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ABSTRACT  

Sexual dysfunction is highly prevalent among patients with type 2 diabetes; however, little is known 

regarding these patients’ needs and preferences for care for sexual problems. A cross-sectional 

survey and 25 semi-structured interviews were therefore conducted among 40- to 75-year-old type 2 

diabetes patients to explore this. We learned from the survey and interviews that most participants 

were unaware of the association between type 2 diabetes and sexual problems. Although certain 

barriers for discussing sexual problems with a care provider were identified (e.g. feelings of 

embarrassment), patients still reported a need for discussing their problems, because sex was viewed 

as an important part of their relationship. Some patients had sought help, but were dissatisfied with the 

offered care. Patients experienced a lack of attention and information from diabetes care providers. 

Improving this, together with a care provider-initiated conversation, was suggested to lower the 

threshold for discussion. Moreover, patients preferred a care provider with whom they have a close 

relationship, whereas age, gender, and medical specialty were regarded to be less important. An 

important recommendation was to make care for sexual problems an integral part of routine diabetes 

care. Future research should look into these recommendations. 

 

Keywords: Type 2 diabetes mellitus, sexual dysfunction, diabetes care, qualitative interview study, 

cross-sectional survey 

 

 

  



 

INTRODUCTION 

Patients with type 2 diabetes mellitus (DM) are frequently affected by sexual problems, with studies 

reporting prevalences up to 85% in men and 84% in women (1; 2).  Sexual problems can have a 

negative effect on a patient’s quality of life (3-5). A large study among men with type 2 DM showed 

that men with erectile dysfunction (ED) reported more diabetes-related stress, more psychological 

problems, and a lower quality of life than men without ED (3). Yet, only 8-10% of patients with type 2 

DM had been asked by their doctor about sexual problems (3; 6). Despite their high prevalence and 

negative impact on patients’ well-being, sexual problems appear to be one of the most frequently 

neglected complications in diabetes care (7).  

So far, only a few studies have focused on care needs for sexual problems among patients 

with type 2 DM (6; 8-10). Patients with type 2 DM often do not seek help for their sexual problems (6; 

9; 11), while more than half of men with ED wanted to discuss this with their doctor (6). Feelings of 

embarrassment and unawareness of effective treatment for ED were reasons not to seek help among 

men with type 2 DM (6). Among women, the care provider’s characteristics, medical specialty, and 

time and privacy constraints were mentioned as barriers (11).  

Even though certain barriers for discussing sexual problems have been identified in both 

patients with DM (6; 11) and in general and primary care populations (12-16), little is known about type 

2 DM patients’ needs and preferences regarding diabetes care for sexual problems. Therefore, the 

aim of this study was to explore the needs and preferences for care concerning sexual problems in 

both men and women with type 2 DM.  

 

METHODS 

This study consisted of a cross-sectional survey and 26 additional qualitative semistructured 

interviews to gain more in-depth information. The Medical Ethical Committee of the VU University 

Medical Centre in Amsterdam approved the study. 

 

Cross-sectional survey 

Study Design  

We here report results on the needs and preferences for care for sexual problems that were gathered 

in a cross-sectional survey among men and women with type 2 DM. The design of our cross-sectional 



 

survey has previously been described in detail (Rutte et al., 2014). In short, 700 self-report 

questionnaires were distributed among 40- to 75-year-old patients with type 2 DM from one primary 

and three secondary diabetes care centers in the Netherlands. These centers were chosen for 

practical reasons. 

 

Main Outcome Measurements 

Self-reported information on age, gender, partner status, educational level, diabetes duration, insulin 

usage, hemoglobin A1c level, diabetes-related complications, and comorbidities was collected. The 

20-item Center for Epidemiologic Studies Depression Scale (CES-D) was used to assess self-reported 

clinical depression (17). A cutoff score of 16 was used to identify patients at risk for clinical depression, 

whereby higher scores reflect more depressive symptoms (18).  

