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A B S T R A C T

Introduction. To date, it has been difficult to address the issue of sexual functioning and drug use, and many
approaches to it have basic problems and methodological errors.
Aim. The present cross-sectional study compared the sexual functioning scores of a group of drug users with those
of a group of nondrug users. It explored the relationship between drug abstinence and sexual functioning.
Main Outcome Measures. A sample of 905 males participated in this study (549 met the substance dependence
criteria and 356 were controls). All of them were assessed with the Changes in Sexual Functioning Questionnaire-
Drugs version.
Method. The assessment was conducted from September 2009 to January 2011. The clinical sample was evaluated
in nine different substance abuse treatment facilities.
Results. Results show that, overall, all dimensions (pleasure, desire, arousal, and orgasm) were moderately impaired.
Yet, differences regarding preferred substance were observed. Pleasure and orgasm were the two areas most
significantly impaired. In these areas, all drugs seemed to negatively affect sexual functioning. However, desire and
arousal were not affected by all the substances. In addition, at least after 2 weeks of drug abstinence, no relationship
was found between drug abstinence and improvement in sexual functioning. The sample studied had an average of
1 year of drug abstinence and was found to have poorer sexual functioning than the control group.
Conclusions. Therefore, these results seem to contradict those that argue that drug use only impairs sexual func-
tioning temporarily. Moreover, they suggest that sexual functioning does not improve just by stopping drug use.
Vallejo-Medina P and Sierra JC. Effect of drug use and influence of abstinence on sexual functioning in a
Spanish male drug-dependent sample: A multisite study. J Sex Med 2013;10:333–341.
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Introduction

T he human sexual response is multifaceted
and related to biological, psychological,

environmental, and interpersonal factors [1]. Drug
use and abuse affects all these areas, so drugs are
likely to have effects on sexual functioning. Yet,
most questions regarding the relationship between
drug consumption and sexual functioning remain
unanswered [2]. This subject (the influence of
drugs on sexual functioning) has been considered
of great interest by researchers but is difficult to

approach because it is difficult to accurately assess
sexual functioning in this population, the process
is influenced by many variables and the problem
has multiple causes. This may be the reason why
there seem to be more theoretical reviews [2–12]
than original recent articles on this topic. More-
over, many reviews include studies that used
simple questions to assess sexual functioning, did
not use a control group, or had a small sample size
[2].

Use of drugs for sexual purposes has been
common throughout history [13]. In fact, some
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consumers make such a strong association between
cocaine or methamphetamines and sex that they
cannot easily separate the two [14]. Apart from
causing a serious health problem in this population
due to the adoption of risky sexual behaviors (e.g.,
[15,16]), drug use leads to alterations in pleasure,
desire, arousal, and orgasm.

Sexual pleasure is the subjective value given to
pleasurableness of sexual activity [17]. Desire is
conceptualized as an appetitive drive that is neces-
sary to provoke the subsequent physical changes of
the sexual arousal phase [18]. Arousal is the physi-
ological preparation for sexual contact, character-
ized by penile erection in men and vaginal
lubrication in women [19]. Orgasm is a sensation
of intense pleasure accompanied by an alteration
in consciousness and contraction of the genitouri-
nary musculature [20].

In general, according to the studies consulted,
use of alcohol [6], benzodiazepines [12], cannabis
[8,9], cocaine [2,4,11], opioids [21], methamphet-
amines [22,23], or hallucinogens [8] may improve
various areas of sexual functioning—in low doses
and/or in the short term attending to individual
differences [2,6–9,22,23]. Yet, these effects seem to
be short lived, because dose increases and/or
length of use have shown detrimental effects on
sexual functioning [2,11,12,24–29].

In addition, recent studies have pointed out that
the residual effects of the substance (alcohol,
cocaine, opioids, or marijuana) do not disappear as
soon as expected [30]. Thus, Cocores et al. [31]
indicated that in most cases, sexual dysfunction
associated with cocaine and alcohol use resolves
spontaneously after 3 weeks of abstinence. Vallejo-
Medina and Sierra [30] found that drug users with
a mean (M) abstinence of 1 year had significantly
poorer sexual functioning than a nondrug user
group in four areas of sexual functioning (pleasure,
desire, arousal, and orgasm).

