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Introduction:
Worldwide, 41% of reproductive age women are affected by sexual 
dysfunction making it an important medical entity (1). It has a bio-
psycho-social etiology i.e. Sexual dysfunctions can result from 
physiological factors, psychogenic factors, combined factors and 
stressors like interpersonal conicts and relationship issues. They are 
common among psychiatric disorders and can be an effect of the 
disease itself (psychopathology) or the side effect of medications used 
for their treatment. Studies suggest high comorbidity between female 
sexual dysfunction and anxiety disorders (2,3).

Anxiety disorders are chronic, disabling conditions that share the 
common symptoms of disproportionate fear and anxiety and allied 
behavioral trouble and are associated with intense subjective distress 
and social impairment (4). Anxiety disorders have the highest 
prevalence amongst mental disorders around the world and have 
signicant co-morbidities including sexual dysfunction. 

In this review paper, we will discuss some general sexual dysfunctions 
seen in the company of anxiety disorders and dysfunctions associated 
with their pharmacological management. Directions for future 
research will then be discussed.

Sexual Response Cycle:
The sexual response cycle comprises desire, excitement, orgasm and 
resolution (both physiological and psychological). Desire is the mental 
state created by stimuli, external and internal, that induces a need or 
wants to participate in sexual activity. Arousal or excitement is a 
personal sentiment related to sexual contentment and associated 
bodily sensations which are indicated by erection of penis in men and 
lubrication of vagina in women. There is a separate stage known as 
Plateauing, which includes elevated arousal achieved by continuous 
stimulation accompanied by noticeable sexual tension which leads to 
orgasm. Orgasm, also called as climax is the peak of sexual 
satisfaction, which is associated by recurring contractions of the 
genital muscles in both the gender, leading to ejaculation in males. 
Resolution is the last stage sexual response cycle where a person 

experiences relaxation and well-being (5,6).

The current model of incentive-based sex response cycle attributes 
couple's emotional intimacy and expected pleasurable reward to be the 
main reasons for person's sexual activity (7).

Female Sexual Disorders:
Female sexual dysfunction refers to a disorder of any of the stages of 
sexual response cycle and/or pain during intercourse, leading to 
personal distress and impacting the quality of life and personal 
relationships. (8)

Sexual dysfunctions as per American Psychiatric Association's 
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 
(DSM-5) are Female orgasmic disorder, Genito- pelvic pain/ 
penetration disorder, Female sexual interest/ arousal disorder, 
substance/medication-induced sexual dysfunction, other specied 
sexual dysfunction and unspecied sexual dysfunction. For making 
the diagnosis, symptoms need to be present for at least six months, 
cause distress and dysfunction (9).

There is a lack in trustworthy statistical studies on the epidemiology of 
sexual disorders in women, especially in nonwestern settings.
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Global studies suggest that female sexual dysfunction (FSD) has elevated occurrence and association with anxiety 
disorders and effects on mental health of women. It is known to have complex biopsychosocial etiopathogenesis. Anxiety 

is often a manifestation of societal, genetic, psychological, and ethical factors which come together to mess up sexual response. We have examined 
the association amid sexual dysfunction and anxiety disorders in this paper. Treatment associated sexual dysfunction is also discussed. Health care 
providers should educate patients in order to promote patient awareness and medication adherence.
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Recently, a British survey reported that only 3.6% females fullls all 
the criterion for sexual dysfunction disorder even though 22.8% of 
females reported more than one sexual trouble including little interest 
in sex and arousal, problematic orgasm, or painful intercourse, (10). 
An Indian study on the epidemiology of sexual disorders conducted by 
Rao et al. in the south Indian rural population on 1529 individuals 
reported the prevalence of sexual dysfunction in males was 21.15% 
and that in females was 14%. Decreased desire and arousal difculties 
are the most common sexual dysfunctions amongst women while 
among men premature ejaculation is the prevalent sexual dysfunction 
followed closely by erectile dysfunction and hypoactive sexual desire.
Etiology:

Sexual response is a multifarious relation of psychological, 
physiological and interpersonal connections. The biopsychosocial 
model (Figure 1) for assessment of sexual dysfunction acknowledges 
that biological, psychological, interpersonal and sociocultural factors 
can affect sexual functioning.

