
Why sexual response is complex 
Sexual response is not only “physical” and not only “mental”. It is a coordinated interaction between: 

• Neurogenic factors (nerve-related processes)
• Psychogenic factors (mind-related processes: thoughts, emotions, attention) 
• Vascular factors (blood flow and vessel function)
• Hormonal factors

These mechanisms are coordinated by brain centres involved in emotions, motivation, and behaviour (including areas 
such as the hypothalamus, limbic system, and cerebral cortex). Sexual response is also influenced by chemical 
messengers (neurotransmitters) working together with sex hormones. 
This is why changes in mood, stress, or mental health can meaningfully influence desire, arousal, orgasm, and 
satisfaction. 

A broader view of sexuality: more than biology 
Modern models of sexuality recognise that sexual function is shaped by multiple layers, not just hormones or blood flow. 
Important contributors include: 

• Interpersonal relationships 
Past or current relationship experiences, safety, trust, and communication with a partner.

• Contextual factors 
Cultural or religious constraints, inadequate stimulation, lack of privacy, emotional dissatisfaction, or pressure. 

• Medical and lifestyle factors
Other medical conditions, use of medications or substances, and also the partner’s sexual difficulties.

• Psychological history 
Negative upbringing, losses, trauma (physical, sexual, or emotional), and psychiatric conditions.

A key point is that it is often bidirectional: mental health problems can contribute to sexual dysfunction, and sexual 
dysfunction can also negatively affect mental well-being. 

Depression and sexual function 
Depression is a major health burden and one of the leading causes of disability worldwide. Around 10% to 16% of people 
experience depressive episodes. 
Sexual problems are common in depression. Studies suggest that sexual difficulties in people with depression are 
approximately twice as frequent as in those without depression. 
This is not surprising, because depression can affect:
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• Mood and emotional balance
• Energy and vitality
• Concentration and cognition 
• Capacity for pleasure 
• Self-confidence and self-esteem 

As a result, depression can reduce several aspects of sexual function, including: 
• Sexual interest and desire
• Arousal
• Ejaculation and orgasm 
• Sexual satisfaction

Not everyone experiences depression in the same way 
Although depression often reduces sexual interest, it does not always follow a single pattern. Some studies report that a 
notable percentage of depressed men describe increased sexual interest. Some depressed women, while reporting 
reduced arousal, orgasm, and satisfaction with a partner, may report more interest in masturbation than control groups. 
This has led to the idea that masturbation may function as a form of self-mood regulation for some individuals. 
A “two-way street” 
The relationship between depression and sexual dysfunction is often considered bidirectional: 

• Sexual dysfunction may contribute to low mood, anxiety, and interpersonal sensitivity
• Depression itself, and sometimes its treatment, may contribute to sexual dysfunction

Anxiety and sexual function 
Anxiety is more than feeling nervous. Anxiety disorders can involve persistent and overwhelming worry and fear that 
interfere with daily life. 
Anxiety can strongly affect relationships and sexuality. Up to 75% of patients with anxiety disorders report sexual 
problems. 
A common mechanism is physiological and attentional: fear and stress increase overall physical arousal (for example 
heart rate and muscle tension), which can make it harder to relax, stay present, and focus on sexual sensations. Anxiety 
symptoms are linked to: 

• Lower satisfaction
• Reduced arousal
• Increased guilt about sexuality

Specific anxiety patterns that a:ect sex 
• Panic disorder 

Some people fear losing control, or even dying, during sexual arousal or orgasm because of sensations like a fast 
heart rate. This fear can lead to avoidance or sexual aversion. 

• Social phobia
Performance anxiety or fear of interpersonal situations can lead to avoiding relationships and sexual intimacy 
altogether.

• Premature ejaculation (in men)
Anxiety, especially performance-related anxiety, can be a very common contributing factor to premature 
ejaculation in this context.

•  
Why healthcare professionals matter 
Improving or restoring quality of life is a central goal of care, and sexual function should be a routine part of clinical 
assessment. However, sexual dysfunction is often underestimated or not addressed sufficiently, including in mental 
health settings. 
A clinician’s key tasks include clarifying: 

• Did sexual difficulties start before the mental health condition?
• Are they mainly related to the condition itself, the treatment (for example medication), or both? 
• How do symptoms evolve over time, including during treatment? 



What an eOective plan can include 
Support is most useful when it is practical and tailored, and may include: 

• Appropriate treatment of the mental health condition
• Psychosexual education (understanding how anxiety and depression influence desire and arousal)
• Lifestyle support (sleep, stress management, habits that influence energy and mood)
• Psychosexual therapy, when needed 
• Adjusting expectations toward a “good enough sex” model, focusing on the person’s needs and context rather 

than perfection or performance
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Key Message 

Depression and anxiety can a:ect sexual desire, arousal, and satisfaction 
through both body and mind. The goal is not to blame yourself, but to 
identify what came first, what is driving symptoms now (including 
treatment e:ects), and build a realistic plan that supports mental health 
and a “good enough” sexual life 
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