The 15-item International Index of Erectile Function (IIEF) was used to assess self-reported 

male sexual dysfunction (19). The IIEF contains five domains: erectile function, orgasmic function, 

sexual desire, intercourse satisfaction, and overall satisfaction. A cutoff score of 25 on the erectile 

function domain was used to identify men at risk for sexual dysfunction, whereby higher scores reflect 

better sexual functioning (20).  

Self-reported female sexual dysfunction was assessed with the 19-item Female Sexual 

Function Index (FSFI) (21). The FSFI contains six domains: sexual desire, arousal, lubrication, 

orgasm, satisfaction, and pain. A sum score cutoff of 26.55 was used to identify women at risk for 

sexual dysfunction, with higher scores reflecting better sexual functioning (22).  

Questions to explore the needs and preferences for care concerning sexual problems were 

derived from the Rutgers Nisso Group, a Dutch knowledge center on sexuality 

(www.rutgersnissogroep.nl). 

 

Statistical Analysis 

All statistics were calculated with SPSS for Windows (version 15.0, SPSS Inc., Chicago, IL). Data are 

presented as mean ± standard deviation or as n (%) stratified by gender. Two-sided t tests were used 

to analyze continuous variables, and chi-square tests for categorical variables. 

 

Semi-structured interviews 



 

Study Design 

For practical reasons, recruitment took place from one primary care center. Patients who indicated on 

the cross-sectional survey to be willing to participate in an additional interview received an information 

letter and invitation for an interview. Twenty-six patients participated. Informed consent was obtained 

before the start of the interviews. 

 

Interviews 

The interviews were conducted face-to-face and guided by an interview protocol. One pilot interview 

was conducted, requiring no changes to the protocol. Patients were interviewed by a same-gendered 

psychologist. The interview started with a case, followed by semi-structured questions (Online 

supplementary file 1). The sequence of the questions could vary between interviews, and additional 

questions may have been asked by our interviewers for interviewees to elaborate on their response or 

when new topics arose during the interview. All interviews lasted approximately 45 minutes.  

 

Analysis 

A thematic content analysis was performed. First, all audio-taped interviews were transcribed verbatim 

and a content analysis was performed by one of the interviewers (MvS), who allocated ‘open codes’ to 

the interviews by means of labelling relevant parts of the text. A list of codes was subsequently 

generated (23). Two independent researchers (AS, LvdV) also labelled one interview with open codes 

and generated code lists. The three code lists were then compared to reach consensus. In case of 

discrepancy, codes were discussed in detail to reach consensus.  

The next step consisted of the axial coding of the interviews (LW), which resulted in a tree of 

main and sub codes. In this way, the most important themes were identified. Two independent 

researchers (AS, LdV) coded one interview based on the tree of codes to check if no themes were 

missed. Their findings were discussed and a conclusion on the most important themes was reached. 

The third step of the analysis consisted of selective coding by structuring the themes as 

identified in the previous step (LW). The themes were shown to a panel of authors (LdV, AS, GN) to 

discuss whether the themes were representative for the content of the interviews. The results 

presented are based on the consensus achieved in this panel discussion. All data were analyzed 



 

using qualitative research software (Atlas.ti 5.2.0, Scientific Software Development GmbH, Berlin, 

Germany). 

 

RESULTS 

Cross-sectional survey  

In total, 205 (29.3%) patients returned their questionnaires. After excluding patients with missing or 

incomplete data for the assessment of sexual function and care needs, 155 (75.6%) questionnaires 

were eligible for analysis. Table 1 shows the characteristics of the cross-sectional survey respondents. 

Participants had a mean age of 61.7 years (SD 8.2) and 69% were male. The prevalence of sexual 

dysfunction was 68% and 69% in men and women. Clinical depression was significantly more 

prevalent among patients with sexual dysfunction than without. 

