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Problems with sexual function in people attending
London general practitioners: cross sectional study
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Abstract
Objectives To assess sexual behaviour, prevalence of
ICD-10 diagnosed sexual dysfunction, associations
between sexual and psychological problems, and help
seeking for sexual problems in people attending
general practice; to assess predictors of ICD-10
diagnosis of sexual dysfunction.
Design Cross sectional study.
Setting 13 general practices in London.
Participants 1065 women and 447 men attending
general practices.
Main outcome measure Prevalence and predictors of
ICD-10 diagnoses of sexual dysfunction.
Results 97 (22%, 95% confidence interval 18% to
25%) men and 422 (40%, 37% to 43%) women
received at least one ICD-10 diagnosis, but only 3-4%
had an entry relating to sexual problems in their
general practice notes. The most common problems
were erectile failure and lack or loss of sexual desire in
men and lack or loss of sexual desire and failure of
orgasmic response in women. Increasing age and
being unemployed predicted sexual problems in
women, and bisexual orientation, being non-white,
and being unemployed were demographic predictors
in men. No practice note factors predicted sexual
problems in women, but high consulting rate
predicted problems in men. The main clinical
predictors were poor physical function and
dissatisfaction with current sex life in both sexes and
higher psychological morbidity in women. When all
factors were considered, increasing age (odds ratio
1.01, 1.00 to 1.02), physical subscale score on the
SF-12 (0.98, 0.97 to 0.99), sexual dissatisfaction (1.9,
1.5 to 2.4), and scoring over a 3/4 threshold score on
the general health questionnaire (1.5, 1.1 to 1.9)
independently predicted an ICD-10 sexual
dysfunction diagnosis in women. Being bisexual (4.1,
1.3 to 12.8) was the only independent predictor of an
ICD-10 diagnosis in men.
Conclusions Sexual difficulties are common in
people attending general practitioners, and many
people are prepared to talk about them with their
doctors.

Introduction
Little is known about the nature and prevalence of
sexual problems in people attending their general

practitioners and whether doctors recognise such
problems. We studied people attending London
general practitioners in order to determine patterns of
sexual behaviour, prevalence of ICD-10 defined
sexual dysfunction, associations between sexual and
psychological problems, and help seeking behaviour
for sexual problems in general practice. We also stud-
ied predictors of an ICD-10 diagnosis of sexual
dysfunction.

Methods
We approached 37 north London general practices
situated in areas of high, medium, and low socioeco-
nomic deprivation. We asked consecutive attenders
aged 18 to 75 years to participate in the study. People
who consented to take part completed a structured
questionnaire, by pen and paper or computer assisted
interview. The interview contained six elements. (1)
Standard demographic questions. (2) The brief sexual
function questionnaire for men and a modified version
for women.1-3 The questionnaires enquire about sexual
behaviour, sexual difficulties, sexual orientation with
the Kinsey scale,4 and sexual satisfaction in the preced-
ing four weeks. Both provide sufficient information to
make a diagnosis of sexual dysfunction according to
ICD-10 (international classification of diseases, 10th
revision).5 We added a question on seeking sexual
advice from the general practitioner. (3) The SF-12
questionnaire for quality of life.6 (4) The 12 item
general health questionnaire, for which we used a
threshold score of ≥ 3 to identify a psychological
disorder.7 (5) The CAGE questionnaire, in which a
score of ≥ 2 indicates misuse of alcohol.8 We also asked
people if they smoked cigarettes. (6) Four validated
screening questions about child sexual abuse summed
to a total score.9 We collected data from the practice
records on consultation rates and entries about sexual
health, sexual function, or psychological problems in
the preceding two years. We also collected prescription
data on all medicines and those with effects on sexual
function.10

Statistical analysis
We grouped responses to the brief sexual function
questionnaires in order to meet conservative criteria
for an ICD-10 diagnosis, requiring the problem to be
present all or almost all of the time for each diagnosis
(see bmj.com). After assessing sexual behaviour and
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prevalence of ICD-10 sexual dysfunction, we examined
potential predictors of at least one ICD-10 diagnosis.
We present unadjusted odds ratios separately for
demographic factors, general practice case note
factors, and clinical information, as they are useful
where the doctor has only limited information on a
patient. We also present adjusted odds ratios to

illustrate the relative contribution of each predictor
variable after adjustment for related, potentially
confounding, variables. Lastly, we entered all statisti-
cally significant variables into an overall model.

