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Abstract: Background: Sexual dysfunction (SD) is common in women with 

Major Depressive Disorder (MDD), yet its psychosocial and clinical 

determinants in low-resource settings remain insufficiently characterised. 

Objective: To quantify prevalence and domains of SD, and evaluate 

associations with depression severity, socio-demographic, behavioural, and 

clinical variables among reproductive-age Bangladeshi women with MDD. 

Methods: A cross-sectional study was performed at Sylhet MAG Osmani 

Medical College Hospital (Sept 2018–Aug 2020). Sixty-eight married women 

(18–45 yr) meeting DSM-5 MDD criteria were enrolled. Depression severity 

was assessed using the Bangla DASS-21; sexual function by the Female 

Sexual Function Index (FSFI). Variables included age, BMI, parity, illness 

duration, income, education, marital satisfaction, social support, 

antidepressant dose, physical activity, and comorbid anxiety. Analyses 

applied descriptive statistics, Chi-square, t-tests, Pearson/Spearman 

correlations, and multiple linear regression (significance p<0.05). Results: 

Mean age was 32.6 ± 6.1 yr; BMI 24.8 ± 3.9 kg/m²; median illness duration 18 

mo (IQR 12–30). Overall SD prevalence was 72.1%. Domain frequencies: 

desire 64.7%, arousal 58.8%, lubrication 52.9%, orgasm 50.0%, satisfaction 

48.5%, pain 33.8%. FSFI total (22.4 ± 5.3) inversely correlated with depression 

severity (r = –0.62, p<0.001). Higher BMI predicted reduced lubrication (β = 

–0.29, p=0.015). Parity ≥2 associated with lower orgasm scores (mean 3.2 ± 

1.1 vs 4.0 ± 1.2; t=2.41, p=0.019). Illness duration >24 mo linked to poorer 

desire (χ²=6.72, p=0.01). Social support (MOS-SSS) correlated positively with 

satisfaction (r=0.44, p=0.002). Regular physical activity was protective (FSFI 

mean 25.6 ± 4.8 vs 20.9 ± 5.2; p=0.001). Comorbid anxiety increased pain 

scores (β=0.31, p=0.012). Antidepressant dose (fluoxetine-equivalent) 

predicted orgasmic dysfunction (β=–0.34, p=0.006). Final regression (age, 

BMI, support, activity, anxiety, income, antidepressant dose) explained 52% 

of FSFI variance (adjusted R²=0.52). Conclusion: SD affects most women 

with MDD and is significantly shaped by depression severity, BMI, parity, 

treatment dose, social support, and lifestyle factors. Multidimensional 

screening and interventions are recommended. 
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Introduction 
Sexual health is an integral component of overall well-

being, extending beyond the absence of disease or 

dysfunction to include the psychological, relational, 

and sociocultural dimensions of sexuality.1 In women 

with Major Depressive Disorder (MDD), defined by the 

Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-5) as experiencing 

depressed mood, anhedonia, cognitive disturbances, 

altered appetite or sleep, psychomotor changes, and 

guilt or worthlessness over at least a two-week period, 

sexual dysfunction (SD) emerges as a pervasive but 

under-recognised comorbidity. SD in women 

encompasses disorders such as female sexual 

interest/arousal disorder, female orgasmic disorder, 

genito-pelvic pain/penetration disorder, and other 

disturbances in desire, lubrication, orgasm or 

satisfaction. The prevalence and severity of sexual 

dysfunction in women with MDD are influenced by a 

constellation of psychosocial determinants that 

interplay with biological and clinical variables, yet 

comprehensive elucidation of these determinants 

remains incomplete. Current epidemiologic evidence 

indicates that women with MDD have significantly 

higher rates of SD across multiple domains than non-

depressed controls. For example, a meta-analysis of 

cross-sectional studies identifies pooled prevalence 

rates in women with MDD as approximately 65% for 

sexual desire impairment, 47% for arousal, ~37% for 

lubrication difficulties, 34% for orgasm dysfunction, 

and 34% for decreased sexual satisfaction.2 These rates 

underscore sexual desire and arousal as the most 

severely affected domains. Additionally, studies in 

clinical populations show that up to 75% of women 

with MDD report SD, as measured by instruments 

such as the Arizona Sexual Experience Scale (ASEX) 

or the Female Sexual Function Index (FSFI).3, 4 

 

