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Introduction

Sexual dysfunction (SD) is a common problem among ad-
dicted Iranian opiate users who undergo methadone mainte-
nance treatment (MMT), but only a few studies on SD with 

methadone-treated patients have been undertaken in Iran and in 
other countries. As a result, the importance of SD has been under-
estimated. Research studies in other countries have found that up 
to 87% of women and 85% of men who enter MMT have reported 

1 Nevertheless, many patients 
with sexual problems do not report this issue to clinicians2 and 
many clinicians feel uncomfortable about dealing with sexual 
problems.3 Of the few Iranian studies conducted on SD, Tatari and 
colleagues in their study on 157 drug dependent subjects in Ker-
manshah, Iran have found the prevalence rates of erectile function 
to be 60.5% and sexual desire to be 70.70%.4

An Italian study on the prevalence of erectile function among 
201 male patients at seven methadone and buprenorphine mainte-
nance treatment centers showed that 24% of patients reported mild 

to moderate erectile dysfunction and 18% reported severe erectile 
dysfunction.5

The paucity of research on SD among patients on MMT in Iran 
and in other countries is a crucial concern. Assessment of SD in 

of SD can increase compliance to the treatment procedure, the ef-
fectiveness of which, as is well-known, is associated with more 
doses and a longer duration of treatment.6 The present study is de-
signed to examine the prevalence of SD and to investigate whether 
there is a change in SD after six months of MMT compared with 
baseline. 

Materials and Methods

Participants
The study was conducted in the outpatient Cheraghiyan Center, 

which is the most active center that provides MMT for opiate abus-
ers in Damghan, Iran. We recruited participants through poster pre-
sentation. Married men aged 20–50 years who were chronic smok-
ers of crystalline heroin for six months before study entry and who 
had a literacy of at least eight years were eligible to enter the study. 
Initially, 70 males who were on the waiting-list for admission to 
MMT were selected, however, 13 left MMT because of relapse, 
10 referred to methamphetamine, 9 did not take methadone per-
manently as prescribed by the Cheraghiyan Center physician, and 
8 consumed psychiatric and other medications as determined by 
urine testing. Therefore, the total number of participants was 30 
crystalline heroin users during the six month study period. All par-

Abstract
Background: Sexual dysfunction (SD) is a common problem among chronic opiate dependents. The purpose of this study is to examine 

the prevalence of SD and to investigate whether there is a change in SD after six months of methadone maintenance treatment (MMT) 
compared with baseline.

Methods: We recruited 30 patients mean age 34.5 years from an MMT center in Damghan, Iran. Patients underwent structured interviews 
that consisted of the following: (i) socio-demographic characteristics, drug use, and sexual behavior ; (ii) the International Index of Erectile 
Function (IIEF-15) test for SD; (iii) the Zung test for depression; and (iv) analysis of serological status.

Results: Overall, 8% of participants reported no SD, 69% reported mild to moderate SD, and 23% reported severe SD upon admission. 
After completion of the MMT program, these results decreased to 61% and 20%, respectively. In comparison with admission, the mean IIEF-
15 score showed moderate improvement from 16.77 ± 7.08 to 21.8 ± 6.40 (P = 0.003). The mean IIEF-15 score for intercourse satisfaction 
completely improved from12.20 ± 4.55to 15 ± 3.76 (P = 0.001). Slight improvements were noted in the mean IIEF-15 score for sexual desire 
which increased from 5.10 ± 2.28 to 6.57 ± 2.12 (P = 0.017) and the mean IIEF-15 score for overall satisfaction which increased from 5.10 
± 2.29 to 6.58 ± 2.12 (P = 0.017). However, the mean IIEF-15 score for orgasmic function very slightly decreased from 4.73 ± 4.50 to 4.57 ± 
1.92 (P 

Conclusion: 
MMT. Patients should be screened for SD at the onset of opioid replacement treatment. Future studies on SD should examine the potential 

Keywords: 

Cite the article as: Babakhanian M, Alam Mehrjerdi Z, Shenaiy Y. Sexual Dysfunction in Male Crystalline Heroin Dependents before and after MMT: A Pilot Study. 
Arch Iran Med. 2012; 15(12): 751 – 755.