Aims

The present study had two objectives: (i) compare
scores of male drug users—divided into groups
depending on their preferred substance—and
nondrug users in each area of sexual functioning;
and (ii) explore the relationship between drug
abstinence and sexual functioning to try to deter-
mine how much time of abstinence would be nec-
essary for the scores of both groups to level out.

The sample only included males because the
number of females who request drug abuse
support is low (10% [32]). However, the authors’

team is currently assessing females in order to
reach an appropriate sample size.

Hypotheses
H1 The sexual functioning of the user group will

be significantly lower than that of the control
group, with differences depending on the sub-
stance used.

H2 Sexual functioning will improve with
increased time of abstinence.

Methods

Study Design
This multisite study used an ex post facto design
[33] and included the participation of nine drug
addiction treatment centers in eight Spanish
regions (A Coruña, Alicante, Barcelona, Granada,
Lugo, Madrid, Pontevedra, and Ourense).

This research was reviewed and approved by an
independent ethics board of the authors’ institu-
tion in accordance with the 1975 Declaration of
Helsinki, as revised in 1983 by the Ethics Com-
mittee for Clinical Research.

Settings
The assessment of drug users was made in several
sites located in eight different provinces of Spain
from September 2009 to January 2011. Prior to the
assessment, all participants gave written informed
consent. The assessment was performed by a team of
specially trained psychologists, who were present
throughout the assessment. The information
obtained was self-reported. The assessment was
conducted in Spanish. It was anonymous and volun-
tary and the information collected was confidential.

Participants
In total, 905 males participated in the present
study. Figure 1 shows the distribution of the
various subgroups.

Requirements to participate in the study were:
being over 18 years old, being abstinent for at least
2 weeks prior to the assessment, as has been done
before [34,35], being able to read and write, and
being treated for a substance dependence disorder
(Diagnostic and Statistical Manual of Mental Dis-
orders, 4th edition text revision [DSM-IV-TR]).
All this information was self-reported and the absti-
nence period was also confirmed by the clinic facili-
ties. In the control group, the absence of regular
drug use in participants’ lives was confirmed (a
maximum of 45 g of alcohol a day was allowed
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[about 1 L of beer] as well as occasional cannabis
use [one joint a week]). The user group was
recruited by cluster sampling from the following
institutions: Asociación Ciudadana de Lucha
Contra la Droga (ACLAD) in A Coruña, Unidad
Municipal de Atención a Drogodependientes
(UMAD) in A Coruña, Proxecto Home Galicia in
(A Coruña, Lugo, Ourense, and Pontevedra),
Proyecto Hombre Granada in Granada, Fundación
Noray-Proyecto Hombre in Alicante, Institut de
Neuropsiquiatria i Addiccions del Parc de Salut
Mar-Hospital del Mar in Barcelona, Centros de
Atención a las Drogodependencias (CAD) San Blas
in Madrid, CAD de Arganzuela in Madrid, and the
“Cortijo Buenos Aires” Resource of the Social
Service Network of the Regional Government of
Andalusia in Granada. The control group was
recruited by convenience sampling from adult
training centers, community centers, and training
courses for jobseekers and universities. Absence of
substance use was self-reported.