Figure 2: BIO- PSYCHO-SOCIAL MODEL OF SEXUAL 
DYSFUNCTION 

Biological factors include general physical health, illnesses, 
medications, alcohol and drugs. Poor general health, diabetes, 
hypertension, cardiovascular diseases and metabolic syndrome all 
predispose both males and females to sexual dysfunction. Diabetes in 
women is associated with decreased vaginal lubrication and in men is 
associated with erectile dysfunction occurring in 35-90% of men with 
diabetes. Other biological factors associated with female sexual 
dysfunction include chronic diseases like hypothyroidism, 
hyperthyroidism, bromyalgia and systemic sclerosis etc and that for 
male sexual dysfunction are cigarette smoking, obesity, COPD, 
chronic renal failure, spinal cord injury, polyneuropathy, multiple 
sclerosis and multiple system atrophy etc. Medications like 
Antidepressants (SSRIs & SNRIs) and Antipsychotics and substance 
use disorders like alcohol and opioid use disorders are also associated 
with sexual dysfunction.

Psychological factors include the presence of psychiatric disorders 
like mood disorders and past trauma, stress, depression, anxiety, 
schizophrenia and post-traumatic stress disorder etc. The socio-
cultural factors include religious beliefs, relationship factors, gender 
role, societal norms stressors and life etc. A lower level of education, 
sexual abuse in childhood, less physical movement and unemployment 
is said to be connected with sexual disorders.

Presence of Anxiety disorders is an important cause of sexual 
dysfunction in females. Epidemiological data conrms that anxiety 
disorders may become a risk problem for sexual desire and arousal (11-
15) along with a strong link between anxiety and orgasmic difculties 
and sexual pain (16).

Anxiety disorders: 
Anxiety is described as anticipation of a future threat and is not same as 
fear which is the emotional reaction to an imminent intimidation. The 
key difference between anxiety disorders and normal fear or anxiety is 
that the later is excessive or persists beyond developmentally normal 
periods. It is characterized by disperse, distasteful, indistinct sense of 
apprehension, accompanied by bodily symptoms like headache, 
restlessness, perspiration and tension in chest.

Anxiety disorders are one of the very commonly reported 

psychological disorders worldwide. The systematic reviews and meta-
regressions show difference in the occurrence of anxiety disorders 
across the world and suggest the global current prevalence of anxiety 
disorders to be 7.3% (4.8-10.9%). As per National Co morbidity Study 
the lifetime prevalence being around 30 % in females.

As per DSM- 5, these disorders include specic phobias, social anxiety 
disorders, panic disorder, agoraphobia and GAD. NCS data reports 
that women suffer from anxiety disorders more in comparison to men 
(17). Throughout their lives, females are two times more likely to 
suffer from panic disorder (5% vs. 2%), agoraphobia (7% vs. 3.5%), 
PTSD (10.4% vs. 5%), or GAD (6.6% vs. 3.6%) (18,19). Social 
anxiety disorder (15.5% vs. 11.1%) and OCD (3.1% vs. 2%) are also 
much more prevailing in women, though differences in occurrence 
rates are not as signicant(18,20).

Separation anxiety disorder, specic and social phobia have their 
average age of inception before 15 years, and agoraphobia, OCD, 
PTSD, panic disorder, and GAD have a later age of inception amid 21.1 
and 34.9 years (21). 

The risk factors predisposing to the occurrence of anxiety disorders are 
female sex, family history of anxiety disorder or major depressive 
disorder (MDD), childhood sexual abuse, substance use disorder 
(SUD), early parental loss and disturbed family environment. The 
neurobiological mechanisms underlying anxiety disorders consists of 
hyperactivity in limbic regions particularly amygdala. Other brain 
areas implicated in anxiety disorders are the hippocampus, cingulate 
gyrus, parahippocampal region and prefrontal cortex (22). 