Original Article

Sexual Dysfunction in Male Crystalline Heroin Dependents before 
and after MMT: A Pilot Study

1,2, Zahra Alam Mehrjerdi MA3, Yahya Shenaiy MD4

 ¹Department of Social Work, Baradaran-e Rezaee Hospital, 
Semnan University of Medical Sciences, Damghan, Iran. ²Department of Social 
Work, University of Welfare Sciences and Rehabilitation, Tehran, Iran. ³Rose Psy-
chiatric Center, Tehran, Iran. Methadone Maintenance Treatment Ward, Cher-
aghiyan MMT Center, Damghan, Iran.

Masaudeh Babakhanian MA, Department 
of Social Work, Baradaran-e Rezaee Hospital, Semnan University of Medical Sci-
ences, Damghan, Iran. Telefax: +98-232-523-5111, 
E-mail: babakhanian.m@gmail.com
Accepted for publication: 30 May 2012



Archives of Iranian Medicine, Volume 15, Number 12, December 2012752

ticipants were interviewed using the Structured Clinical Interview 
for DSM-IV (SCID-I)7 and met DSM-IV criteria8 for heroin de-
pendence. Participants were asked not to use antidepressants, neu-
roleptics, antipsychotics, sedatives, anxiolytics, and antiandrogens 
during the study because of the negative effects of these medica-
tions on sexual function and the possibility of inference with the 
study procedure and aims. Participants who were diagnosed with 
comorbid drug and alcohol use, severe hypertension and stress, 
hormonal problems due to medical or surgical conditions such as 
testicular surgery, or who suffered from neurological, metabolic 
and arteriopathic problems such as diabetes were excluded because 
of the negative effects of these problems with the study procedure. 
All participants were provided with written consent forms. Partici-

the Institutional Review Board of University of Welfare Sciences 
and Rehabilitation.  

Interview and serological status
A structured interview was administered which included ques-

tions on socio-demographics, drug use details, and sexual behavior. 
In addition, the International Index of Erectile Function (IIEF-15)9 

was administered upon admission to MMT and after six months 
of MMT. The IIEF-15 is a reliable multidimensional scale test that 
explores various aspects of SD. The test is self-administered and 
has 15 questions that examine 5 scales of erectile function, orgas-
mic function, sexual desire, intercourse satisfaction and overall 
satisfaction. Maximum mean scores for the IIEF-15 are as follows: 
erectile function (30), orgasmic function (10), sexual desire (10), 

intercourse satisfaction (15), and overall satisfaction (10). Higher 
scores indicate less dysfunction.

The reliability and validity of IIEF-15 were approved in Iran in 
the study on the Farsi International Index of Erectile Dysfunction 
and Doppler Ultrasonography that evaluated male impotence.10

The Zung Self-rating Depression Scale (SDS)11 was also admin-
istered at admission to MMT to assess depression as a crucial and 

mild depression at a score of 50–59, moderate depression at 60–69 
and severe depression over 70. Analysis of serological status was 
also part of a scheduled entry medical examination to diagnose 

-
-

ciency virus (HIV), hepatitis B virus and hepatitis C virus. Two 
urine samples were randomly taken each month for a multi-drug 
urine test to control for drug and medication use other than metha-
done in participants.

Statistical analysis
A series of analyses were conducted by performing the Mann-

Whitney U test to reveal the changes that participants reported 
in their SD at admission to MMT (baseline) compared with six 
months of methadone treatment (post-test).

