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INTRODUCTION
Bipolar Disorder (BD) affects 1% of the global population, 
marked by mood episodes.8 Euthymia represents a 
clinically stable phase without significant mood symptoms.9 
However, up to 40% of euthymic patients experience 
residual cognitive deficits and sexual dysfunction, including 
erectile dysfunction (ED), impacting quality of life and
treatment adherence.10 Normal sexual function comprises 
five domains and the severity of ED is assessed by the 
International Index of Erectile Function (IIEF).1,2 ED affects 
3% to 76.5% of men globally, rising with age and 
comorbidities.3,7 In Nepal, ED prevalence ranges from 33.3% 
to 38.4% among psychiatric patients and surgical 
populations.4,5,6 
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Large-scale evidence demonstrates men with BD have a 
1.95-fold higher ED risk than the general population, even 
after adjusting for comorbid vascular conditions, persisting 
even without psychotropic medications, suggesting the 
disorder itself contributes to dysfunction.21 Regarding 
medication, 37% on lithium12 and 28.6% on valproate 
monotherapy14 experience clinically significant sexual 
dysfunction. Unfortunately, most patients do not 
spontaneously disclose these symptoms, leading to 
underreporting and compromised long-term treatment 
outcomes.14,12

In Nepal, mental health awareness is low, and sexual health 
is rarely discussed. Crucially, no previous studies have 
examined ED rates and correlates in BD within Nepal, 
despite substantially affecting quality of life.11,4 Limited 
health literacy hinders open discussions, causing ED to 
remain neglected in clinical practice. Understanding the 
multifactorial etiology, including demographic and clinical 
variables, is essential to improve treatment compliance. To 

address this gap, the study aimed to identify ED and associ-
ated sociodemographic and clinical variables in euthymic 
male patients with bipolar disorder through a tertiary 
psychiatry hospital-based cross-sectional study.

MATERIAL AND METHODS
This cross-sectional study was conducted over six months 
(February 2024 to August 2024) at the Adult Psychiatry 
Outpatient Department (OPD) of Mental Hospital 
Lagankhel, Nepal. We enrolled 185 male patients aged 
18–60 years diagnosed with bipolar disorder (BD) by 
consultant psychiatrists, selected via convenience 
sampling. Inclusion criteria required patients to be in 
remission, defined as Young's Mania Rating Scale (YMRS) 
score <5 and Hamilton Depression Rating Scale (HAM-D) 
score <8,9 with no psychiatric hospitalization within two 
months. Exclusion criteria comprised comorbid medical 
conditions potentially contributing to erectile dysfunction 
(ED), other psychiatric comorbidities (except substance 
dependence), or medications affecting sexual function.

Sociodemographic and clinical data were gathered using a 
semi-structured proforma. The YMRS is an 11-item 
clinician-administered scale developed by Young et al. 
(1978) 23, comprising seven standard items and four 
double-weighted items, yielding a maximum total score of 
60. While no formal published Nepali translation exists, the 
English version is routinely used by Nepalese clinicians and 
considered reliable in local research. The scale has 
demonstrated validity for assessing manic symptoms in 
countries sharing Nepal's sociodemographic profile, such as 
Thailand and Bangladesh.24, 25 A YMRS score <5 was taken as 
indicative of euthymia.9

Depression severity was assessed using the 17-item Hamil-
ton Depression Rating Scale (HAM-D-17).26 This clinician-ad-
ministered interview evaluates symptoms including 
depressed mood, guilt, and insomnia, with items scored on 
either a 0–4 or 0–2 scale. Total scores are interpreted as: 
0–7 (remission), 8–13 (mild), 14–18 (moderate), 19–22 
(severe), ≥23 (very severe).26 The HAM-D demonstrates 
strong global psychometric properties 26 and has been 
successfully implemented across multiple Nepalese clinical 
contexts including migrant workers, antenatal settings, and 
tertiary psychiatric care, supporting cross-cultural validity 
for depression assessment in Nepal.27,28,29 A HAM-D score <8 
defined euthymia.9

Erectile function was assessed via the abridged 5-item 
International Index of Erectile Function (IIEF-5) 30, a self-ad-
ministered questionnaire which can be administered by a 
clinician particularly in a population with literacy constrains 
33 with a score range of 5–25. Interpretation: 5–7 (severe 
ED), 8–11 (moderate), 12–16 (mild-moderate), 17–21 
(mild), 22–25 (no ED); ≤21 is the widely used diagnostic 
cut-off for ED.30 While formal psychometric validation in 
Nepal is unpublished, the IIEF-5 is successfully implement-
ed in Nepalese clinical research.

