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ABSTRACT 

Aims: The identification and discussion of sexual care needs in people with type 2 diabetes mellitus 

(T2DM) in primary care is currently insufficient. The objective of this study was to determine the 

prevalence of sexual dissatisfaction, sexual problems and need for help by using a screening 

instrument among people with T2DM in primary care. 

Methods: Data were collected in 45 general practices in the Netherlands from January 2015 – 

February 2016. The Brief Sexual Symptom Checklist (BSSC) was used to screen among 40-75 year 

old men and women.  

Results: In total, 786 people with T2DM (66.5% men) were screened. The prevalence of sexual 

dissatisfaction was 36.6%, significantly higher among men than among women (41.1% vs. 27.8%). 

Sexually dissatisfied men most often reported erectile dysfunction (71.6%); for sexually dissatisfied 

women, low sexual desire (52.8%) and lubrication problems (45.8%) were most common. More than 

half of all dissatisfied people had a need for care (61.8%), significantly more men than women (66.8% 

vs. 47.2%).  

Conclusions: One third of people with T2DM is sexually dissatisfied and more than half of these 

people report a need for help. The BSSC could be used a tool to proactively identify sexually 

dissatisfied people in primary care. 

 

Keywords: screening, primary care, type 2 diabetes, sexual dissatisfaction, sexual dysfunction, care 

needs. 

 

  



 

INTRODUCTION 

Sexual dysfunction is common among people with type 2 diabetes mellitus (T2DM). Sexual 

dysfunction is defined as “sexual difficulties that are accompanied by marked distress or interpersonal 

difficulty” (1). According The Diagnostic and Statistical Manual of Mental Disorders (5
th
 edition: DSM-

5), most diagnoses of sexual dysfunction require the difficulty to have been present for six months on 

75% of the occasions (2). For example, erectile dysfunction (ED), which is defined as “the marked 

difficulty in obtaining and/or maintaining an erection during sexual activity” (2). Compared to people 

without diabetes, it seems that people with T2DM are twice as often affected by sexual dysfunction. In 

the general population, the prevalence of ED has been reported to increase with age: from 1-10% in 

men younger than 40 years, to 20-40% in men of 60-69 years, to 50-100% in men of 70 years and 

older (3). Among men with T2DM, a similar pattern has been observed and ED prevalence estimates 

of up to 85% have been reported (4). The prevalence of female sexual dysfunction has been 

estimated up to 85% among women with diabetes (5), compared to 40-50% in women of the general 

population, regardless of age (3). 

Sexual dysfunction does not presume sexual dissatisfaction. Sexual satisfaction seems to be 

shaped by personal sexual well-being and processes between the individual and his/her partner, and 

not merely by the absence of sexual dysfunction or conflict (6). As depicted in Figure 1,  it is 

suggested that only a subsample of people with sexual dysfunction will also be sexually dissatisfied 

about this. The prevalence of low sexual satisfaction has been estimated between 27-54% for men 

with T2DM (7-9) and between 18-49% for women with T2DM (8-11). Although these prevalence 

estimates seem to overlap for gender, the literature seems conflicted: one study did not find significant 

gender differences (9), while the study by Pedersen et al. found that significantly more men than 

women over 59 years were sexually dissatisfied (8). Moreover, it is currently unknown from the 

literature how many sexually dissatisfied men and women with T2DM would like to receive help in a 

primary care setting. 

The high prevalence of sexual dysfunction and sexual dissatisfaction in people with T2DM 

stresses the importance of discussing these issues in diabetes care. However, the identification and 

discussion of sexual problems and eventual care needs currently seems to be insufficient. For 

example, it was found that 66% of men with T2DM reported to have never been asked about sexual 

problems by their general practitioner (GP) (12). It is important that people with a need for care are 



 

identified in diabetes care. The use of a screening instrument could facilitate this, while simultaneously 

lowering the threshold for both patients and care professionals to discuss sexual issues in daily 

primary care. Based on the proposed model in Figure 1, it could be most effective to screen among 

sexually dissatisfied people, as not every person with a sexual dysfunction will be dissatisfied about 

this and hence, this person probably does not want help.  

Previous studies on sexual dissatisfaction used sexual functioning questionnaires, such as the 

International Index of Erectile Function (IIEF) and Female Sexual Function Index (FSFI), in selected 

populations of people with T2DM. This is the first study to gather data from daily practice on sexual 

dissatisfaction and need for help by using a screening instrument among people with T2DM. 