Major neurotransmitters implicated in pathogenesis of anxiety 
disorders are nor- epinephrine (NE), serotonin and gamma- amino 
butyric acid (GABA). Hypothalamic- pituitary adrenal (HPA) axis and 
CRH also play an important role in stress. A variety of bodily functions 
(e.g. growth, sexual activity, etc.) can be inhibited by CRH (23,24).

Anxiety plays a prime function in the pathogenesis and continuation of 
sexual disorders. This can be commonly witnessed in clinical setups. 
Anxiety is essentially the nal general mechanism through which 
societal, emotional, genetic, and ethical factors contribute to sexual 
problems.

Sexual Dysfunction and Anxiety Disorders:
Considering the sexual response cycle, an inference can be drawn that 
sexual as well as nonsexual fears may act as distracters for women with 
anxiety disorders, by limiting their arousal and the occurrence of 
orgasm and probability of triggering desire (25).

Literature suggests that anxiety disorders predispose to low sexual 
desires and excitement, problems with orgasm and painful sex.

Sexual dysfunction in women is a prevalent community health hitch. 
In a meta- analysis by McCool et al (2016) which included 95 studies, 
comprising 215,740 participants, 40.9% of premenopausal women 
reported female sexual dysfunction (FSD). In this meta- analysis 
prevalence estimates of specic domains of FSD were variable with 
28.2% participants reported hypoactive sexual desire disorder, 22.6% 
reported sexual arousal disorder, 20.6% reported difculties with 
lubrication, 25.7% reported orgasmic disorder, and 20.8% reported 
sexual pain disorders.
64% of women with panic disorders were found to have sexual 
dysfunction (26). Females suffering from anxiety disorders have a 
high prevalence of sexual disorders too, which leads to neural, 
biological and cognitive intimidation of presentation anxiety (27).

The amplied sympathetic activity of sexual arousal which increases a 
woman's genital congestion also produces non-genital vibrations 
which could be looked upon as intimidating, when a person is anxious, 
creating trouble in sexual satisfaction (28).

“Anxious arousal” refers to bodily sensations coming from elevated 
sympathetic drive, along with shortness of breath, rise in body 
temperature, muscle strain and palpitations. 

Trait anxiety is associated with anxiety sensitivity which is the fright of 
the responses made in anxiety and misapprehension of these 
responses, therefore a woman with high anxiety levels is unlikely to 
experience contentment from sexual activity (28).
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Table 1: Studies on sexual dysfunction in anxiety disorders 
including only females

Medication induced sexual dysfunction:
Treatment protocols for the management of anxiety disorders include 
psychological and/or pharmacological approaches. SSRIs, SNRIS and 
Pregabalin are rst-line pharmacological agents for the treatment of 
anxiety disorders with some differentiation in various anxiety 
disorders.

The incidence of sexual dysfunction as a result of antidepressants is not 
easy to review, as the unpleasant sexual outcomes of depression and 
anxiety are at par with negative impacts of antidepressant medicines.

A meta-analysis in the year 2013, found that the frequency rates were 
ranging from 50 to 70 percent (34). Selective serotonin-reuptake 
inhibitors (SSRIs) are the type of antidepressants resulting in sexual 
dysfunction most of the time. Previous studies imply that some form of 
treatment-induced sexual dysfunction is seen in 30 to 60 percent of 
SSRI-treated patients. Bupropion and nefazodone seems less likely to 
root sexual disorders. Mirtazapine is also connected with a lower rate 
of such unpleasant outcomes. (35).

Sexual dysfunction is more likely with drugs which act by obstruction 
of the reuptake of serotonin at 5-HT receptors— especially 5HT2 
subtypes (36).

