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ABSTRACT

Introduction: The incidence and prevalence of various sexual dysfunctions in women and men are important to
understand to designate priorities for epidemiologic and clinical research.
Aim: This manuscript was designed to conduct a review of the literature to determine the incidence and
prevalence of sexual dysfunction in women and men.
Methods: Members of Committee 1 of the Fourth International Consultation on Sexual Medicine (2015)
searched and reviewed epidemiologic literature on the incidence and prevalence of sexual dysfunctions. Key older
studies and most studies published after 2009 were included in the text of this article.
Main Outcome Measures: The outcome measures were the reports in the various studies of the incidence and
prevalence of sexual dysfunction among women and men.
Results: There are more studies on incidence and prevalence for men than for women and many more studies
on prevalence than incidence for women and men. The data indicate that the most frequent sexual dysfunctions
for women are desire and arousal dysfunctions. In addition, there is a large proportion of women who experience
multiple sexual dysfunctions. For men, premature ejaculation and erectile dysfunction are the most common
sexual dysfunctions, with less comorbidity across sexual dysfunctions for men compared with women.
Conclusion: These data need to be treated with caution, because there is a high level of variability across studies
caused by methodologic differences in the instruments used to assess presence of sexual dysfunction, ages of
samples, nature of samples, methodology used to gather the data, and cultural differences. Future research needs
to use well-validated tools to gather data and ensure that the data collection strategy is clearly described.
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INTRODUCTION
There is very limited literature on the incidence of sexual
dysfunctions, particularly in women. There is a substantial body
of literature that has examined the prevalence of erectile
dysfunction (ED) and, more recently, premature ejaculation
(PE). However, there is limited literature on the prevalence of
interest and desire disorders in men and most aspects of female
sexual dysfunction (FSD). In addition to limited data on the
incidence and prevalence for many aspects of sexual dysfunction,
there are substantial problems with the interpretation of the
studies that have been conducted. It is difﬁcult to compare
ﬁndings because of the different ways sexual dysfunctions are
determined (eg, tick box, diagnostic interviews, non-validated
assessment measurements, validated assessment measurements),
the population from which the sample is drawn (eg, general
J Sex Med 2016;13:144e152
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population, clinical population presenting for treatment of sexual
dysfunction, other types of clinical populations, those who have
access to the Internet), and the age, medical history, and socioeconomic and cultural background of participants. All these
factors and many more are likely to affect incidence and prevalence rates. These issues are drawn out further as we describe the
incidence and prevalence of sexual dysfunction in women and
men in this article.

being unable to come to orgasm (10%), trouble with vaginal
dryness (9%), not ﬁnding sex pleasurable (8%), feeling anxious
about the ability to perform sexually (6%), experiencing physical
pain during intercourse (5%), and coming to orgasm too quickly
(2%). Interestingly, women in their 20s and 30s were just as
likely as older women to develop two new sexual difﬁculties in
the 12-month study period, namely lack of interest in having sex
and not ﬁnding sexual pleasurable.

Incidence is deﬁned as the number of new cases of a certain
condition during a speciﬁc period in relation to the size of the
population studied. Prevalence characterizes the proportion of a
given population that at a given time has a particular condition.

INCIDENCE OF SEXUAL DYSFUNCTIONS IN MEN

For incidence studies, a younger baseline age should be
expected to result in a population that is on average healthier
and more sexually active. Surveys conducted as home interviews
might result in a baseline population that is less healthy than a
study in which the participants have to make an effort to visit a
health center or clinic. An eligibility criterion such as involvement with a sexual partner theoretically results in a potentially
healthier baseline population. Differences in socioeconomic
status among studies also have probably played an important
role in the variance in incidence rates. These factors and biases
can work in one direction or the other, making it very difﬁcult
to compare studies in which at least one factor or bias might be
at work.

INCIDENCE OF SEXUAL DYSFUNCTION IN WOMEN
Studies on the incidence of sexual dysfunction in women are
scarce and there is a dearth of data available on this topic. The
description of methodology also is limited or questionable,
making the data difﬁcult to interpret. In a recent study from the
United Kingdom, Burri and Spector1 found that 5.8% of women
reported symptoms that constituted a diagnosis of FSD and
15.5% reported lifelong FSD. Hypoactive sexual desire was the
most prevalent recent and lifelong sexual complaint (21.4% and
17.3%, respectively). Furthermore, 11.4% reported recent
arousal, 8.7% reported lubrication, 8.8% reported orgasm,
10.4% reported satisfaction, and 6.0% reported sexual pain
problems. The generalizability of this study is limited because it
is a sample of volunteers rather than a random sample and the
response rate was 50%.
Kontula and Haavio-Mannila2 studied sexual dysfunction in
Finnish women 18 to 74 years old. In their 5-year incidence
study, they found that 45% of women reported decreased sexual
desire, with an incidence of approximately 20% in women
younger than 25 years and an incidence of 70% to 80% in
women 55 to 74 years old. A similar 5-year incidence of 40%
was found in a Swedish study from the 1990s by Fugl-Meyer.3
Results from an Australian study found that 36% of women
reported at least one new sexual difﬁculty during the previous 12
months.4 Lacking interest in having sex had the highest incidence of 26%, followed by taking too long to orgasm (11%),
J Sex Med 2016;13:144e152

