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Letter to the Editor
A Case of Reversible Erectile Dysfunction With 
Topiramate for Alcohol Dependence

To the Editor: There is preliminary evidence that topiramate 
may reduce consumption in alcohol dependence.1,2 Topiramate 
is generally well-tolerated despite risks of suicidal thinking, 
paresthesias, renal stones, and cognitive dysfunction. There are 
also several case studies reporting erectile dysfunction (ED) with 
topiramate.3–6 I present a case of a man with alcoholism who 
developed reversible ED after a trial of low-dose topiramate.

Case report. Mr A, a 52-year-old man with hypertension 
well-controlled with irbesartan and hydrochlorothiazide, 
hypothyroidism treated with levothyroxine, and obesity (body mass 
index = 31),  presented to an intake appointment at an outpatient 
substance program after completion of inpatient rehabilitation for 
alcohol dependence, per DSM-IV-TR criteria. He did not require 
a detoxification. Prior to the rehabilitation, he had been drinking 
6 to 8 mixed drinks 3 or 4 times a week and denied blackouts, 
withdrawals, delirium tremens, hallucinoses, or seizures. He had no 
prior history of depression, anxiety, or bipolar or other psychiatric 
disorders and had received no prior psychiatric medications or 
treatment.  Physical examination, electrocardiogram, urinalysis, 
and blood tests, including a comprehensive metabolic panel, 
complete blood count, and thyroid and lipid panel, done 6 weeks 
prior by his internist  revealed no abnormalities. 

The patient and psychiatrist discussed pharmacologic options 
for alcohol dependence. Mr A was offered naltrexone but declined. 
He agreed to topiramate (aware that it was not approved by the 
US Food and Drug Administration for the treatment of alcohol 
dependence), mainly because of its favorable effect on weight. 
He tolerated 1 week of topiramate 25 mg at bedtime without 
complaint. On day 8, after topiramate was increased to 50 mg/
night, he complained that he could not attain or sustain an erection 
during intercourse but was able to ejaculate. He denied any past 
ED, even during alcohol consumption, and said he had achieved 
morning erections most days including while on treatment with 
topiramate 25 mg/night. He denied any decrease in libido or other 
sexual dysfunction. The ED persisted for another day until the 
patient notified the psychiatrist and was advised to stop topiramate 
treatment. He reported no changes in mood or other side effects. 
Forty-eight hours later, he reported having normal sexual function 
again and no further ED. His urine drug screens remained negative. 
He declined any further work-up since his symptoms resolved.

This is the first known reported case of topiramate-induced ED 
in a patient taking the medication for alcohol dependence. The other 
known cases of ED are in patients taking topiramate for epilepsy. 
In most cases, the erectile problems were dose-dependent (with 

symptom development at doses ranging from 50 to 300 mg), and in 
all cases were reversible after discontinuation of the medication.3–6 
Topiramate has also been reported to cause anorgasmia in patients 
taking the medication for migraines.7,8

It has been postulated that topiramate induces its effects on sexual 
function via a vasogenic mechanism.5 Some authors postulated 
that topiramate causes ED by reducing free testosterone levels or 
affecting α-amino-3-hydroxy-5-methyl-4-isoxazolepropionic acid 
glutamatergic pathways, which affect penile blood flow.9,10

Despite associated risk factors (including hypertension and 
obesity), multiple findings—the absence of a past history of sexual 
dysfunction, the rapid onset of ED in the context of low-dose 
topiramate, and resolution after discontinuation—suggest that 
topiramate was the causative agent. It is important to advise patients 
with alcohol dependence who are receiving off-label topiramate 
that ED is possible even at lower doses.
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