Data were collected by the researcher and a fellow resident 
doctor during a single outpatient session. Inter-rater 
reliability was not calculated, as acknowledged in study 
limitations. Written informed consent was obtained from 
all participants prior to enrollment. All data were 
anonymized and stored securely. Ethical approval was 
granted by the Institutional Review Board (IRB) of the 
National Academy of Medical Sciences (NAMS) on 6th 
December 2023 (Reference: 1233/2080/81). Data analysis 
was performed using Statistical Package for the Social 
Sciences (SPSS) version 29.

RESULTS
Among 185 euthymic male bipolar disorder patients (mean 
age 36.48±11.42 years), most were married (76.8%), urban 
residents (67.0%), with secondary education (45.4%). Mean 
illness duration was 11.34±9.74 years; 55.1% reported 
substance use, and 90.8% received polypharmacy, 
predominantly mood stabilizer–antipsychotic combinations 
(82.7%). Erectile dysfunction (ED) affected 68.1% of 
participants (mild to severe), with a mean IIEF-5 score of 
16.38±6.78. ED rates differed significantly by marital status 
(p=0.007), education (p=0.019), and age (p<0.001), but not 
by residence, occupation, religion, socioeconomic status, or 
substance use. Although antidepressant-containing 
regimens showed the highest ED rate (80.0%), medication 
group differences were non-significant (p=0.76). 
Spearman’s rho analysis revealed that IIEF-5 scores 
correlated negatively with age (r=−0.470, p<0.001) and 
total duration of illness (r=−0.374, p<0.001), but showed no 
significant association with the number of episodes or age 
of onset. Age-stratified analysis revealed ED rates increased 
with advancing age, from 44.4% (20–29 years) to 100% (≥60 
years), highlighting age and illness chronicity as key 
correlates of sexual dysfunction in this population.

Abstract

Background
Bipolar disorder (BD) affects ~1% of the global popula-
tion, yet erectile dysfunction (ED) during euthymia 
remains poorly understood, particularly in Nepal, where 
cultural taboos suppress discussion of sexual health. This 
study aimed to identify clinical and socio-demographic 
correlates of ED among euthymic male patients with 
bipolar disorder.

Material and methods
We conducted a cross-sectional study at Mental Hospital, 
Lagankhel, Nepal, recruiting 185 euthymic males of age 
18-60 years through outpatients via convenience 
sampling. Euthymia was confirmed using Young's Mania 
Rating Scale <5 and Hamilton Depression Rating Scale <8. 
Erectile function was assessed with the abridged IIEF-5; 
scores ≤21 indicated ED. Data were analyzed using SPSS 
v29 with descriptive statistics and Spearman's correla-
tion.
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Results
Mean age of participants was 36.48±11.42 years. ED was 
present in 68.1% of the participants: mild (23.8%), 
mild-moderate (20%), moderate (7.6%), and severe 
(16.8%). Significant correlates included older age (r = −
0.47, < 0.001), longer illness duration (r = −0.37, p < 0.01) 
and married participants (p = 0.007). Residence, occupa-
tion, religion, socioeconomic status, education and 
substance use showed no significant correlation. Among 
the various medication combinations, patients on mood 
stabilizers plus antidepressants showed the highest ED 
rate (80%). 

Conclusion
ED is highly common in euthymic bipolar men and linked 
to age, illness duration, and antidepressant use. Findings 
support integrating routine, culturally sensitive sexual 
health screening into psychiatric care to improve holistic 
outcomes.