Psychosocial determinants comprise demographic, 

interpersonal, cultural, psychological and 

socioeconomic variables that modulate risk, 

expression, course and outcome of SD among women 

with MDD. Age is a robust predictor; women aged 45 

years or above exhibit worsened sexual functioning, 

often associated with peri- or post-menopausal 

hormonal changes, reduced vaginal lubrication, and 

comorbid medical conditions.2 Socioeconomic status, 

including low income and educational attainment, 

also strongly predicts SD: limited resources contribute 

to stress, reduced access to health care (including 

sexual health counselling), and elevated risk for other 

psychosocial burdens. Cultural norms and stigma 

around female sexuality, mental illness, and help-

seeking behavior amplify these effects: in many 

settings, women under-report sexual symptoms for 

fear of judgment or because of internalised beliefs 

about gender roles and normative expectations. 

Interpersonal factors such as marital satisfaction, 

relational intimacy, communication with sexual 

partners, and experiences of conflict or abuse hold 

central importance. Emotional intimacy and 

satisfaction in the sexual relationship are positively 

correlated with higher FSFI scores, whereas marital 

conflict, absence of partner support, or partner mental 

health issues are associated with poorer sexual 

function and greater distress associated with SD.4 

Psychological determinants include the severity of 

depressive symptoms (particularly anhedonia, 

psychomotor retardation, fatigue, feelings of 

worthlessness), comorbid anxiety, presence of 

somatic symptoms, self-esteem, body image, and 

presence of past trauma (e.g., physical or sexual 

abuse). The depressive symptomatology directly 

impairs sexual desire, arousal, and orgasm through 

neurochemical dysregulation (e.g., serotonergic, 

dopaminergic, noradrenergic pathways), though such 

biological pathways interact heavily with 

psychological states: pessimism, negative cognitions, 

and reduced libido are embedded within the 

depressive syndrome itself. 

 

Furthermore, antidepressant treatment constitutes 

another layer of psychosocial determinant—both as a 

necessary therapeutic intervention and a source of 

adverse effects. Selective serotonin reuptake 

inhibitors (SSRIs), serotonin–norepinephrine 

reuptake inhibitors (SNRIs), tricyclic antidepressants 

(TCAs), and other pharmacologic agents commonly 

used for MDD are known to induce or exacerbate SD, 

especially in aspects of desire, orgasm, and arousal.5 

The decision to initiate pharmacotherapy is made in 

socio-cultural and relational contexts; patient 

preferences, beliefs about medications, concerns 

about side effects, and adherence are shaped by 

psychosocial determinants. It is therefore essential to 

distinguish SD that is a symptom of untreated 

depression from treatment-emergent sexual 

dysfunction (TESD). Despite this accumulating 

evidence, significant gaps remain. Many studies are 

cross-sectional, limiting ability to infer temporality or 

causality between psychosocial determinants and SD. 

Few longitudinal studies trace how psychosocial 
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variables (e.g. changes in interpersonal relationships, 

socio-economic shifts, evolving self-concept) 

influence recovery or persistence of SD in women 

with MDD. Cultural diversity is underrepresented: 

most data derive from Western or hospital-based 

settings, whereas samples from low- and middle-

income countries—and within those, rural vs urban, 

different religious or social norms—are less common. 

Measurement heterogeneity also hampers 

comparability: various instruments (FSFI, ASEX, 

others) define domains differently; thresholds for 

“dysfunction” vary; psychological constructs (e.g. 

somatic symptom burden, self-esteem, partner 

communication) are operationalised inconsistently. 