Main Outcome Measures
1. Changes in Sexual Functioning Questionnaire-

Drugs (CSFQ-D [30]). The CSFQ-D is a
15-item adaptation for drug users developed
from the Spanish validation [34,36,37] of the
CSFQ-14 [38]. It is answered on a five-point
Likert scale. The CSFQ-D has shown strong
factor invariance between user and nonuser males
and good fit in four dimensions assessing four
different areas of sexual functioning in the previ-
ous month: pleasure (e.g., How much pleasure do
you get when you have sexual activity [sexual inter-
course, masturbation]?), desire (e.g., How often do
you desire to engage in sexual activity?), arousal (e.g.,

How often do you get a hard on [an erection]?), and
orgasm: (e.g., Are you able to come [ejaculate] when
you want to?). Possible bias was analyzed through
Differential Item Functioning (DIF) but no DIF
between the user and nonuser sample was found
in any items. The scale has good reliability, with
an alpha coefficient ranging from a = 0.83 in
pleasure to a = 0.61 in orgasm. The question-
naire also had good external validity indicators. In
the present study, the alpha coefficients obtained
were 0.82 for pleasure, 0.70 for desire, 0.73 for
arousal, and 0.55 for orgasm. Higher scores indi-
cate better sexual functioning.

2. Cuestionario de Consumo de Sustancias (CCS,
Questionnaire on Substance Use; [39]) The
CCS is a short, simple, and clear 16-item ques-
tionnaire containing the diagnostic criteria of
the DSM-IV-R. It is useful to diagnose problems
of substance dependence, abuse, and intoxica-
tion. In the present study, only the dependence-
related items were used. Items are responded in
a dichotomous (yes/no) scale. Spearman’s corre-
lation with the diagnosis made by the various
institutions (using European Addiction Severity
Index and/or personal interviews) was 0.85,
P > 0.00. Reliability was 0.88 in the original
version and 0.89 in the present study.

3. Substance use record. The variables assessed
were preferred substance, amount of substance
used, frequency of use, and length of use. This
information was used to calculate severity of
substance use (severity = frequency * length).
Time of abstinence was also obtained through
self-reports or urine or blood tests, depending
on the procedure used in each institution.

4. Sociodemographic questionnaire

Figure 1 Flow diagram sample
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Study Size and Bias
The objective was to obtain a control group of
about 300 males—which would provide a confi-
dence level of 92% and an estimation error of
5%—given that one of the limitations of earlier
studies was the absence or small size of control
groups [2,26]. In such studies, the user group
usually focused on one single substance and had a
small size. The present study had a considerable
sample size and achieved a less biased comparison
by applying the same methodology to the different
substance groups. Seven groups were formed:
control, alcohol, cocaine, cocaine + alcohol,
heroin, marihuana, and speedball (cocaine +
heroin). The aim was to obtain a sample of about
50 participants in each group and therefore work
with a confidence level of 95%; however, it was not
possible to reach this number in the marihuana
group. Sample size estimation was calculated with
Power*G3 software (Universität Kiel, Kiel,
Germany) [40].

To date, some studies have used simple questions
or questions with little empirical support to assess
sexual functioning in drug users [2]. Others have
used well-established questionnaires with good
psychometric properties but which have not been
adapted or validated in drug users. The present
study used the CSFQ-D, a questionnaire that has
shown a highly equivalent structure in nonusers
and users and that does not show any bias for such
groups. This minimized errors in the assessment
and data comparison as much as possible.

Statistical Methods
The scores of the various groups of users were
compared to those of non-users by means of an
analysis of covariance (ancova), controlling for the
effect of age—given that significant differences
were found between groups. Next, differences
between the control group and the experimental
groups were located using a Honestly Significant
Difference (DHS) Tukey post hoc test that pro-
vided good control of type I errors and had good
power with large samples [41]. This test was
accompanied by the w2, a measure of effect size
that is less biased for this type of test than the h2

[42]. The w2 was interpreted using Cohen’s classi-
fication [43]: a low association ranged from 0.01 to
0.05, a medium association ranged from 0.06 to
0.13, and a high association was 0.14 or higher.

Relationships were assessed using partial
Pearson correlations, controlling for age, given
that significant age differences were found.
Cohen’s classification [43] was used to interpret

the magnitude of the correlations: a low relation-
ship ranged from 0 to 0.30, a moderate relation-
ship ranged from 0.30 to 0.50, and a high
relationship was 0.50 or higher.

Subjects with missing data were eliminated
depending on the needs of each analysis. The final
N is shown in each analysis.

