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A 50‑year‑old married man is referred by his cardiologist 6 months after an inferior ST‑elevation myocardial infarction (MI) treated with PCI and a drug‑eluting stent. His medications include aspirin, ticagrelor, atorvastatin, metoprolol, lisinopril, and sublingual nitroglycerin as needed for chest pain.

He reports persistent worry about another heart attack, frequently checking his pulse, avoidance of hills and sports he previously enjoyed, recurrent nightmares about the emergency department, and feeling “on edge” at work. He denies suicidal ideation.

Over the past 3 months he has had increasing difficulty obtaining and maintaining erections during intercourse. He has had two failed attempts since the MI, followed by avoidance of sexual contact because of embarrassment and fear that exertion could trigger chest pain. His wife has become hesitant to initiate sex and is worried about harming his heart.

He smokes 10 cigarettes per day and has long‑standing hypertension and hyperlipidemia. There is no prior psychiatric history; his father died suddenly of a presumed MI at age 54. He can climb two flights of stairs without symptoms. Vital signs are normal. Echocardiogram shows a left ventricular ejection fraction of 50 percent with mild inferior hypokinesis. ECG shows old inferior Q waves only. Recent labs, including hemoglobin A1c and basic metabolic panel, are normal. Total testosterone has not been checked.

His cardiologist asks whether it is safe to treat his erectile dysfunction and whether his anxiety and nightmares warrant psychiatric intervention.

Competency Areas: Medical Knowledge 
1. What are potential etiologies of his erectile dysfunction?

1.1.    Medication‑induced (e.g., beta blocker, thiazide, SSRI/SNRI, and possible contribution from other antihypertensives or statins).
1.2.    Cardiovascular/vascular disease (e.g., atherosclerotic vascular disease and endothelial dysfunction related to his MI and shared cardiovascular risk factors).
1.3.    Metabolic/endocrine (e.g., diabetes or impaired glucose tolerance, testosterone deficiency, thyroid disease).
1.4.    PTSD/depression‑related (e.g., anhedonia, reduced energy and desire, intrusive memories, and avoidance after a life‑threatening MI consistent with post‑MI PTSD).
1.5.    Performance and health anxiety (e.g., fear of provoking another MI in context of family history, catastrophic interpretation of normal exertion, and anxiety about “failing” sexually).
1.6.    Relationship/partner factors and mixed etiologies (e.g., partner’s worry about his health and mutual avoidance; ED is commonly due to combined psychological and organic factors).

						Score
Unacceptable:	1–2/6				_____
Pass:		3–4/6				_____
Exceptional:	5–6/6				_____

For a “Pass,” the fellow should identify at least one organic (vascular or endocrine) and one psychological (PTSD/depression or anxiety) contributor.

Competency Areas: Medical Knowledge, Patient Care 
2.	What treatment options might you suggest for his erectile dysfunction in the context of recent MI and nitrate use?

2.1. Cardiovascular safety and coordination
· Coordinate with cardiology before any PDE5 prescription, explicitly noting that PDE5 inhibitors are contraindicated while he uses nitrates because of additive vasodilation and hypotension and observational data showing increased hazards when nitrates and PDE5 inhibitors are combined.
2.2. Cardiac rehabilitation and risk‑factor optimization
· Refer back to cardiac rehabilitation to improve exercise tolerance, confidence with exertion, mood, and erectile function.
· Address modifiable risk factors (smoking cessation, weight, blood pressure, lipids).
2.3. PDE5 inhibitors (deferred and conditional)
· Oral PDE5 medications (for example, sildenafil, tadalafil) as a later option only if nitrates can be safely discontinued OR med regimen otherwise modified by cardiology, in line with Princeton IV guidance, with careful education on timing, need for stimulation, and multiple attempts.
2.4. Hormonal evaluation and treatment
· Evaluate for hypogonadism; consider testosterone replacement if deficient, after prostate and cardiovascular risk review.
2.5. Trauma‑focused and anxiety‑focused psychotherapy
· Individual psychotherapy targeting PTSD and cardiac anxiety (for example, CBT with graded exposure to exertion and sexual activity), plus psychoeducation about MI, PTSD, and sexual exertion risk.
2.6. Couple/marital and sex therapy
· Marital or sex therapy to address mutual avoidance, miscommunication, and partner fears, coordinated with medical treatment.
2.7. Pharmacotherapy for mood and anxiety
· Antidepressant or anxiolytic medication when PTSD or depressive symptoms are clinically significant, preferring agents with fewer sexual side effects when feasible (for example, bupropion, mirtazapine) and acknowledging that SSRIs commonly cause orgasm delay and decreased libido.
2.8. Urologic interventions for refractory ED
· Non‑PDE5 options such as transurethral or intracavernosal prostaglandin, vacuum erection device, or penile prosthesis, in collaboration with urology for refractory cases.
2.9. Patient and partner education
· Education about MI recovery, realistic sexual risk (sex ≈ moderate exertion), and the link between lifestyle, cardiovascular health, and sexual function.

						Score
Unacceptable:	1–4/9				_____
Pass:		5–7/9				_____
Exceptional:	8–9/9				_____

For a “Pass,” the fellow should include all three domains:
1. Safety: nitrate-PDE5 contraindication and cardiology coordination
2. Psych: trauma/anxiety treatment and/or couple‑based intervention
3. Medical: cardiac rehab/lifestyle and at least one of testosterone evaluation or urologic options

Competency Areas: Medical Knowledge, Patient Care 

3.	What is the most common antidepressant‑induced sexual side effect, and if you decided to treat this patient with an antidepressant, which agent(s) would you select?	 

3.1. Sexual side effects most common
· The most common SSRI/SNRI sexual side effect is inhibited orgasm or delayed ejaculation / anorgasmia, often accompanied by reduced libido and possible worsening of ED.
3.2. Bupropion
· Bupropion is associated with fewer sexual side effects than SSRIs/SNRIs and may improve desire or arousal; it is a reasonable choice if depressive symptoms warrant medication and seizure and cardiac considerations allow.
3.3. Mirtazapine
· Mirtazapine also carries a relatively lower risk of sexual dysfunction compared with SSRIs/SNRIs, though weight gain and sedation must be weighed against benefits.
			
						Score
Essential:	First item			_____
Unacceptable:	1/3				_____
Pass:		2/3				_____
Exceptional:	3/3				_____

A passing answer should correctly identify orgasm inhibition as the key side effect and name at least one lower‑risk antidepressant choice.
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