Therefore, the aim of the present study was to determine the prevalence of sexual dissatisfaction 

among people with T2DM through routine screening in primary care; and to assess the prevalence of 

sexual problems and need for help among sexually dissatisfied people with T2DM in primary care. In 

addition, we were interested whether these prevalence rates differed by gender and how they relate to 

previous studies. 

 

SUBJECTS, MATERIALS AND METHODS 

Study design 

The present study was part of a randomized controlled trial (RCT) which aimed to investigate the 

effectiveness of a sexual counseling model, PLISSIT (Permission, Limited Information, Specific 

Suggestions, Intensive Therapy), compared to usual care in men and women with T2DM in primary 

care. The design of the RCT has previously been described elsewhere (13). Data for the present study 

were collected from January 2015 until February 2016 by practice nurses from forty-five participating 

general practices. The study was approved by the Medical Ethics Committee of the VU University 

Medical Centre in Amsterdam, the Netherlands. 

To identify people eligible for participation in the RCT (13), practice nurses were instructed to 

screen every person with T2DM aged 40-75 years for sexual problems. People were approached for 

the screening during their routine three-monthly control visit with the practice nurse. Each person was 

asked whether he/she would like to complete a short screening questionnaire for scientific research. 

For all eligible people, year of birth and willingness/refusal to fill out the screening questionnaire were 

recorded by the practice nurse.  



 

 

Screening questionnaire 

A Dutch translation of the Brief Sexual Symptom Checklist for men (BSSC-M) and women (BSSC-W) 

was used to screen for dissatisfaction with sexual function. The duration of sexual dissatisfaction, the 

type of sexual problem, and need for help is also evaluated by the BSSC (see Appendices A and B). 

The BSSC is regarded suitable for screening in primary care settings (14). During our aforementioned 

RCT (13), care was only offered to people who reported to be dissatisfied about their sexual function. 

Therefore, the type of sexual problem and need for help were only screened among dissatisfied 

people. Participants were able to mark one or more sexual problems. The fourth question of the BSSC 

regarding the most bothersome problem was left out of the analyses, as it was misunderstood by most 

participants; it was either interpreted as a scale or multiple problems were indicated as ‘most 

bothersome’. 

 

Analyses 

Data were described using descriptive statistics and frequencies. Data were checked for normality. 

Age, duration of dissatisfaction, and the number of sexual problems had skewed distributions and non-

parametric tests were therefore performed: Mann-Whitney and Kruskal-Wallis tests were used for 

continuous variables; chi-square tests were used for categorical variables. To assess possible gender 

differences, data were stratified for men and women where possible. Data are expressed as median 

(interquartile range (IQR)) or %. A P-value <0.05 was considered to be statistically significant. All 

analyses were performed with IBM SPSS Statistics for Windows (Version 22.0. Armonk, NY: IBM 

Corp). 

 

RESULTS 

In total, 786 screening questionnaires were returned by the practice nurses. Approximately 26.2% 

(786/3000) of all 40-75 year old people with T2DM were screened in the included practices. Thirteen 

people (1.7%) refused to fill out the screening questionnaire; they did not significantly differ from 

responders by age and gender. The 773 participants (66.5% men) had a median age of 63.0 years 

(IQR 12.0), and men were significantly older than women. Characteristics of the participants are 

shown in Table 1. 



 

The prevalence of sexual dissatisfaction was 36.6%, and significantly higher among men 

(41.1%) than among women (27.8%). When the duration of dissatisfaction was reported (N=144), a 

median of 3.0 years (IQR 4.5) was reported and it did not significantly differ by gender. Overall, 

sexually dissatisfied people were significantly older than satisfied people (median 64.0 (IQR 12.0) vs. 

62.0 (IQR 13.0) years; Mann-Whitney P=0.018). When stratified for gender, this was also seen in men 

(median 65.5 (IQR 11.0) vs. 62 (IQR 12.5) years; Mann-Whitney P<0.001), while a reversed trend was 

observed in women: sexually dissatisfied women were younger than sexually satisfied women 

(median 59.5 (IQR 12.3) vs. 61 (IQR 13.0) years; Mann-Whitney P=0.081 ).  

