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Abstract: The common notion among people is that psychoactive drugs like alcohol
increases sexual activity, various studies over the years have shown some relationship
between the alcohol use pattern and sexual dysfunction in males. The effect can either
be because of depressant effects of alcohol itself or can due to the probable changes it
brings about in the normal neurotransmitter levels and hormones associated with sexual
functioning. Among the male sexual dysfunctions prevalence of premature ejaculation
and erectile dysfunction has been studied most extensively. We set to look at
perceptions of sexual dysfunction among male in- patients with alcohol dependence. 30
male in patients with alcohol dependence diagnosed according to International
Classification of Diseases- 10 (ICD-10) without any other psychiatric co-morbidity were
compared with 30 male in-patients admitted in medical ward. The Mini-International
Neuropsychiatric Interview (MINI PLUS), Severity of Alcohol Dependence
Questionnaire (SADQ), and Brief Sexual Functioning Inventory (BSFI) scales were
used in the study. The study revealed that patients with alcohol dependence had
perceived poor sexual functioning under the domains of sexual drive, erection and
ejaculation. It was also found that sexual functioning worsened with increased duration
of alcohol usage.
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INTRODUCTION

National Mental health survey 2016 conducted in India included that 34,802
individuals from 12 different states, revealed that 20.9% of the individuals used alcohol
in dependence pattern or had harmful use and 4.6% abused alcohol [1].

Though the common notion among people is
that psychoactive drugs like alcohol increases sexual
activity, various studies over the years have shown
some relationship between the alcohol use pattern and
sexual dysfunction in males. The effect can either be
because of depressant effects of alcohol itself or can
due to the probable changes it brings about in the
normal neurotransmitter levels and hormones associated
with sexual arousal [2]. Among the male sexual
dysfunctions prevalence of premature ejaculation and
erectile dysfunction has been studied most extensively
and according to study conducted by McCabe et al. [3];
published in journal of sexual medicine in 2015, on
average 20% of males develop erectile dysfunction [3]
and premature ejaculation varies between 8 to 30% in
all age groups [4].

In 1973 by Lemere and Smith and in 1974 by
Stankvshev reported that the chronic use of alcohol can
cause neurological damage which in turn leads to

permanent sexual dysfunction, which included reduced
libido and impotence. A study conducted in Tamil
Nadu, India and published in American Society for
Reproductive Medicine 2005; showed that alcohol
adversely affects male reproductive hormones, semen
quality and also reduced sexual excitement
(stimulation), premature or delayed ejaculation and
inability to orgasm or enjoy orgasm [5-7].

According to the study by Mirone et al. [8];
frequency of erectile dysfunction episodes s
significantly higher in men using more than 3
glasses/day of ethanol containing drinks on daily basis
[8]. A study by Fahrner et al. [9] reports that 75% of
101 participants who were addicted to alcohol had more
than one type of sexual dysfunction; nevertheless they
had normal plasma testosterone levels. The above
findings suggest psychological causes for the
dysfunction, which improved on behavioral treatment
[9]. Schiavi et al. [10] further suggest that sexual
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dysfunctions resolve with abstinence; as the study failed
to find any difference in the prevalence of sexual
dysfunctions between the group being abstinent from
alcohol for 3 months and the nonalcoholic group [10].

As very few studies from India [11, 12, 6]
have focused on sexual dysfunction in patients with
alcohol dependence syndrome (ADS) this study would
try to look at the association between the perception of
sexual dysfunction and alcohol dependence syndrome.

MATERIALS AND METHODS

The study included 30 male patients
consecutively admitted in de-addiction centre of
Yenepoya Medical College and Hospital, Mangalore,
India, with the diagnosis of alcohol dependence
syndrome (ADS) with simple withdrawal according to
ICD -10. This was compared with 30 male control
subjects from medicine wards who were admitted and
recovered from fever, cough or minor medical
problems. Written informed consent was taken from all
the participants. All the subjects were screened using
Mini-International Neuropsychiatric Interview (MINI
PLUS) scale to rule out other psychiatric co-
morbidities.

Inclusion Criteria

e In-patients diagnosed with mental and behavioral
disorders due to use of alcohol in dependence
pattern according to ICD-10 criteria.

e Patients between the ages of 18- 60 years.

e  Only males

Exclusion Criteria

e Patients fulfilling criteria for other psychiatric
disorders.

o Intellectual problems

e Patients with head injury, neurological conditions
or hormonal problems.