 

Given the multifactorial nature of sexual dysfunction 

in women with Major Depressive Disorder—where 

neurophysiological, endocrine, psychological, 

relational and sociocultural systems intersect—a 

comprehensive study is warranted. Such a study must 

systematically assess psychosocial determinants 

(demographic, relational, psychological, 

socioeconomic, cultural) alongside biological and 

treatment-related variables, employing robust 

measurement tools, ensuring representation across 

age, socioeconomic strata, and cultural settings. It 

must also use longitudinal or mixed-methods designs 

to identify which determinants are predictive of onset, 

severity, and persistence of SD, and which ones are 

modifiable. Understanding these determinants not 

only advances scientific knowledge but has direct 

implications for clinical practice, including screening, 

individualized therapeutic planning, patient 

education, and policy-making to support sexual 

health in women with depression. 

 

Materials and Methods 
This comprehensive investigation employed a cross-

sectional, observational design to explore 

psychosocial determinants of sexual dysfunction (SD) 

among women diagnosed with Major Depressive 

Disorder (MDD). The study was undertaken in the 

Department of Psychiatry at Sylhet MAG Osmani 

Medical College Hospital, Bangladesh, between 

September 2018 and August 2020. Participants were 

married women of reproductive age (18–45 years) 

who fulfilled DSM-5 diagnostic criteria for MDD, as 

confirmed by consultant psychiatrists. A purposive 

sampling strategy enrolled 68 respondents meeting 

inclusion criteria: ongoing or previous episode of 

MDD, a minimum of six months of marital 

cohabitation, and capacity to give informed consent. 

Exclusion criteria comprised pregnancy, the 

puerperium (<6 months postpartum), primary sexual 

disorders predating depression, major medical or 

neurological illness, psychotic disorders, and 

substance dependence. This design enabled an in-

depth appraisal of socio-demographic, clinical, 

lifestyle, and relational variables in relation to the 

domains of sexual function, as assessed through the 

Female Sexual Function Index (FSFI).  

 

Data were collected through structured, interviewer-

administered questionnaires. Socio-demographic 

information (age, education, occupation, household 

income, marital satisfaction, parity) and lifestyle 

factors (physical activity, tobacco use) were recorded. 

Clinical data included duration of illness, comorbid 

anxiety, body mass index (BMI), medication 

type/dose, and history of trauma. Depression severity 

was measured with the Bangla version of the 

Depression, Anxiety and Stress Scale-21 (DASS-21). 

Sexual function over the previous four weeks was 

assessed using the validated Bangla translation of the 

FSFI, covering desire, arousal, lubrication, orgasm, 

satisfaction, and pain. All responses were 

documented anonymously to enhance disclosure and 

minimise reporting bias. Data were coded and 

entered into IBM SPSS Statistics, version 26.0 for 

analysis. Descriptive statistics (mean, standard 

deviation, median, interquartile range, frequency, 

percentage) were computed for all variables. Bivariate 

relationships between FSFI scores and independent 

variables were examined using t-tests, χ² tests, or 

Pearson/Spearman correlations, as appropriate. 

Multiple linear regression was applied to identify 

predictors of global sexual function, adjusting for age, 

depression severity, socio-economic status, BMI, 

parity, social support, physical activity, comorbid 

anxiety, and antidepressant dose. Statistical 

significance was set at p<0.05 (two-tailed). Model 

assumptions—linearity, normality, and 

homoscedasticity—were verified before final 

interpretation. Eligible participants were recruited 

from psychiatry outpatient and inpatient services. 

Initial screening included a clinical interview and 

review of medical records to confirm DSM-5 

diagnosis and exclude contraindications. After 

explaining objectives, procedures, confidentiality, 

and voluntary nature, written informed consent was 

obtained. Each respondent underwent an 

interviewer-guided session lasting 40–50 minutes in a 
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private counselling room. The session commenced 

with collection of socio-demographic data followed 

by assessment of depression severity using the Bangla 

DASS-21. Height and weight were measured to 

compute BMI (kg/m²). Clinical history explored 

illness onset, episode duration, prior treatment, 

antidepressant type/dose, menstrual regularity, and 

comorbid anxiety symptoms. 

 

The FSFI questionnaire was then administered to 

assess sexual desire, arousal, lubrication, orgasm, 

satisfaction, and pain during the preceding four 

weeks. Clarifications were provided using culturally 

sensitive language to ensure comprehension while 

maintaining neutrality. Marital satisfaction was rated 

using a five-point Likert scale; social support was 

quantified with the MOS Social Support Survey 

(MOS-SSS). Physical activity was categorised 

according to WHO guidelines (<150 vs ≥150 

minutes/week of moderate activity). Interviewers 

were trained psychiatrists who adhered to a 

standardised protocol to reduce inter-rater variability. 