Keywords
Bipolar disorder; Erectile dysfunction; Euthymia



Original Research ArticleJ Psychiatrists’ Association of Nepal Vol. 15 No. 1 2026

23Malakar B. et al. Erectile Dysfunction in Euthymic Patients with Bipolar

INTRODUCTION
Bipolar Disorder (BD) affects 1% of the global population, 
marked by mood episodes.8 Euthymia represents a 
clinically stable phase without significant mood symptoms.9 
However, up to 40% of euthymic patients experience 
residual cognitive deficits and sexual dysfunction, including 
erectile dysfunction (ED), impacting quality of life and
treatment adherence.10 Normal sexual function comprises 
five domains and the severity of ED is assessed by the 
International Index of Erectile Function (IIEF).1,2 ED affects 
3% to 76.5% of men globally, rising with age and 
comorbidities.3,7 In Nepal, ED prevalence ranges from 33.3% 
to 38.4% among psychiatric patients and surgical 
populations.4,5,6 

Large-scale evidence demonstrates men with BD have a 
1.95-fold higher ED risk than the general population, even 
after adjusting for comorbid vascular conditions, persisting 
even without psychotropic medications, suggesting the 
disorder itself contributes to dysfunction.21 Regarding 
medication, 37% on lithium12 and 28.6% on valproate 
monotherapy14 experience clinically significant sexual 
dysfunction. Unfortunately, most patients do not 
spontaneously disclose these symptoms, leading to 
underreporting and compromised long-term treatment 
outcomes.14,12

In Nepal, mental health awareness is low, and sexual health 
is rarely discussed. Crucially, no previous studies have 
examined ED rates and correlates in BD within Nepal, 
despite substantially affecting quality of life.11,4 Limited 
health literacy hinders open discussions, causing ED to 
remain neglected in clinical practice. Understanding the 
multifactorial etiology, including demographic and clinical 
variables, is essential to improve treatment compliance. To 

address this gap, the study aimed to identify ED and associ-
ated sociodemographic and clinical variables in euthymic 
male patients with bipolar disorder through a tertiary 
psychiatry hospital-based cross-sectional study.

MATERIAL AND METHODS
This cross-sectional study was conducted over six months 
(February 2024 to August 2024) at the Adult Psychiatry 
Outpatient Department (OPD) of Mental Hospital 
Lagankhel, Nepal. We enrolled 185 male patients aged 
18–60 years diagnosed with bipolar disorder (BD) by 
consultant psychiatrists, selected via convenience 
sampling. Inclusion criteria required patients to be in 
remission, defined as Young's Mania Rating Scale (YMRS) 
score <5 and Hamilton Depression Rating Scale (HAM-D) 
score <8,9 with no psychiatric hospitalization within two 
months. Exclusion criteria comprised comorbid medical 
conditions potentially contributing to erectile dysfunction 
(ED), other psychiatric comorbidities (except substance 
dependence), or medications affecting sexual function.

Sociodemographic and clinical data were gathered using a 
semi-structured proforma. The YMRS is an 11-item 
clinician-administered scale developed by Young et al. 
(1978) 23, comprising seven standard items and four 
double-weighted items, yielding a maximum total score of 
60. While no formal published Nepali translation exists, the 
English version is routinely used by Nepalese clinicians and 
considered reliable in local research. The scale has 
demonstrated validity for assessing manic symptoms in 
countries sharing Nepal's sociodemographic profile, such as 
Thailand and Bangladesh.24, 25 A YMRS score <5 was taken as 
indicative of euthymia.9

Depression severity was assessed using the 17-item Hamil-
ton Depression Rating Scale (HAM-D-17).26 This clinician-ad-
ministered interview evaluates symptoms including 
depressed mood, guilt, and insomnia, with items scored on 
either a 0–4 or 0–2 scale. Total scores are interpreted as: 
0–7 (remission), 8–13 (mild), 14–18 (moderate), 19–22 
(severe), ≥23 (very severe).26 The HAM-D demonstrates 
strong global psychometric properties 26 and has been 
successfully implemented across multiple Nepalese clinical 
contexts including migrant workers, antenatal settings, and 
tertiary psychiatric care, supporting cross-cultural validity 
for depression assessment in Nepal.27,28,29 A HAM-D score <8 
defined euthymia.9

