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Objective: Thereisnocommonly ac cepted stan dard for com par ing antidepressant- induced

sideef fects. Thisstudy evalu atesaclinician- administered scale, the Toronto Side Ef fect
Scale(TSES), inanatural practiceclinic.

M ethod: We used the TSESto as sess side ef fectsin 193 de pres sion patientswho com
pleted 8 weeksof treat ment with el ther bupropion, mo clobemide, par oxetine, ser traline, or

venlafaxine.

Results:Ratesof remission (Hamil ton Rat ing Scalefor De pression [HRSD] < 7) did not
dif fer acrossdrugsaf ter 8 weeksof treat ment. Paired drug com pari sonsyielded sig nifi cant
dif fer encesin 16 of the 32 side ef fects. We present dif fer encesbetween pairsof the5anti -
depressantsin Central Nerv ousSystem (CNS), gastrointesti nal (Gl), and sex ual sideef-

fects. A measureof side- effectintensity distinguished par oxetinefromtheother
anti depressantsonameasureof sex ual dysfunction.

Conclusions. Theseresultsconfirmtheclini cal util ity of theTSESasasimple, clinician-
administeredanti depressantside-effectscale.

(CanJPsy chiatry 2002;47::174-180)

ClinicalImplications

ratesof remission.

Limitations

of natural practice.

- TheToronto Side Ef fect Scale (TSES) may beauseful side- effect measurefor cli ni cians.
- Theclini cal impressionisconfirmedthat sideef fectsdistinguishanti depressantsmorethan

- Intensity of sideef fectsasmeasured by the TSESdid not pro videadded valueto cli ni cians.

- Thisstudy wasnot aran domized placebo- controlled design, al thoughit wasagood reflection

- Thesam plesizefor mo clobe mide and bupropion wasrelatively small, com pared with that for
par oxetine, sertraline,andvenlafaxine.

- Patientswere not evalu ated for longer than 8 weeks.

Key Words: sex ual side ef fects, bupropion, moclobemide, paroxetine, sertraline,

venlafaxine, major depressivedisor der,naturalistic

B ecausether apeuticef fi cacy acrossanti depressants(ADs)

isgenerally comparable, mostcli ni ciansper ceivedif fer-
encesintheinci denceof sideef fectstobeanim por tant factor

intheir selectionof ADs(1). How ever, very few studieshave
di rectly com pared sideef fectsacrosstheselectiveserotonin
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reuptakeinhibi tors(SSRIs) and other novel ADs. Instead, cli-
ni ciansrely oninfor mationfromstandardref er ences, suchas
thePhysi cians' DeskRefer ence (PDR) (2) or Compendiumof
Phar maceuti calsand Specialties(CP9 (3),andoccasionaly
onmetaanalysesof sideef fectsderivedfromclini cal tri als(4).
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Thisinvestigation com paresthe side ef fectsof 5fre quently
prescribed AD medications (venlafaxine, a serotonin and
norepinephrine reuptake inhibitor [SNRI]; paroxetine and
sertraline, SSRIs; moclobemide, a reversible inhibitor of
monoamine oxidase A [RIMA]; and bupropion, a
norepinephrineanddo paminemodulator[NDM])inasample

of depression patientswho were as sessed and treated un der
natural practiceconditionsinan outpatient clinic. We pro -

posed to demonstrate differences in class-specific
prevalences of side effects consistent with those found in
metaanalyses and randomized controlled trials(RCTs). We
alsoproposedthatintensity, asaproduct of frequency and se-
ver ity of sideef fects, would fur ther dif fer enti ate ADs, both
across and within classes.

M ethod

Our subjects were outpatients with unipolar, nonpsychotic
major deressive disorder (MDD) who provided informed
consent and weretreated at the Depression Clinic, Centrefor
AddictionandMental Health(CAMH), ater tiary carefacil ity
affili atedwiththeUni ver sity of Toronto. Entry criteriawerea
currentdi agnosisof major depressiveepi sode(MDE) accord-
ingtoDSM-IV cri teria, ascoreof 16 or greater onthe 17-item

Hamiil ton Rat ing Scalefor Depression (HRSD-17) (5), ab-
senceof concur rent activemedi cal ill ness, ab senceof AD or

other psychotropicmedi cationsforamini mum of 2weeks(5
weeks for fluoxetine), and absence of exposure to
electroconvulsivether apy (ECT) for at least 3monthsprior to
treat ment ini ti ation. Thestudy wasap proved by the CAMH
Research EthicsBoard.

