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ABSTRACT 

BACKGROUND 

Sexual dysfunction is the common symptoms in psychiatric illness like mood and psychotic disorders, which may be related to 

the psychopathology which can complicate the treatment if ignored by the clinicians. Most of the earlier studies were done based on 

the effects of psychotropic medications on sexual functions. However, it is not clear to what extent the psychiatric disorders itself 

are responsible for the sexual impairment. 

Aim is to compare the prevalence of sexual dysfunction among the patients presenting with psychotic and mood disorders before 

starting psychotropic medications. 
 

MATERIALS AND METHODS 

Out of total 60 numbers of patients, each of the 30 members belonged to mood and psychotic disorders groups, aged between 18 

to 45 years of either sex were included. Sexual dysfunctions are assessed by using SHF (Sexual History Form). Chi-square test has 

been used to compare the prevalence in both groups and p-value of < 0.05 is considered significant statistically.  
 

RESULTS 

The overall prevalence of sexual dysfunctions were found to be more in mood disorder (63.3%) group than psychotic disorder 

group (50%), but does not find any significance statistically. Severity of illness associated with sexual dysfunction is found to be 

more in mood disorder groups than psychotic disorder group with statistically significant (p < 0.05). 
 

CONCLUSION 

Sexual dysfunctions are found to be common in both psychotic and mood disorders, suggesting it is intrinsic to the development 

of illness before starting psychotropic medications. Sexual dysfunctions which affects in more than one domain of sexual functions 

are usually associated with the psychotic symptoms in both groups. This suggests that they are mediated by the same underlying 

neurobiological factors. 
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BACKGROUND 

Sexual dysfunction is one of the most important psychological 

disorders in psychiatric clinic and in general population. 

Despite increasing demand for clinical services and potential 

impact of these disorders on interpersonal relationship and 

quality of life, epidemiological data are relatively scant.1,2 If the 

physician fails to recognise of having SD that are usually 

associated with psychiatric disorders or vice-versa, it 

complicates the treatment and worsens the prognosis of one 

another. Based on the few available community studies it 

appears that SD are highly prevalent in both sexes, ranging 

from 10%-52% in men and 25%-63% in women.3,4,5 

Adequate sexual expression is one of the most important 

components in maintaining a satisfying intimate relationship, 

which also provides a sense of physical, psychological and 
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social well-being and may enhance the quality of life. Sexual 

dysfunction is the difficulty experienced by an individual or a 

couple during any stage of a normal sexual activity like 

physical pleasure, desire, arousal and orgasm.6.7 According to 

the DSM-5 to diagnose a person is having the sexual 

dysfunction requires a person to feel extreme distress and 

interpersonal strain for a minimum of 6 months (Excluding 

substance or medication-induced sexual dysfunction) 
duration and can have a profound impact on an individual’s 

perceived quality of sexual life.8 

The prevalence estimation of sexual dysfunction depends 

on many factors. First the method of enquiry; for example, the 

incidence of sexual dysfunction may have ranged between 

10%-14% when relying on spontaneous reporting, but it 

ranged between 38%-65% when patients were questioned 
directly by clinicians. Second, spouse’s expectations about the 

sexual performance of their partner and the degree of 

willingness to discuss these problems can vary widely 

between different cultures.  

Third, the terms used to define sexual dysfunction are 

based upon the subjective beliefs and perceptions of what is 

normal sexual functioning. Finally, increased awareness of 

sexual matters and availability of medical treatments for 

having these problems from the sources like media, health 
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magazines, internet, etc., leads the young trends to perceive 

themselves as suffering from sexual dysfunction than 

compared to adult population results in bias in prevalence 

estimations.9,10 

Sexual problems are highly prevalent among the patients 

with psychiatric disorders like mood and psychotic disorders. 

They may be caused by the psychopathology of the psychiatric 

disorder or sexual dysfunction itself may progress to the 

psychiatric disorder and can worsen one another. In spite of 

this it is generally underestimated, often neglected and poorly 

managed by the clinicians. 