All patients were assessed for severity of
alcohol dependence syndrome using Severity of
Alcohol Dependence Syndrome questionnaire (SADQ).
It is a 20 items long, self administered scale formulated
by Edwards and T Stockwell [13], consisting of five
subscales, each with four items. Each subscale
encompasses various aspects of dependence pattern of
alcohol use like physical withdrawal, affective
withdrawal, withdrawal relief drinking, alcohol
consumption and rapidity of reinstatement. Each of the
items is rated on a 4 point scale, starting from score 0

standing for “Almost Never” to the highest score of 3
standing for “Almost Always”. Thus minimum and
maximum score attainable on the questionnaire is 0 and
60 respectively.

Patients were assessed for perceived sexual
dysfunction on Brief Sexual Function Inventory (BSFI).
BSFI is a brief, self reported inventory to measure the
current sexual functioning in males. It consists of 11
items scored on 5 point Likert type scale covering sex
drive, erectile capacity, ejaculatory function and
satisfaction with sexual performance [14]. Sexual drive
and ejaculation is scored between 0 and 8, and erection
and problem assessment is scored between 0 and 12.
The overall satisfaction is rated separately on the scale
of 0 to 4. The maximum BSFI score possible is 44.

RESULTS
Socio-demographic details and clinical profile:

Mean age of the patients in the alcohol
dependence group (ADS) was 36.6+ 9.8 years and mean
age of the controls was 40.1+6.9 years. Majority of the
participants in ADS and control group belonged to
Hindu religion and were married. In the control group,
40% of the participants were educated till high school
and 60% of the participants had an education above
high school. In contrast, all the participants in the ADS
group were educated till high school.

The average duration of alcohol use in the
ADS group was 11.3+6.2 years. The average score on
SADS was 35.36£5.17. 10% of ADS group consisted of
participants who had mild dependence and the rest 90%
of the participants had moderate dependence.

We did chi-square test of independence to look
for an association between presence of hypertension
among the two groups, but no significant association
was found (y?= 1.92, d.f. = 1, p=1.66). Similarly we did
the chi-square test of independence to look for an
association between ADS and diabetes but no
significant association could be ascertained (y3°= 0.317,
d.f. =1 p=0.573). The data is shown in Table 1.

Sexual functioning of the participants

The average Brief Sexual Function Inventory
(BFSI) score of ADS group was 15.248.4 and of the
control group was 40.2+2.7. The control group
consistently scored better on all the domains of BFSI
compared to ADS group (Table 1).
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Table-1: Socio-demographic details and clinical profile of the patients

ADS Controls t/ o p
Mean age (SD),yrs. 36.23 (9.8) 40.1 (6.9) -1.78 0.079
Duration of alcohol 11.3 (6.2)
use, yrs.
Marital status
Married 24 25 0.111 0.739
Unmarried 6 5
Education
Till high school 30 12 25.71 <.001
Above high 0 18
school
Hypertension
Present 3 7 1.92 1.66
Absent 27 23
Diabetes
Present 10 8 0.317 0.573
Absent 20 22
Sexual Drive Score 2.5+1.3 6.7+1.0 <.001
Erection Score 4.2+2.18 10.7+1 <.001
Ejaculation Score 3.16+1.8 7.6%0.6 <.001
Problem Assessment 3.912.9 11.5+0.6 <.001
Overall Satisfaction 1.2+£1.0 3.6x£0.4 <.001
BSFI Score 15.2+8.4 40.7+2.7 <.001

Participants’ Perception of Various Domains of Sexual Functioning

the ADS group perceived their sexual drive, erection
and ejaculation to be problematic in various grades as
shown in Table 2.