Erectile function was assessed via the abridged 5-item 
International Index of Erectile Function (IIEF-5) 30, a self-ad-
ministered questionnaire which can be administered by a 
clinician particularly in a population with literacy constrains 
33 with a score range of 5–25. Interpretation: 5–7 (severe 
ED), 8–11 (moderate), 12–16 (mild-moderate), 17–21 
(mild), 22–25 (no ED); ≤21 is the widely used diagnostic 
cut-off for ED.30 While formal psychometric validation in 
Nepal is unpublished, the IIEF-5 is successfully implement-
ed in Nepalese clinical research.

Data were collected by the researcher and a fellow resident 
doctor during a single outpatient session. Inter-rater 
reliability was not calculated, as acknowledged in study 
limitations. Written informed consent was obtained from 
all participants prior to enrollment. All data were 
anonymized and stored securely. Ethical approval was 
granted by the Institutional Review Board (IRB) of the 
National Academy of Medical Sciences (NAMS) on 6th 
December 2023 (Reference: 1233/2080/81). Data analysis 
was performed using Statistical Package for the Social 
Sciences (SPSS) version 29.

RESULTS
Among 185 euthymic male bipolar disorder patients (mean 
age 36.48±11.42 years), most were married (76.8%), urban 
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substance use, and 90.8% received polypharmacy, 
predominantly mood stabilizer–antipsychotic combinations 
(82.7%). Erectile dysfunction (ED) affected 68.1% of 
participants (mild to severe), with a mean IIEF-5 score of 
16.38±6.78. ED rates differed significantly by marital status 
(p=0.007), education (p=0.019), and age (p<0.001), but not 
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substance use. Although antidepressant-containing 
regimens showed the highest ED rate (80.0%), medication 
group differences were non-significant (p=0.76). 
Spearman’s rho analysis revealed that IIEF-5 scores 
correlated negatively with age (r=−0.470, p<0.001) and 
total duration of illness (r=−0.374, p<0.001), but showed no 
significant association with the number of episodes or age 
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with advancing age, from 44.4% (20–29 years) to 100% (≥60 
years), highlighting age and illness chronicity as key 
correlates of sexual dysfunction in this population.
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Age Group 18–19 4 (2.2%) 2 (50.0%) 2 (50.0%) <0.001
 20–29 63 (34.1%) 35 (55.6%) 28 (44.4%)
 30–39 45 (24.3%) 6 (13.3%) 39 (86.7%)
 40–49 41 (22.2%) 11 (26.8%) 30 (73.2%)
 50–59 30 (16.2%) 5 (16.7%) 25 (83.3%)
 ≥60 2 (1.0%) 0 (0%) 2 (100%)
Marital  
Status Married 142 (76.8%) 38 (26.8%) 104 (73.2%) 0.007
 Single/
 Divorced 43 (23.2%) 21 (48.8%) 22 (51.2%) 
Residence Urban 124 (67.0%) 38 (30.6%) 86 (69.4%) 0.604
 Rural 61 (33.0%) 21 (34.4%) 40 (65.6%) 

  36 (19.5%) 7 (19.4%) 29 (80.6%) 0.019

  120 (64.9%) 37 (30.8%) 83 (69.2%)

  29 (15.7%) 15 (51.7%) 14 (48.3%) 
Occupation Employed 125 (67.6%) 38 (30.4%) 87 (69.6%) 0.530
 Unemployed 60 (32.4%) 21 (35.0%) 39 (65.0%) 
Religion Hindu 136 (73.5%) 39 (28.6%) 97 (71.4%) 0.118
 Other 49 (26.5%) 20 (40.8%) 29 (59.2%) 
 Upper class 40 (21.6%) 17 (42.5%) 23 (57.5%) 0.104
 Lower class 145 (78.4%) 42 (28.9%) 103 (71.1%)

Table 1: Sociodemographic Characteristics and Association

with Erectile Dysfunction (N=185)