Physicians need to observe their patients for medication- linked sexual 
unpleasant outcomes, because they may affect therapy and success in 
treatment.

Management principles of medication- induced sexual dysfunction: 
Even though dose cutback can persist to advantage mood and alleviate 
negative impact related sex, around 10% of sex related negative impact 
may reduce in future (37), additional interventions are frequently 
required to cater to sexual dysfunction related to medication which 
includes switching to other psychotropic or adding psychotropic 
agents eg. Adding bupropion or aripiprazole to reverse SSRI induced 
dysfunction (38, 39).

Psychotherapies have been reported to benecial in various studies. 
These therapies included behaviour therapy, Master and Johnson 
therapy, Jacobson progressive muscle relaxation, cognitive behavior 
therapy (CBT), exercise, and stimulation-based techniques (40).

Conclusion: 
During management of anxiety disorders, a patient's sexual life should 
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Authors &
Year

Place of 
Study

Methodology Results

Van 
Minnen & 
Kampman 

(2000)
(29)

Nijmegen, 
The 

Netherland
s

A controlled study to 
assess sexual 

performance was 
conducted on 27 

females with panic 
disorder, OCD & 34 
healthy females and 
their male partners. 

Functioning was 
assessed using the 
Questionnaire for 
screening Sexual 

Dysfunctions (QSD). 

Sexual dysfunction 
was found in 76.4% 
OCD patients and 

44.4% panic disorder 
patients 17 as 

compared to 17.6% 
in the control group. 
Hypoactive sexual 
desire disorder and 

Sexual aversion 
disorders were more 
common in OCD and 

PD patients in 
contrast to controls.

Aksaray et 
al (2001)

(30)

Osmangazi
, Turkey

The study compared 
the sexual functions of 
23 OCD females with 
26 GAD females. The 
sexual functioning was 
assessed using GRISS.

Sexual avoidance. 
Nonsensuality, and 
anorgasmia were 

more in females with 
OCD as compared to 
females with GAD.

Mercan et 
al (2006)

(31)

Istanbul, 
Turkey

This study was done 
during 2003 and 2004 
on 12 panic disorder 
patients the without 
depression, 28 panic 

disorders with 
comorbid depression 

patients and 13 
controls. Sexual 
performance was 

evaluated using the 
Arizona Sexual 

Experiences Scale 
(ASEX).

Sexual dysfunction 
was signicantly 
more common in 

panic disorder with 
comorbid depression 

group than in the 
panic disorder 

without depression 
and control groups. 
Low sexual desire 
and aversion were 
more common in 

panic disorder with 
comorbid depression 
group as compared to 

panic disorder 
without depression 

group.

Beaber & 
Werner 
(2009)

San 
Francisco, 
California

42 women in same sex 
relations and 78 

women in heterosexual 
relations

 were evaluated to 
study the association 
between anxiety and 
sexual functioning in 
relation to female's 

sexual orientation. The 
Female sexual 

function index (FSFI) 
was used to assess the 

sexual functioning.

Anxiety was found to 
be negatively overall 

found to be 
correlated sexual 
with functioning. 

Orgasm, lubrication, 
and pain in 

heterosexual females 
but was related to 

sexual functioning in 
females.

Dettore et 
al (2013)

(27)

Florence, 
Italy

130 women [100 
without anxiety 

disorder and 30 with 
an anxiety disorder 

(GAD) or panic 
disorder)] evaluated 
for the outcome of 
state/trait anxiety, 

anxiety sensitivity on 
sexual functioning and 

the inclination to 
sexual 

inhibition/excitation 
by using the female 

sexual function index 
(FSFI) and Sexual 
inhibition scale/ 
Sexual excitation 

scale. 

Women with an 
anxiety disorder 

(GAD/panic 
disorder) had poor 

sexual functioning in 
comparison to 

women without an 
anxiety disorder. 

Women with and an 
anxiety disorder 

reported decreased 
arousal, orgasmic 
difculties, poor 

sexual satisfaction 
and a greater 

propensity toward 
sexual inhibition.