The current International Classification of Mental and 

Behaviour disorders (ICD-10) has identified two categories of 

mood disorders: The depressive disorders and the bipolar 

disorders. Each of these disorders can have a significant 

impact on a person’s sexual wellbeing.11 

Depression a mood disorder, is characterised by the loss of 

interest, reduction in energy, lack of self-esteem, inability to 

experience pleasure, irritability and social withdrawal. These 

depressive symptoms can lead to decreased frequency of 

sexual contact, decreased sexual pleasure and satisfaction, 

which later worsens the sexual dysfunction. This constellation 

of symptoms may be expected to produce difficulties in 

maintaining sexual relationship. The prospective Zurich 

cohort study shows that the prevalence of sexual problems in 

depressed subjects (Including those with major depression, 

dysthymia and recurrent brief depression) is approximately 

twice that in controls (50% versus 24%). But these studies 

were done based on those who were on antidepressant 

medications and hence actual prevalence estimation of sexual 

dysfunction in depressed patients is not known.12,13,14 

Bipolar disorder, also called manic depressive disorder, is 

another mood disorder. Their moods can swing, go from one 

extreme to the other and then back again, i.e. high levels of 

euphoria in one extreme and depressive episode in other 

extreme. Life events, medication or recreational drug use can 

trigger mania or depression. Both moods can last anywhere 

from a few days to a few months. It can also affect sexuality and 

sexual activity. They may have periods of hypersexuality 

during manic episode and then lose interest in sex during 

depressive episode.15 Hypersexuality means having an 

increased interest in sex and more frequent sexual urge. These 

people may find unable to achieve sexual satisfaction despite 

a lot of sexual activities where clinician may bias and moreover 

these people may have out of control for sex drive have 

multiple sex partners including strangers, excessive 

masturbation, inappropriate and risky sexual behaviour. 

These people may experience the opposite of hypersexuality 

during a depressive episode. Hyposexuality often creates 

relationship problems, because partner does not understand 

their partner’s current sex drive issues. These are especially 

true during the extreme mania with hypersexual behaviour 

and then suddenly experience depression and lose interest in 

sex and their partner may feel confused, frustrated and 

rejected. A recent study (Dell’Osso et al, 2009) showed the 

sexual dysfunction was significantly more common in patients 

with mood disorders (Bipolar I Disorder and Unipolar 

Depression) compared with control subjects, but rate not 

mentioned.16,17,18,19  

Sexual dysfunction is also common in people with 

psychotic disorders like schizophrenia and other psychotic 

disorders. It is known to affect all the areas of sexual function; 

likes, desire, arousal, erection, ejaculation and orgasm.1,2 It is 

generally unexplored or ignored by clinicians or attracted only 

vague reassurances resulting in poor medication adherence 

and quality of life. Another study (Pinderhughes et al, 1972) 

has showed that professionals believed people with 

schizophrenia were unable to manage their sexuality and that 

staffs were reluctant to discuss sexual issues with them. So far 

sexual dysfunction has been largely attributed only to the 

deleterious effect of antipsychotic medications20,21 with 
reported prevalence rates of 30%–80% in women and 45–

80% in men,1-6 where the recent data has suggested that it may 

be a consequence of the disease itself and it would be evident 

in people with prodromal symptoms before the full 

development of frank illness of psychosis before the start with 

antipsychotic medication.12,13 

To test this hypothesis, we assessed the prevalence of 

sexual dysfunction among the individuals with psychotic and 

mood disorders before starting psychotropic drugs, as there is 

a nil/negligible study in India. 

 

MATERIALS AND METHODS 

Sample  

Samples were collected from patients visiting psychiatric 

clinic in Shimoga city. Samples have been divided into two 

groups: psychosis group includes prodromal symptoms of 

psychosis; those who already developed psychosis who is 

cooperative for interview and mood disorders group which 

includes depressive disorders, manic and bipolar disorders. 

