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Objective: To identify sociodemographic, sexual, and health behavioural and attitudinal factors associated
with reporting sexual function problems.
Methods: A probability sample survey of 11 161 men and women aged 16–44 years resident in Britain in
2000. Data collected by a combination of computer assisted face to face and self interviewing. Outcomes
were self report of a range of sexual function problems, considered as ‘‘any problems’’ (1+ lasting 1+
months in the past year) and ‘‘persistent problems’’ (1+ lasting 6+ months in the past year), and
associations with sociodemographic, behavioural, and attitudinal variables.
Results: Both ‘‘any’’ and ‘‘persistent’’ sexual function problems were more commonly reported by women
than men. A variety of sociodemographic factors were associated with both measures but differed by
gender. For example, the adjusted odds ratio (AOR) for reporting any problems for married v single
respondents was 0.70 (95% confidence interval (CI) 0.57 to 0.87) v 1.31 (95% CI 1.10 to 1.56) for men
and women, respectively. Sexual behaviours significantly associated with reporting sexual function
problems included competence at first sex, paying for sex in the past 5 years, number of occasions of sex
and masturbation, both in the past 4 weeks. For men (only), reporting STI diagnosis(es) was significantly
associated with reporting ‘‘any’’ problems (AOR 2.1, 95% CI 1.4 to 3.2) and ‘‘persistent’’ problems (AOR
2.1, 95% CI 1.1 to 3.9). Both measures were significantly more likely among men and women who
reported communication difficulties with their partners, with AORs in excess of 1.9.
Conclusions: Sexual fulfilment is an important part of sexual health. Understanding factors associated with
reporting sexual problems, and recognising that such factors maybe partnership specific, is an important
step towards improving our understanding of sexual function and thus improving the provision of care and
support available.

ecent sexual health policy developments in Britain have
focused on adverse outcomes of sexual behaviour such
as sexually transmitted infections (STI), including HIV/
AIDS, and unintended pregnancy. Relatively little attention
has been paid in the past to sexual fulfilment or function,
despite their strong association with quality of life.1–4 It is,
nevertheless, being increasingly recognised and expressed
that sexual fulfilment should also be seen as an important
part of sexual health.5 Indeed, the English government’s 2001
Strategy for Sexual Health and HIV stated in principle that
‘‘essential elements of good sexual health are equitable
relationships and sexual fulfilment.’’6
We have previously estimated the prevalence of a range of
self reported sexual function problems using a national
probability sample, the 2000 National Survey of Sexual
Attitudes and Lifestyles (Natsal 2000).7 We discriminated
between the different components of the sexual ‘‘dysfunction’’ spectrum and considered problems in terms of those
lasting at least 1 month in the past year, as well as problems
lasting at least 6 months in the past year, the latter which we
termed ‘‘persistent problems.’’ We demonstrated that ‘‘any’’
sexual function problems were common, reported by
approximately half of women and one third of men, but
that smaller proportions reported ‘‘persistent’’ problems
(6.2% of men and 15.6% of women).7 Despite the relatively
high prevalence of sexual function problems among sexually
active young people, we observed that while many people
avoid sex because of their sexual problems, few people seek
help for their problems. Identifying sociodemographic,
sexual, and health behavioural and attitudinal factors
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associated with reporting sexual function problems is an
important step towards improving our understanding of
sexual function and thus improving the provision of care and
support available for people experiencing sexual problems. In
this paper we consider a number of such factors using data
from Natsal 2000 and examine their association with
reporting ‘‘any’’ and ‘‘persistent’’ sexual function problems.

METHODS
Natsal 2000 is a stratified probability sample survey of 11 161
men and women aged 16–44 years, resident in private
households in Britain, who were interviewed between May
1999 and February 2001. The response rate was 65.4%.
Details of the methodology are published elsewhere.8 9
Respondents were asked a range of questions about their
sexual lifestyles and attitudes including, in a computer
assisted self interview (CASI) component, questions about
their experience of sexual problems. The questions were
based on those used in the US National Health and Social
Lifestyle Survey (NHSLS),1 2 which measured the main
dimensions of sexual dysfunction as defined in the
International Classification of Diseases tenth revision (ICD10).1 2 10 The questions in Natsal 2000 were worded9:
In the past year, have you experienced any of the following
for 1 month or longer?
Abbreviations: AOR, adjusted odds ratio; CASI, computer assisted self
interview; Natsal, National Survey of Sexual Attitudes and Lifestyles;
NHSLS, National Health and Social Lifestyle Survey; STI, sexually
transmitted infections

Who reports sexual function problems?

