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ABSTRACT
Objective: To examine sexual functioning in adolescents with 
depression.

Methods: Between September 2010 and March 2014, 235 
participants who were between 15 and 20 years old and were 
unmedicated or within 1 month of beginning antidepressant 
treatment completed the Beck Depression Inventory 
(BDI), Beck Anxiety Inventory (BAI), and Changes in Sexual 
Functioning Questionnaire (CSFQ). They were also assessed 
to establish the presence of a DSM-IV-TR major depressive 
episode (MDE). The Student t test and χ2 test were used to 
compare continuous and categorical variables, respectively, 
across participants with versus without MDE. Multivariable 
linear regression analysis examined the association between 
depression and sexual functioning.

Results: After the investigators controlled for age, female 
sex, antidepressant use, and the presence of generalized 
anxiety disorder, the presence of MDE was associated with a 
lower score on the CSFQ overall (P < .0007) and on its desire 
(P < .09), arousal (P < .001), and orgasm (P < .007) subscales. 
Antidepressants were not associated with sexual functioning 
either in the sample overall or in those with MDE. Beck 
Depression Inventory items related to affective symptoms 
(P < .03), rather than those tapping into neurovegetative or 
cognitive functioning, accounted for the association between 
depression and lower sexual functioning. Furthermore, with 
higher BDI scores, males exhibited a steeper decline than 
females in both the CSFQ total score and the desire subscale 
(sex × BDI score interaction effect: P < .03). Anxiety was not 
significantly associated with sexual functioning.

Conclusions: Major depressive disorder in older adolescents 
is associated with lower sexual functioning, particularly in 
males. This appears most related to affective symptoms. 
The potential impact of such impairment on future sexual 
functioning deserves further examination.
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Sexual functioning involves different facets, ranging from 
desire or interest in sex to physical arousal and orgasm.1 

Consequently, one or more of these areas could be impaired, 
impacting the pleasure and fulfillment derived from sexual 
encounters. In fact, sexual dysfunction is common within the 
general population, affecting more than 40% of women and 30% 
of men.2

While sexual dysfunction is not a defining symptom of major 
depressive disorder (MDD), it is prevalent among patients with 
MDD, with one study estimating the rate to be double that of 
healthy controls.2 The association between MDD and sexual 
dysfunction may well be bidirectional, as suggested by a recent 
meta-analysis.3

In general, little is known about sexual functioning in 
adolescents and young adults. One study estimated the prevalence 
of sexual problems among sexually experienced 16- to 21-year-
olds to be 51%.4 Notably, the rates were comparable for males and 
females (49% and 54%, respectively), in contrast to adults in whom 
females are more likely to endorse sexual dysfunction.5 A separate 
study found that more than 50% of males and 60% of females, aged 
16 to 21 years, have experienced some form of sexual difficulty.6 
Compared to males, females reported higher rates of inability to 
achieve orgasm, painful intercourse, and lack of sexual interest.6

To our knowledge, the relationship between MDD and sexual 
dysfunction in high school– or college-aged individuals has not been 
studied, even though sexual experiences during this developmental 
period are believed to shape one’s lifelong sexual functioning.7,8 
Thus, we examined sexual functioning in older adolescents with 
MDD, using data from a well-characterized sample enrolled in a 
prospective observational study. We hypothesized that being in a 
major depressive episode (MDE) is associated with poorer sexual 
functioning.

METHODS

Participants
The parent study (ClinicalTrials.gov identifier: NCT02147184) 

is a longitudinal examination of the skeletal effects of selective 
serotonin reuptake inhibitors (SSRIs).9 Participants were 15 to 20 
years old, enrolled within a month of beginning SSRI treatment. 
Simultaneous use of other psychotropics was not allowed, with the 
exception of benzodiazepines (n = 5, 2 of them only as needed), 
trazodone (n = 3), α2-agonists (n = 1), and psychostimulants 
(n = 3). A group of unmedicated volunteers was also recruited. 
Exclusionary criteria included substance dependence, eating 
disorders, pregnancy, significant medical or surgical history, 
chronic use of medications potentially affecting bone metabolism 

https://clinicaltrials.gov/ct2/show/NCT02147184?term=NCT02147184&rank=1
http://dx.doi.org/10.4088/JCP.15m09840
https://clinicaltrials.gov/ct2/show/NCT02147184?term=NCT02147184&rank=1
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(eg, corticosteroids), and plans to move out of state in the 
following year.