Each group consists of 30 patients and none of the both groups 

had received psychotropic treatment during the assessment. 

Informed consent has been taken from each patient before 

starting study. 
 

Assessments 

All the patients who visited the psychiatric clinic were 

diagnosed based on ICD-1011 diagnostic criteria and 

categorised as psychotic disorders and mood disorders. We 

also screened the young people who are at risk, whom having 

family history of psychosis by using the Comprehensive 

Assessment of At-Risk Mental States (CAARMS)22 to assess the 

prodromal symptoms of psychosis. To be included in the study 

participants needed to meet the CAARMS criteria with the 

highest score to consider it as a prodromal phase of 

psychosis.16 Sexual dysfunction has been assessed by using 

SHF and FSFI. Severity of psychiatric illness was assessed by 

using the rating scales like PANSS, HAM-D and YMRS. 
 

Instruments Used 

CAARMS - Comprehensive Assessment of At Risk Mental 

States. CAARMS is a scale used to determine if an individual 

meets the criteria for ultra high risk of psychosis and 

prodromal symptoms of psychosis. CAARMS demonstrates 

adequate validity and inter-rater reliability and appears to be 

helpful in the prediction of psychosis transition. In this study 

we only included the prodromal symptoms of psychosis, due 

to difficulty of follow-up of the ultra high risk of psychosis 

cases to assess the psychosis transition state after 2 years 

duration.22 

 

SHF 
The Sexual History Form.13 The SHF is a self-reporting 

measures consisting of 46 multiple-choice items that have 
variable numbers of response options (e.g., Item 1 has 9 
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options; Item 18 has 6 options). Reliability ranged from .92 
(Creti et al, 1988) to .98 (Libman et al, 1989). Internal 

consistency ranged from .50 to .70. It is validated and 
specifically constructed to assess the sexual functioning in 

patients with mental illness like psychotic and mood 
disorders. But this scale validity is more in men than women.23 
 

PANSS 
Positive and Negative Syndrome Scale. 

PANSS is a scale used for measuring symptom severity 

patients with schizophrenia and psychosis (Stanley Kay, Lewis 
Opler and Abraham Fiszbein; 1987). It helps to assess both 

positive symptoms consisting of 7 items, negative symptoms 
consisting of 7 items and general psychopathology consists of 

16 items. The interviewer must be trained to a standardised 
level of reliability.24 
 

HAM-D 
Hamilton’s depression rating scale. HAM-D scale is used to 

assess severities of depressive disorders.25 
 

YMRS 
Young’s Mania Rating scale.12 It used to assess severities of 

bipolar disorders.26 
 

ICD-10 
International classification of Mental and Behaviour disorders, 

Psychotic disorders includes - Schizophrenia (F.20),  
Persistent delusional disorders (F.22), Psychosis NOS (F.28); 

Mood disorders include - Manic and Hypomanic episodes (F-
30), Bipolar affective disorders (F-31), Depressive disorders 

with or without psychotic symptoms (F-32), Recurrent 
depressive disorders (F-33).11 
 

Statistics 
The Chi-Square test was used to compare two groups, p-value 
< 0.05 was considered significant statistically and data were 

analysed by using SPSS version 19.0. 
 

Inclusion Criteria 

 Age group b/w 18-45 years of either sex. 
 No past history of antidepressant and antipsychotic 

medications. 
 BPAD and RDD with no past history of psychotropic 

medications. 
 Both married and unmarried. 
 

Exclusion Criteria 

 Age > 45 years and < 18 years. 
 Acute and transient psychotic disorder. 
 RDD who were on antidepressant medications. 
 Substance abuse. 
 Bipolar disorders not included due to having treatment 

history. 
 Organic psychosis. 
 Medical or physiological cause of sexual dysfunction 

(Hypothyroidism, diabetes mellitus or other endocrine or 

metabolic disorder, vascular disorders and neurological 
disorders), history of head trauma or injury, history of 
serious surgical illness or intellectual disability. 