Results

Patient characteristics and prevalence of erectile dysfunction (ED)
The study included 30 married males who were between 24–47 

Variables Characteristics Mean ± SD Frequency (%)

Personal and social characteristics
Age 34.5 ± 4.2

Employment Employed 29(97.7)
Unemployed 1(3.3)

Education
< 12 years 18(60)
12 years 10(33)
> 12 years 2(7)

Living with Spouse 30(100)
Marriage age 25 ± 6.1
Marital status Married 30(100)

History of drug use
Lifetime opioid use 30(100)
Lifetime stimulant us 8(26.6)
Lifetime hallucinogen use 1(3.3)

22.1 ± 4.3
28 ± 5.1

Length of addiction 6 ± 2.1

Depression No depression 10(33.3)
Mild 14(46.7)
Moderate 6(20)

Serology of infectious disease HIV¹ Negative 30(100)
Positive 0

HBV² Negative 30(100)
Positive 0

HCV³ Negative 30(100)
Positive 0

Sexuality Number of partners 1 30(100)
More 0

Extra marital sex last month
Yes 0
No 30(100)

Average number of sex before MMT 4 ± 4.1
Average number of sex after MMT 6 ± 3.2

Condom use Yes 16(53.3)
No 14(46.7)

Table 1. n = 30).
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years old (mean: 34.5; SD = 4.2). The majorities of participants 
were employed and had education levels of less than 12 years or 
diploma. Participants were on methadone maintenance at a mean 

14.12 mg; 26% above 10.9 mg). The dose was gradually increased 

(range: 10.9–31.28 mg; 25% above 19.17 mg). The mean for sex-
ual intercourse upon admission to MMT was 4 (SD = 4.1) times 
per month, which increased to 6 (SD = 3.2) times per month at 
the end of six months of MMT. Participants reported that sexual 
activity was limited to their spouses who were not drug users and 
no risky behavior was reported within six months before entry to 
MMT (Table1). 

Prevalence of sexual dysfunction (SD)
At baseline, 8% of the participants reported no SD, 69% reported 

mild to moderate SD, and 23% reported severe SD, which de-
creased to 61%, and 20%, respectively, after six months of MMT. 
The median age score for SD was 30 years and the mean age score 
for SD prevalence was 32.5 (SD = 2.3) years. Age, education, 
employment, drug use history, depression scores in Zung (SDS), 
methadone dose and treatment duration were not associated with 

SD prevalence (P > 0.05). The baseline ED mean score in IIEF 
was 16.77, which showed a moderate prevalence for ED among 
participants that positively increased to 21.8 in the post-test (Fig-
ure 1). Further analysis showed a moderate improvement in ED 
among participants after taking methadone (Z score = -2.933; U 
score = 252; P value  0.003) compared with baseline (Table 2). 
The baseline orgasmic functions mean score was 4.73, which in-
dicated the presence of a moderate orgasmic problem among par-
ticipants that remained almost unchanged (4.57) in the post-test 
(Figure 2). Further analysis showed that orgasmic function did not 
change after taking methadone (Z score = -1.308; U score = 364; P 

) compared to baseline (Table 2). The baseline sexual 
desire score was 5.10, which increased moderately to 6.57 in the 
post-test (Figure 3). Further analysis revealed a slight improve-
ment in sexual desire among participants after taking methadone 
(Z score = -2.396; U score = 289.500; P value  0.017) compared 
with baseline (Table 2). The baseline intercourse satisfaction score 

score of 15 in the post-test, which indicated no problems with in-
tercourse satisfaction in the post-test (Figure 4). Further analysis 
revealed intercourse satisfaction among participants completely 
improved after taking methadone (Z score = -3.175; U score = 236; 

Figure 1. Erectile function before and after MMT.

Figure 3. Sexual desire before and after MMT. 

Figure 2. Orgasmic function before and after MMT.

Figure 4. Intercourse satisfaction before and after MMT.

Figure 5. Overall satisfaction before and after MMT.
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P value  0.001) compared with baseline (Table 2).
The baseline overall satisfaction score was 5.10 which increased 

moderately to 6.58 in the post-test (Figure5). Further analysis 
revealed overall sexual satisfaction among participants slightly 
improved after taking methadone (Z score = -2.396; U score = 
289.500; P value  0.017) compared with baseline (Figure 5). 