The study was approved by the University of Iowa 
Institutional Review Board. Adult participants and the 
parent/guardian of minor participants provided written 
informed consent to the study, and the minor participants 
provided written assent and consent.

Procedures
The assessment battery included the collection of 

demographic and anthropometric data. Participants were 
queried about their socioeconomic status, cigarette and 
alcohol use, and the use of any medication, including 
hormonal contraception for females. The participants also 
completed the Beck Depression Inventory (BDI)10,11 and Beck 
Anxiety Inventory (BAI).12 Psychiatric diagnoses, following 
the Diagnostic and Statistical Manual of Mental Disorders, 
Fourth Edition, Text Revision (DSM-IV-TR),13 incorporated 
information from a review of the medical records, a number 
of self- and researcher-completed symptom rating scales, 
the National Institute of Mental Health (NIMH) Diagnostic 
Interview Schedule for Children IV (DISC-IV),14 and an 
unstructured interview by a child psychiatrist (C.A.C.).

Sexual functioning was assessed using the 14-item 
Changes in Sexual Functioning Questionnaire (CSFQ).15 
This self-completed questionnaire uses a 5-point Likert 
scale to measure the 5 dimensions of sexual functioning 
(ie, pleasure, desire-frequency, desire-interest, arousal, and 
orgasm) and the 3 phases of the sexual response cycle (ie, 
desire, arousal, and orgasm). Higher scores correspond to 
better sexual functioning.15

Data Analysis
Participants were divided into 2 groups, based on the 

presence of a current major depressive episode (MDE 
group; n = 138) or its absence (No-MDE; n = 97). Specifically, 
the MDE group included 92 participants experiencing a 
full MDE at study entry and 46 in partial remission. The 
No-MDE group included 71 participants with no history of 
MDD and 26 with a history of MDD that had been in full 
remission for a mean ± SD time of 3.2 ± 2.6 years by study 
entry.

Because normative data for sexual functioning in this age 
group are not available, we used the thresholds established 
in adults for the 14-item CSFQ in order to estimate the 
prevalence of sexual dysfunction in the sample (ie, a score 
of ≤ 47 for males and ≤ 41 for females).15

Student t test and χ2 test were used to compare continuous 
and categorical variables across the 2 MDE groups. Next, 
multivariable linear regression analysis was used to 
examine the association between depression and sexual 
functioning, while adjusting for potential confounders. 
Because SSRIs cause sexual dysfunction,16 the analyses 
adjusted for SSRI treatment status, dose, or duration of 
exposure. We also repeated the analyses after excluding 
SSRI-treated participants. Because MDD is highly comorbid 
with generalized anxiety disorder (GAD) and because little 

information is available about the potential impact of GAD 
on sexual functioning, we aimed to disentangle the effect 
of MDE and GAD by considering both diagnoses (or BDI 
and BAI scores in “dimensional” models) in the regression 
models. The effect of social phobia and its interaction with 
sex were also examined, given that males may have more 
anxiety about sexual performance than females.17 Cohen 
d effect size was determined by dividing the difference in 
MDE group-specific least squares means by the residual from 
the relevant multivariable linear regression model. For the 
“dimensional” models that included the BDI, the effect size 
was computed for a 15.7-unit increase, equating to about 1.5 
standard deviations.