1
2
3
4
5
6
7

Lacked interest in having sex
Felt anxious just before having sex about your ability to
perform sexually
Were unable to come to a climax (experience an
orgasm)
Came to a climax (experience an orgasm) too quickly
Experienced physical pain during intercourse
Had trouble achieving or maintaining an erection (men
only)
Had trouble lubricating (women only).

A positive response to any of these elicited further
questions regarding duration, whether respondents had
avoided sex in the past year because of their problem(s),
and from whom, if anyone, they had sought help in the past
year.
The population for this study is all respondents who
reported at least one heterosexual partnership in the year
before interview (87.5% of men and 89.3% of women).9 We
examined the association between reporting sexual problems
and reporting heterosexual partnership(s) in the year before
interview and observed that those who reported no heterosexual partnership(s) were less likely to report problems. The
selection criteria may thus result in a slight overestimation of
the prevalence of sexual problems.
All analyses were performed using Stata version 7.0 to
account for stratification, clustering, and weighting of the
sample.11 The data were weighted to correct for unequal
selection probabilities and to match the age/sex population
profile.9 10 We used logistic regression to examine the
association between sexual problems and a number of
sociodemographic, sexual, and health behavioural and
attitudinal factors. The crude and adjusted odds ratios (OR)
are given along with the corresponding 95% confidence
interval (CI). The adjusted OR (AOR) considers the association after controlling for age and marital status. Statistical
significance is considered at p,0.05 for all analyses. We note
that because the data are from a cross sectional survey it is
not possible to determine causality, with some factors likely
causes of sexual problems, while other factors likely
consequences of sexual problems.
We obtained ethical approval from University College
Hospital, North Thames Multicentre, and all local research
ethics committees in Britain.

RESULTS
As previously reported, women were significantly more likely
than men to report at least one sexual function problem
lasting at least 1 month in the past year, as well as
‘‘persistent’’ sexual function problems (p,0.0001).7 Table 1
explores sociodemographic factors associated with reporting
‘‘any’’ and ‘‘persistent’’ problems. There was no clear
association for either gender between age and reporting
sexual problems lasting at least 1 month in the past year. In
contrast, reports of persistent problems increased significantly with increasing age for both men and women. Married
and cohabiting men were significantly less likely to report
any sexual problems than single men (AORs: 0.70 and 0.67,
respectively). In contrast, married and cohabiting women
were significantly more likely to report sexual problems
lasting at least 1 month than single women (AORs: 1.31 and
1.29, respectively). Marital status was not however associated
with reporting persistent problems for either gender after
adjusting for age. Women with young children in the home
were significantly more likely to report problems (AORs
approximately 1.4 for both ‘‘any’’ and ‘‘persistent’’ problems). There were no significant associations for either
gender with either ethnicity or education.
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Respondents defined as not ‘‘competent at first sex’’ (see
table 2 for definition) were significantly more likely to report
any sexual problems (AORs: 1.28 and 1.34 for men and
women, respectively) and persistent problems (AORs: 1.63
and 1.55 for men and women, respectively). Those who
reported that they ‘‘found it difficult to talk about sex with
any partner’’ were significantly more likely to report any and
persistent problems (AORs of approximately 2 for men and in
excess of 2 for women). Reporting masturbation in the past
4 weeks was also significantly associated with reporting
sexual problems for both men and women, as was reporting
that they would like sex much or a bit more often. Reporting
fewer than four occasions of sex in the past 4 weeks, which
corresponds to the median number of occasions of sex in the
past 4 weeks,8 was significantly associated with reporting
sexual problems for both men and women. Men who
reported to have paid for sex in the past 5 years were
significantly more likely to report sexual function problems
lasting at least 1 month in the past year, but not persistent
problems (AORs of 1.57 and 0.79, respectively). Reporting
more than one partner, relative to only one partner in the
past year, was not associated with either measure of sexual
function problems for either gender.
Among the health factors considered (table 3), men who
perceived their health as bad or very bad were more likely to
report ‘‘any’’ and ‘‘persistent’’ sexual function problems
(AORs of 1.91 and 2.98, respectively), as were men who had
been diagnosed with a STI in the past 5 years (AOR of 2.08).
Similar associations with these health factors were observed
for women, but only for ‘‘any’’ problems, and then, only of
borderline statistical significance. Alcohol consumption, in
terms of whether or not the respondent reported consuming
more than the recommended number of units per week, was
associated for men (AOR 1.33) but not for women. Being
overweight, defined as having a body mass index of at least
25, was not significantly associated with either measure of
sexual function problems.