This cross-sectional survey revealed that 63% of men and 35% of women were aware of the 

association between DM and sexual dysfunction. Among patients with sexual dysfunction, 48% of men 

had ever needed help compared to 15% of women. Furthermore, respectively 41% and 9% of these 

men and women had ever contacted a care provider for sexual problems. Most men preferred to 

consult the general practitioner (GP) (34%) or internist (29%); too few women completed this question 

(see also Table 2). 

 

Semi-structured interviews 

Sample 

The results are based on interviews with 14 men and 11 women (one interview with a man was lost 

due to technical problems). The characteristics of the interviewed participants are shown in Table 3. 

Five main themes that were considered relevant to the needs and preferences for care concerning 

sexual problems were identified.  

 

Theme 1: experiences with sexual problems 

All interviewed patients were familiar with the problems listed in the case; they all agreed that they had  

sexual problems to some degree. Patients reported that diabetes, and diabetes in combination with 

sexual dysfunction, had a serious impact on their life and relationships. Some patients’ partners were 



 

dissatisfied about their sexual life and did not show understanding for the sexual problems of their 

partners. Conversely, some patients felt guilty towards their partner for having sexual problems.  

Sexual problems were seen by some as a big issue: Patients experienced discomfort during 

sexual activity, a deterioration of their confidence, and helplessness with their problems. Other 

patients considered other problems of greater importance, or they had accepted their sexual problems, 

and were therefore not hindered by them:  

 

“I was in a relationship and that sort of ended, also because I had diabetes, frequently dry [vagina], no 

desire for intimacy, nothing.” (R20, woman) 

 

“I have the feeling that she [wife] also has difficulties with it and then I feel a little guilty.” (R23, man) 

 

Theme 2: experiences and needs in care 

Some patients had sought help for their sexual problems, but they were all dissatisfied with the offered 

care. Some care providers took the question of the patient for granted and provided no further help. 

Other care providers seemed not able to talk about it or were lacking knowledge. A few patients were 

referred to a cardiologist or sexologist, but these specialists only provided them with medical solutions 

(phosphodiesterase-5 inhibitors) that often did not help or were difficult to use. Psychological help was 

lacking, even though patients had an urgent need for it. 

 

“I wanted to discuss it with my GP because I was having difficulties. The GP said: that is just the way it 

is. And then I thought: that’s not why I visited.” (R8, woman) 

 

“I went to the doctor, who gave me two pills…no effect, never talked about it again.” (R17, man) 

 

Theme 3: knowledge of possible causes of sexual dysfunction in diabetes 

Many patients were unaware that type 2 DM could cause sexual problems. Almost none of the 

patients had been informed by a care provider about this association. As a result, personal causes 

were reported, such as ageing, mental problems, or their relationship. Patients mentioned that if they 



 

had been informed, that would enable them to start a discussion with their care provider more easily 

because it would take away their feeling that a sexual dysfunction is an unusual problem.  

 

“I sort of attributed it to that [personal circumstances]. Later, I heard through the grapevine that 

diabetes could also be a cause.” (R25, woman) 

 

‘If only they had told me: you could experience problems in the future…then I would have immediately 

said: yes, I have those too.’ (R6, man) 

 

Theme 4: experiences with discussing sexual problems 

The discussion of sexual problems can be divided into three subthemes: 

 

Barriers to discuss sexual problems All patients encountered difficulties discussing sexual problems 

with their care provider. Patients did not know whether the care provider was approachable for these 

problems and some patients were embarrassed to talk about their sexual problems in care. While 

discussing, they had the impression that care providers were embarrassed, not capable, insecure, or 

did not want to be burdened with such a discussion.  

 

“I wouldn’t dare […] I feel embarrassed about it.” (R17, man) 

 

“I think that they [care providers] think: I don’t want to be burdened with their problems.” (R19, man) 

 

Needs to discuss sexual problems Both men and women mentioned a need to discuss their sexual 

problems since they have many questions on the topic and missed information on diabetes and 

sexuality from their diabetes care provider. Their need was mainly based on their view that sex is an 

important part of their relationship. The need also existed among their partners, and seemed 

subordinated to age, but dependent on having a partner or not.   