Results
Response rates
Thirteen (35%) practices with 55 doctors took part. We
found no significant differences in socioeconomic
deprivation between participating and non-
participating practices. We asked 3073 attenders to
participate; 2121 satisfied the eligibility criteria, and
1512 (71%) agreed to participate. However, only 1080
of these (71%) agreed to scrutiny of their records. One
quarter of participants were non-white, and 11% of
women and 14% of men were bisexual or homosexual
(see bmj.com).

Sexual behaviour and satisfaction with sex
Two thirds of participants reported sexual intercourse
in the preceding month (table 1). Men were
significantly more likely than women to report having
masturbated and to express satisfaction with their sex
life. Of the 139 (32%) men who did not report sexual
intercourse, 81 (58%) had masturbated and 17 (12%)
had received oral sex in the preceding four weeks. Of
the 357 (34%) women who did not report sexual inter-
course in the preceding four weeks, 108 (30%) had
masturbated and 18 (5%) had received oral sex in the
preceding four weeks. People who had not had sexual
intercourse were much more likely to be dissatisfied
with their sex life than the remainder (women: odds
ratio 10.3, 95% confidence interval 7.4 to 14.2; men:
8.2, 5.1 to 13.2).

ICD-10 diagnoses
Significantly fewer men (97, 22%) than women (422,
40%) received at least one ICD-10 diagnosis of sexual
dysfunction (table 2). Erectile failure and loss of sexual
desire were the most common problems in men, and
lack of sexual desire and failure of orgasmic response
were the most common in women. One hundred and
thirty five (13%) women and 27 (6%) men received a
diagnosis of lack or loss of sexual desire (F52.0)
without any other sexual problem. Women were
significantly more likely to receive diagnoses of lack or
loss of sexual desire and dyspareunia than were men.

Sexual dysfunction and psychological status
Men receiving an ICD-10 diagnosis were significantly
more psychologically distressed than other men
(general health questionnaire grouped median score
1.8 v 0.9, z = 2.43, P = 0.015), as were women who
received a diagnosis compared with those who did not
(2.2 v 1.3, z = 4.24, P < 0.0005). The ICD-10 diagnoses
that were associated with greatest emotional distress
were erectile dysfunction (mean general health
questionnaire score 4.0 (SD 4.1)) and dyspareunia (6.2
(2.2)) in men and aversion to sex (4.6 (3.8)) and loss or
lack of arousal (4.3 (4.0)) in women.

Help seeking behaviour from general practitioners
Three hundred and fourteen (30%) women and 92
(21%) men reported ever seeking sexual advice from
their doctor. Only 39/174 (22%) women and 5/29
(17%) of men with lack or loss of sexual desire had
sought their general practitioner’s advice on sexual

Table 1 Sexual activity in preceding four weeks. Values are numbers (percentages)

Sexual activity Women (n=1065) Men (n=447)

Sexual intercourse†

Not at all 357 (33.8) 139 (31.7)

At least once: 699 (66.2) 299 (68.3)

Less than once a week 248 (23.5) 109 (24.9)

Less than daily 390 (37.0) 159 (36.3)

Daily or more often 61 (5.8) 31 (7.1)

Masturbation‡

Not at all 692 (65.6)** 160 (36.7)**

At least once: 363 (34.4) 276 (63.3)

Less than once a week 232 (22.0) 116 (26.6)

Less than daily 112 (10.6) 126 (28.9)

Daily or more often 19 (1.8) 34 (7.8)

Received oral sex§

Not at all 637 (60.6)** 209 (47.6)**

At least once: 415 (39.4) 230 (52.4)

Less than once a week 216 (20.5) 111 (25.3)

Less than daily 179 (17.1) 102 (23.2)

Daily or more often 20 (1.9) 17 (3.9)

Number of sex partners¶

One partner 695 (66.3) 275 (62.8)

Two to 10 partners 37 (3.5) 43 (9.8)

None 316 (30.2) 120 (27.4)

Satisfaction with sex life††

Dissatisfied 345 (33.2)* 123 (28.0)*

Neither satisfied nor dissatisfied 183 (17.6) 37 (8.4)

Satisfied 512 (49.2) 279 (63.6)

�2 result: *P≤0.05; **P≤0.001.
†Non-responders: 9 women, 9 men.
‡Non-responders: 10 women, 11 men.
§Non-responders: 13 women, 8 men.
¶Non-responders: 17 women, 9 men.
††Non-responders: 25 women, 8 men.