RESULTS 

The data collected is summarized in the form of tables and 

respective histograms as depicted below. Table 1 reports the 

overall prevalence of sexual dysfunctions in both groups, 

which were found to be more in mood disorders group 

(53.3%) than psychotic disorder group (46.6%), but does not 

find any significance statistically. In patients with mood 

disorders, loss of sexual libido/desire found to be more 

common (40%) than psychotic disorder (20%), but is not 

found significant, whereas premature ejaculation is more 

common in psychotic disorder group and were found 

significant statistically (p < 0.05). The prevalence of erectile 

dysfunction and orgasmic dysfunction were found to be equal 

in both groups (6.7%). 

 

Chi-
Square 

Test 

Sexual 
Dysfunctions 

Psychotic 
Disorders 

n (%) 

Mood 
Disorders 

n (%) 

X2 = 0.27 
Hypoactive 

sexual disorder 
(desire/arousal) 

6 (20%) 12 (40%) 

df = 1 
Erectile 

dysfunction 
2 (6.7%) 2 (6.7%) 

P = 0.606 
Orgasm 

dysfunction 
2 (6.7%) 2 (6.7%) 

 
Sexual pain 
disorders 

1 (3.3%) 3 (10%) 

 
Premature 
ejaculation 

4 (13.3%) 0 (0%) 

 Total 
15 

(50.0%) 
19 

(63.3%) 
Table 1: Prevalence of Sexual Dysfunction 

Types b/w Two Groups 
 

Graph 1 

Shows that the results of a linear regression analysis testing 

the hypothesis of relation b/w Positive and Negative 

Syndrome Scale (PANSS) and Sexual History Form scores. 

Diagonal line is fit line for total. There is a positive association 

between symptoms severity and SHF scores (r2= 0.955, y= 

16x+0.6).  

 

Graph 2 

Shows that the results of a linear regression analysis test the 

hypothesis of relation b/w Hamilton Depression rating scale 

(HAM-D) and Sexual History Form (SHF) scores. Diagonal line 

is fit line for total. There is a positive association between 

symptoms severity and SHF scores (r2 = 0.814, y = 

0.78x+17.21) for HAM-D than YMRS score. Since both groups 

have found linear regression r2 value appropriately to be 1.0, 

it indicates that knowing X lets us predict Y perfectly and hence 

it is found significant. Greater symptoms severity of 

psychiatric illness showed sexual dysfunction in more than 

one domains as compared to mild severity of illness. YMRS 

scale does not show any linear regression due to their 

hypersexuality and reports decreased satisfaction. 
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Graph 1 
 

 
 

Graph 2 

Psychotic Group Mood Disorder Group 

Gender n (%) n (%)  
Male 07 (23.0%) 05 (16.7%) X 2= 3.270 

Female 07 (23.0%) 11 (36.3%) df=1, P= .071 

Age, years in mean (Both sexes)(s.d.) 34.50 (6.118) 31.97 (7.020)  t=1.490, df = 58, P = 0.142 

Associated Factors (Headache) 7 (46.6%)  12 (63.15%)  
Table 2: Demographic Characteristics of the Sample 

 

Table 2 reports the demographic measures for each group and headache was found to be as associated factors in both groups, 

but reasons not known. 
 

Graph 3, Chi-Square Tests X2 = 10.80, Df= 1, P = 0.001 
 

 

Graph 3 
 

Graph 3 showing that number of population having severity of psychiatric illness in both groups. Severity of illness associated 

with sexual dysfunction is found to be more in mood disorder groups than in psychotic groups with significant statistically (p < 0.05). 

A positive relationship between the severity of the illness and sexual dysfunction has been found where it affects more than 1 

domains of sexual function. 
 