Berkol et 
al (2019)

(32)

Istanbul, 
Turkey

68 female patients [24 
with major depression 
and 44 with an anxiety 
disorder (7 OCD, 16 

PD, 20 GAD, 1 SAD)] 
who were diagnosed 

using structured 
clinical interview for 

DSM-IV Axis I 
Disorders (SCID-I) 
were evaluated for 

sexual dysfunction by 
using Arizona Sexual 

Experiences Scale 
Female Form(ASEX).  

Low sexual desire 
was the most 

common sexual 
dysfunction among 

both major 
depression (62.5%) 
and anxiety disorder 
(25%) groups. The 
sexual dysfunction 

was more frequent in 
major depression 

group patients 
(79.2%) than in the 

anxiety disorder 
group patients 

(43.2%).

Soltan et al 
(2020)
(33)

Faiyum 
governorat
e, Egypt

450 women were 
assessed Pain Arabic 

pain using the 
validated version of 

FSFI and its 
correlation with 

anxiety and depression 
were assessed which 

diagnosed using SCID 
-1 pain. Arabic 

version. The severity 
of Depression was 

assessed using Beck 
depression inventory- 

Arabic version and 
Beck anxiety 

inventory Arabic 
version respectively.

Pain score were 
negatively correlated 
both with depression 

score (r-0.524, 
p<0.001) and the 
anxiety score (r-
0.305, p< 0.001). 
Depression and 

anxiety were 
signicant 

independent risk 
factors for more 

sexual pain.



be considered important, and vice versa. It has been observed that 
failure in investigating a person's psychological backdrop affects the 
recovery of a patient with a sexual dysfunction. 

It is vital to further investigate to comprehend the intricate 
pathophysiology of the sexual disorders experienced by females with 
anxiety disorders. Its interplay of many factors, including input from 
medical interventions, anxiety, somatic sickness and the socio-cultural 
effects of psychological disorders.

REFERENCES: 
1. McCool-Myers M, Theurich M, Zuelke A, Knuettel H, Apfelbacher C. Predictors of 

female sexual dysfunction: a systematic review and qualitative analysis through gender 
inequality paradigms. BMC women's health. 2018 Dec;18(1):1-5.

2. Kaplan HS. Anxiety and sexual dysfunction. J Clin Psychiatry. 1988;49:21-25. 
3. Graziottin A. Libido: the biologic scenario. Maturitas. 2000 Jan 1;34:S9-16.
4. Ruiz P. Comprehensive textbook of psychiatry. Sadock BJ, Sadock VA, editors. 

Philadelphia: lippincott Williams & wilkins; 2000. 
5. Weiner DN, Rosen RC. Sexual dysfunctions and disorders. Oxford textbook of 

psychopathology. 1999:410-43.
 6. Masters WH, Johnson VE, Kolodny RC. In: Heterosexuality. New York: Gramercy 

Books; 1994. Patterns of sexual response; pp. 41–71
7. Both S, Everaerd W, Laan E, Janssen E. Desire emerges from excitement: A 

psychophysiological perspective on sexual motivation. The psychophysiology of sex. 
2007;8:327-9.

8. Walton B, Thorton T. Female sexual dysfunction. Current Women's Health Reports. 
2003 Aug 1;3(4):319-26.

9. Association, American Psychiatric. Diagnostic and statistical manual of mental 
disorders. American Psychiatric Publishing; 2013.

10. Mitchell KR, Jones KG, Wellings K, Johnson AM, Graham CA, Datta J, et al. Estimating 
the prevalence of sexual function problems: The impact of morbidity criteria. The 
Journal of Sex Research. 2016 Oct 12;53(8):955-67.

11. Bradford A, Meston CM. The impact of anxiety on sexual arousal in women. Behaviour 
research and therapy. 2006 Aug 1;44(8):1067-77.