Some thought that an overload of information on diabetes complications is already provided in 

care, and when sexual dysfunction would be added to this it might lead to anxiety or the information 

would just not get through. Others thought that paying more attention to it would reduce patients’ 



 

difficulties to discuss it with care providers. More attention could, for example, be paid by means of 

brochures or websites.  

Patients highlighted that they would have no problem answering the care provider’s questions 

about sexual problems. Moreover, they felt that if the care provider would bring up this topic, it might 

lower the threshold for discussion. It would help if the care provider has an open attitude about 

sexuality. Patients expected the care provider to provide understanding of their problems and support 

in coping with the effects of the problems.  

Some patients would like to involve their partner in the discussion, or would like to involve 

them at a later stage. Finally, all patients had the view that discussion of sexual problems is only 

helpful if there are possible solutions to cope with the problems.  

 

“I do have a need for explanation, since things sneak up in your life without noticing, that you think to 

yourself: how is that possible?” (R18, woman) 

 

“I do miss it, I wouldn’t start to talk about it myself, but if they [care providers] would mention it, yes 

then I would start talking.” (R17, man) 

 

Preferences for type of care provider to discuss sexual problems with Some patients preferred their 

GP to discuss sexual problems with, because they had more intense contact with the GP than with 

other care providers. However, GPs were often thought to lack time for such a discussion. Other 

patients preferred the diabetes nurse, since she is responsible for diabetes care, but some patients 

doubted the knowledge of diabetes nurses on sexuality. A few listed more specialized care providers, 

such as a psychologist or sexologist. The care provider’s age and gender were not important to most 

patients. The most important and decisive issue in the preference for a care provider was the 

existence of a close care provider-patient relationship.  

 

“You talk more easily to your GP, because you know him well if you already went through a pleasant 

process and trust has been build.” (R2, man) 

 



 

“I don’t care [to talk about it], another might, but I mean, in a situation like this, it would be very 

possible to have a conversation about it. Then I don’t mind whether it [care provider] is a man or 

woman.” (R1, man) 

 

Theme 5: preferences and ideas for improving care for sexual problems 

Five main ideas were frequently expressed for improving diabetes care for sexual problems. First, care 

providers should pay more attention to the possibility that sexual problems may arise as a result of 

type 2 DM. A second suggestion was to provide information on sexual problems when information on 

other complications is provided, in order to make it a ‘normal’ part of overall diabetes care. Third, care 

providers should ask patients directly and openly whether they would like to discuss this issue. 

However, some participants also suggested that the discussion of sexual problems would only be 

helpful if a possible solution is available. Finally, to lower the threshold for discussing sexual problems, 

it should be integrated in standard diabetes care, instead of in a separate consultation as part of extra 

care.  

 

“I think, the more normal you act about it, the more normal people will react to it.” (R6, man) 

 

“You could just ask how is it going with your sexuality? Do you have any questions about it or are you 

bothered by the notorious complication of a dry vagina?” (R22, woman) 

 

DISCUSSION 

A cross-sectional survey and semi-structured interviews were used to explore the needs and 

preferences for care concerning sexual problems in both men and women with type 2 DM. Results 

from the interview study were comparable with findings from the survey.  

Remarkably, many patients were unaware of the association between DM and sexual 

problems. Most patients had never been told that diabetes might be associated with sexual 

dysfunction. As a consequence, patients seemed to have attributed other factors as possible causes 

to their sexual problems. These findings corroborate previous qualitative research among type 2 DM 

women (10; 11) and further confirms that sexual problems appear to be frequently neglected in 

diabetes care (7).  



 

Many interviewed men and women wanted help and some had sought help previously. The 

survey revealed a somewhat different pattern: men more frequently needed help (48%) and sought 

help (41%) than women (15% and 9%). The latter is in line with findings from Lindau et al. (2010) who 

reported that more men (47%) than women (19%) had discussed sexual problems with their physician 

(9). Patient’s help-seeking behavior has been suggested to reflect awareness of available treatment 

options (6; 24). Since more men have sought help for ED with the introduction of sildenafil (25), men 

might be more aware of possible treatment options than women. However, we only surveyed a small 

group of women and more research is needed to explore possible gender differences. 

