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ABSTRACT. Sexual dysfunction has been found in over 40% of the
general population of women. Affective disorders, including anxiety
and depression, are also highly prevalent, affecting roughly a third of all
women. In many cases, sexual dysfunction accompanies affective disor-
ders. While antidepressant therapy can relieve the sexual dysfunction
caused by depression, this same therapy may cause Antidepressant As-
sociated Sexual Dysfunction (AASD). The clinician should assess for
baseline sexual function before providing antidepressant therapy, and
address AASD when it occurs. When treating midlife women, an as-
sessment of changes in sexual function related to gonadal hormones
should be made, with treatment provided accordingly.
Urodinamica 14: 76-79, 2004
©2004, Editrice Kurtis

INTRODUCTION

Sexual dysfunction and affective disorders are both common
problems among women. This brief review will discuss the
prevalence of these conditions, the association between the two,
and clinical approaches to treating affective disorders with atten-
tion to sexual function.

Prevalence of female sexual dysfunction across the population
Sexual dysfunction is more common among women than men.

A study of the general population in England found that 41% of
women and 34% of men could report a current sexual problem
(1). A population study of 1749 men and women, ages 18-59, in
the United States found the prevalence of sexual dysfunction to
be 43% among women and 31% among men. The most common
problems among women were problems of desire, lack of inter-
est in sex (22% and 32%, respectively), and problems with or-
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gasm (26%) (2). Another study of the Ameri-
can population showed that 24.4% of women
reported marked distress about their sexual
functioning.

Prevalence of affective and anxiety disorders
across the population

Affective disorders are also very common
among women. The lifetime prevalence for
major depressive disorder among women is
17% (3). The prevalence of anxiety disorders in
women is 30.5%. This would include all anxi-
ety disorders: specifically phobia, social anxi-
ety disorder, agoraphobia with panic, general-
ized anxiety disorder, panic disorder, and
post-traumatic stress disorder (4). Women
have a greater burden of affective and anxiety
disorders than men. While anxiety disorders
affect 30.5% of women, only 19.2% of men are
affected. The prevalence of depression among
women is about 21%, compared to 13% among
men (3). Dysthymia, a milder form of depres-
sion, also has a greater prevalence in women,
8% compared to 5% for men (4). Depression
with anxiety symptoms is quite common and
is seen more often than depression alone (5).
Co-morbidity of these two disorders is equally
common and often makes these patients some-
what more difficult to treat (6).

Gender-specific differences also include a
greater seasonal effect on mood (7), with
women having approximately 80% of the
cases of seasonal affective disorder (4%
prevalence among women compared to 1%
among men) (8). Stressful life events are
more associated with depression among
women as well (9). Premenstrual dysphoric
disorder (PMDD), affects approximately 3-8%
of women with a definition of meeting five or
more DSM IV criteria (7, 10). When including
severe premenstrual syndrome (PMS) or sub-
syndromal PMDD, this number can double
(8). There are many theories that attempt to
address and explain the gender differences in
affective disorders; these include methodolo-
gy of the research, and biological and psy-

chosocial differences between men and wom-
en. The latter include victimization, social
and life stress, as well as particular issues re-
lated to socialization (9).

Failure to treat to remission of illness is an
additional problem in all individuals with de-
pression or anxiety. Patients are either not of-
fered care or are offered care and are treated
with sub-therapeutic doses of antidepressants.
At times, a therapeutic dose of a particular an-
tidepressant fails to bring the patient to remis-
sion. Some studies have defined remission as a
Hamilton depression score of 7 or less, the pa-
tient no longer meets the criteria for depres-
sion, displays minimal or no symptoms, and
has had a return of psychosocial/occupational
functioning (11). Impairment in work appears
to normalize only with remission, with incom-
plete return of functioning when patient has a
partial response (12).

The implications of depression, anxiety, and
other affective disorders along with remission
issues in those treated for female sexual dys-
function and desire are significant. For women,
these issues affect willingness to engage in sex-
ual activity through distractibility of female sex-
ual desire, fatigue, situational stress, and mood.
These untreated affective disorders result in de-
creased desire and arousal, and thus have a
great impact on female sexual function (13).