Results

Significant differences were observed in the age of
the various groups (marijuana users were younger
than control, cocaine, cocaine + alcohol, heroin,
and speedball, and alcohol were older than all
others), F (6, N = 901) = 14.52, P < 0.00. Yet,
when the sample was divided into two groups
(drug users [M = 35.27, standard deviation
(SD) = 8.61] and nondrug users [M = 35.20,
SD = 11.55]), no age differences were observed
between groups, t (907) = -0.01, P = 0.92. Signifi-
cant differences were found in level of education
both when considering all groups, F (6,
N = 886) = 61.16, P < 0.00, and when considering
drug users vs. nondrug users, t (892) = 20.42,
P < 0.00. The remaining sociodemographic data
are shown in Table 1.

Differences in sexual functioning between each
drug user group and the nonuser group were ana-
lyzed. Given that there were significant differences
when comparing the ages of each user group, an
ancova was performed, controlling for the effect
of age. Significant differences were observed in all
the areas of sexual functioning assessed: (i) plea-
sure, F (6, N = 889) = 9.50, P = 0.00, w2 = 0.06; (ii)
desire, F (6, N = 889) = 4.60, P = 0.00, corrected
w2 = 0.06; (iii) arousal, F (6, N = 888) = 4.46,
P = 0.00, w2 = 0.07; and (iv) orgasm, F (6,
N = 881) = 8.75, P = 0.00, corrected w2 = 0.06.
Because of the impossibility of calculating post hoc
tests with one covariate, a DHS Tukey post hoc
test was performed with an exploratory purpose.
Based on the significant differences found, a one-
to-one comparison was made using age as a cova-
riate. Results are shown in Table 2.

Next, the relationship between abstinence and
sexual functioning was assessed by calculating
partial Pearson correlations—controlling for
age—between each substance and each dimen-
sion of sexual functioning and time of abstinence.
Only two significant correlations were found,
rheroin–pleasure = 0.39** and rcocaine–desire = -0.20*. The
various trend charts do not suggest the existence of
a nonlinear relationship between abstinence and
sexual functioning.

336 Vallejo-Medina and Sierra

J Sex Med 2013;10:333–341



Ta
b

le
1

C
on

su
m

pt
io

n
ch

ar
ac

te
ris

tic
s

N
o

dr
ug

s
A

lc
oh

ol
C

oc
ai

ne
C

oc
ai

ne
+

al
co

ho
l

H
er

oi
ne

C
an

na
bi

s*
S

pe
ed

ba
ll

To
ta

l

S
ub

je
ct

s
35

6
10

9
14

3
13

7
53

37
70

90
5

A
ge

(S
D

)
35

.2
0

(1
1.

55
)

42
.1

7
(1

0.
57

)
32

.8
9

(6
.7

6)
33

.4
2

(7
.4

4)
36

.4
5

(5
.5

1)
29

.2
7

(7
.8

4)
35

.7
1

(6
.5

2)
35

.2
4

(9
.8

5)
M

ea
n

tim
e

of
us

e†
—

20
.8

8
(9

.2
9)

10
.2

9
(5

.9
1)

11
.8

3
(5

.8
2)

13
.4

8
(6

.6
6)

12
.1

3
(6

.5
7)

15
.3

4
(7

.1
6)

13
.7

3
(7

.8
3)

M
ea

n
da

ily
co

ns
um

pt
io

n‡
—

27
1.

77
(2

70
.0

5)
0.

83
(1

.1
1)

1.
11

(1
.4

2)
0.

67
(0

.7
2)

9.
42

(1
1.

51
)

0.
90

(0
.7

0)
—

A
bs

tin
en

ce
tim

e†
—

0.
90

(1
.5

7)
0.

88
(1

.2
5)

0.
81

(0
.6

5)
1.

38
(2

.6
0)

0.
58

(1
.0

9)
1.