Given that the majority of patients had some sexual dysfunction, but only a subsample needed 

help and had sought for help, suggests that patients might experience barriers to discuss their 

problems with a care provider. In the interviews, multiple personal (e.g. feelings of embarrassment) 

and care provider barriers (e.g. unaware whether the care provider is approachable for sexual 

problems) were reported. These barriers are similar to those previously reported in health care (6; 12; 

15; 16). Together, a low awareness of treatment options and a high threshold to seek help might 

impede help-seeking behavior among type 2 DM patients.  

In the interviews, various suggestions were made to lower the threshold for discussing sexual 

problems in diabetes care. In general, diabetes care professionals should pay more attention to these 

problems and improve the provision of information on type 2 DM and sexual problems. A care 

provider-initiated discussion would further reduce difficulties, which was also found by Jiann et al. 

(2009), where the majority of men with type 2 DM wanted their doctor to initiate this discussion (6). 

Furthermore, a close care provider-patient relationship was most important to our patients, whereas 

the medical specialty of the care provider was less important: patients listed the GP or other care 

providers. Previous studies also found that the GP, gynecologist, or sexologist were considered to be 

the most appropriate care providers (8; 11; 12; 26), since patients were satisfied about their 

relationship and past consultations (12).  

Patients’ main recommendation was to integrate care for sexual problems in standard 

diabetes care. However, since suggestions for improving diabetes care were obtained from  25 

qualitative interviews only, more research is needed before strong recommendations for clinical 

practice can be made. In addition, future research should look into the possibility of integrating care for 

sexual problems as part of standard diabetes care. 



 

A limitation of our study is that patients who were open to discuss sexuality were more likely to 

participate, which may have introduced selection bias. Given the number of returned and completed 

questionnaires, the present study population is probably not representative of the broader type 2 DM 

population. We previously speculated that our low response rate may be due to our recruitment 

approach (27), and we will try to improve this in future research by taking a more personalized 

approach, since a physician-based recruitment seems to yield a higher response (28). Furthermore, 

more men than women were willing to participate in an interview, but since the results for both men 

and women were contented as no new topics arose, it will not have influenced our conclusions 

substantially.  

In conclusion, it was found that many type 2 DM patients were unaware of the association 

between type 2 DM and sexual dysfunction. Even though patients experienced barriers when 

discussing sexual problems, they still reported a need to discuss their problems with a care provider. 

Patients recommended paying more attention to, improving information on, and incorporating care for 

sexual problems in standard diabetes care. A close care provider-patient relationship was the most 

preferred care provider feature, whereas age, gender, and specialty were less important. 

 

 

  



 

Table 1. Characteristics of the participants from the cross-sectional survey 
 

 
Male sexual 
dysfunction 

Female sexual 
dysfunction 

 Yes No Yes No 

 (N=73) (N=34) (N=33) (N=15) 

     

Age (mean, SD) 62.6 (7.5)* 58.2 (8.7) 65.1 (7.2)* 57.9 (8.7) 

Partner     

 Yes 63 (86) 31 (91) 30 (91) 14 (93) 

 No 9 (12) 3 (9) 3 (9) 1 (7) 

 Unknown 1 (1) 0 (0) 0 (0) 0 (0) 

Educational level     

 Primary 35 (48) 10 (29) 26 (79) 10 (67) 

 Secondary 20 (27) 13 (38) 4 (12) 4 (27) 

 College/ University 16 (22) 11 (32) 3 (9) 1 (7) 

 Unknown 2 (3) 0 (0) 0 (0) 0 (0) 

Diabetes duration     

 0-1 years 15 (21) 7 (21) 6 (18) 4 (27) 

 2-5 years 19 (26) 6 (18) 9 (27) 3 (20) 