DISCUSSION
In this large, nationally representative survey of sexual
behaviour in a young population, reporting sexual function
problems is relatively common and is associated with a
number of sociodemographic, sexual and health behavioural
and attitudinal variables. The prevalence of reporting sexual
function problems is significantly higher in women, relative
to men, as others have reported.1 2 Furthermore, we observed
that associations (for example, with the presence of young
children in the home, and marital status) were not always in
the same direction for men and women. In accordance with
other studies, we also found some association with age,1 2 12
having young children in the home,13 but contrary to others’
findings, no significant association with education was
observed for either men or women.1 2 As we have noted, it
is not possible to make causal inference from these cross
sectional survey data, but the association between our
measure of sexual competence at first intercourse14 and
sexual function in later life may suggest that positive first
sexual experiences may have lasting consequences for sexual
experience and satisfaction. The association with communication with partners may also have implications for the sex
education curriculum as well as implications for relationship,
education, and counselling. This result also highlights how,
in some cases, sexual function problems are often not an
individual’s problem but that they maybe partnership
specific, such that it maybe important to consider an
individual’s partnership(s) in the ‘‘treatment’’ or ‘‘management’’ of some sexual function problems.
In common with the US study,1 2 we used a small number of
general questions covering the main components of the ICD-10
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lasted.
Odds ratio (OR) adjusted for age and marital status.
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Women

Men

Selected sociodemographic factors associated with reporting sexual function problems, by gender

All
Age
16–24
25–34
35–44
Marital status
Single, never married
Previously married`
Cohabiting
Married
Ethnicity
White
Black Caribbean
Black African
Indian
Pakistani
Other
Child(ren) aged under
5 in household
No
Yes
Education
Less than university
University

Table 1
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`This composite measure is defined as an absence of duress and regret, autonomy of decision, and use of a reliable method of contraception at first heterosexual sexual intercourse. 14
1Corresponds to the median number of occasions of sex in the past 4 weeks estimated as four.8

1.00
2382/1910 48.3 (46.3 to 50.2)
2.17 (1.61 to 2.93) 2500/2066 62.5 (60.2 to 64.7)
p = 0.002
p,0.001

1.00
2.03 (1.49 to 2.75)
p = 0.026
1.00
1.52 (1.05 to 2.20)
p,0.001

5.9 (5.2 to 6.8)
1.00
4630/3770 52.2 (50.7 to 53.7)
11.7 (7.5 to 17.6) 2.17 (1.32 to 3.58) 258/210
73.6 (68.6 to 78.0)

6.3)
8.0)

5.4)
9.8)

–
4888/3980 53.8 (52.3 to 55.2)
p = 0.001
p,0.001
1.00
2675/2193 49.9 (47.6 to 52.2)
1.63 (1.21 to 2.19) 2127/1711 56.8 (54.9 to 58.7)
p = 0.491
Questions on paying
1.00
3752/4667
0.79 (0.41 to 1.54) 220/227
p = 0.314
p = 0.712
1.00
3571/2760 53.8 (52.1 to 55.4)
0.82 (0.55 to 1.21) 1228/1147 54.5 (50.7 to 58.4)
p,0.001
p,0.001

33.9 (32.3 to 35.6) 1.00
50.1 (42.6 to 57.7) 1.94 (1.41 to 2.66)

4.4 (3.6 to
8.2 (6.9 to
p = 0.024
4.6 (3.4 to
6.9 (5.9 to
p,0.001

7.7)
6.6)

7.2)
9.6)

5.7)
9.1)

7.1)

3.9 (3.1 to 5.0)
8.4 (7.2 to 9.9)
p = 0.003

to 33.0) 1.00
to 42.3) 1.42 (1.22 to 1.65)
p,0.001
to 29.0) 1.00
to 40.3) 1.70 (1.43 to 2.03)
p,0.001

30.8 (28.7
39.7 (37.2
p,0.001
25.9 (23.1
38.3 (36.3
p,0.001

6.2 (5.4 to
p,0.001
4.5 (3.6 to
7.7 (6.5 to
p = 0.606
6.3 (5.4 to
5.3 (2.9 to
p = 0.092
6.6 (5.6 to
5.0 (3.8 to
p,0.001

(weighted/ Prevalence (%)
unweighted) (95% CI)

29.4 (27.2 to 31.7) 1.00
39.9 (37.6 to 42.3) 1.58 (1.37 to 1.83)
p,0.001
p,0.001

to 36.4) –
p = 0.001
to 34.6) 1.00
to 39.4) 1.28 (1.10 to 1.48)
p = 0.007
to 35.9) 1.00
to 54.6) 1.57 (1.13 to 2.18)
p = 0.097
to 35.1) 1.00
to 43.2) 1.17 (0.97 to 1.42)
p,0.001