12. Van Minnen A, Kampman M. The interaction between anxiety and sexual functioning: A 
controlled study of sexual functioning in women with anxiety disorders. Sexual and 
Relationship Therapy. 2000 Feb 1;15(1):47-57.

13. Aksaray, Berkant Yelken, Cem Kaptanoğlu, Süleyman Ou, Murat Özaltin G. Sexuality 
in women with obsessive compulsive disorder. Journal of Sex &Marital Therapy. 2001 
May 1;27(3):273-7.

14. Bodinger L, Hermesh H, Aizenberg D, Valevski A, Marom S, Shiloh R, et al. Sexual 
function and behavior in social phobia. Journal of Clinical Psychiatry. 2002 Oct 
1;63(10):874-9.

15. Figueira I, Possidente E, Marques C, Hayes K. Sexual dysfunction: A neglected 
complication of panic disorder and social phobia. Archives of Sexual Behavior. 2001 
Aug;30(4):369-77.

16. Leeners B, Hengartner MP, Rössler W, Ajdacic-Gross V, Angst J. The role of 
psychopathological and personality covariates in orgasmic difculties: a prospective 
longitudinal evaluation in a cohort of women from age 30 to 50. The Journal of Sexual 
Medicine. 2014 Dec 1;11(12):2928-37.

17. Gater, R., Tansella, M., Korten, A., Tiemens, B.G., Mavreas, V.G. and Olatawura, M.O., 
1998. Sex differences in the prevalence and detection of depressive and anxiety 
disorders in general health care settings: report from the World Health Organization 
Collaborative Study on Psychological Problems in General Health Care. Archives of 
general psychiatry, 55(5), pp.405-413.

18. Kessler RC, McGonagle KA, Zhao S, Nelson CB, Hughes M, Eshleman S, Wittchen 
HU, Kendler KS. Lifetime and 12-month prevalence of DSM-III-R psychiatric 
disorders in the United States: results from the National Comorbidity Survey. Archives 
of general psychiatry. 1994 Jan 1;51(1):8-19.

19. Kessler RC, Sonnega A, Bromet E, Hughes M, Nelson CB. Posttraumatic stress disorder 
in the National Comorbidity Survey. Archives of general psychiatry. 1995 Dec 
1;52(12):1048-60.

20. Karno M, Golding JM, Sorenson SB, Burnam MA. The epidemiology of obsessive-
compulsive disorder in ve US communities. Archives of general psychiatry. 1988 Dec 
1;45(12):1094-9.

21. de Lijster JM, Dierckx B, Utens EM, Verhulst FC, Zieldorff C, Dieleman GC, Legerstee 
JS. The age of onset of anxiety disorders: a meta-analysis. Canadian journal of 
psychiatry. Revue canadienne de psychiatrie. 2017 Apr;62(4):237.

22. Shin LM, Davis FC, VanElzakker MB, Dahlgren MK, Dubois SJ. Neuroimaging 
predictors of treatment response in anxiety disorders. Biology of mood & anxiety 
disorders. 2013 Dec;3(1):1-1.

23. Stein DJ, Hollander E, Rothbaum BO, eds. Textbook of Anxiety Disorders. 2nd edition. 
Arlington, VA: American Psychiatric Publishing; 2009. 

24. Stein DJ, Nesse RM. Threat detection, precautionary responses, and anxiety disorders. 
Neuroscience & Biobehavioral Reviews. 2011 Mar 1;35(4):1075-9.

25. Nobre PJ, Pinto-Gouveia J. Emotions during sexual activity: Differences between 
sexually functional and dysfunctional men and women. Archives of sexual behavior. 
2006 Aug;35(4):491-9.

26. Aksoy UM, Aksoy ŞG, Maner F, Gokalp P, Yanik M. Sexual dysfunction in obsessive 
compulsive disorder and panic disorder. Psychiatria Danubina. 2012 Dec 20;24(4.):381-
5.