Dissatisfied men most often reported ED (71.6%), low sexual desire (26.1%) and delayed or 

absent ejaculation (20.9%). A minority of men (11.8%) reported ‘other problems’, which frequently 

referred to their partner (56.5%), for example partner has a disease, partner has sexual dysfunction,  

or referred to having a disease or treatment (21.7%).  For dissatisfied women, low sexual desire 

(52.8%), lubrication problems (45.8%), and dyspareunia (27.8%) were common. One in five women 

(19.4%) reported ‘other problems’, which most often concerned partner-related problems (58.3%) such 

as partner has ED, partner has a disease. 

When asked whether participants wanted to talk about their sexual problems with a GP, a 

need for help was present in 61.8% of the sexually dissatisfied people; and this percentage was 

significantly higher among men (66.8%) than women (47.2%). Three men (1.1%) indicated they 

wanted to talk about it with another GP than their own. An increasing duration of dissatisfaction 

appeared to be associated with a decreasing need for help; an increasing number of sexual problems 

appeared to be associated with an increasing need for help (Figures 2,3). When these associations 

were stratified by gender, they were only significant in women (data not shown due to low number of 

female participants in each analysis, respectively N=35 and N=63). Age was not significantly 

associated with a need for help. 

 

DISCUSSION 

In this study, we screened men and women with T2DM for dissatisfaction with sexual function and a 

need for help in primary care. As not every sexual dysfunction leads to sexual dissatisfaction, 

screening for sexual dissatisfaction was chosen to identify people in need for help in primary care. 

Among the people with T2DM that were screened, we found that one in three people reported to be 



 

dissatisfied about their sexual function and that more than half of these people wanted help for their 

sexual problems. Men most often reported ED, low sexual desire, and delayed or absent ejaculation. 

Women most often reported low sexual desire, lubrication problems, and dyspareunia. The screening 

identified significant differences for gender, with more men than women reporting sexual 

dissatisfaction and a need for help.  

 Our prevalence estimates of sexual dissatisfaction for men (41.1%) and women (27.8%) are 

within range of previous studies in people with T2DM who estimated sexual dissatisfaction between  

27-54% for men (7-9) and 18-49% for women (8-11). Compared to these previous studies in which the  

prevalence estimates seemed to overlap for men and women, our results identified a significant 

difference for gender. When comparing our findings with earlier studies, it should be noted though that 

these studies either focused on ‘satisfaction with sexual life’ (7-9; 11) or on ‘overall sexual satisfaction’ 

(10), while we assessed ‘satisfaction with sexual function’. The latter definition has been considered to 

be an element of the broader concept of sexual satisfaction, which seems to be shaped by personal 

sexual well-being and processes between the individual and his/her partner, and not merely by the 

absence of sexual dysfunction or conflict (6). Therefore, a direct comparison between our study and 

previous studies may be not appropriate and future research should help clarify if there is a gender 

difference indeed. However, for screening purposes in primary care, dissatisfaction with sexual 

function seems an adequate approach, and if identified, sexual dissatisfaction should be further 

explored during consultation. 

Until now, it was unknown from the literature how many sexually dissatisfied people with 

T2DM would like to receive help in a primary care setting. From our screening among 40-75 year old 

people with T2DM, it appeared that 66.8% of sexually dissatisfied men and 47.2% of sexually 

dissatisfied women reported a need for help. To compare with studies in people with sexual 

dysfunction (not dissatisfaction per se), a cross-sectional survey of our group found 48% of men and 

15% of women with T2DM reported to have ever wanted help (15). A study in men and women with 

physical disabilities and chronic disease found that 14% (very) often and 53% occasionally or seldom 

had considered to consult a care professional, and that significantly more men than women wanted 

help for sexual adjustment problems and for difficulties finding a sexual partner than women (16). 

Moreover, data from the Dutch general population with sexual dysfunction suggest that 14% of men 

and women wanted help for sexual problems (17). In support of the proposed model in Figure 1, it 



 

seems that screening for care needs among dissatisfied people generally yields higher prevalence 

estimates of care needs than screening among people with sexual dysfunction only, and that these 

care needs significantly differ between men and women with T2DM.  

This study observed significant gender differences for dissatisfaction with sexual function and 

the need for help among people with T2DM. A possible explanation for this is the higher correlation 

between the objective (genital) and subjective (self-reported) sexual arousal for men (r=0.66) than for 

women (r=0.26) (18). This suggests that men may experience objective sexual dysfunction more often 

also as subjective sexual dysfunction, compared to women. Moreover, it seems that male sexual 

dissatisfaction often relates to individual health factors, such as the inability to perform, while female 

sexual dissatisfaction more often relates to partner and relationship factors, (19) which goes beyond 

the individual objective-subjective perspective. Together with more awareness about and greater 

availability of possible medical treatment options for men than for women (20), this may explain why 

men in our study more often report to be dissatisfied and in need for care than women. 