34.8 (33.1
p = 0.003
32.1 (29.7
37.2 (34.9
p = 0.001
34.2 (32.5
46.9 (39.3
p,0.001
33.1 (31.3
39.8 (36.5
p,0.001

Adjusted OR
(%) (95% CI)

Prevalence (%)
(95% CI)

Prevalence (%)
(95% CI)

Adjusted OR
(%) (95% CI)

Duration of sexual function problems
At least 1 month in past year
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At least 6 months in past year

Duration of sexual function problems

Women

Men

Selected sexual behavioural and attitudinal factors associated with reporting sexual function problems, by gender

All
Sexually competent at first sex`
Competent
Not competent
Paid for sex, past 5 years
No
Yes
Numbers of partners, past year
One
More than one
Number of occasions of sex,
past 4 weeks1
At least 4
Less than 4
Masturbation, past 4 weeks
No
Yes
‘‘Would like sex much/bit
more often’’
Disagree
Agree
Find it difficult to talk about
sex with any partner
No
Yes

Table 2
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(weighted/
unweighted)
to 16.7) –
4826/5530
p = 0.370
to 16.7) 1.00
4734/5408
to 28.3) 1.25 (0.77 to 2.01) 92/122
p = 0.121
to 16.0) 1.00
4448/5047
to 24.5) 1.34 (0.93 to 1.94) 196/249
p = 0.523
to 17.0) 1.00
4330/4950

Adjusted OR (%)
(95% CI)

Base: Natsal 2000 respondents who reported at least one heterosexual partner in the past year
*The base for ‘‘persistent sexual problems’’ is slightly smaller than the base for ‘‘any sexual problems’’ (shown) reflecting item non-response to the question used to define ‘‘persistent sexual problems’’ which asked how long problem(s) had
lasted.
Odds ratio (OR) adjusted for age and marital status.
`Genital herpes, trichomonas, gonorrhoea, syphilis, Chlamydia trachomatis, non-specific urethritis (NSU) or non-specific genital infection, genital warts, pelvic inflammatory disease.
1Defined according to the Royal College of Physicians, Royal College of Psychiatrists and the Royal College of General Practitioners.22
23
Defined according to the World Health Organisation Expert Committee Report.

33.8 (31.4 to 36.3) 0.95 (0.82 to 1.11) 7.2 (6.0 to 8.6)

to 55.2) –
15.6 (14.6
p = 0.046
p = 0.226
to 55.1) 1.00
15.6 (14.5
to 72.7) 1.53 (1.01 to 2.31) 19.8 (13.4
p = 0.060
p = 0.144
to 54.5) 1.00
14.9 (13.8
to 66.6) 1.33 (0.99 to 1.78) 18.6 (13.9
p = 0.241
p = 0.376
to 55.6) 1.00
15.8 (14.7

Prevalence (%)
(95% CI)

Base*

51.2 (46.7 to 55.7) 0.89 (0.74 to 1.08) 14.2 (11.2 to 17.8) 0.91 (0.68 to 1.21) 494/578

53.8 (52.3
p = 0.044
53.6 (52.1
63.8 (53.9
p = 0.059
53.0 (51.4
59.9 (52.9
p = 0.241
54.1 (52.5

Adjusted OR (%)
(95% CI)

At least 6 months in past year

p = 0.208
p = 0.101
p = 0.777
p = 0.533
2605/2164 54.7 (52.8 to 56.5) 1.00
15.7 (14.4 to 17.1) 1.00
3088/3540
–
1.17 (0.88 to 1.56) 2162/1721 52.6 (50.0 to 55.2) 0.90 (0.79 to 1.02) 16.0 (14.2 to 18.0) 0.95 (0.79 to 1.13) 1560/1777

p = 0.267
1.00

p = 0.046
5.5 (4.5 to 6.7)

p = 0.178
p = 0.501
36.1 (33.9 to 38.4) 1.00

–
4888/3980
p = 0.002
1.00
4784/3894
2.98 (1.58 to 5.63) 104/86
p = 0.022
1.00
4573/3706
2.08 (1.11 to 3.89) 137/124
p = 0.097
1.00
4331/3521
1.40 (0.94 to 2.10) 552/454

to 36.4) –
6.2 (5.4 to 7.1)
p = 0.012
p,0.001
to 36.1) 1.00
6.0 (5.2 to 6.9)
to 60.5) 1.91 (1.15 to 3.17) 17.8 (10.4 to 28.7)
p = 0.001
p = 0.021
to 35.8) 1.00
6.1 (5.3 to 7.0)
to 63.4) 2.08 (1.35 to 3.21) 11.6 (6.7 to 19.3)
p = 0.012
p = 0.097
to 35.7) 1.00
6.0 (5.2 to 6.9)