Prevalence of FSD among affective and anxiety
disorders

There is a limited literature on the preva-
lence of female sexual dysfunction (FSD)
among women with untreated affective and
anxiety disorders. Kennedy et al. found that
“49% of depressed women and 26% of de-
pressed men reported no sexual activity in
the preceding month”(14). Casper et al. and
Hamilton et al. found decreased libido in ap-
proximately 70% of depressed patients (15,
16). Zajecka et al. found a range of problems
with arousal, lubrication or orgasm, with 65%
of depressed women reporting some sort of
sexual problem (17).
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Untoward consequences of treatment for depres-
sion and anxiety: FSD with antidepressants

Since the advent of the serotonin reuptake in-
hibitor class of antidepressants there has been
the consistent observation that for some pa-
tients these antidepressants have an adverse
impact on the patient’s orgasm and/or a de-
cline in her libido as a result of these agents
(18-20). Antidepressant Associated Sexual
Dysfunction (AASD) is observed soon after
treatment is initiated. Its impact and the
course of AASD is highly variable with some
patients having mild impairment while others
have significant loss of orgasm or libido.
These sexual side effects may improve for
some and persist for others. The most common
complaints in women are decreased orgasm
and libido (21, 22). In the field of psychiatry,
side effects, and particularly the side effect of
AASD has important implications for success-
ful treatment of this large population of wom-
en with depression because side effects are one
of the main reasons for discontinuing antide-
pressants, with sexual dysfunction being a pri-
mary cause for discontinuation (23).

For the midlife to post menopausal woman,
this issue is confounded by the fact that many
women have orgasm and libido problems re-
lated to their major affective disorder and/or
may have FSD related to gonadal hormone
change with menopause and age. The dynam-
ic relationship between these two are such
that both conditions may need to be serially
treated or concurrently treated so as to resolve
the FSD. This treatment and the establishment
of the etiology of the FSD is complicated by
the onset in some patients of antidepressant-
induced side effects. Improvement in the ma-
jor affective disorder may result in resolution
of their “appetitive” problems in the sexual
realm but then be confounded by the occur-
rence of AASD (19, 24-26). The rates of sexual
side effects secondary to antidepressants vary
from a conservative 14% to the less conserva-
tive estimate of 73% (27). The degree of the
problem, the persistence of the problem, and

the degree of distress from the side effect are
highly variable. The quality of these studies
has also been questioned as many of these are
observational and not prospective studies that
have controlled for other pre-existing and
contemporaneous variables (28). Additionally,
many patients will have some degree of relief
for their sexual side effects when the clinician
diligently assesses pre-existing functioning,
observes for new onset of FSD, and then ei-
ther tries a different antidepressant, or uses
some of the established augmentation strate-
gies for amelioration of the AASD. Sildenafil
has been a promising addition to these aug-
mentation strategies (28, 29). More traditional
approaches have been to augment the SSRI
with buproprion or busparone (30).

CONCLUSIONS

Sexual dysfunction has been found in over
40% of the general population of women. Af-
fective disorders, including anxiety and de-
pression, are also highly prevalent, affecting
roughly a third of all women. In many cases,
sexual dysfunction accompanies affective dis-
orders. While antidepressant therapy can re-
lieve the sexual dysfunction caused by depres-
sion, this same therapy may cause Antidepres-
sant Associated Sexual Dysfunction (AASD).
The clinician should assess for baseline sexual
function before providing antidepressant ther-
apy, and watch for AASD. When AASD is pre-
sent, the clinician should try switching to a dif-
ferent antidepressant, or augmenting the an-
tidepressant with Sildenafil, buproprion or
busparone. In addition, the clinician should as-
sess whether or not any sexual dysfunction is
related to gonadal hormone changes due to
menopause or age, and treat accordingly.

REFERENCES
1. Dunn K.M., Croft P.R., Hackett G.I.: Sexual prob-

lems: a study of the prevalence and need for health
care in the general population. Fam. Pract. 15: 519-
524, 1998.



(Urodinamica 14: 57-60, 2004) ©2004, Editrice Kurtis. Depression, antidepressants and FSD in women

79

© 2004, Editric
e Kurtis

N O T P R I N T A B L E

2. Laumann E.O., Paik A., Rosen R.C.: Sexual dys-
function in the United States: prevalence and pre-
dictors [published erratum appears in JAMA
281(13): 1174, 1999] [see comments] JAMA 281: 537-
544, 1999.

3. Kessler R.C., McGonagle K.A., et al.: Sex and de-
pression in the National Comorbidity Survey. I:
Lifetime prevalence, chronicity and recurrence. J.
Affect. Disord. 29: 85-96, 1993.

4. Kessler R.C., McGonagle K.A., et al.: Lifetime and
12-month prevalence of DSM-III-R psychiatric dis-
orders in the United States. Results from the Na-
tional Comorbidity Survey. Arch. Gen. Psychiatry
51: 8-19, 1994.

5. Keller M.B., Hanks D.L.: Anxiety symptom relief in
depression treatment outcomes. J. Clin. Psychiatry
56 (Suppl 6): 22-29, 1995.

6. Hamilton M.: Frequency of symptoms in melancho-
lia (depressive illness). Br. J. Psychiatry 154: 201-
206, 1989.

7. American Psychiatric Association: Diagnostic and
statistical manual of mental disorders, 4th edition.
American Psychiatric Association, Washington,
DC, 1994, p. 389.

8. Parry B.: Mood disorders linked to the reproduc-
tive cycle in women. In: Bloom F., Kupfer D. (Eds.),
Psychopharmacology: The Fourth Generation of
Progress. Raven Press, Ltd., New York, 1995.