The most frequently reported types of sexual problems in our study concur with previous 

studies in people with T2DM: ED among men, and low sexual desire, lubrication problems, and 

dyspareunia among women (4; 5). Although it seemed that premature ejaculation was less prevalent 

in our study (10.4%) than in previous studies (40.2%) (21), this could be explained by the fact that we 

evaluated our prevalence estimates among sexually dissatisfied men and women only. In addition, it 

could be that the men in our study were less often sexually dissatisfied when premature ejaculation 

was experienced, as penetration and ejaculation are (presumably) still possible, in contrast to, for 

example ED. Furthermore, our results indicated that an increased duration of dissatisfaction was 

associated with a decreased need for help. McCabe et al. reported a similar observation among 

people with physical disabilities: people gave a more positive evaluation of their sexuality when the 

duration of their physical impairments increased, even though their physical conditions may actually 

have worsened over time. The authors concluded that there appears to be an adjustment period 

during which people can come to accept the new situation and overcome possible barriers, leading to 

a more positive evaluation of their sexuality (22). For our study, this could explain why the need for 

help decreases with an increasing duration of dissatisfaction. In addition, we found that an increasing 

number of sexual problems was associated with an increasing need for help, which supports the idea 



 

that a possible increase in the burden from each additional sexual problem could impede the 

adjustment process, therefore leading to a need for help.  

This is the first study that screened for sexual dissatisfaction and need for help in a large 

homogenous primary care population of people with T2DM. Because practice nurses were trained to 

perform the screening and received frequent reminders to follow the protocol during the screening, we 

believe that our screening was performed at random and selection bias will therefore be minimal. 

However, it appeared that more men than women were screened. Even though more men than 

women aged 40-75 years are affected by T2DM (23), this does not entirely explain why 66.5% of 

screened people were men. Another explanation is that some practice nurses have indicated 

afterwards that it was more easy for them to approach men, mostly because the physical association 

between T2DM and sexual functioning (for example ED in men) is more apparent in men than in 

women. A second limitation is that – due privacy constraints of our study - we were not able to collect 

additional data on the characteristics of the screened population, such as HbA1c levels, diabetes 

duration and medication use. A final limitation is that the BSSC is not validated and that we were not 

able to include BSSC question number 4 in our analyses as it was misunderstood by most 

participants. The current application of the BSSC was sufficient for our study purposes, but for the 

treatment of diabetes in primary care, one would also like to know the prevalence of sexual 

dysfunction among sexually satisfied people with T2DM, because this could be an indication of 

diabetic complications. Future use of the BSSC could therefore benefit from adaptation of these 

points, and additional collection of data such as comorbidities, medication use, and decreased genital 

sensation in men. 

Our results underline the importance of discussing sexual problems in primary care and 

advocates a proactive approach from care professionals. With the use of a short screening 

questionnaire that can easily be integrated in daily practice, sexual dissatisfaction and a need for care 

can quickly be identified. This, with the aim to improve the (frequency of the) discussion of sexual 

health in primary care, and eventually improving a person’s (sexual) well-being to a certain extent. 

Given the high prevalence estimates in both men and women, all people with T2DM should be 

screened for sexual dissatisfaction, but more attention to gender differences could be applied during 

consultation, for example by not only inquiring for dysfunction, but also paying attention to partner and 

relationship factors. 



 

 

CONCLUSIONS 

One third of people with T2DM that was screened is sexually dissatisfied and more than half of these 

people report a need for help. These prevalence estimates significantly differed between men and 

women. Screening for sexual problems and dissatisfaction is important to facilitate the conversation 

about sexual problems between the GP and the patient, and is expectedly an important first step in 

improving sexual satisfaction in people with T2DM. Screening with the BSSC could be a first step to 

proactively identify sexually dissatisfied people in practice. 

 

 
 
 
  



 

Figure 1. Proposed visualization of inverse funnel of sexual care needs [adapted and with 

permission from P. Leusink – unpublished data  2016] 

 

 

 

  



 

Figure 2. Need for help stratified for the duration of dissatisfaction. 