All forms were checked daily for completeness. When 

required, respondents were re-contacted for missing 

data within 48 hours. To mitigate social desirability 

bias, participants were reminded that truthful 

responses would enhance research value and 

confidentiality would be maintained. Data were 

stored in locked cabinets and digital copies were 

password-protected. Periodic supervisory reviews 

ensured fidelity to protocol, accuracy of scoring, and 

consistency in variable coding across cases. 

 

Ethical Considerations  

The research protocol was reviewed and approved by 

the Institutional Review Board of Sylhet MAG 

Osmani Medical College. Written informed consent 

was obtained from all participants before data 

collection. Respondents were assured of anonymity, 

voluntary participation, and the right to withdraw at 

any time without affecting treatment. Sensitive 

information was handled with strict confidentiality. 

Participants experiencing distress during interviews 

were offered immediate psychological support and 

referral to appropriate counselling or psychiatric 

services. 

 

Results 
Overview 

The results indicated that sexual dysfunction (SD) was 

highly prevalent among women with Major 

Depressive Disorder (MDD). Comprehensive 

analyses examined socio-demographic, clinical, and 

psychosocial determinants of SD. Tables 1–6 present 

distributions, percentages, and significance tests; 

Figures 1–4 provide visual summaries. 

 

Table 1: Demographic Characteristics of Participants 

(N = 68) 

Variable Category n % 

Age group (years) 18–24 10 14.7 

25–34 32 47.1 

35–45 26 38.2 

Residence Urban 39 57.4 

Rural 29 42.6 

Education ≤Primary 15 22.1 

Secondary 28 41.2 

≥College 25 36.7 

Monthly income 

(BDT) 

<15,000 30 44.1 

15–30k 25 36.8 

>30k 13 19.1 

Occupation Homemaker 43 63.2 

Service/Business 25 36.8 

Marital satisfaction Satisfied 42 61.8 

Dissatisfied 26 38.2 

Total 
 

68 100 

 

Most respondents were aged 25–34 (47.1%) and lived 

in urban areas (57.4%). Nearly two-thirds were 

homemakers, and 44.1% reported low income 

(<15,000 BDT). Marital dissatisfaction was noted in 

38.2%. 

 

Table 2: Clinical Characteristics and Lifestyle Factors 

Variable Mean ± SD or n (%) p-value (vs FSFI global) 

BMI (kg/m²) 24.8 ± 3.9 0.015 

Duration of MDD (months) 19.7 ± 8.4 0.021 

Antidepressant use 52 (76.5%) 0.039 

Mean SSRI dose (fluoxetine-equivalent, mg) 28.4 ± 10.3 0.006 

Comorbid anxiety 27 (39.7%) 0.012 

Physical activity ≥150 min/week 21 (30.9%) 0.001 
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Social support (MOS-SSS) 61.5 ± 12.8 0.002 

History of sexual trauma 9 (13.2%) 0.049 

 

 

Higher BMI, longer illness duration, SSRI dose, and 

trauma were associated with lower FSFI scores 

(p<0.05). Physical activity and social support showed 

protective effects. 

 

Table 3: Prevalence of Sexual Dysfunction by FSFI 

Domains 

FSFI domain Dysfunction  

(n) 

% Mean ± 

SD score 

Desire 44 64.7 3.1 ± 1.1 

Arousal 40 58.8 3.5 ± 1.2 

Lubrication 36 52.9 3.8 ± 1.3 

Orgasm 34 50.0 3.3 ± 1.4 

Satisfaction 33 48.5 3.6 ± 1.0 

Pain 23 33.8 4.0 ± 1.2 

Any SD (FSFI < 26.5) 49 72.1 22.4 ± 5.3 

 

Overall SD affected 72.1% of participants. Desire and 

arousal were most impaired. Pain was least prevalent. 