(weighted/ Prevalence (%)
unweighted) (95% CI)

41.6 (36.6 to 46.8) 1.33 (1.07 to 1.67) 8.1 (5.8 to 11.2)

34.8 (33.1
p = 0.024
34.5 (32.8
48.2 (36.1
p,0.001
34.0 (32.4
53.3 (43.0
p = 0.004
33.9 (32.2

Adjusted OR (%)
(95% CI)

Prevalence (%)
(95% CI)

Prevalence (%)
(95% CI)

Adjusted OR (%)
(95% CI)

Duration of sexual function problems
At least 1 month in past year

At least 1 month in past year

Base*

At least 6 months in past year

Duration of sexual function problems

Women

Men

Selected health behavioural and attitudinal factors associated with reporting sexual function problems, by gender

All
Health (self to perception)
Good/very good/fair
Bad/very bad
STI diagnosis/es, past 5 years`
No
Yes
Alcohol consumption, per week1
Within recommended limit
((21 units)
More than recommended
limit (.21 units)
Body mass index
Underweight/normal
(BMI,25)
Overweight/obese
(BMI>25)

Table 3

398
Mercer, Fenton, Johnson, et al

Who reports sexual function problems?

classification of sexual dysfunction,10 but this is broad, and
covers a spectrum of expressed problems that, in turn, are
potentially attributable to social, relationship, psychological,
and physical factors and the interplay between them. This
contrasts with detailed clinical measures of sexual dysfunction—for example, the Golombok-Rust Inventory of Sexual
Satisfaction (GRISS) Scale,15 16 and the more detailed questions
possible in smaller scale studies specifically focused on sexual
problems.17 Thus, given the broad spectrum of problems, we
have not sought to define clinical ‘‘dysfunction,’’ rather self
reported experience of sexual function problems in the general
population. However, as we have previously acknowledged,7 it
is necessary to question whether a lack of interest in sex, the
most commonly reported problem lasting at least 1 month in
the past year,7 can be considered as ‘‘dysfunction,’’ or even a
problem, given its relatively high prevalence. Although it is
worth noting that men and women in Natsal 2000 who
reported this ‘‘problem’’ were significantly more likely to report
that they ‘‘would like sex much’’ or ‘‘a bit more often’’ than
those people who did not report a lack of interest in sex (58.2%,
95% CI 54.0% to 62.2%, v 49.7%, 95% CI 47.8% to 51.6%,
p = 0.0003, and 47.0%, 95% CI 44.7% to 49.3%, v 33.9%, 95% CI
32.1% to 35.7%, p,0.0001, of men and women, respectively),
suggesting that lacking interest in sex maybe perceived as a
problem for these individuals. In this respect, it is necessary to
question the extent to which self perceived ‘‘dysfunction’’ is
influenced by the media,18 19 which some argue has increased
our expectations of our own and our partner’s abilities.20
The factors considered in this paper are not exhaustive,
partly because they are from a large, general population
survey of sexual behaviour; none the less, this paper has
identified a number of common factors associated with self
reporting sexual function problems. The findings from our
paper are relevant to those working in sexual health policy
and practice at local and national levels. Awareness of the
discrepancy between men and women in terms of their
experience of sexual function problems, particularly with
regard to their marital status, is likely to help those involved
in the provision of psychosexual counselling, as will the
identification of partner communication as a crucial factor
associated with sexual function. Our data also support
emphasising the importance of establishing positive initial
experiences of sexual behaviour, and this should help to
guide provision of appropriate sex education. Finally, our
data underline the importance of remaining vigilant in more
general health related consultations of the need to consider
the possible relation between sexual function and more
general health status and health behaviours, as has been
recently recommended.21

Key messages
(1) Reporting sexual function problems is significantly
associated with a number of sociodemographic, health
related, sexual behavioural, and attitudinal factors
(2) These significant associations are not always in the same
direction for men and women, perhaps reflecting gender
differences in the nature of problems
(3) The perceived importance of sexual function problems to
an individual will vary, and in some cases, may be
partnership specific
(4) Identifying factors associated with reporting sexual
function problems and their relation to other health
problems is an important step towards improving our
understanding of sexual function and the provision of
support available
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