Majority of the participants in the control
group reported no problems in sexual drive, erection
and ejaculation whereas majority of the participants in

Table 2 depicts the participants’ perception of various domains of sexual functioning

Sexual Drive ADSn (%)| Control Group n (%)
Big Problem 7 (23.3%) 0
Medium Problem |10 (33.3%) 0
Small Problem |10 (33.3%) 0
Very Small Problem | 2 (6.7%) 6 (20%)
No Problem 1 (3.3%) 24 (80%)
Erection ADS n (%)| Control Group n (%)
Big Problem 9 (30%) 0
Medium Problem |11 (36.7%) 0
Small Problem 6 (20.0%) 0
Very Small Problem | 3 (10%) 6 (20%)
No Problem 1 (3.3%) 24 (80%)
Ejaculation ADS n (%)| Control Group n (%)
Big Problem 9 (30%) 0
Medium Problem | 5 (16.7%) 0
Small Problem |13 (43.3%) 0
Very Small Problem | 1 (3.3%) 2 (6%)
No Problem 2 (6.7%) 28 (94%)

Chronic Liver Disease (CLD) and Sexual Dysfunction

Table 3 shows the comparison of scores of
BSFI and its sub domains among the ADS patients with
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and without CLD using Independent Samples-t test.
There were no significant differences noted between the

two groups of patients (Table 3).

Table-3: Independent Samples-t Test between BSFI scores and its Domains among ADS patients with and without

CLD
CLD N Mean+SD t P
BSFI Total Score Present 17 13.2445.68 -1.47 0.151
Absent 13 17.77£10.90

Ejaculation Score Present 17 2.82+1.19 -1.17 0.25
Absent 13 3.62+2.43

Erection Score Present 17 3.82+1.55 -1.28 0.209
Absent 13 4.85+2.76

Sexual Drive Score Present 17 2.47+1.01 -0.603 0.551
Absent 13 2.77+£1.69

Diabetes and Sexual Dysfunction
Table shows the comparison of scores of BSFI
and its sub domains among the ADS patients with and

without diabetes using Independent Samples-t test.
There were no significant differences noted between the
two groups of patients as seen in Table 4.

Table-4: Independent Samples-t Test between BSFI scores and its Domains among ADS patients with and without

Diabetes
N Mean t p- value

BSFI Total Present 10 11.90+6.33 -1.53 0.135
Score Absent 20 16.850£9.09

Ejaculation Present 10 2.300+1.49 -1.90 0.067
Score Absent 20 3.600+1.87

Erection Score Present 10 3.800+£1.54 -0.82 0.417
Absent 20 4.500+2.43

Sexual Drive Present 10 2.000+0.81 -1.81 0.08
Score Absent 20 2.900+1.44

Correlation between duration of illness and BSFI
total score/ Individual domain scores

A Pearson product-moment was computed to
assess the relationship between duration of alcohol use
and sexual functioning (BSFI total score/Individual
domain scores). The negative correlation shows that as
the duration of alcohol use increased the BSFI score,
sexual drive score, erection score, ejaculation score
significantly decreased (Table 5).

Correlation between severity of alcohol dependence
and BSFI total score/Individual domain scores

A Pearson product-moment was computed to
assess the relationship between severity of alcohol
dependence (SADS score) and sexual functioning
(BSFI total score/Individual domain scores). A negative
correlation was found between SADS score and BSFI
erection i.e., as severity of alcohol dependence
increased, erectile dysfunction significantly increased
(Table 5).

Table 5 Correlation between duration of illness and BSFI total score/ Individual domain scores

. Sexual Drive Erection Ejaculation BSFI
Variables
Score Score Score Score
Duration Of Alcohol Use (In
Years)
Pearson _AT2xx - 554x* -409* - 577x*
Correlation
Sig. (2-tailed) 0.008 0.001 0.025 0.001
SADS Total Score
Pearson -0.339 - 440% -0.177 -0.267
Correlation
Sig. (2-tailed) 0.067 0.015 0.35 0.153

DISCUSSION
There was highly significant difference in
sexual functioning between the ADS participant group

and the control group. The overall BSFI score in the
ADS group was 15.2 (SD=8.4) in comparison to 40.7
(SD=2.7) in the normal control group. Sexual