9. Kornstein S.G.: Gender differences in depression:
implications for treatment. J Clin Psychiatry 58: 12-
18, 1997.

10. Halbreich U., Borenstein J., et al.: The prevalence,
impairment, impact, and burden of premenstrual
dysphoric disorder (PMS/PMDD). Psychoneuroen-
docrinology 28 (Suppl 3): 1-23, 2003.

11. Frank E., Prien R.F., et al.: Conceptualization and
rationale for consensus definitions of terms in ma-
jor depressive disorder. Remission, recovery, re-
lapse, and recurrence. Arch. Gen. Psychiatry 48:
851-855, 1991.

12. Miller I.W., Keitner G.I., et al.: The treatment of
chronic depression, part 3: psychosocial function-
ing before and after treatment with sertraline or
imipramine. J. Clin. Psychiatry 59: 608-619, 1998.

13. Hensley P.L., Nurnberg H.G.: SSRI sexual dysfunc-
tion: a female perspective. J. Sex. Marital Ther. 28
(Suppl 1): 143-153, 2002.

14. Kennedy S.H., Dickens S.E., et al.: Sexual dysfunc-
tion before antidepressant therapy in major depres-
sion. J. Affect. Disord. 56: 201-208, 1999.

15. Casper R.C., Redmond D.E. Jr., et al.: Somatic
symptoms in primary affective disorder. Presence
and relationship to the classification of depression.
Arch. Gen. Psychiatry 42: 1098-1104, 1985.

16. Hamilton M.: A rating scale for depression. J. Neu-
rol. Neurosurg. Psychiatry 23: 56-62, 1960.

17. Zajecka J., Mitchell S., Fawcett J.: Treatment-emer-
gent changes in sexual function with selective sero-
tonin reuptake inhibitors as measured with the
Rush Sexual Inventory. Psychopharmacol. Bull. 33:
755-760, 1997.

18. Harrison W.M., Rabkin J.G., et al.: Effects of antide-
pressant medication on sexual function: a con-
trolled study. J. Clin. Psychopharmacol. 6: 144-149,
1986.

19. Montejo A.L., Llorca G., et al.: Incidence of sexual
dysfunction associated with antidepressant agents:
a prospective multicenter study of 1022 outpatients.
Spanish Working Group for the Study of Psy-
chotropic-Related Sexual Dysfunction. J. Clin. Psy-
chiatry 62 (Suppl 3): 10-21, 2001.

20. Clayton A.H., Pradko J.F., et al.: Prevalence of sexu-
al dysfunction among newer antidepressants. J.
Clin. Psychiatry 63: 357-366, 2002.

21. Nurnberg H.G., Lauriello J., et al.: Sildenafil for ia-
trogenic serotonergic antidepressant medication-in-
duced sexual dysfunction in 4 patients. J. Clin. Psy-
chiatry 60: 33-35, 1999.

22. Rosen R.C., Lane R.M., Menza M.: Effects of SSRIs
on sexual function: a critical review. J. Clin. Psy-
chopharmacol. 19: 67-85, 1999.

23. Greden J.F.: The burden of disease for treatment-re-
sistant depression. J. Clin. Psychiatry 62 (Suppl 16):
26-31, 2001.

24. Fava M., Amsterdam J.D., et al.: A double-blind
study of paroxetine, fluoxetine, and placebo in out-
patients with major depression. Ann. Clin. Psychia-
try 10: 145-150, 1998.

25. Labbate L.A., Grimes J., et al.: Sexual dysfunction
induced by serotonin reuptake antidepressants. J.
Sex Marital Ther. 24: 3-12, 1998.

26. Ekselius L., von Knorring L.: Effect on sexual func-
tion of long-term treatment with selective serotonin
reuptake inhibitors in depressed patients treated in
primary care. J. Clin. Psychopharmacol. 21: 154-160,
2001.

27. Modell J.G., Katholi C.R., et al.: Comparative sexual
side effects of bupropion, fluoxetine, paroxetine, and
sertraline. Clin. Pharmacol. Ther. 61: 476-487, 1997.

28. Nurnberg H.G., Hensley P.L., et al.: Treatment of
antidepressant-associated sexual dysfunction with
sildenafil: a randomized controlled trial. JAMA 289:
56-64, 2003.

29. Nurnberg H.G., Hensley P.L.: Selective phosphodi-
esterase type-5 inhibitor treatment of serotonergic
reuptake inhibitor antidepressant-associated sexual
dysfunction: a review of diagnosis, treatment, and
relevance. CNS Spectr. 8: 194-202, 2003.

30. Nurnberg H.G.: Managing treatment-emergent sex-
ual dysfunction associated with serotonergic an-
tidepressants: before and after sildenafil. J. Psychia-
tr. Pract. 7: 92-108, 2001.