Table 2 Prevalence of ICD-10 sexual dysfunction. Values are numbers (percentages,
95% confidence intervals)

ICD-10 sexual dysfunction Men (n=447) Women (n=1065)

Lack or loss of sexual desire
(ICD-10 code F52.0)†

30 (6.7, 4.6 to 9.4)** 179 (16.8, 14.6 to 19.1)**

Sexual aversion (F52.1)‡ 11 (2.5, 1.2 to 4.4) 44 (4.2, 3.0 to 5.5)

Failure of genital response (F52.2):

Male erectile dysfunction
(F52.2) (failure at insertion
during intercourse)§

38 (8.8, 6.4 to 11.8) NA

Female sexual arousal
dysfunction (F52.2)¶

NA 38 (3.6, 2.5 to 4.9)

Orgasmic dysfunction (F52.3 and F52.4):

Male orgasmic dysfunction
(F52.3) (inhibited orgasm
during intercourse)††

11 (2.5, 1.2 to 4.4) NA

Premature ejaculation (F52.4)
(at insertion during
intercourse)‡‡

16 (3.7, 2.1 to 5.7) NA

Inhibited female orgasm (F52.3)
(during intercourse)§§

NA 198 (18.9, 16.5 to 21.3)

Non-organic vaginismus (F52.5)¶¶ NA 48 (4.6, 3.3 to 5.9)

Non-organic dyspareunia
(F52.6)†††

5 (1.1, 0.4 to 2.6)* 31 (2.9, 2.0 to 4.1)*

At least one ICD-10 diagnosis 97 (21.7, 17.9 to 25.5)** 422 (39.6, 36.7 to 42.6)**

NA=not applicable. �2 result: *P≤0.05; **P≤0.001. †Non-responders: 5 men, 5 women. ‡Non-responders: 5
men, 15 women. §Non-responders: 14 men. ¶Non-responders: 25 women. ††Non-responders: 12 men.
‡‡Non-responders: 20 men. §§Non-responders: 18 women. ¶¶Non-responders: 15 women.
†††Non-responders: 5 men, 11 women.
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matters, compared with 132/356 (37%) women and
29/79 (37%) men with other diagnoses. This fell to
24/135 (18%) for women who had lack or loss of
sexual desire without any other sexual problem,
compared with 71/202 (35%) for women with any
other single diagnosis. Corresponding figures for men
were 5/26 (19%) and 15/24 (28%). Only 22/773 (3%)
women and 12/307 (4%) men had an entry in their
family practice records relating to functional sexual
difficulties in the previous two years.

Predictors of an ICD-10 diagnosis for each stage of
the consultation
Women—In the final model, age in years (odds ratio
1.01, 1.00 to 1.02), higher (poorer function) score on
the physical subscale of the SF-12 (0.98, 0.97 to 0.99),
sexual dissatisfaction (1.9, 1.5 to 2.4), and scoring over
the 3/4 threshold on the general health questionnaire
(1.5, 1.1 to 1.9) were independent predictors of an
ICD-10 diagnosis of sexual difficulties in women.

Men—When we entered all significant predictors
(see bmj.com) into a final model, the only remaining
independent predictor was being bisexual (odds ratio
4.1, 1.3 to 12.8).

Discussion
Principal findings
To our knowledge, this is the first study of sexual prob-
lems reported by people attending their general prac-
titioners. Sexual difficulties were common, with 40% of
women and 22% of men receiving one or more
ICD-10 diagnosis. Independent predictors of such a
diagnosis were increasing age, poorer physical health,
increasing psychological distress, and sexual dissatis-
faction in women and being bisexual in men.

Strengths and limitations of the study
Our study contributes to findings from population
studies by applying ICD-10 diagnostic criteria and
identifying predictors of the diagnoses in general prac-
tice. The ICD-10 criteria do not require a specific level
of distress; however, scores on the general health ques-
tionnaire indicated that diagnoses were closely
associated with emotional distress. Another strength of
our study is that we did not restrict the analyses to
people reporting current sexual activity. At least a third
of participants reported no sexual intercourse in the
previous four weeks, and these people were more likely
to report sexual problems and were less satisfied with
their sex lives. A weakness of our study was low
numbers of men relative to women. Physical and
psychological status predicted an ICD-10 diagnosis in
men, but they dropped out of the final model, possibly
because of lack of power. Whereas the age distribution
of women matched general practice attenders nation-
ally, the group contained more younger and fewer
older men than expected.11 Our data accord with
national figures for higher consultation rates for
women and with statistics for the proportions of
people from ethnic and sexual minorities in
London.11-13 A further limitation was that only a third of
practices approached eventually participated and a
quarter of patients participating did not allow us access
to their practice records.