Figure 1: Correlation between age and IIEF scores

Figure 2: Correlation between IIEF scores and Total 

Duration of Illness

IIEF: International Index for Erectile function
Lower IIEF scores: Greater ED severity

Figure 3: Distribution of Erectile dysfunction severity 

among the participants

Note: ED defined as IIEF-5 score ≤21; p-values from Chi-square/Fisher's
exact test

Variable� Category Total n (%) No ED n (%) ED Present
n (%)

p-value

Primary & below
Secondary/
Higher Secondary
Undergraduate
& above 

Socioeconomic
Status

Education
Level

Present 102 (55.1%) 33 (32.4%) 69 (67.6%) 0.881
Absent 83 (44.9%) 26 (31.3%) 57 (68.7%) 
Present 62 (33.5%) 19 (30.6%) 43 (69.4%) 0.796
Absent 123 (66.5%) 40 (32.5%) 83 (67.5%)

Single 17 (9.2%) 5 (29.4%) 12 (70.6%) 0.818
Multiple 168 (90.8%) 54 (32.1%) 114 (67.9%)
MA/MMA 153 (82.7%) 51 (33.3%) 102 (66.7%) 0.760
MAD/MD/AD  15 (8.1%) 3 (20.0%) 12 (80.0%)
M alone 7 (3.8%) 2 (28.6%) 5 (71.4%)
A alone 10 (5.4%) 3 (30.0%) 7 (70.0%)
<10 years 102 (55.4%) — — 
≥10 years 83 (44.6%) — — 
Mean ± SD 24.8 ± 8.46 yrs — — 

Mean ± SD 3.08 ± 2.64 — — 

Table 2: Clinical Characteristics and Association with

Erectile Dysfunction (N=185)

Variable� Category Total n (%) No ED n (%) ED Present
n (%) p-value

Illness
Duration

Age of BD
Onset

Number of
Episodes

r = −0.374,
p < 0.001

r = −0.225,
p = 0.002

r = −0.128,
p = 0.083

Substance
Use History�

Family 
Psychiatric
History

Medication
Count

Medication
Group

Abbreviations:
MA/MMA = Mood stabilizers + Antipsychotics (single or dual combinations)
MAD/MD/AD = Combinations including antidepressants (Mood stabiliz-
er+Antipsychotic+Antidepressant/Mood stabilizer+Antidepressant/ 
Antipsychotic+Antidepressant)
M= Mood stabilizers alone
A= Antipsychotics alone
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DISCUSSION
This study represents the pioneering effort in Nepal to 
investigate erectile dysfunction (ED) and its associated 
factors among men in the euthymic phase of bipolar 
disorder (BD). The primary objective was to identify clinical 
and socio-demographic correlates of ED in this specific 
population. The main finding reveals a high number of 
participants with ED (68.1%) even during periods of mood 
stability. This is particularly important because it highlights 
that sexual dysfunction persists beyond acute mood 
episodes, addressing a neglected area of patient care often 
overshadowed by cultural taboos surrounding sexual 
health in Nepal. By focusing on euthymia, defined by strict 
YMRS and HAM-D cutoffs, this study isolates the chronic 
burden of the illness and treatment from acute mood 
symptoms, offering a clearer picture of residual dysfunc-
tion.

The rate of ED among the participants aligns with global 
ranges for BD but exceeds general population estimates for 
similar age groups. International literature suggests men 
with BD have a 1.95-fold higher risk of ED compared to the 
general population. Our findings support this, indicating 
that the disorder itself, alongside treatment factors, 
contributes to sexual dysfunction. Unlike some studies 
focusing on acute phases, our focus on euthymia isolates 
the chronic burden of the illness. However, severity 
patterns differed slightly from general population studies, 
with a larger proportion experiencing mild to moderate ED 
rather than severe cases. This difference may be attributed 
to our exclusion criteria, which removed patients with 
severe medical comorbidities like diabetes or 
cardiovascular disease, thereby isolating psychiatric 
factors.