We also aimed to examine whether clusters of depressive 
symptoms (ie, affective, cognitive, or neurovegetative 
symptoms) were differentially associated with sexual 
functioning. Thus, the 20 items of the BDI (excluding 
the sexual interest item to avoid inflating any potential 
association) were factor-analyzed using Principal Component 
Analysis with PROMAX oblique component rotation, 
yielding 2 factors that accounted for 55% of the variance 
in the BDI. The first, “neurovegetative-cognitive,” factor 
included the following BDI items: concentration difficulty, 
indecisiveness, agitation, irritability, loss of energy, fatigue, 
changes in sleeping patterns, and appetite change. It had an 
eigenvalue of 9.4 and accounted for 47% of the variance in 
the BDI. The second, “affective,” factor included sadness, 
worthlessness, self-dislike, past failure, self-criticalness, 
guilty feelings, punishment feelings, pessimism, and suicidal 
thoughts. It had an eigenvalue of 1.5 and accounted for 8% 
of the variance in the BDI.

All analyses were conducted using SAS version 9.3 (SAS 
Institute Inc, Cary, North Carolina) with a significance level 
of P ≤ .05.

RESULTS

Between September 2010 and March 2014, 235 
participants (60% females) provided complete data and 
constitute the sample included in this analysis. Their 
mean ± SD age was 19.0 ± 1.5 years. Fifty-three percent 
were taking an SSRI (fluoxetine, n = 41; citalopram, n = 39; 
sertraline, n = 32; escitalopram, n = 9; and paroxetine, 
n = 4). Table 1 summarizes the demographic and clinical 

■■ Impairment of sexual function in depressed adolescents 
and young adults has not been evaluated despite its 
potential to contribute to personal distress and to affect 
future sexual functioning.

■■ Major depressive disorder in older adolescents appears 
to impact the different facets of sexual functioning, 
particularly in males as severity increases.

■■ In adolescents, the association of MDD and sexual 
functioning seems most potent with affective symptoms 
severity, as opposed to neurovegetative and cognitive 
symptoms.

Clinical Points
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characteristics of the participants, divided on the basis of 
the presence of MDE.

Fifty-four percent of the females reported using hormonal 
contraceptives (Table 1). As these may influence sexual 
functioning,18,19 we compared the CSFQ rating in females 
using hormonal contraceptives versus not. The former had 
higher scores on the CSFQ total scale (P < .0001), as well as 
on the desire (P < .0001), arousal (P < .0001), and orgasm 
(P < .0009) subscales, indicating better sexual functioning.

Depression and Sexual Functioning
Given that sexual functioning is strongly influenced 

by sex and that the MDE group comprised more females, 
separate analyses were conducted for males and females 
(Table 2). The presence of MDE was associated with poorer 
sexual functioning, regardless of sex.

Next, multivariable linear regression analysis was used 
to examine the association between depression-related 
variables and sexual functioning. After we adjusted for 
age (P < .0001), sex (P < .0001), SSRI use (β = 0.5; 95% 
confidence interval [CI], −2.3 to 3.4; P > .70; Cohen 
d = 0.06), and the presence of GAD (P > .90), the total CSFQ 
score was significantly lower in participants with MDE 
compared to their No-MDE counterparts (β = −5.1; 95% 
CI, −8.0 to −2.2; P < .0007; Cohen d = 0.61). Furthermore, 
after accounting for the same covariates, participants with 
MDE had significantly lower scores on the arousal (β = −1.4; 
95% CI, −0.6 to −2.2; P < .001; Cohen d = 0.57) and orgasm 
subscales (β = −1.4; 95% CI, −0.4 to −2.4; P < .007; Cohen 
d = 0.47), and marginally significantly lower scores on the 
desire subscale (β = −1.1; 95% CI, 0.2 to −2.4; P < .09; Cohen 
d = 0.30).

Neither the main effect of having social phobia (P > .10) 
nor its interaction effect with sex was statistically significant 
(P > .40).