 

DISCUSSION 

To our knowledge this is the first study in India to compare the 

prevalence of sexual dysfunction among the individuals 

presenting with Psychotic (50%) and Mood disorders (63.3%)  

 

before starting psychotropic medications, but the results does 

not show any significant differences between the two groups. 

Our study had showed that sexual function is impaired prior 

to the onset of the illness of first psychotic episode, i.e. sexual 

Psychotic Disorder Group Mood Disorder Group 

Schizophrenia-8 Depression with psychotic symptoms -12 

Persistent delusional disorders-6 Mod-severe depression-4 

Psychosis NOS-4 Mild depressive episode-4 

Prodromal symptoms of psychosis-12 RDD-1 

 

Hypomania-2 

Mania-1 

Bipolar disorder current episode mania-1 

Dysthymia-5 

Table 3: Number of Psychiatric Disorders in Both Groups 
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dysfunction can begin during the prodromal stage of psychotic 

disorders. Furthermore, greater symptom severity in both 

groups was associated with greater impairment in sexual 

function, i.e. it affects more than one domains of sexual 

functions. We did not find an effect of age and gender in the 

severity of sexual dysfunction in both the groups. Our analysis 

had showed that there is a positive linear relationship between 

symptom severity (PANSS/HAM-D/YMRS) and total SHF score 

in both the groups before taking any psychotropic 

medications. 

Moreover in patients with bipolar disorders, especially 

among manic/hypomanic episode due to their hypersexuality 

in nature reports of having sexual dysfunction. According to 

case reports, some patients suffering from psychotic 

symptoms experience coenesthetic hallucinations (i.e. the 

sensation of bodily functions that are usually undetectable) of 

a sexual nature, erotomanic delusions, delusions related to 

sexual identity, the sexual act or pregnancy. Both of above 

symptoms may result in study bias. 

Nonetheless, patients and clinicians does not easily start to 

discuss sexual functioning. Most patients when asked are 

willingly and relieved to discuss sexual problems. Studies 

suggest that talking about sexuality does not destabilise 

patients. Even those with treatment-resistant schizophrenia 

may wish to talk about these topics. In contrast, clinicians 

often do not ask and underestimate the rates of sexual 

dysfunctions as well as their negative impact on their lives. 

Some clinicians may not know enough about the issue or feel 

ashamed of talking about these sensitive subjects.20,21 

The pathophysiology behind the development of sexual 

dysfunctions among the psychotic disorders remain unclear. 

They can be secondary to the disease itself, negative symptoms 

or an adverse event of antipsychotic medication. To test this 

hypothesis, so far only one study (Tiago Reis Marques 2012) 

has compared the prevalence of sexual dysfunction in 

individuals at Ultra-High Risk group (UHR) of psychosis, first 

episode of psychosis and a healthy control group. They have 

found that Sexual dysfunction was evident in 50% of the UHR 

group, 65% in first-episode of psychotic patients and 21% in 

healthy controls. His study findings is showing for the first 

time that sexual dysfunction were already present in 

individuals at ultra-high risk of psychosis, even prior to full 

onset of psychotic disorders and also even before starting 

antipsychotic medication, which are consistent to our study 

findings.[4,21] 

Our study data indicates that although depressive 

disorders contribute to sexual dysfunction, most of the people 

had sexual dysfunction during severity of depressive illness, as 

they do not fully explain all the areas of sexual dysfunctions as 

seen in people with a psychotic disorder.27,28 

This suggests that components of sexual dysfunctions are 

linked to the psychotic symptoms and this indicates the degree 

to which sexual dysfunction was related to severity of 

depression as compared to mild severity. This suggests that 

they are mediated by the same underlying neurobiological 

factors. One potential candidate is dopaminergic dysfunction, 

which is already present at the ultra-high-risk 

stage/prodromal stage, but appears to progress with the onset 

of psychotic disorders and disrupt the arousal pathways 

required for sexual function.20,21 

The Zurich study provides comparative data on the 

prevalence of sexual problems in untreated depressed 

patients and depressed patients receiving either medications 

antidepressants or psychotherapy. Sexual problems were 

more prevalent in depressed patients who received treatment 

(62%) than who did not (45%) and both groups had a higher 

prevalence of sexual dysfunction than controls (26%). 