Table 4: Association Between Socio-demographic 

Variables and Sexual Dysfunction 

Variable Mean FSFI 

± SD 

t / F p-value 

Age 18–24 25.8 ± 4.7 – – 

25–34 23.1 ± 5.0 
  

35–45 20.9 ± 5.8 F=4.61 0.014 

Income <15k 20.3 ± 4.7 t=3.21 0.002 

≥College 

education 

25.4 ± 5.1 t=2.88 0.005 

Marital 

dissatisfaction 

19.8 ± 5.2 t=4.12 <0.001 

 

Older age, low income, and marital dissatisfaction 

were linked to worse sexual functioning; higher 

education predicted better FSFI scores. 

 

Table 5: Multivariate Linear Regression Predicting 

Global FSFI Score 

Predictor β SE p-value 

Depression severity 

(DASS-21) 

–0.41 0.09 <0.001 

BMI –0.29 0.11 0.015 

Social support +0.32 0.08 0.002 

Physical activity +0.30 0.09 0.001 

Marital dissatisfaction –0.48 0.12 <0.001 

SSRI dose –0.34 0.10 0.006 

Adjusted R² 0.52 
  

 

The model explained 52% of FSFI variance. 

Depression severity, BMI, marital dissatisfaction, and 

SSRI dose negatively predicted sexual function, while 

support and activity were protective. 

Table 6: Cross-tabulation of SD by Parity and 

Anxiety 

Variable With SD 

n (%) 

Without SD 

n (%) 

χ² p 

Parity ≤1 18 (60.0) 12 (40.0) 4.62 0.032 

Parity ≥2 31 (81.6) 7 (18.4) 
  

Anxiety 

present 

24 (88.9) 3 (11.1) 6.14 0.013 

Anxiety 

absent 

25 (62.5) 15 (37.5) 
  

 

High parity and comorbid anxiety significantly 

increased the likelihood of SD. 

 

 
Figure 1: Distribution of FSFI total scores. 

 

Scores were normally distributed with a mean of 22.4 

(SD 5.3). Most clustered below the dysfunction cut-off 

(26.5). 

 

 
Figure 2: Bar chart of SD prevalence by FSFI domain. 
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Desire and arousal were most affected; pain was least 

common. 

 

 
Figure 3: Scatter plot of depression severity vs FSFI 

score. 

 

A strong negative correlation (r = –0.62, p<0.001) 

demonstrated higher depression severity predicted 

worse sexual function. 

 

 
Figure 4: Forest plot of regression β-coefficients. 

 

Marital dissatisfaction and depression severity had 

the largest negative weights, while social support 

showed the strongest positive effect. 

 

Discussion 
The present investigation, conducted among 68 

married, reproductive-age women with Major 

Depressive Disorder (MDD) at a tertiary psychiatric 

service in Bangladesh, indicated a high burden of 

female sexual dysfunction (FSD).6 Using the Female 

Sexual Function Index (FSFI), the study found that 

72.1% met criteria consistent with dysfunction (global 

FSFI <26.5), with domain-specific disturbances most 

pronounced for desire (64.7%) and arousal (58.8%), 

followed by lubrication (52.9%), orgasm (50.0%), 

satisfaction (48.5%), and pain (33.8%). FSFI total 

scores correlated inversely with depression severity 

on the Bangla DASS-21 (r = –0.62, p<0.001). Several 

psychosocial and clinical variables showed salient 

associations: higher body mass index (BMI), greater 

illness duration, comorbid anxiety, marital 

dissatisfaction, and higher SSRI dose predicted lower 

sexual functioning, whereas higher perceived social 

support and meeting physical activity 

recommendations were protective. Multivariable 

analysis explained approximately half of the variance 

in global sexual function (adjusted R² ≈ 0.52), with 

particularly strong negative weights for marital 

dissatisfaction and depressive symptom severity. 