44
(1

.4
4)

1.
05

(2
.0

1)
Ill

ne
ss

(%
)

—
29

.4
0

19
.2

0
19

.0
0

48
.2

0
25

.3
0

50
.0

0
17

.7
0

M
ed

ic
at

io
n

(%
)

11
.1

0
28

.4
0

24
.5

0
20

.7
0

30
.2

0
22

.6
0

26
.7

0
19

.8
0

M
ar

ita
ls

ta
tu

s
(%

)
S

in
gl

e
22

.3
1

22
.0

0
35

.7
1

35
.9

3
47

.3
6

52
.3

8
37

.5
0

27
.9

6
Lo

ng
-t

er
m

re
la

tio
ns

hi
p

28
.2

4
12

.0
0

7.
14

3.
12

0
14

.2
8

9.
37

19
.5

1
S

ho
rt

-t
er

m
re

la
tio

ns
hi

p
6.

21
18

.0
0

30
.0

0
28

.1
2

36
.8

4
19

.0
4

34
.3

7
15

.1
2

M
ar

rie
d

39
.5

4
24

.0
0

21
.4

2
21

.8
7

15
.7

8
9.

52
3.

12
30

.5
6

S
ep

ar
at

e
3.

10
22

.0
0

5.
71

10
.9

3
0

4.
76

15
.6

2
6.

34
W

id
ow

er
0.

56
2.

00
0

0
0

0
0

0.
48

E
du

ca
tio

n
(%

)
N

o
st

ud
ie

s
1.

42
33

.3
3

22
.8

5
24

.8
1

29
.4

1
18

.9
1

29
.8

5
16

.5
5

S
ch

oo
l

9.
37

32
.3

8
32

.1
4

33
.8

3
37

.2
5

51
.3

5
37

.3
1

25
.1

6
H

ig
h

sc
ho

ol
34

.3
7

15
.2

3
30

.0
0

30
.0

7
21

.5
6

21
.6

2
16

.4
1

28
.0

7
Tr

ai
ni

ng
cy

cl
e

21
.0

2
15

.2
3

12
.1

4
9.

77
7.

84
5.

40
16

.4
1

15
.4

3
U

ni
ve

rs
ity

33
.8

0
3.

80
2.

85
1.

50
3.

92
2.

70
0

14
.7

6

*C
an

na
bi

s
(a

lw
ay

s
in

un
its

)
† A

bs
tin

en
ce

an
d

m
ea

n
tim

e
of

us
e

ex
pr

es
se

d
in

ye
ar

s
‡ M

ea
n

da
ily

co
ns

um
pt

io
n

ex
pr

es
se

d
in

gr
am

s
pe

r
da

y

Drug Use, Abstinence, and Sexual Functioning 337

J Sex Med 2013;10:333–341



Discussion

H1 of the study was supported. Male drug users
had significantly poorer scores than nonuser males
in all the areas of sexual functioning assessed, even
though they had an average of 1 year of absti-
nence; in addition, differences in sexual function-
ing were found depending on the preferred
substance used. Yet, the effect size found was low
for most substances. In contrast, H2 was not
supported. Sexual functioning did not seem to
improve with increased time of abstinence—
except in the case of pleasure for heroin users—or,
at least, no improvement was found after the first
2 weeks of abstinence.

Caution should be used when comparing the
present study with others reviewed. In most
studies, there is no information about the time of
abstinence of participants. It would therefore be an
error to compare current drug users with subjects
in abstinence like those assessed in this
study—who had been in abstinence for at least 2
weeks, with an average of about 1 year.

The results of the present study agree with
those obtained by other studies [26,35,44] in
which, overall, poorer sexual functioning was
found in major substance users. However, the
present study can be used to make a detailed analy-
sis of the effect of the various substances on the
different areas of sexual functioning. The study
shows that pleasure and orgasm were the dimen-
sions most impaired, while arousal and desire were
not so affected. It is particularly interesting to note
that, in most cases, SDs of consumers were much

greater than those of controls. This may reflect
greater individual differences in the sexual func-
tioning of these patients.