MeasureandDesign

TheToronto SideEf fect Scale(TSES) isa32-iteminstrument
that uses direct physician inquiry to €licit adverse events.
Modifiedfromaprevi ousinstrumentdevel opedby Healy (6),
the TSESisdesignedto establishinci dence, frequency, and
severity of central nervous sysem (CNS), gastrointestina
(Gl), andsex ual sideef fects(see Ap pendix). For eachsideef -
fect, frequency and severity were measured on a 5-point
Likertscale. An“intensity” scorewasderived by mul ti ply ing
frequency by severity.

Clini cal researchassi stantswithex tensiveex peri enceandes-
tablished interrater reliability administered the Structured

Clini cal Interviewfor DSM-IV Axisl Disor ders(SCID-I) (7)
and the HRSD-17 to all sub jectsprior to treat ment (Time 1).

Thetreat ing phy si ciancompletedthe TSES.

ADswereselected at thediscretionof thetreating psy chi atrist
from among various medications used in the Depression
Clinic; how ever, dur ing thisstudy only 5medi cationswere
pre scribed at arate that pro vided suit able num bers for data
anal ysis. Duringthestudy, cli ni ciansprovidedstandardclini-
ca managementevery 2 weeks, while repeat measuresof

HRSD-17 and TSES (com pleted by the same re search staff,

who were blind to which of the 5 med i cations had been pre -
scribed) were col lected af ter 8 weeks of treat ment (Time 2).
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Remissionwasdefined asafi nal HRSD-17 score< 7 af ter 8
weeksof treat ment.

Satistical Anal yses

We calculated mean differences for continuous variables
acrossAD medi cationgroupsusingal-way anal y sisof vari-
ance(ANOVA). Weused chi-sguareanal y sestoex aminedif-
fer encesintheinci denceratesof sideef fectsbetween pairsof
AD medi cations(for ex ample, venlaf axinevs mocl obemide)
forthenoncontinuousvari ables. Weused point biserial cor re-
|ationstoex aminetherel ationbetweenresponsetotreat ment
andsideef fects, andweused arepeated-measuresANOV A to
examine treat ment re sponsefrom Time 1to Time 2.

Results
SociodemographicandClini cal Vari ables

Therewerenosignifi cantdif ferencesamongAD medi cation
condi tionswithrespecttoage, socioeconomicstatus(8),dura
tionof cur rent epi sode, ageat first onset, ed u cation, or base-
lineHRSD-17 scores. Dur ing thetimeinter val for thisstudy
(fromJanuary 1, 1995, to March 31, 2000), 217 patients (86
men and 131 women) com pleted baselineassessments. The
samplewaspredomi nantly white. Of thesample, 193(73men
and 120women) com pletedtheprotocol af ter at |east 8weeks
of treat ment; 24 patientsdropped out of treat ment beforethe
week 8assessment. Therewerenosignifi cantdif ferencesbe-
tween com plet ersand noncompleters. Therewereno sig nif i-
cantdif fer encesindropout ratesamongthe5AD medi cations
(bupropion 12%, venlafaxine 13%, moclobemide 16%,
paroxetine 23%, and sertraline 24%), nor were there sig nif i-
cantdif fer encesinratesof remissionorinreductioninHRSD
scores(Tablel). A post hoc power anal y sisusingamedium

ef fectsize(thatis, Cohen’sd>0.50< 0.79) pro duced apower
of 0.84 for the 193 patientswho com pleted the study. Thus, it

isunlikely that thesenonsignificant resultswereat trib ut able
toinsuffi cientpower.

Intensity of Sde Effects

When the intensity of po tentia side ef fectsacrossthe AD
medi cationswasex aminedaf ter Bonferroni correction,only 1
sideef fect (delayedejaculation) produced astatisti cally sig

nif i cantdif fer enceamongdrugs(F = 6.89, P < 0.001). Un
planned, post hoctest ing using the Scheffétestin di cated that

forthissideef fect patientson paroxetinescored signif i cantly
higher ontheintensity ratingthandid patientsonother ADs.