Significant correlates included older age, longer illness 
duration, and lower education levels. The strong inverse 
correlation between age and erectile function (r = −0.47) 
mirrors global trends of age-related decline. The 
association with lower education suggests health literacy 
plays a crucial role; we speculate that individuals with less 
education may struggle to understand medication side 
effects, manage lifestyle risks, or seek early intervention for 
comorbidities. Interestingly, while employment and urban 
residency showed slightly higher ED, these differences were 
modest. Higher rates among urban participants may be 
because of increased reporting as they are more 
forthcoming due to reduced stigma, or it may be because of 
more sedentary lifestyles, which were not directly 
assessed. Conversely, substance use history showed no 
significant association, likely due to heterogeneous 
substance types and dosages among participants.

Regarding treatment, patients on mood stabilizers plus 
antidepressants showed the highest ED rate (80%), 
consistent with literature identifying SSRIs as significant 
contributors to sexual dysfunction. Although statistical 
significance was not reached across medication groups (p = 
0.76), likely due to small subgroup sizes, the clinical trend 
underscores the potential sexual side effects of psychotrop-
ics. This suggests that while mood stabilizers are essential, 
adjunctive antidepressant use warrants careful monitoring 
regarding sexual health.

Possible biases must be considered when interpreting 
these results. Convenience sampling from a single tertiary 
center may introduce selection bias, as participants were 
predominantly lower socioeconomic status patients 
seeking government care. Potential underreporting due to 
cultural stigma is a significant concern; in Nepal, sexual 
health is rarely discussed, and patients may feel shame 
admitting to ED. This could lead to an underestimation of 
the true prevalence. Furthermore, the lack of formally 
validated Nepali translations for assessment tools may 
affect data accuracy, although interviewer administration 
helped mitigate literacy constraints.

These findings have critical policy and practice implications. 
Given the high burden of ED, routine, culturally sensitive 
sexual health screening should be integrated into psychiat-
ric follow-ups to improve holistic outcomes and treatment 
adherence. Clinicians must proactively discuss sexual side 
effects, as patients rarely disclose them spontaneously due 
to stigma. Addressing ED is not only about sexual health but 

Figure 4: Distribution of Erectile Dysfunction Across Age

Groups among the participants
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also cardiovascular and metabolic risk management. The 
association with education levels suggests that 
psychoeducation programs should be tailored to patients 
with lower health literacy to empower them in managing 
side effects. Future research should employ longitudinal 
designs to track ED progression over time and incorporate 
broader variables like hormonal profiles and relationship 
satisfaction. Expanding studies to diverse populations and 
including control groups will strengthen the understanding 
of ED etiology in BD, ultimately guiding better management 
strategies for this vulnerable group.
 

STRENGTHS AND LIMITATIONS
The study's primary strength lies in its pioneering focus on 
ED in Nepalese men with BD during euthymia, conducted at 
Nepal's only tertiary psychiatric hospital. It specifically 
assesses the erectile function domain, an area virtually 
unexplored in Nepal, and systematically examines multiple 
demographic and clinical correlates using standardized 
tools (IIEF-5, YMRS, HAM-D). However, limitations include 
its cross-sectional design, convenience sampling from a 
single outpatient setting, and lack of a control group. Key 
confounders were omitted, including BMI, hormonal 
profiles, physical activity, and medication dosages. 
Additionally, inter-rater reliability was not assessed, and 
there was a lack of formally validated Nepali translations 
for the assessment tools. Potential underreporting due to 
cultural stigma also limits broader generalizability.

CONCLUSION
This study highlights a significant burden of erectile 
dysfunction among euthymic men with BD, with age, illness 
duration, and education level emerging as key correlates. 
While medication regimens did not reach statistical signifi-
cance, clinical trends suggest a higher prevalence among 
those on antidepressant-containing therapies. Despite 
remission in mood symptoms, sexual dysfunction persists, 
emphasizing the need for holistic management that 
includes sexual health discussions during psychiatric 
follow-ups. Future studies should incorporate broader 
variables, longitudinal designs, and diverse populations to 
strengthen the understanding and address ED more effec-
tively in this vulnerable group.
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