Heroin
Our results showed that heroin affected the four
dimensions evaluated: pleasure, desire, arousal
and orgasm. Orgasm was the dimension most
affected by heroin, with a moderate effect size.
This had been suggested by several authors
[27,45–47]. After orgasm, pleasure was the
second dimension most affected by heroin. Other
authors such as Gay et al. [48] and Palha and
Esteves [44] also found this dimension to be
impaired in opioid users. Desire was the next area
affected by heroin, which was the most detrimen-
tal drug for this area despite its low effect size.
These results agree with those found by other
authors, who observed that heroin users were less
stimulated by erotic images than consumers of
other drugs and the control population [24].
There seems to be a lack of motivation toward
sexual stimuli among opioid users, as if rein-
forcing stimuli—unconditioned for the normal
population—were displaced by stimuli associated
to drug use in this population [49,50]. Finally,
differences in arousal were significant but their
effect size was practically negligible.

Speedball
As a drug with an opioid component, speedball
followed a similar trend to heroin and also affected
the four dimensions assessed in this study. Pleasure

Table 2 Differences in sexual function according to the substance of choice

Pleasure Desire

Control group 14.98 2.89 349
Contrast w2

Control group 18.47 3.15 350
Contrast w2M SD N M SD N

Alcohol 13.45 3.82 105 F = 14.58, P = 0.00 0.03 Alcohol 16.67 3.97 105 F = 12.48, P = 0.00 0.02
Cocaine 13.48 3.58 140 F = 25.31, P = 0.00 0.05 Cocaine 17.96 3.32 140 n.s —
Cocaine + alcohol 13.34 3.65 136 F = 20.08, P = 0.00 0.04 Cocaine + alcohol 18.07 3.09 136 n.s —
Heroine 13.21 3.45 52 F = 15.75, P = 0.00 0.04 Heroine 16.69 3.20 52 F = 13.63, P = 0.00 0.03
Cannabis 13.11 3.81 37 F = 14.25, P = 0.00 0.03 Cannabis 17.32 3.41 37 F = 6.77, P = 0.01 0.01
Speed ball 12.63 4.10 68 F = 32.15, P = 0.00 0.07 Speed ball 17.26 3.88 68 F = 7.63, P = 0.00 0.02

Arousal Orgasm

Control group 13.29 1.91 349
Contrast w2

Control group 11.88 1.81 348
Contrast w2M SD N M SD N

Alcohol 11.81 2.75 105 F = 24.30, P = 0.00 0.05 Alcohol 10.67 2.68 101 F = 20.94, P = 0.00 0.04
Cocaine 13.07 2.24 140 n.s — Cocaine 11.01 2.14 140 F = 21.28, P = 0.00 0.04
Cocaine + alcohol 12.93 2.24 136 n.s — Cocaine + alcohol 11.32 2.04 136 F = 8.97, P = 0.00 0.02
Heroine 12.62 2.34 52 F = 4.86, P = 0.02 0.01 Heroine 10.27 2.51 52 F = 31.96, P = 0.00 0.07
Cannabis 12.92 1.85 37 n.s — Cannabis 10.83 2.41 36 F = 10.13, P = 0.00 0.02
Speed ball 12.65 2.45 68 F = 5.83, P = 0.01 0.01 Speed ball 10.85 2.28 67 F = 16.55, P = 0.00 0.04

Note: w2 = effect size
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was the dimension most affected by speedball,
which was more detrimental to this dimension
than any other drugs assessed in this study.
Opioids seem to have a very negative effect on
pleasure [44,48]. Orgasm was the second area of
sexual functioning most affected by speedball. The
literature on the influence of opioids on orgasm is
consistent with the present results [27,45,47].
Desire was the third area most affected by this
drug, which supports the findings of Aguilar et al.
[24] in speedball users. Finally, differences in
arousal were significant but negligible.