These findings align with and extend an international 

literature in which FSD is prevalent among women 

with depressive disorders and is shaped by a complex 

interplay of biological, psychological, relational, and 

sociocultural determinants.7-9 

 

Comparison with prior estimates of prevalence  

The 72% overall prevalence of FSD in this 

investigation is congruent with pooled estimates from 

recent meta-analyses showing markedly higher rates 

of sexual difficulties in women with depressive and 

persistent depressive disorders compared with non-

depressed controls.7 The domain ordering—desire 

and arousal as most impaired, pain as least—is also 

consistent with multi-country clinical samples in 

which hypoactive sexual desire, reduced arousal, and 

difficulties with orgasm typically cluster as the 

dominant symptom triad in depressive states.8 The 

reliance on the FSFI and the conventional 26.55 cut-off 

provides methodological comparability to 

foundational validation and cross-validation work by 

Rosen, Meston, and colleagues.10, 11 Moreover, 

emerging psychometric syntheses caution that 

scoring and interpretation nuances matter for cross-

cultural comparisons; the present investigation’s use 

of a culturally adapted assessment pathway (and 

Bangla instruments for covariates) conforms with 

these best practices and with recent South Asian 

validation initiatives for shortened FSFI forms (FSFI-6 

Bangla).11, 12 Bangladesh-based data remain sparse, 

but hospital studies from Dhaka similarly document a 

high prevalence of FSD measured by FSFI and show 

patterns of comorbid psychopathology and medical 

comorbidity broadly comparable to the current 

findings.13 Thus, the burden profile observed here is 

neither anomalous nor solely site-specific; it 

converges with regional and international evidence. 
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Depression severity and sexual function 

The investigation found a strong inverse correlation 

between depression severity and FSFI, with a 

medium-to-large effect size (r≈–0.62). This magnitude 

is within the range reported in clinic-based studies 

that treat depression as a principal driver of lowered 

sexual desire, impaired arousal, and anorgasmia via 

anhedonia, psychomotor retardation, 

attentional/cognitive interference, and affective 

blunting.8, 9 Neurobiologically, serotonergic 

overactivity and reduced 

dopaminergic/noradrenergic tone in depression are 

hypothesised to suppress sexual motivation and 

reward processing, while sleep disruption, fatigue, 

and cognitive distortions further attenuate initiation 

and pleasure.9 Clinically, higher depressive load is 

associated with poorer relationship engagement and 

reduced communication, which are known mediators 

of sexual function.14 The present investigation’s effect 

estimate therefore coheres with a mechanistic model 

in which depression severity exerts both direct 

neurobiological effects and indirect 

relational/psychological effects on sexual 

functioning.8, 9 The measurement of depression by a 

validated Bangla DASS-21 instrument is germane in 

this context. The DASS-21, including its translated 

versions, shows acceptable internal consistency and 

convergent validity in South Asian samples.15, 16 That 

instrument choice strengthens confidence that the 

observed gradient by depressive symptoms reflects a 

robust association rather than measurement artifact. 

 

Antidepressant exposure and dose 

Approximately three-quarters of participants were 

receiving antidepressants; higher SSRI dose 

(fluoxetine-equivalent) was associated with greater 

orgasmic dysfunction and lower FSFI totals. This 

pattern is widely reported: selective serotonin 

reuptake inhibitors (SSRIs) and serotonin–

norepinephrine reuptake inhibitors (SNRIs) are 

consistently implicated in reduced libido, delayed 

orgasm, and anorgasmia; there are intra- and inter-

class differences in sexual adverse event profiles, but 

serotonergic agents overall carry the highest risk.9, 17 

Recent overviews and reviews describe treatment-

emergent sexual dysfunction (TESD) as a primary 

determinant of non-adherence and early 

discontinuation, with dose sensitivity and persistence 

over time in subsets of patients.9, 14 Network meta-

analytic evidence suggests that switching to or 

augmenting with less serotonergic or multimodal 

agents (e.g., bupropion, vortioxetine), dose reduction, 

“drug holidays,” or add-on phosphodiesterase-5 

inhibitors may mitigate TESD in selected cases; 

however, quality of evidence varies, and sex-specific 

trials remain limited.18, 19 The present investigation’s 

dose–response association thus accords with a large 

evidence base that positions antidepressant 

exposure—particularly SSRI dose—as a modifiable, 

clinically salient contributor to FSD in women with 

MDD.9, 14, 18, 19 

 