Inci dence Rates of Sde Ef fects

Wethen ex am ined mean score dif fer encesfor thefre quency
orabsoluteinci dencerateof sideef fects. Paired compari sons
(withBonferroni correction) revealedsignifi cantdif ferences
between at least 1 drug pair for 16 of 32items: 7 CNSside ef-

fects, 7 Gl sideef fects, and 2 sex ual functioning (SF) sideef-
fects(seeTables2, 3, and4respectively).
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Table 1. Demographic and clinical characeristics®
Characteristic Venlafaxine Paroxetine Sertraline Moclobemide Bupropion Total
n 62 55 37 24 15 193
Sex (m:w) 24:38 34:21% 7:30 4:20 4:11 73:120
Age (years): mean (SD) 40.8(11.2) 38.1 (11.3) 39.5 (11.4) 38.9 (9.4) 41.1 (8.8) 39.5 (10.9)
Age range (vears) 20 to 64 18 to 60 20 to 60 22to 53 24 to 54 18 to 64
Education (years): mean (SD) 16.0 (2.9) 15.6 (3.5) 14.9 (3.1) 15.2(3) 16.3 (2.7) 15.6 (3.1)
Socioeconomic status (ref 8) 49.6 (14.4) 49.1 (15.4) 42.9 (17.0) 46.7 (11.1) 53.0 (11.9) 48.1 (14.9)
Previous MDE: n, (%) 48 (77.4) 41 (74.5) 23 (62.2) 15 (62.5) 15 (100) 142 (73.6)
DCE (weeks): mean (SD) 109.4 (141.3) 66.4 (104.1) 72.6 (77.3) 105.7 (148.9) 97.9 (101.5) 88.5 (119.5)
Age at first onset (years): mean (SD)  27.7 (12.8) 27.7 (13.1) 26.9 (14) 28 (12.5) 22 (11.8) 27.1 (12.9)
HRSD-17 score: mean (SD)
Time 1 22.3 (4.6) 22.3(4.1) 22.8 (4.6) 22.1 (4.6) 21.9(3.8) =
Time 2 11.1 (7.4) 9.7 (7.8) 10.8 (7.2) 145 (8.9) 11.8 (6.7) =

Remitters (% 40 45 36 25 33 —
Dosage (mg): mean (SD) 81.4 (58.4) 18.7 (6.1) 105.4 (217.5) 370.8 (304.6)  143.3 (25.8) na
El‘\/IDE =major de pres sive epi sode, DCE = duration of cur rentepisode, HRSD- 17 = Hamil ton Rating Scale for De pres sion
mean sig nifi cantly differsfromall oth ers: Venlafaxine,P <0.01; sertraline, P <0.001; mo clobe mide,P < 0.001; bupropion, P < 0.05
PRe mis sion was de fined as a score of 7 or less on the HRSD- 17

Table 2. CNS side effect incidence (% reporting)

Venlafaxine Paroexetine Sertraline Moclobemide Bupropion

Nervousness 11m® 1™ 16 297 40"

Agitation 18 11m 19 29 33°

Tremor 11 3.6° 16Pm (0 6.7

Myoclonus 9.7 13 14 4.2 0

Fatigue 24 13 22 17 27

Dizziness 9.7 11 14 8.3 20

Postural hypotension 15 7.3 22° 13 33°

Somnolence 27 29 32 17 20

Increased sleep 6.5 7.3 14 4.2 6.7

Decreased sleep 26 13 14 8.3 33"

Sweating 27 27 32" 8.3" 40

Flushing 11 13 14 4.2 0

Edema 1.6m 8m 8.1 13 6.7

Headache 26 18 22 21 40

Blurred vision 9.7 15 14 13 6.7

Dif fers from re sults for bupropion,P < 0.05; ®Dif fers from re sults for bupropion,P < 0.01

"Differs from re sults for moclobe mide, P <0.05; “Differs from re sults for moclobe mide, P < 0.01

Differs fromre sults for par oxetine,P < 0.05;PDiffers fromre sults forparoxetine,P < 0.01

°Differs fromre sults forsertraline,P < 0 .05; SDiffers fromresultsforsertraline,P < 0.01

“Differsfrom resultsforvenlafaxine, P < 0.05; VDiffersfromre sultsforvenlafaxine, P < 0.01