Comparison with data in other settings
We expected that general practice attenders might
have higher rates of problems than people participat-
ing in population surveys. However, our prevalence
rates for erectile and ejaculatory dysfunction were
lower than those in recent reports,14-16 possibly because
we applied conservative diagnostic criteria that are
more relevant to clinical practice. In addition,
interpreting the results of epidemiological studies
funded by the pharmaceutical industry needs
caution.15-17 Much less is known about sexual difficulties
in women, and criticism has recently been expressed
about the involvement of the pharmaceutical industry
in “building the science of female sexual dysfunction.”18

Although the results of a British population study of
women accord with our findings,19 a woman centred
definition of sexual problems has recently been
preferred to concepts of sickness and health.17 18 The
word dysfunction implies a state of “dis-ease” that
needs rectification. Our data indicate, however, that
sexual dysfunction cannot be considered as one
generic problem. Dyspareunia, vaginismus, reduced
arousal, and aversion to sexual contact were uncom-
mon problems and were associated with other psycho-
logical and physical difficulties. Women with these
ICD-10 diagnoses were also much more likely to have
consulted their general practitioners about sexual mat-
ters than women who received a single diagnosis of
lack or loss of sexual desire. This suggests that many
people do not regard lack or loss of sexual desire as a
serious difficulty. Setting aside this diagnosis reduces
the prevalence of any sexual problem to 27% for
women and 16% for men. Thus we need further
evidence that the relatively common complaint of lack
or loss of sexual desire is an obstacle to satisfactory
sexual relations or that a medical solution is indicated;
for many people, reduced sexual interest or response
may be a normal adaptation to stress or an unsatisfac-
tory relationship.

Implications for general practice
Although up to 30% of people reported seeking sexual
advice from their doctor, only 3-4% had an entry relat-
ing to sexual difficulties in their practice records.
Although we cannot be sure that the advice sought
focused specifically on sexual dysfunction, these obser-
vations suggest that many people discuss sex with their
doctors but the latter rarely record it. Doctors may be
reluctant to record sensitive material, and hence
general practitioners’ records do not accurately reflect
the extent of their involvement in this area.

Women’s high consultation rate, as well as their
willingness to seek help for such problems, makes it
possible for family doctors to become involved with
these problems. However, general practitioners need to
be alert to the possibility of a sexual problem and may
need training on how to manage this at a primary care
level.20

Unanswered questions and future research
Future research should focus on refining our
understanding of sexual function in both sexes and,
where problems need help, what sort of help might be
most effective in general practice and the most appro-
priate training for general practitioners.20 Being
bisexual was a particular risk factor for sexual difficul-
ties in men when all other factors were considered.
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Although similar findings have been reported in men
who report same sex behaviour,21 to our knowledge no
other population study has focused specifically on
sexual problems in bisexual as distinct from homo-
sexual men.
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Sexual function problems and help seeking behaviour in
Britain: national probability sample survey
Catherine H Mercer, Kevin A Fenton, Anne M Johnson, Kaye Wellings, Wendy Macdowall, Sally
McManus, Kiran Nanchahal, Bob Erens

The need for estimates of the extent of sexual function
problems in the general population has become more
urgent given recent debates surrounding the identifi-
cation and definition of “sexual dysfunction,” the
increased availability of pharmacological interven-
tions, and possible changes in our expectations of what
constitutes sexual function and fulfilment.1 We report
results from the national survey of sexual attitudes and
lifestyles (Natsal 2000).

Participants, methods, and results
Natsal 2000 was a stratified probability sample survey
done between May 1999 and February 2001 of 11 161
men and women aged 16-44 years resident in

Britain.2 3 The response rate was 65.4%. A computer
assisted self interview asked participants about their
sexual lifestyles and attitudes. We asked questions
about their experience of sexual problems based on
those used in the US national health and social life sur-
vey,4 which measured the main dimensions of sexual
dysfunction, as defined in ICD-10 (international classi-
fication of diseases, 10th revision). We analysed data in
STATA accounting for the sample’s stratification,
clustering, and weighting.2 3

A total of 34.8% of men and 53.8% of women who
had at least one heterosexual partner in the previous
year reported at least one sexual problem lasting at
least one month during this period (table). The most
common problems among men were lacking interest

What is already known on this topic

Little is known about the prevalence of sexual
dysfunction in people attending their general
practice and whether such problems are
recognised by doctors

Controversy exists about defining sexual
dysfunction in terms of health and disease

What this study adds

22% of men and 40% of women received at least
one ICD-10 diagnosis of sexual dysfunction
according to stringent clinical criteria

Older women with poorer physical and
psychological function and who were dissatisfied
with their sex life were more likely to have a
ICD-10 diagnosis of sexual dysfunction, as were
bisexual men
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