The BDI score was then incorporated in the regression 
models, instead of categorically defined MDE, to capture 
depression severity. After we adjusted for age (P < .0001), 
sex (P < .0001), SSRI use (β = −0.02; 95% CI, −2.53 to 
2.51; P > .90; Cohen d = 0.00), and the BAI score (P > .80), 
higher BDI scores were associated with lower CSFQ total 
scores (β = −0.29; 95% CI, −0.44 to −0.14; P < .0002; Cohen 
d = 0.55), as well as lower scores on the desire (β = −0.10; 
95% CI, −0.16 to −0.03; P < .004; Cohen d = 0.43), arousal 
(β = −0.07; 95% CI, −0.11 to −0.23; P < .004; Cohen d = 0.43), 
and orgasm (β = −0.06; 95% CI, −0.11 to −0.01; P < .03; 
Cohen d = 0.33) subscales.

Furthermore, the sex × BDI score interaction effect was 
significant (P < .04). As Figure 1 illustrates, when the BDI 
score is within the normal range, males have higher CSFQ 
total scores compared to females. However, as the BDI score 
increases (reflecting greater severity of depression), the 
CSFQ total score decreases in both sexes, albeit following 
a steeper slope in males. As a result, the CSFQ total score 
converges in both sexes when the BDI score is high 
enough to suggest severe MDE. Comparable results were 
found for the desire subscale, with a significant sex × BDI 

Table 1. Clinical and Demographic Characteristics of the 
Sample According to the Presence of a Major Depressive 
Episode (MDE)a

MDEb

(n = 138)
No-MDEc

(n = 97) Statistic
P  

Value
Age, y 18.9 ± 1.6 19.1 ± 1.4 t = 0.75 > .40
Female sex, n (%) 95 (69) 45 (46) χ2 = 11.92 < .0007
White, n (%) 120 (87) 90 (93) χ2 = 7.67 > .10
Family income, n (%)d

< $51,058
$51,058–$75,000
> $75,000

49 (40)
14 (12)
59 (48)

16 (18)
15 (17)
58 (65)

χ2 = 11.93 < .004

Cigarette use, n (%)
Cigarette use, no. per day
Cigarette use, y

26 (19)
3.0 ± 4.5
2.5 ± 1.8

15 (15)
1.9 ± 2.1
1.9 ± 0.8

χ2 = 0.49
t = –1.01
t = –1.17

> .50
> .30
> .30

Alcohol use, n (%)
Alcohol use, days per week
Alcohol use, drinks per sitting

98 (71)
0.9 ± 0.9
4.9 ± 2.9

71 (73)
1.1 ± 0.9
5.4 ± 2.7

χ2 = 0.08
t = 1.42
t = 1.11

> .80
> .20
> .30

Hormonal contraception,  
n (% of females)

49 (52) 27 (60) χ2 = 0.87 > .30

Generalized anxiety  
disorder, n (%)

56 (41) 28 (29) χ2 = 3.40 < .08

Social phobia, n (%) 59 (43) 12 (12) χ2 = 24.94 < .0001
SSRIe

Treatment, n (%)
Treatment duration, d
Dose, unit/d

109 (79)
24.6 ± 8.8

1.0 ± 0.4

16 (16)
24.2 ± 7.6

1.0 ± 0.3

χ2 = 89.34
t = –0.19
t = 0.74

< .0001
> .80
> .40

aValues are mean ± SD, unless otherwise noted.
bMDE = participants were experiencing a full depressive episode at study 

entry or were in partial remission.
cNo-MDE = participants with no history of MDD or with a history of MDD 

that had been in remission for 3.2 ± 2.6 years by study entry.
dNs for family income: MDE, n = 122; No-MDE, n = 89.
eOne SSRI unit was equivalent to 10 mg of escitalopram; 20 mg of 

fluoxetine, citalopram, or paroxetine; or 50 mg of sertraline.
Abbreviation: SSRI = selective serotonin reuptake inhibitor.

score interaction effect (P < .03). In contrast, the BDI 
score × hormonal contraception interaction effect was not 
significant (P > .60), suggesting that the use of hormonal 
contraceptives was associated with a higher CSFQ score 
regardless of depression severity.