27. Dèttore D, Pucciarelli M, Santarnecchi E. Anxiety and female sexual functioning: An 
empirical study. Journal of Sex & Marital Therapy. 2013 May 1;39(3):216-40.

28. Bradford A, Meston CM. The impact of anxiety on sexual arousal in women. Behaviour 
research and therapy. 2006 Aug 1;44(8):1067-77.

29. Van Minnen A, Kampman M. The interaction between anxiety and sexual functioning: A 
controlled study of sexual functioning in women with anxiety disorders. Sexual and 
Relationship Therapy. 2000 Feb 1;15(1):47-57.

30. Aksaray, Berkant Yelken, Cem Kaptanoğlu, Süleyman Ou, Murat Özaltin G. Sexuality 
in women with obsessive compulsive disorder. Journal of Sex &Marital Therapy. 2001 
May 1;27(3):273-7.

31. Mercan S, Karamustafalioglu O, Ayaydin EB, Akpinar A, Goksan B, Gonenli S, Guven 
T. Sexual dysfunction in female patients with panic disorder alone or with 
accompanying depression. International journal of psychiatry in clinical practice. 2006 
Jan 1;10(4):235-40.

32. Berkol T, Yıldırım Y, Tav A. Çengel H, Özyıldırım 1. Sexual Problems In Women With 
Major Depression Or Anxiety Disorder. J Neurobehav Sci. 2019:(0):1.

33. Soltan MR, Raheem TA, Soliman SS, Saleh NM, Khatery BH. Depression and anxiety 
as risk factors for female sexual pain. Middle East Current Psychiatry. 2020 
Dec;27(1):1-9.

34. La Torre A, Giupponi G, Duffy D, Conca A. Sexual dysfunction related to psychotropic 
drugs: a critical review–part I: antidepressants. Pharmacopsychiatry. 2013 
Jul;46(05):191-9.

35. Gregorian Jr RS, Golden KA, Bahce A, Goodman C, Kwong WJ, Khan ZM. 
Antidepressant-induced sexual dysfunction. Annals of Pharmacotherapy. 2002 
Oct;36(10):1577-89.

36. Bijlsma EY, Chan JS, Olivier B, Veening JG, Millan MJ, Waldinger MD, Oosting RS. 
Sexual side effects of serotonergic antidepressants: mediated by inhibition of serotonin 
on central dopamine release? Pharmacology Biochemistry and Behavior. 2014 Jun 
1;121:88-101.

37. Montejo AL, Llorca G, Izquierdo JA, Rico-Villademoros F. Incidence of sexual 
dysfunction associated with antidepressant agents: a prospective multicenter study of 
1022 outpatients. Journal of Clinical Psychiatry. 2001 Jan 1;62:10-21.

38. Safarinejad MR, Hosseini SY, Asgari MA, Dadkhah F, Taghva A. A randomized, double-
blind, placebo-controlled study of the efcacy and safety of bupropion for treating 
hypoactive sexual desire disorder in ovulating women. BJU international. 2010 
Sep;106(6):832-9.

39. Clayton, A.H., Baker, R.A., Sheehan, J.J., Cain, Z.J., Forbes, R.A., Marler, S.V., Marcus, 
R., Berman, R.M. and Thase, M.E., 2014. Comparison of adjunctive use of aripiprazole 
with bupropion or selective serotonin reuptake inhibitors/serotonin–norepinephrine 
reuptake inhibitors: analysis of patients beginning adjunctive treatment in a 52-week, 
open-label study. BMC research notes, 7(1), pp.1-11.

40. Lorenz T, Rullo J, Faubion S. Antidepressant-induced female sexual dysfunction. 
InMayo Clinic Proceedings 2016 Sep 1 (Vol. 91, No. 9, pp. 1280-1286). Elsevier.

70  INDIAN JOURNAL OF APPLIED RESEARCH

Volume - 12 | Issue - 06 | June - 2022 |  . PRINT ISSN No 2249 - 555X | DOI : 10.36106/ijar