Alcohol
After heroine and speedball, alcohol was the last
substance that affected all areas of sexual function-
ing assessed. Although its effect size was always
low, alcohol was the substance that most impaired
sexual arousal. Our data, like those of Dişsiz and
Oskay [51], partially contradict those of other
authors [4,52,53] who argued that alcohol causes
transient erectile dysfunction. Although the
present study found this area to be impaired, it
does not seem to be just a temporary problem,
because erectile ability was still affected after a
year and, according to the results, did not seem
likely to improve just with abstinence. As previous
studies did [27,52,54], we also observed that
alcohol negatively affected orgasm. In addition,
alcohol users were found to have lower pleasure
scores. To the best of our knowledge, no previous
studies have related alcohol consumption with
impaired sexual pleasure. Finally, alcohol has also
been associated with inhibited sexual desire
[5,11,24,25], which was also found in the present
research.

Cocaine and Cocaine + Alcohol
Cocaine and cocaine + alcohol showed a similar
trend and should therefore be interpreted jointly.
On the one hand, neither desire nor arousal
seemed to be affected by use of this substance. On
the other hand, cocaine alone and cocaine com-
bined with alcohol also seemed to have a long-
term negative effect on sexual functioning. No
studies reviewed have shown sexual pleasure to be
affected by cocaine use, in spite of the various
problems it seems to cause: dyspareunia, low
arousal [27], anorgasmia, decrease of desire
[55,56], erectile dysfunction [57,58], and priapism
[59,60]. Finally, orgasm was found to be impaired
by cocaine and, to a lesser extent, by cocaine +
alcohol. These results are also consistent with
those obtained by other authors [55,56]. This

shows that cocaine and cocaine + alcohol nega-
tively affect the ability to reach orgasm.

Cannabis
Cannabis seems to be the substance that least
affects sexual functioning in the long term.
However, it had an effect on some of the dimen-
sions assessed in this study. Pleasure was the
dimension most affected by long-term cannabis
use. These results have also been observed by
other authors [5,27,61]. Orgasm was the second
area most affected in cannabis users. Reviews
[8,62] highlighted a contradiction in the results on
the effects of cannabis on pleasure and orgasm.
The present study found these areas to be
impaired in abstinent cannabis users, although the
effect size was low. Finally, cannabis did not seem
to have a noticeable effect on desire or arousal.

Conclusion

The present results are along the same lines as
those of Vallejo-Medina and Sierra [30], which
contradicted those of Cocores et al. [31], as sexual
functioning in many substance users was still
affected even 3 weeks after stopping drug use,
although not with a high magnitude. The physi-
ological effect of drugs on the sexual cycle
[5,27,63] is likely to dissipate at about 3 weeks of
abstinence. Yet, the conditioning brought about by
years of drug use—almost 14 months on average in
this study—does not seem to disappear so easily.
Moreover, as the data suggest, stopping drug use
does not seem to lead to an improvement, at least
after the first 2 weeks of abstinence. Therefore,
drug user patients with sexual problems should
receive specific sexual treatment for the areas
affected, particularly if we consider that the SDs of
consumers were always higher than those of the
control group. This may highlight greater indi-
vidual differences and show that sexual functioning
of the whole sample of drug users was not slightly
impaired but that some subjects had fully recov-
ered their functioning while others had greater
problems. Yet, it is not possible to confirm this
with the methodology used in the present study.

Limitations and Future Research
The main limitation of this study is related to the
sampling method used, which was not probabilistic
and therefore cannot be used to extrapolate results
to the general population. In addition, because of
the cross-sectional design of the study and the lack
of a baseline, results should be taken cautiously and
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no causality relations should be inferred. It should
also be considered that drug use affects various vital
aspects of people; this may also have a direct or
indirect influence on the sexual functioning of these
patients (medication, psychiatric comorbidity,
anxiety, depression, emotional-sexual situation,
sexual self-esteem, sexual assertiveness, . . .). The
methodology used to reach conclusions, such as the
absence of a relationship between abstinence and
sexual functioning, is not the most appropriate.
Longitudinal studies would be necessary to support
or refute this hypothesis. Finally, using the pre-
ferred substance as a variable to cluster drug users
implies disregarding multiple use and implying that
all the effect is caused by the preferred substance,
which is inaccurate.
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