Role of comorbid anxiety  

The investigation observed that comorbid anxiety 

increased the odds of sexual dysfunction and 

specifically related to higher pain scores. This is 

consistent with studies linking anxiety disorders to 

genito-pelvic pain/penetration disorder and 

dyspareunia, in part through hypervigilance to threat, 

catastrophising, pelvic floor hypertonicity, and 

avoidance behaviours.12, 20 Population- and clinic-

based studies report that female sexual pain 

syndromes are often comorbid with anxiety and 

depressive symptoms, with reciprocal maintenance 

over time.20, 21 The observed association in this sample 

therefore fits existing models in which anxiety 

amplifies pain perception, disrupts 

arousal/lubrication via sympathetic activation, and 

reduces approach behaviours, compounding sexual 

distress. Marital dissatisfaction emerged as the 

strongest negative predictor in multivariable models. 

This observation is consistent with relational 

frameworks positing that couple communication, 

perceived partner responsiveness, and dyadic 

adjustment are central to women’s sexual function 

and satisfaction.14 Empirical studies repeatedly show 

that poor marital adjustment associates with sexual 

problems, and that depressive burden often co-occurs 

with relationship strain to form a mutually 

reinforcing cycle. The strength of the marital 

dissatisfaction coefficient in the present investigation 

underscores that sexual difficulties in depressive 

disorders are not reducible to individual symptom 

burden; dyadic processes and relational climate exert 

independent effects. Higher perceived social support 

on the MOS Social Support Survey (MOS-SSS) 

predicted better sexual functioning, net of depression 

severity. The MOS-SSS is a well-established 

instrument capturing tangible, emotional, 

affectionate, and positive interaction support 

dimensions.22, 23 Social support is conceptualised as a 

buffer against stress and depression and a facilitator 
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of health-enhancing behaviours, including help-

seeking and treatment adherence. Meta-analytic 

evidence in women links greater social integration 

and perceived support to better sexual quality of life 

and fewer dysfunction symptoms, partially mediated 

by depressive symptom reductions and improved 

self-efficacy in intimate contexts.11 The protective 

association observed here agrees with these models 

and supports inclusion of social support assessment 

and enhancement in sexual health plans for women 

with MDD. 

 

Physical activity and lifestyle correlates 

Participants who met physical activity 

recommendations had substantially higher FSFI 

scores. While sexual function was not the primary 

outcome in most exercise trials, converging evidence 

indicates that regular moderate-to-vigorous activity 

improves body image, mood, endothelial function, 

and sex hormone profiles, which together may 

support sexual arousal and satisfaction.23, 24 More 

recent long-duration lifestyle trials in women show 

that combined diet and activity interventions 

modulate sex-steroid concentrations (e.g., estradiol, 

androgens) and insulin sensitivity—mechanistic 

pathways plausibly relevant to lubrication and 

arousal responses.12, 25 The present investigation’s 

observational association is therefore biologically 

plausible and aligned with controlled trials 

demonstrating salutary endocrine and vascular 

effects of sustained physical activity.23, 25 Higher BMI 

was independently associated with lower lubrication 

and overall sexual function in the present 

investigation. Systematic reviews and meta-analyses 

document an elevated prevalence of FSD among 

overweight and obese women, with strongest signals 

for diminished desire and arousal and mixed results 

for pain.18, 19 Potential mechanisms include vascular 

endothelial dysfunction, alterations in sex steroids 

and SHBG, inflammation, and negative body image, 

which may attenuate subjective sexual arousal and 

willingness to initiate sexual activity. The current 

finding consolidates these pathways by showing that 

adiposity has a measurable association with FSFI 

domains even after adjusting for depression severity 

and other psychosocial covariates. 

 

Parity and sexual function 

Parity ≥2 was associated with lower orgasm scores 

and higher overall SD prevalence in cross-tabulation. 

