
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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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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in sex, premature orgasm, and anxiety about perform-
ance; and among women, inability to experience
orgasm and painful intercourse.

Persistent sexual problems—lasting at least six
months in the previous year—were less prevalent
among men (6.2%) than among women (15.6%). The
most common persistent problem among men was
premature orgasm and among women, lack of interest
in sex.

Among people who had sexual problems, 32.5%
(95% confidence interval 29.7% to 35.3%) of men and
62.4% (60.4% to 64.3%) of women avoided sex because
of their problems. Only 10.5% (8.8% to 12.4%) of men
and 21.0% of women (19.3% to 22.7%) with problems
in the previous year sought help. People with persistent
problems were more likely to have sought help (20.5%
(15.8% to 26.3%) of men and 31.9% (28.4% to 35.5%)
of women). Among people seeking help, 63.8% (54.6%
to 72.1%) of men and 74.3% (70.1% to 78.1%) of
women consulted their general practitioner, and 9.2%
(5.3% to 15.4%) of men and 4.8% (3.2% to 7.2%) of
women sought help at a genitourinary clinic.

Comment
Problems of sexual function are relatively common, but
persistent problems are much less so. Inconsistent
definitions make comparing prevalences with other
studies difficult. Given the broad spectrum of
problems, we have not sought to define clinical
“dysfunction” but rather to describe the range of prob-
lems of sexual function in the population and to use
duration of problems and avoidance of sex as
indicators of severity. We asked specifically about prob-
lems that lasted more than one month in the previous
year; but whether, for example, lacking interest in sex
can be considered as “dysfunction” is questionable
since it was reported by two fifths of women and one
fifth of men.

Few people sought help with their problems
reflecting how severity varies, and how the need for
professional intervention depends on the perceived
importance to the patient and the underlying causes.
Seeking help also reflects awareness of the availability

of advice and treatment; more men present with sexual
problems at genitourinary clinics since the licensing of
sildenafil.5 People who often seek help consult their
general practitioner but given the limited time and
resources in this setting, such problems may be
accorded low priority.

Our data have implications for improving relation-
ship education, counselling, medical education, and
doctors’ professional development; raising public
awareness of the range and location of services
available for managing sexual problems; and
re-examining the nature of “sexual dysfunction” and
how best to tackle it.
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Self reported problems related to sexual function by people who had at least one heterosexual partner in the previous year. Values are
prevalences (95% confidence interval)

Problem

Lasted at least one month in past year Lasted at least six months in past year

Men Women Men Women

Lack of interest in sex 17.1 (15.8 to 18.4) 40.6 (39.2 to 42.1) 1.8 (1.4 to 2.3) 10.2 (9.4 to 11.1)

Anxious about performance 9.0 (8.1 to 10.0) 6.7 (6.0 to 7.5) 1.8 (1.4 to 2.2) 1.5 (1.1 to 1.9)

Unable to experience orgasm 5.3 (4.6 to 6.1) 14.4 (13.4 to 15.4) 0.7 (0.5 to 1.1) 3.7 (3.2 to 4.4)

Premature orgasm 11.7 (10.6 to 12.9) 1.3 (1.0 to 1.7) 2.9 (2.4 to 3.6) 0.2 (0.1 to 0.3)

Painful intercourse 1.7 (1.3 to 2.2) 11.8 (10.9 to 12.9) 0.3 (0.2 to 0.5) 3.4 (2.9 to 3.9)

Unable to achieve or maintain
erection

5.8 (5.0 to 6.6) — 0.8 (0.6 to 1.1) —

Trouble lubricating — 9.2 (8.4 to 10.1) — 2.6 (2.2 to 3.2)

At least one problem 34.8 (33.1 to 36.4) 53.8 (52.3 to 55.2) 6.2 (5.4 to 7.1) 15.6 (14.6 to 16.7)

At least one problem excluding
lack of interest in sex

24.1 (22.6 to 25.6) 29.0 (27.7 to 30.4) 5.0 (4.3 to 5.8) 8.9 (8.1 to 9.8)

At least two problems 10.5 (9.5 to 11.6) 19.1 (18.0 to 20.3) 1.4 (1.0 to 1.8) 4.1 (3.6 to 4.8)

At least two problems
excluding lack of interest in
sex

6.8 (6.0 to 7.7) 10.3 (9.4 to 11.2) 1.2 (0.9 to 1.6) 1.9 (1.5 to 2.3)

Base (weighted, unweighted)* 4888, 3980 4826, 5530 4877, 3972 4818, 5518

*The base for sexual problems lasting longer than six months is slightly smaller than the base for any sexual problems reflecting non-response to the question
which asked how long problems had lasted.

Endpiece

Angry
Anyone can be angry—that is easy. But to be angry
with the right person, to the right degree, at the
right time, for the right purpose, and in the right
way—this is not easy.

Aristotle, Nicomachean Ethics
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