 6-10 years 14 (19) 10 (29) 9 (27) 4 (27) 

 ≥ 11 years 25 (34) 10 (29) 9 (27) 4 (27) 

 Unknown 0 (0) 1 (3) 0 (0) 0 (0) 

Insulin usage 40 (55) 17 (50) 19 (58) 6 (40) 

HbA1c     

 <7.0% 29 (40) 9 (27) 14 (42) 7 (47) 

 ≥7.0% 41 (56) 20 (61) 17 (52) 7 (47) 

 Unknown 3 (4) 5 (15) 2 (6) 1 (7) 

Presence of ≥1 diabetes complications 35 (48) 9 (26) 24 (73)* 6 (40) 

Presence of ≥1 comorbidities 35 (48) 10 (29) 20 (61) 8 (53) 

Clinical depression (yes) 23 (32)* 3 (9) 14 (45)** 1 (7) 

 CES-D total score (mean, SD) 11.7 (7.3)* 8.3 (6.4) 14.9 (8.7)** 7.6 (6.4) 

IIEF Erectile Function score (mean, SD) 10.8 (7.3)** 28.6 (1.3) - - 

FSFI total score (mean, SD) - - 14.1 (8.8)** 31.0 (2.6) 

     

Abbreviations: CES-D: Center for Epidemiologic Studies Depression Scale; FSFI: Female Sexual Function Index; HbA1c: 
hemoglobin A1c; IIEF: International Index of Erectile Function; SD: standard deviation. Note: Data are presented as mean 
(standard deviation) or as N (%). Two-sided t-tests and chi-square tests were used to test for significant differences. Clinical 
depression is based on the Center for Epidemiologic Studies Depression Scale (CES-D) cut-off score ≥16 = yes; <16 = no. 
Female sexual dysfunction was based on the Female Sexual Function Index (FSFI) total score with a cut-off score of 26.55. 
Male sexual dysfunction was based on the Erectile Function domains core of the International Index of Erectile Function (IIEF) 
with a cut-off score of 25. * P < 0.05. ** P < 0.01.  



 

Table 2. Results from the cross-sectional survey 
 

 Male sexual dysfunction Female sexual dysfunction 

 Yes No Yes No 

 (N=73) (N=34) (N=33) (N=15) 

     

Aware of the association between type 2 DM and sexual dysfunction (% yes) 45 (62) 22 (65) 9 (27) 8 (53) 

If yes, information on relationship was provided by      

 Caregiver 21 (47) 9 (41) 1 (11) 1 (13) 

 Information leaflets 12 (27) 8 (36) 6 (67) 5 (63) 

 Other DM patients 3 (7) 1 (5) 0 (0) 2 (25) 

 Internet 2 (4) 2 (9) 0 (0) 0 (0) 

 Already familiar with relationship 1 (2) 0 (0) 1 (11) 0 (0) 

 Unknown 6 (13) 2 (9) 1 (11) 0 (0) 

     

Ever needed help for sexual problems     

 Never 37 (51) 31 (91) 28 (85) 14 (93) 

 Sometimes 32 (44) 3 (9) 4 (12) 1 (7) 

 Often 3 (4) 0 (0) 1 (3) 0 (0) 

 Unknown 1 (1) 0 (0) 0 (0) 0 (0) 

If yes, preferred form of care was*      

 Emotional care  6 (17) 0 (0) 1 (20) 0 (0) 

 Medical care  25 (71) 1 (33) 1 (20) 0 (0) 

 Information  16 (46) 3 (100) 4 (80) 1 (100) 

     

Ever contacted a caregiver for sexual problems (% yes) 30 (41) 3 (9) 3 (9) 0 (0) 

If yes, type of caregiver contacted was*     

 GP 22 (73) 3 (100) 1 (33) - 

 Internist  6 (20) 0 (0) 1 (33) - 

 Diabetes nurse  5 (17) 0 (0) 0 (0) - 

 Other  4 (13) 0 (0) 1 (33) - 

If yes, initiative for this contact was taken by     

 Patient  25 (83) 3 (100) 3 (100) - 

 Caregiver 3 (10) 0 (0) 0 (0) - 

 Unknown 2 (7) 0 (0) 0 (0) - 

If yes, satisfaction level on contact was     



 