CNSSdeEffects

No CNS side effects were reportedsignificantly more fre -
guently with venlafaxine or paroxetine than with any other
drug pair ing. Sertraline pro duced asig nif i cantly higherinci-
dence of tremor and sweat ing, com pared with moclobemide,
and agreater in ci dence of tremor, com pared with paroxetine.
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Moclobemideyieldedasignif i cantly higher inci denceof ner-
vousness and edema, compared with venlafaxine and
paroxetine, andasignif i cantly higher rateof agi tation, com-

paredwith paroxetine. Bupropionwasassoci atedwithsignif i-
cantly higher rates of nervousness, agitation, and postura
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Table 3. Gastrointestinal (Gl) side effect incidence (% reporting)

Venlafaxine Paroexetine Sertraline Moclobemide Bupropion
Abdominal pain 97 1.8° 14° 8.3 0
Dyspepsia 18 16 24" 8.3 (0
Nausea 26™ 18 24™ 42" 0°
Diarrhea 15 15 30° 4.7 6.7
Constipation 158 25% QP 13° 13°
Decrease appetite 8.1°s 13° 30"P 13 27"
Increase appetite 9.7 11 2.7 4.2 6.7
Dry mouth 44 35 %6 46 40
Weight gain 9.7 11 5.4 0 13
Weight loss 8.1 3.6° jil 13 20P
Dif fers from re sults for bupropion, P < 0.05; B Dif fers from re sults for bupropion, P < 0.01
"Differs from re sults for moclobe mide, P<0.05; MDiffers fromre sults for moclobe mide, P < 0.01
Differs from re sults for par oxetine, P < 0.05;"Dif fers from re sults for par oxetine,P < 0.01
*Differs fromre sults for sertraline,P < 0 .05; *Differs fromre sultsforsertraline,P < 0.01
'Differsfromre sultsforvenlafaxine, P < 0.05; ' Differsfromre sultsforvenlafaxine, P < 0.01
Table 4. Sexual functioning (SF) side effect incidence (% reporting)

Venlafaxine Paroexetine Sertraline Moclobemide Bupropion

Anorgasmia 13 22 11 4.2 6.7
Increased libido 6.5 1.8° 27° 8.3 ™
Decreased libido 31 16 16 13 6.7
Premature ejaculation ® 0 0 0 0 0
Delayed ejaculation?® 43° 59S 14.3% 0 o°
Erectile dysfunction® 17 8.8 14.3 0 0
2Pre mature ejaculation, de layed ejacu lation, and erectile dys func tion were asked of male pa tients only and were not re ported for mo clobe-
mide due to small sam ple size.
bDiffers from re sults for bup ropion,P < 0.05; BDiffers fromre sults for bup ropion, P < 0.01
"Differs from re sults for moclobe mide, P < 0.05; “Differs from re sults formoclobe mide, P < 0.01
" Differs from re sults for par oxetine,P < 0.05; PDiffers from re sults for paroxetine,P< 0.01
*Differs from re sults for ser traline,P < 0 .05; °Differs fromre sults for sertraline,P < 0.01
‘Differs from re sults for ven lafaxine, P < 0.05; " Differs fromre sultsforvenlafaxine,P < 0.01

hypotension, com pared with paroxetine. It was aso associ-
atedwithahigher inci denceof ner vousnessand edema, com-
pared with paroxetine and venlafaxine.

Gl SdeEf fects

Dry mouth wasre ported by 35% or more patientsacrossall 5
groups but was not signifi cantly dif ferentacrossdrugs. The
incidence of nausea was significantly greater with
venlafaxine, compared with moclobemide and bupropion,
whiletheinci denceof consti pationwassignif i cantly greater
with paroxetine, compared with moclobemide. Bupropion
treat ment wasassoci atedwithasignifi cantlyincreased fre -

guency of reportedweight | oss, com pared with paroxetine. No
Gl side ef fectswere more fre quent with moclobemide.
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SF SdeEffects

Delayed gaculationinmenwasreportedsignifi cantly more
frequently with paroxetine, compared with bupropion or
sertraline, and more fre quently with venlafaxine, com pared
with sertraline. In creased i bidoin both men and womenwas
reported significantly morefrequently with bupropion, com-
pared with paroxetine or sertraline. No more sex ual side ef-
fectswere re ported by patients on moclobemide, com pared
with any of the other ADs.