Next, the 2 factors generated from the BDI (ie, 
neurovegetative-cognitive and affective) were concurrently 
incorporated in the regression models to examine whether 
particular facets of depression are differentially and 
independently associated with sexual functioning. After 
we adjusted for age, sex, SSRI treatment status, and the 
BAI score, the score on the affective factor, but not on 
the neurovegetative-cognitive factor, was significantly 
associated with the CSFQ total score (β = −0.38; 95% CI, 
−0.69 to −0.07; P < .03), as well as the desire subscale score 
(β = −0.17; 95% CI, −0.31 to −0.03; P < .03).

Effect of SSRI Use
To further examine the possible effect of SSRI treatment 

on sexual functioning, we restricted the analyses to 
participants with MDE. Again, there was no significant 
difference in the CSFQ total score or on any of its subscales 
between those taking an SSRI versus not (all P > .20).

Next, we restricted the analyses to participants not 
taking an SSRI. After we adjusted for sex (all P ≤ .0005), 
age (all P < .02), and the presence of GAD (all P > .20), 
participants with MDE continued to exhibit a lower total 
CSFQ score (P < .02) and lower scores on the arousal 
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Figure 1. Association Between Scores on the Beck Depression 
Inventory (BDI) and the Changes in Sexual Functioning 
Questionnaire (CSFQ) for Males and Femalesa,b,c

aVertical lines denote separation between adjacent categories of 
depression severity within the BDI.

bThe sex × BDI score interaction effect was significant (P < .04), after 
adjusting for age, sex, SSRI use, and Beck Anxiety Inventory score.

cLeast squares mean CSFQ scores were estimated separately for males and 
females for BDI score values of 7, 16, 24, and 45, representing median 
values of each depression severity category range.

Abbreviation: SSRI = selective serotonin reuptake inhibitor.

Table 2. Sexual Functioning, Anxiety, and Depression Scores Across Males and 
Females in a Major Depressive Episode (MDE) Versus Nota

Females Males
MDEb

(n = 95)
No-MDEc

(n = 45) P Value
MDEb

(n = 43)
No-MDEc

(n = 52) P Value
BAI 12.9 ± 9.3 4.4 ± 4.9 < .0001 10.7 ± 8.5 5.1 ± 6.2 < .0006
BDI

Total score
Factor 1d

Factor 2e

17.6 ± 10.3
8.1 ± 5.0
7.1 ± 5.1

4.8 ± 5.0
3.0 ± 2.8
1.4 ± 2.2

< .0001
< .0001
< .0001

16.8 ± 10.3
6.8 ± 4.5
7.7 ± 4.8

4.6 ± 4.5
2.7 ± 2.6
1.4 ± 1.9

< .0001
< .0001
< .0001

CSFQ
Total score
Desire subscale
Arousal subscale
Orgasm subscale

41.8 ± 9.5
13.1 ± 3.7

8.9 ± 2.8
8.3 ± 3.6

46.1 ± 9.5
13.6 ± 3.8
10.0 ± 2.7

9.7 ± 3.3

< .02
> .40
< .04
< .04

48.1 ± 8.2
14.5 ± 4.0
10.7 ± 2.5
10.6 ± 2.3

54.4 ± 7.5
16.7 ± 4.0
12.0 ± 2.2
12.2 ± 2.4

< .0003
< .02
< .006
< .003

Sexual dysfunction,f n (%) 39 (41) 13 (29) > .20 18 (42) 10 (19) < .03
aValues are mean ± SD, unless otherwise noted.
bMDE = participants were experiencing a full depressive episode at study entry or were in partial 

remission.
cNo-MDE = participants with no history of MDD or with a history of MDD that had been in 

remission for 3.2 ± 2.6 years by study entry.
dFactor 1 (neurovegetative-cognitive) loaded items: concentration difficulty, indecisiveness, 

agitation, irritability, loss of energy, fatigue, changes in sleeping patterns, and appetite change.
eFactor 2 (affective) loaded items: sadness, worthlessness, self-dislike, past failure, self-

criticalness, guilty feelings, punishment feelings, pessimism, and suicidal thoughts.
fSexual dysfunction was defined as a CSFQ total score ≤ 47 for males and ≤ 41 for females.
Abbreviations: BAI = Beck Anxiety Inventory, BDI = Beck Depression Inventory, CSFQ = Changes in 

Sexual Functioning Questionnaire.