 Satisfied 16 (53) 2 (67) 3 (100) - 

 Neutral  5 (17) 0 (0) 0 (0) - 

 Dissatisfied 8 (27) 1 (33) 0 (0) - 

 Unknown 1 (3) 0 (0) 0 (0) - 

     

Type of caregiver that would have been preferred for discussing sexual problems with*     

 GP  25 (34) 6 (18) 1 (3) 4 (27) 

 Internist  21 (29) 3 (9) 1 (3) 1 (7) 

 Diabetes nurse  7 (10) 1 (3) 0 (0) 0 (0) 

 GP’s practice nurse  2 (3) 0 (0) 1 (3) 0 (0) 

 GP’s practice assistant 2 (3) 0 (0) 1 (3) 0 (0) 

 I did not need care for sexual problems  28 (38) 22 (65) 23 (70) 10 (67) 
 
Abbreviations: DM: diabetes mellitus; GP: general practitioner; SD: standard deviation. Note: Data are presented as N (%). * Multiple answers possible 

  



 

Table 3. Characteristics of the interviewed patients 
 

 Men Women 

 (N=15*) (N=11*) 

   

Age (mean, SD) 62.9 (5.4) 61.9 (7.2) 

Partner   

 Yes 14 (93) 6 (55) 

 No 1 (7) 2 (18) 

 Unknown 0 (0) 3 (27) 

Educational level   

 Primary 8 (53) 6 (55) 

 Secondary 4 (27) 0 (0) 

 College/ university 3 (20) 2 (18) 

 Unknown 0 (0) 3 (27) 

Diabetes duration   

 0-1 years 4 (27) 0 (0) 

 2-5 years 7 (47) 5 (45) 

 6-10 years 2 (13) 4 (36) 

 ≥11 years 2 (13) 0 (0) 

 Unknown 0 (0) 2 (18) 

Insulin usage  6 (40) 3 (27) 

HbA1c   

 <7.0% 4 (27) 4 (36) 

 ≥7.0% 10 (67) 4 (36) 

 Unknown 1 (7) 3 (27) 

Presence of ≥1 diabetes complications 7 (47) 6 (55) 

Presence of ≥1 comorbidities 8 (53) 9 (82) 

Clinical depression     

 Yes 5 (33) 4 (36) 

 No 10 (67) 5 (45) 

 Unknown 0 (0) 2 (18) 

CES-D total score (mean, SD) 12.4 (9.5) 19.7 (11.6) 

Sexual dysfunction   

 Yes  12 (80) 4 (36) 

 No 2 (13) 1 (9) 

 Unknown 1 (7) 6 (55) 

IIEF Erectile Function score  (mean, SD) 13.6 (9.7) - 

FSFI total score (mean, SD) - 12.6 (11.3) 
Abbreviations: CES-D: Center for Epidemiologic Studies Depression Scale; FSFI: Female Sexual Function Index; HbA1c: 
hemoglobin A1c; IIEF: International Index of Erectile Function; SD: standard deviation. Note: Data are presented as mean 
(standard deviation) or as N (%). Clinical depression is based on the Center for Epidemiologic Studies Depression Scale (CES-
D) cut-off score ≥16 = yes; <16 = no. Female sexual dysfunction was based on the Female Sexual Function Index (FSFI) total 
score with a cut-off score of 26.55. Male sexual dysfunction was based on the Erectile Function domains core of the 
International Index of Erectile Function (IIEF) with a cut-off score of 25. * One of the interviews with a man was lost due to 
technical problems, but given the anonymous character of the study, the missing interview could not be matched with the 
specific patient and we therefore show the characteristics of all 15 men. Two interviewed women did not complete the survey, 
their characteristics are therefore unknown for each variable. 
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