Discussion
Equivalent effectiveness and remissionratesamonganti de-

pressantsinanat ural practice setting were associ atedwith
heterogeneity of side ef fects across drug classes and, in the
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case of sertraline and paroxetine, within the same class. Con-
trary towhat waspro posed, nosingle AD producedasignifi -
cantly greater side-effect burden, yet among the 32 side
ef fectsexamined, 16 showedsignificant dif ferencesininci-
denceacrossatotal of 10drugpairings. Thisval i datescli ni -
cian AD selection based on individual tolerability, while
assuminguni formeffectiveness.

Theseresultsaresur prisingly consistent withthosefoundin

RCTscomparing 2 or more ADs. Inametaanalysisdesigned
to compare adverse effects associated with SSRIs and

tricyclicanti depressants(TCAS), nausea, anorexia, di arrhea,
insomnia, nervousness, anxi ety, andagi tationoccurred sig -
nif i cantly more of ten with SSRIs, com pared with TCAs (4).
How ever, theseauthorsdidnotincludesex ual dysfunctionin

theiranal y sis. Sev eral otherinvesti gationsof sex ual dysfunc-
tionproducedfindingssimi lar toours. Montejo-Gonzédlezand

others reported significantly more anorgasmia associated
with paroxetine than with sertraline (48% and 37%, respec-
tively), as well as a higher rate of delayedejaculation (9).
Modell andothersreportedsignifi cantly lower ratesof sexual
side ef fectswith bupropion, com pared with SSRIs (10). Ken-

nedy andothersreported|ower lev el sof sex ual dysfunctionin
women dur ing treat ment with moclobemideand venlafaxine,

compared with paroxetine and sertraline (11). Our results
werealso con sistent with thosefound for agi tation, nau sea,
anddi arrheainacohort study car ried outinapri mary careset-
ting (12).

Metaanalyses of PDR and CPS datawere per formed re spec-
tively by Dewan and Anand (1) and Vida and Looper (13).
Using categoriessimilarto those in our study, Dewan and
Anand (1) assigned“ penalty” scoresfor CNS, GI, and sex ual
sideef fectsacross SSRIsand novel anti de pressants, based on
cal culateddrugplacebodif fer ences. Bupropion, citalopram,
nefazodone, and mirtazapine received the lowest overal
scores, while fluvoxamine, paroxetine, sertraline,
venlafaxine, and fluoxetine were all ranked higher.

What thisstudy dem on stratesisanim por tant degreeof vari -
abil ity in side-effect re port ing across stud iesand aneed for
clini cal studiestoaccountfor theef fect of past ther apeuticin-
terventions on patientresponse. Most patientsin naturalistic
settingsarenot phar macologi cally naiveanddonotremainon
thesameanti depressant dosagefor thedurationof treat ment,
which may resultin cross-toleranceor change side-effect re-

porting. Despiteaneed for consistency inside-effect def i ni -
tions, it may also bear gued that using atool such asthe TSES

introducessuggestibil ity andincreasesside-effectreporting.
Trindade and oth ers con cluded that their re sults did not de -
pendonthemethod of eliciting ad verseef fects(4). A search of
Medline, how ever, revealed that most such studiesto datedo
not use specific side-effect questioning, andinci dencerates
were higher in our study than in these, de spiterel atively low
mean dosing across ADs. In addition, including a greater
number of side effects decreases the likelihood that dif fer-
ences will achieve statistical significance, although
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between-drugdif fer encesmay beextremely clini cally signif -
cant. Thead di tional di mensionof intensity, cal culatedasthe
prod uct of frequency and sever ity, did not add sensitivityto

our measuresand only distin guished onedrug fromtheothers
onthebasisof sex ual dysfunction.

Insummary,wehavedevel opedandeval uatedaclini cal inter
view side-effect question naire(the TSES) that assesseshoth
the fre quency and the se ver ity of com mon AD side ef fects.

Theab senceof aplacebotreat ment grouplimitsany conclu-
sions about the prev alence of these ef fects, com pared with

placebo.However, usinganatural practicepopulationtocom:
pare side ef fects across fre quently pre scribed ADs pro vides
importantcomplementarydata to iniformation derivedfrom
RCTs. Until newer agentswithsignif i cantly superior ratesof

remission, compared with existing agents, are available,
selecting ADs based on side-effect profiles appears to be