(P < .02) and orgasm subscales (P < .07), compared to their 
No-MDE counterparts. Similarly, after we adjusted for sex 
(all P ≤ .0005), age (all P < .01), and the BAI score (all P > .40), 
the BDI score continued to be inversely associated with the 
total CSFQ (P < .03) and arousal subscale score (P < .04).

DISCUSSION

To our knowledge, this is the first study to examine 
the independent association between depression and 
impairment in the sexual response cycle in late adolescence. 
Specifically, we found that MDE was associated with poorer 
sexual functioning across the entire sexual response cycle. 
Furthermore, the affective symptoms appear to account for 
this association. In addition, some sex differences emerged, 
with males showing a steeper decline in sexual functioning, 
particularly in desire, as the severity of depressive symptoms 
increased.

Little information on sexual functioning in older 
adolescents with MDD exists. In contrast, studies in adults 
consistently show higher rates of sexual dysfunction in 
depressed patients.20,21 Our study extends these findings 
into adolescence, where we found that the presence of MDE 
was similarly associated with poorer sexual functioning.

With regard to the specific phases of the sexual response 
cycle affected by MDD in adults, desire appears most 
commonly impacted in both men and women.20,22,23 In 
our sample, the results varied slightly depending on how 
depression was defined. The presence of MDE, determined 
by DSM-IV-TR criteria, was least strongly associated with 
the desire subscale of the CSFQ compared to the arousal 
or orgasm subscales (Cohen d = 0.45 vs 0.85 and 0.70, 
respectively). In contrast, when dimensional rating was used, 

the BDI score was most strongly associated with the desire 
subscale compared to the 2 others (Cohen d = 0.43 vs 0.42 
and 0.27, respectively). This difference may be accounted 
for by the fact that the BDI is a continuous measure that 
assesses the level of specific depressive symptoms over the 
2 weeks prior to administration. Therefore, it may capture 
symptom severity more accurately than a categorical 
diagnosis of MDD, by being more sensitive to change over 
time. Furthermore, both the BDI and CSFQ are self-rated.
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It may have been predictable that affective symptoms 
would be associated with reduced sexual desire in our 
participants; however, it was somewhat surprising that the 
presence of neurovegetative symptoms was not associated 
with difficulties in arousal or orgasm. Disrupted sleep, 
appetite, and energy might reflect impaired signaling in any 
number of neurotransmitter systems, such as serotonergic, 
dopaminergic, or adrenergic pathways, all of which are 
implicated in normal sexual functioning.24

Our data in adolescents suggest that depression is more 
common among females who also report lower sexual 
functioning scores compared to males—a well-established 
disparity in adults.25,26 Two observations are worth noting. 
First, the presence of MDE did not impact the score on 
the desire subscale of the CSFQ in females (Table 2), 
unlike in males, suggesting that perhaps sexual desire in 
adolescent females is less affected by the emergence of 
MDE. Further, while nondepressed adolescent males have 
a higher total CSFQ score than their female counterparts, 
sexual functioning in males appears to be impacted to a 
greater degree than in females by increasing depression 
severity. This pattern was also true for the desire subscale. 
These findings are consistent with other reports showing 
that sexual desire is the phase most commonly affected 
by depression in men and women and extend the current 
literature by suggesting that, while depression affects sexual 
functioning in both sexes during adolescence, males tend 
to be impacted more as depression severity worsens.27,28