Although literature is heterogeneous, several 

obstetric-gynecologic studies report parity-related 

declines in some FSFI domains, potentially mediated 

by pelvic floor changes, time since last delivery, 

breastfeeding status, and sleep/fatigue burden in 

caregiving.13, 20 A prospective analysis in East-African 

women, for example, found that multiparity and 

grand multiparity associated with lower FSFI totals 

independent of age and education.20 The present 

association, while observational, harmonises with the 

hypothesis that cumulative parity can contribute to 

orgasmic and arousal challenges via both 

physiological and role/strain mechanisms. Higher 

education and higher household income correlated 

with better sexual function, whereas low income 

(<15,000 BDT) was associated with substantially lower 

FSFI means. Socioeconomic status (SES) likely shapes 

sexual health via multiple pathways: access to care 

(including sex-positive counselling), reduced chronic 

stress, healthier relationship dynamics, and greater 

autonomy in health decisions. A recent synthesis of 

social intermediate factors and sexual quality of life in 

women identifies depression, physical activity, self-

esteem, and quality of marital relations as key 

correlates embedded within SES gradients.11 In South 

Asian contexts, cultural scripts around sexuality, 

stigma, and gendered power dynamics may further 

moderate SES effects. The present gradients therefore 

echo broad social epidemiology of sexual health and 

point to the importance of economic stressors in the 

aetiology and maintenance of FSD. 

 

Clinical implications 

Several practice-oriented implications arise. First, 

systematic screening for FSD in women with MDD is 

justified by the high observed prevalence and its 

independent association with depressive severity, 

anxiety, and relationship climate.7-9 Second, sexual 

side effects of antidepressants merit anticipatory 

counselling, baseline assessment, and proactive 

management, especially when higher SSRI doses are 

contemplated.9, 14, 18, 19 Third, dyadic interventions that 

address marital dissatisfaction and improve 

communication are likely to yield meaningful gains in 

sexual satisfaction and function, beyond 

pharmacologic adjustments.14 Fourth, integrated care 

that addresses comorbid anxiety and pain, promotes 

physical activity, optimises weight, and mobilises 

social support may deliver synergistic benefits for 

sexual function.11, 18, 20, 23, 25 In settings like Bangladesh, 

culturally sensitive language and privacy-assured 
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environments are essential to overcome under-

reporting due to stigma.12, 13 

 

Future research directions 

Future work in South Asian contexts should prioritise 

longitudinal designs to delineate temporal pathways 

among depression severity, social determinants, 

treatment exposure, and sexual outcomes. Pragmatic 

trials could test stepped interventions combining 

antidepressant optimisation (including 

switches/augmentations with lower sexual side-effect 

profiles) with dyadic therapy, anxiety-targeted 

strategies, and lifestyle interventions. Given the 

strong relational signal, couple-based communication 

training and culturally adapted sex therapy warrant 

evaluation. Investigator-initiated studies on TESD 

management tailored to women—including 

bupropion augmentation, vortioxetine switching, or 

non-pharmacologic arousal-enhancing strategies—

would fill female-specific evidence gaps noted in 

recent network meta-analyses.18, 19 Measurement 

research should continue to examine FSFI invariance 

and locally appropriate cut-offs, leveraging the new 

Bangla FSFI-6 for screening with confirmatory full-

scale assessment.11, 12 Finally, intersectional analyses of 

SES, gender norms, and stigma—as structural 

determinants of sexual health—are essential to inform 

policy and clinical practice in Bangladesh and similar 

settings.11, 13 

 

Conclusion 
This investigation highlights that sexual dysfunction 

is highly prevalent among women with Major 

Depressive Disorder, with desire and arousal most 

affected. Depression severity, marital dissatisfaction, 

higher BMI, SSRI dose, anxiety, and low socio-

economic status exert significant adverse effects, 

whereas social support and physical activity enhance 

sexual health. These findings emphasise the need for 

routine assessment of sexual function in psychiatric 

settings and encourage integration of psychosocial 

and lifestyle interventions alongside 

pharmacotherapy. Future research should employ 

longitudinal and interventional designs to clarify 

causal pathways, optimise antidepressant strategies, 

and evaluate culturally adapted counselling for 

women’s sexual well-being. Promoting relational 

quality, resilience, and healthier lifestyles may 

improve treatment adherence and overall recovery. 

Multidimensional, patient-centred approaches are 

essential for restoring sexual and emotional quality of 

life in depressive disorders. 
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