justified.
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Appendix. Toronto Side Effects Scale (TSES)
Within the last two weeks, have you experienced any of the following symptoms?
How much trouble did this side effect cause you?
(Physician: rate frequency and severity of the symptoms.)
Frequency Severity
Never Some- About Often Every- No Extreme
times ha}lf the day trouble trouble
time
1. Nervousness 1 2 3 4 5 1 2 3 4 5
2. Agitation 1 2 3 4 5 1 2 S 4 5
3.Tremor 1 2 3 4 5 1 2 3 4 5
4. Twitching/myoclonus 1 2 3 4 5 1 2 3 4 5
(muscle contraction)
5. Abdominal pain 1 2 3 5 1 2 3 5
6. Dyspepsia (upset 1 2 3 5 1 2 3 5
stomach)
7. Nausea 1 2 3 4 5 1 2 3 4 5
8. Diarrhea 1 2 3 4 5 1 2 3 4 5
9. Constipation 1 2 3 4 5 1 2 3 4 5
10. Decreased appetite 1 2 3 4 5 1 2 3 4 5
11. Increased appetite 1 2 3 4 5 1 2 3 4 5
12. Weakness or fatigue 1 2 3 4 5 1 2 3 4 5
13. Dizziness 1 2 3 4 5 1 2 3 4 5
14. Postural hypotension 1 2 3 4 5 1 2 3 4 5
(dizzy when getting up)
15. Drowsiness/daytime 1 2 3 4 5 1 2 8 4 5
somnolence
16. Increased sleep 1 2 3 4 5 1 2 3 4 5
17. Decreased sleep 1 2 3 4 5 1 2 8 4 5
18. Sweating 1 2 3 4 5 1 2 3 4 5
19. Flushing 1 2 3 4 5 1 2 3 4 5
20. Edema (fluid retention) 1 2 3 4 5 1 2 3 4 5
21. Headache 1 2 3 4 5 1 2 3 4 5
22. Blurred vision 1 2 3 4 5 1 2 S 4 5
23. Dry mouth 1 2 3 4 5 1 2 8 4 5
24. Anorgasmia/no orgasm 1 2 3 4 5 1 2 3 4 5
25. Increased libido 1 2 3 4 5 1 2 3 4 5
26. Decreased libido 1 2 3 4 5 1 2 3 4 5
(Men only: items 27-29) 1 2 3 4 5 1 2 3 4 5
27. Premature ejaculation
28. Delayed ejaculation 1 2 3 4 5 1 2 3 4 5
29. Erectile dysfunction 1 2 3 4 5 1 2
30. Other, specify: 2 3 4 5 1 2
None £2lbs £ 41lbs £6 Ibs £7Ibs No Extreme
trouble trouble
31. Weight gain 1 2 3 4 5 1 2 3 4 5
32. Weight loss 1 2 3 4 5 1 2 3 4 5
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Résumé: Effets secondairesdes antidépresseur s chez des patients dépressifs
traités dansun cadre naturel : une éude du bupropion, du moclobémide, dela
par oxétine, de la sertraline et de la venlafaxine

Objectif: Il n'y apasdenormegénérale ment ac ceptée pour com parer lesef fetssec ondairesin-
duits par lesan tidépresseurs. Cette étude en tend éval uer une échellead ministréepar unclinicien,
I’ échelledesef fetssecondairesde Toronto (TSES), dansunecliniquedepratiquenaturelle.

M éth ode: Nousavonsutil iselaTSES pour éval uer lesef fetssec ondaireschez 193 patients
dépressifsqui ter mi naient 8 semainesde traitement al’ un des médicaments suivants : bupropion,
moclobémide, par oxétine, sertralineouvenlafaxine.

Résultats : Lestaux derémission [échelle de dépression deHamil ton (HRSD) < 7] nedifféraient
pas entrelesdi versmédicamentsaprés8 se mainesdetraitement. Lescom parai sonsde médica
ments cou plésont donnédesdifférencessigni fi cativesdans 16 des 32 ef fetssecondaires. Nous
présentonslesdifférencesentrelespairesdes5 antidépresseursdanslesef fetssec on daires gastro-
intestinaux, sexu el set sur le systemener veux central (SNC). Unemesuredel’ inten sité deseffets
secondairesdistinguaitia par oxétine des autres an tidépresseurs danslame sure deladysfonction
sexuelle.

Conclusions: Cesrésul tatsconfir ment |’ util itécliniquedelaTSES commeéchellesim pleet ad-
ministréepar uncli ni cien desef fetssec on dairesdesantidépresseurs.
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