Discussion

The present study was one of the few Iranian studies on SD 
among male crystalline heroin abusers on MMT. We have found a 

prevalence of SD as a common problem among opiate dependent 
patients who referredfortreatment.5,12 In the current study, the se-
verity of some aspects of SD among participants decreased mod-
erately after six months of extensive methadone treatment. The 
mechanism of action of methadone on SD caused by chronic use 
of crystalline heroin has not been determined; however, we have 
noted improvements in some aspects of SD among participants. 
This might be partially a result of the gradual effects of methadone 
on the sex hormone system during treatment which supports the 
fact that the constant-state pharmacokinetic properties of metha-
done result in adaptation and normalization of the endocrine sys-
tem and body’s neuroendocrine function.13

We found orgasmic dysfunction was moderately prevalent 

the research of Palha and Esteves who studied SD among101 her-
oin addicts and found that 60% of men in their study had problems 
in achieving orgasms.14 In our study this problem did not improve 
during MMT and might have been partially due to the number of 
years orgasmic dysfunction was present in participants. Additional 
treatment such as androgen replacement therapy might be neces-
sary. In addition, this might have been the result of a variety of psy-
chological and interpersonal factors not reported by participants 
that needed intervention.

We found low sexual desire and overall satisfaction to be mod-

study of Palha and Esteves on heroin dependents who found that 
75% of men in their study complained of low libido, 71% reported 
altered sexual arousal and 72% had reduced sexual satisfaction.14 

In the current study these problems slightly improved after partici-
pants took methadone. 

The long-term side effects of crystalline-heroin dependence on 
decreased libido were likely to be the core feature of sexual desire 
and overall satisfaction that possibly required additional therapies 

or possibly were attributable to the disrupted affective and sexual 
relationship of participants with their spouses, which required psy-

cho-intervention and marital therapy.
One notable aspect of our study was the improvement in inter-

course satisfaction among participants after MMT, which we have 
found no similar study. This result may be partly due to the low 
severity of this problem among participants who have been easily 

sex hormones and is subject to further study.
Several limitations existed in this study. This was across-section-

al research without a control group, hormone assay and monthly 
evaluation by IIEF-15. We used baseline sexual status to compare 
with post-test results of sexual function among participants. It was 

methadone use and improvement in SD from our observations in 
this pilot study. Additional studies with larger samples and with 
less dropout rates are necessary.

The traditional, religious atmosphere of Damghan crucially 
limited the study sample size, therefore this study on SD was a 
pilot study. Indeed, among a few opiate use treatment clinics in 
Damghan, no clinic agreed to cooperate with us and many patients 
refused participation in the study because of traditional negative 
views on reporting SD in Damghan. Thus the study population was 
limited to the government operated Cheraghiyan MMT Center and 

population of opiate-dependent patients who have participated in 
an MMT program in Damghan. Furthermore, our data was based 
on self-reporting that lacked objective evidence however we ad-
ministered the IIEF-15, which is recognized as the gold standard 
in evaluating SD.15 We evaluated SD at an appropriate time, in the 
sixth month, when our extensive interviews with patients showed 
they frequently reported having adjusted to both the methadone 
dose and treatment conditions in the MMT program. The present 
study found no relationship between demographics, drug use his-
tory, methadone dose and duration of MMT to improvement in SD 

2 Nevertheless, a 
higher methadone dose and longer duration of MMT in compari-
son with a low dose and shorter MMT duration in experimental 
and control groups are subjects for future studies on SD in male 
patients, particularly when some well-known studies have claimed 
the reverse effects of methadone treatment on certain aspects of 
sexual function such as libido and orgasmic function.16,17

SD is an important concern for many patients on MMT and a 
good opiate use treatment program will need to address this issue. 
Androgen replacement18 and pharmacological treatment19 may be 
effective approaches for these patients while psycho-intervention 
for patients and counseling programs for couples may be useful. 
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