Available online: www.saudijournals.com/journal/sjm/home

52



Ashish Rana et al., Saudi J. Med., Vol-3, Iss-2 (Feb, 2018): 49-54

dysfunction was prevalent among people with alcohol
dependence group as depicted in previous studies [11,
15, 16]. ADS group on average rated overall
satisfaction score at 30.75%. Though the scale we used
does not give a prevalence of sexual dysfunction but it
does give an insight into participants’ perception of
sexual functioning. Participants’ perception on sexual
drive in both the ADS and control group is highly
significant. Only 1 of the 30 participants (3.3%) in the
ADS group reported of ‘no problem’ in sexual desire in
comparison to 24 of 30 (80%) in the control group.
Similar results were seen in the study done by
Vijayasenam et al. [15]; in which it was most
commonly reported problem (58% of patients) making
it the most severe problem [15], similarly in a study
done by Akhtar et al. 55% reported of hypoactive
sexual drive [18]. In the domain evaluating erection
only 1 in 30 participants (3.3%) reported of ‘no
problem’ in ADS group in comparison to 24 of 30
participants (80%) in control group. Comparable
findings were seen in study by Akhtar et al. [18];
Jensen et al. [17]; and Grinshpoon et al. [19]; which
revealed that, 31%, 23.8% and 85% of subjects
respectively had erectile dysfunction [18, 19, 16]. In the
domain evaluating ejaculation only 28 of the 30
participants (94%) reported of problem at various levels
in comparison to 2 of 30 in the control group (6%).
Similarly studies by Akhtar et al. Jensen et al.
Vijayasenam et al. and Grinshpoon et al. revealed that
24.4%, 41.3%, 26% and 61.3% of patients with ADS
respectively had problems with ejaculation [18, 19, 16,
15]. As both the groups did not differ in terms of
medical co-morbidities like hypertension and diabetes
mellitus which are known to influence sexual
functioning, it can be assumed that the study groups
were comparable.

According to the study by Villalta et al. sexual
dysfunction can be due to the vagal neuropathy caused
by alcohol which happens to be reversible [20] but
according to study by Gumus et al. alcohol also
irreversibly disturbs the gonadal hormone levels leading
to sexual dysfunction [21], similarly another study on
alcohol and its effects on endocrine system revealed
that long term use of alcohol also reduces the release of
gonadotrophins from the pituitary due to its inhibition
of hypothalamic- pituitary- adrenal axis. Many studies
also suggest that alcohol causes direct oxidative toxicity
due to imbalance between oxidants and antioxidants
(oxidants are generated during alcohol metabolism),
inhibition of testosterone and spermatogenesis leading
to testicular atrophy [22,23] and also suppresses the
production of luteinizing hormone and follicle
stimulating hormone [24].

When we compared participants in the ADS
group with or without Chronic Liver Disease (CLD),
there was no significant difference in sexual functioning
among them. Similar findings were reported by Jensen
et al. in a study which compared at the prevalence and

the type of sexual dysfunction in alcoholic cirrhotic
men to chronic alcoholic men without overt liver
disease [17]. However, another study by Cronely et al.
revealed that alcoholic males have an increased
prevalence of impotence as compared to men with
nonalcoholic liver disease and also the severity of
impotence in alcoholic men is far greater than in non-
alcoholic men with advanced liver disease and
impotence [25]. The findings of Cronely et al. were
further confirmed in a study by Bannister et al. which
showed that, though the liver disease per se appear to
cause sexual dysfunction and changes in the sexual
hormones but ethanol amplifies those changes [26].

Duration of alcohol use

In contrast to the results study by Arackal et al.
[11]; our study revealed that duration of alcohol use is
proportional to sexual dysfunctions.

Another study postulates that psychosocial
issues like marital conflict, dissatisfaction with spouses’
and/ or decreased frequency of sexual contact which
tends to be common in the family of people who use
alcohol might also be contributing to sexual dysfunction
[27].

The strengths of the study are alcohol
dependence was diagnosed using ICD-10 criteria,
standard scales were used, patients and controls both
were in-patients in the same hospital, comorbid
psychiatric illness was excluded, male first author
interviewed all patients. Limitations include small
sample size, medicines, medical problems and nicotine
could have influenced sexual dysfunction. Results of
hospital sample cannot be generalized to the
community; it is likely that a cross-sectional single
assessment would not give complete sexual history
details. A larger community based survey on sexual
dysfunction in persons with alcohol dependence is
desirable.

CONCLUSION

The perceived sexual dysfunction among
admitted patients with alcohol dependence is fairly
high. Clinicians treating alcohol dependence need to
give adequate importance and time to understand and
manage sexual dysfunctions.
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