However, there were no statistically significant differences in 

the prevalence of any type of sexual dysfunction between the 

patients treated with medication (62%) or psychotherapy 

alone (63%).29,30,31 

In bipolar disorders, Dopamine dysregulation is 

responsible for mood cycling. The dopamine hypothesis states 

that the increase in dopamine level results in secondary 

homeostatic downregulation by increase in the dopamine 

mediated G protein-coupled receptors. This results in 

decreased dopamine transmission, which leads to the 

depressive phase of the bipolar disorders.18,19 This depressive 

phase ends with homeostatic upregulation potentially 

restarting the cycle over again leads to manic phase.[16] Due to 

dysregulation of dopamine, which affects the 

tuberoinfundibular tract can lead to both amenorrhea and 

sexual dysfunctions which are associated with elevated 

prolactin levels induced by low DA transmission.17 

Recent work (John M. Grohol, Psy.D. 2009) has done on 

stress factor, which plays a key role in the pathogenesis of 

sexual dysfunction and psychiatric disorders. Other study 

(Aksoy et al 2013) indicates that psychiatric disorders can 

often accompany headaches like TTH, migraine, cluster and 

other headaches which are sensitive to stress factors, results 

in the pathogenesis of SD. Consistent to the above opinion, our 

study also found the headache as an associated factor in both 

mood disorders (63.15%) and psychotic disorders (46.6%).32 

This result suggests psychiatric disorder alone cannot explain 

the sexual dysfunction as headache also a plays role. 

 

CONCLUSION 

Sexual dysfunction associated with both psychotic and mood 

disorders before starting psychotropic medications suggesting 

that it is intrinsic to the development of illness. Sexual 

dysfunctions which affects in more than one domain of sexual 

functions are usually associated with the psychotic symptoms 

in both groups. This suggests that they are mediated by the 

same underlying neurobiological factors. Furthermore, 

greater symptom severity in this group was associated with 

greater impairment in sexual function, i.e. it affects more than 

one domains of sexual functions. The potential causes of sexual 

dysfunction in patients with mood and psychotic disorders are 

complex and little investigated and future research must 

explore the various biological/psychological/psychosocial 

factors that are likely to be the causes of sexual dysfunctions. 

 

Implications 

First, psychiatrists do not routinely enquire about the sexual 

dysfunction which are usually associated with mood and 

psychotic disorders which can complicate the treatment of 

each other, hence psychiatrists need to enquire routinely in 

this area. 

Second, the reasons for not asking about sexual 
dysfunction routinely include lack of confidence of healthcare 
professionals in asking these questions, lack of confidence in 
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available treatment, risk of upsetting vulnerable people and 
time constraints. 

Finally, our study proved that sexual dysfunction is usually 

associated with psychiatric illness before starting medications 

and found sexual dysfunctions. So treatments for sexual 

dysfunction needs to be considered seriously as both are 

interrelated as causing factors, if we ignore it will worsen the 

symptoms of other. 
 

LIMITATIONS 

First, we did not assess physiological/medical causes of sexual 

dysfunctions. Although several studies have reported 

associations between these factors, our study focused on the 

sexual functioning in a non-medicated group in whom we 

expected prolactin levels to be normal. 

Second, the size of the bipolar affective disorders disorder 

was small and most were hypomania during interview. Our 

study is limited by the small sample size. We were not able to 

interview mania with psychotic disorders. Further 

investigations are required on larger samples in order to 

better clarify particular aspects of sexual dysfunctions in BD 

patients. 

Finally, we were not able to interview the patients among 
those who were having full frank psychosis and mania with 
psychotic disorders, which may result in study bias. 
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