 

  



 

Figure 3. Need for help stratified for the number of sexual problems 

 

 

 

  



 

Table 1. Characteristics of the participants. 

 
Total 

(N=773) 
Men 

(N=514) 
Women 
(N=259) 

P-value 

Age (N=742)    <0.001 

 Median (IQR) 63.0 (IQR 12.0) 64.0 (IQR 12.0) 61.0 (IQR 12.0)  

Satisfaction with sexual function (N=773)    <0.001 

 Yes 490 (63.4%) 303 (58.9%) 187 (72.2%)  

 No  283 (36.6%) 211 (41.1%) 72 (27.8%)  

Among sexually dissatisfied men, type of sexual problem:  N=211   

 Erectile dysfunction - 151 (71.6%) -  

 Little or no desire - 55 (26.1%)   

 Delayed ejaculation and/or absent ejaculation or orgasm - 44 (20.9%) -  

 Premature ejaculation - 22 (10.4%) -  

 Curvature of the penis - 10 (4.7%) -  

 Pain  - 2 (0.9%)   

 Other - 25 (11.8%)   

 Missing  14 (6.6%)   

Among sexually dissatisfied women, type of sexual problem:   N=72  

 Little or no desire - - 38 (52.8%)  

 Lubrication - - 33 (45.8%)  

 Pain and/or cramping - - 20 (27.8%)  

 Clitoral/vaginal sensation - - 14 (19.4%)  

 Orgasmic problems - - 14 (19.4%)  

 Other - - 14 (19.4%)  

 Missing   9 (12.5%)  

Total number of sexual problems (N=260)    0.001 

 1 130 (45.9%) 112 (53.1%) 18 (25.0%)  

 2 91 (32.2%) 63 (29.9%) 28 (38.9%)  

 3 29 (10.2%) 18 (8.5%) 11 (15.3%)  

 4 7 (2.5%) 3 (1.4%) 4 (5.6%)  

 5 3 (1.1%) 1 (0.5%) 2 (2.8%)  

 Missing 23 (8.1%) 14 (6.6%) 9 (12.5%)  

Would you like to talk about it with your GP (N=283)    0.012 

 Yes 175 (61.8%) 141 (66.8%) 34 (47.2%)  

 No 89 (31.4%) 57 (27.0%) 32 (44.4%)  



 

 
Data are presented as median (interquartile range (IQR)) or N (%).

 Missing 19 (6.7%) 13 (6.2%) 6 (8.3%)  



 

Appendix A. The modified Brief Sexual Symptom Checklist for Men (BSSC-M) 

BSSC-M 
 
1.  Are you satisfied with your sexual function? (mark one) 

□ Yes  □  No 

 
If NO, please continue to question 2 
 
2. How long have you been dissatisfied with your sexual function? 
 
    ……………………………………………………………………. 
 
3. The problem(s) with your sexual function is (mark one or more) 

□ 1. Problems with little or no interest in sex 

□  2. Problem with erection 

□  3. Problem ejaculating too early during sexual activity 

□  4. Problem with taking too long, or not being able to ejaculate or have orgasm 

□  5. Problem with pain during sex 

□  6. Problem with penile curvature during erection 

□  7. Other: ……………………………………. 

 
4. Which problem is most bothersome (circle) 
 
Problem: 1 2 3 4 5 6 7 
 
5. Would you like to talk about it with your GP? 

□ Yes  □  No 

6. Would you like to talk about it with another GP? 

□ Yes  □  No 

 

 

  



 

Appendix B. The modified Brief Sexual Symptom Checklist for Women (BSSC-W) 

BSSC-W 
 
1.  Are you satisfied with your sexual function? (mark one) 

□ Yes  □  No 

 
If NO, please continue to question 2 
 
2. How long have you been dissatisfied with your sexual function? 
 
    ……………………………………………………………………. 
 
3. The problem(s) with your sexual function is (mark one or more) 

□ 1. Problems with little or no interest in sex 

□  2. Problem with decreased sensation of clitoris or vagina 

□  3. Problem with decreased vaginal lubrication (dryness) 

□  4. Problem reaching orgasm 

□  5. Problem with pain and/or cramping during sex 

□  6. Other: ……………………………………. 

 
4. Which problem is most bothersome (circle) 
 
Problem: 1 2 3 4 5 6  
 
5. Would you like to talk about it with your GP? 

□ Yes  □  No 

6. Would you like to talk about it with another GP? 

□ Yes  □  No 
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