the
psychiatric field of the need to diagnose and treat sexual
dysfunction and to develop the methodology required to
conduct research on this problem.
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