The association between SSRI use and sexual dysfunction 
is well-established.2,29 In our study, however, SSRI treatment 
failed to significantly impact sexual functioning, perhaps 
due to the brief period of SSRI exposure at study entry 
(25 days, Table 1). Restricting the analysis to unmedicated 
participants did not alter the results, nor did adjusting 
for SSRI dose or duration of SSRI exposure (results 
available upon request). Importantly, during MDE, it is the 
resolution of depressive symptoms, as opposed to optimal 
sexual functioning, that may initially be the primary focus 
of attention, particularly in this younger age group where 
the opportunity to engage in sexual activity regularly may 
not be available. Perhaps it is not until significant symptom 
improvement or even remission is achieved that individuals 
shift their attention to other aspects of their lives, 
including sexual activity. Another possible explanation is 
that the SSRI dose taken was relatively modest (Table 1), 
albeit therapeutic, failing to significantly impact sexual 
functioning.30 When the longitudinal data from this study 
become available, we will be better positioned to clarify this 
point. One limitation of this study was failure to explicitly 
ask the participants about sexual activity with a long-term 
partner versus casual sex, which can also influence sexual 
functioning.31

Of note, neither GAD nor social phobia was 
independently associated with sexual function in our 
participants. Both depression and anxiety are characterized 
by high negative affect. However, depression is associated 
with anhedonia, whereas anxiety is associated with 

somatic arousal.32 Anxious arousal may at times increase 
sexual functioning and decrease it at others. In light of the 
high comorbidity between the 2 disorders, it is necessary 
to examine the independent impact of each on sexual 
functioning, as we have done.

Hormonal contraceptives in our adolescent sample were 
associated with higher sexual functioning overall as well 
as within the sexual areas of desire, arousal, and orgasm. 
This finding differs from an adult study in which those 
using a hormonal contraceptive experienced less frequent 
sexual activity, arousal, pleasure, and orgasm.33 It may be 
that our findings merely reflect the fact that, even prior to 
MDE onset, adolescents and young adults using hormonal 
contraception derive more pleasure from their sexual 
encounters, which prompts them to both be more sexually 
active and use contraception. The latter might alleviate 
anxiety about becoming pregnant, further promoting their 
ability to enjoy their sexual encounters.34 In addition, sexual 
activity with a new partner is generally exciting, which may 
be more common among the study population than in older 
adults.

Several limitations of this study should be acknowledged. 
First, the CSFQ has been validated in adults, but not 
adolescents. Second, the instructions in the questionnaire 
define sexual activity broadly (including masturbation 
and fantasizing) and do not restrict it to intercourse. 
Nonetheless, collecting more explicit information about 
sexual activity would have been more useful to interpret 
the findings. We combined participants with no MDE and 
those with remitted MDE into 1 group as no differences 
in the CSFQ scores were apparent. This reassuring finding 
suggests no lasting effects of MDD, once remitted, on 
sexual functioning. Our planned longitudinal analysis will 
be better designed to examine this question prospectively. 
Reflecting the local population, our sample consisted 
primarily of whites. The extent to which MDD impacts 
sexual functioning in more diverse populations should also 
be investigated as should the impact of different depression 
subtypes. Only 6 participants were deemed to have atypical 
depression, precluding the conduct of in-depth analyses. 
Finally, psychostimulants, benzodiazepines, and α2-agonists 
were allowed at study entry. These medications may affect 
sexual function in opposing ways. However, only a few 
participants took them, rendering their potential effect on 
the findings negligible.

In sum, using adult cutoff scores, our results suggest 
that sexual dysfunction is relatively common in both male 
and female adolescents and that depression further impairs 
sexual functioning in both sexes, albeit to a larger extent in 
males. Notably, the affective symptoms of depression appear 
most strongly associated with poorer sexual functioning. 
These symptoms are often the first to emerge and last to 
resolve during a depressive episode. Thus, our findings 
suggest the need for further research on sexual functioning 
in older adolescents, the impact of MDD and its treatment, 
and the long-term outcomes after the remission of depressive 
symptoms.
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