There are few epidemiologic surveys addressing the incidence,
as opposed to prevalence, of sexual disorders in men and there are
large differences among existing studies. These differences can be
explained by variations in study design, populations studied, and
deﬁnitions of sexual dysfunctions. Because of these variations, it
is impossible to specify the incidence of sexual dysfunctions in
men. Most research has been conducted on ED. The most
important common theme of the studies is that the incidence of
sexual dysfunctions increases with age but that sexual concern in
men older than 60 and certainly older than 70 is generally less,
explaining the decreasing incidence of what might be called
clinically relevant ED.
An important new study of ED incidence is the Florey Adelaide Male Ageing Study, an Australian study of men 35 to 80
years old published in 2014.5 Of 179 men who were normal at
baseline, 31.7% developed ED at 5-year follow-up. Another
important study on the incidence of ED is the Olmsted County
Study in the United States.6 In this study of men 40 to 79 years
old, those who had ED at baseline showed smaller decreases in all
sexual function domains compared with men who did not have
ED at baseline. Other baseline characteristics, including education level, smoking status, and presence of diabetes, hypertension, or coronary heart disease, were not signiﬁcantly associated
with the rate of decrease in sexual function. Change in erectile
function was signiﬁcantly correlated with change in all other
sexual function domains. Correlations among changes in erectile
function, sexual drive, and ejaculatory function were consistent
across age groups. An interesting ﬁnding derived from the longitudinal results of the Massachusetts Male Aging Study
(MMAS)7 was that a submissive personality type was associated
with the subsequent development of ED. The crude incidence of
ED varies among various studies, from 4 to 66 cases per 1,000
man years.5e13 The most important conclusion that can be
drawn from these studies is that incidence is strongly associated
with age.

PREVALENCE OF WOMEN’S SEXUAL
DYSFUNCTION
There is not sufﬁcient space in this article to outline all aspects
of the studies on the prevalence of women’s sexual dysfunction.
An overview of the reasonably valid studies on the prevalence of
women’s sexual dysfunctions can be found in a report by
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McCabe et al14 on the Fourth International Consultation on
Sexual Dysfunction.
There were pronounced methodologic differences among
these studies. Seventeen used face-to-face interviews, eight used
mail questionnaires, and telephone interviews of varying length
were used in six studies. Another difﬁculty is the difference in the
age strata studied. Some studies focused only on elderly women,
whereas others covered an age range from the teens to old age.
Further, although some studies described lifelong prevalence,
others addressed the past year or even briefer periods (eg, 3
months or past month). Deﬁnitions and classiﬁcations of severity
also varied considerably, ranging from the third, fourth, and
prospectively ﬁfth editions of the Diagnostic and Statistical
Manual of Mental Disorders. Regardless of the method used, there
appears to be reasonable consensus that the prevalence of women
who report at least one manifest sexual dysfunction is in the
order of approximately 40% to 50%, irrespective of age.

Interest and Desire
Using different methods and scaling, descriptive epidemiologic
investigations found that the prevalence of low level of sexual
interest varies from 17% in 35- to 59-year-old women in the
United Kingdom15 through 33% to 35% (18e59 years old in
United States, 18e74 years old in Sweden, 20e60 years old in
Iran)16e18 and up to 55% in Australia in women 16 to 59 years
old.19 There was no age dependency to the age of approximately
60 to 65.16,17 A major difference between the United States and
Sweden in this respect was that the oldest Swedish women had
a considerably higher prevalence of low sexual desire than the
18- to 59-year-old American women but clearly a lower prevalence
among the youngest women. According to the Global Study of
Sexual Attitudes and Behaviors20 based on a sample of 27,500,
approximately half of whom were women 40 to 80 years old,
women’s lack of interest in sex varied from 17% in Northern
Europe to 34% in Southeast Asia.
Low sexual desire was reported in Puerto Rico in 41% of
40- to 59-year-old women.21 Low desire dysfunction was reported
in 39% in a large-scale investigation of American women 18 to 102
years old22 and in 35% of Finnish women 18 to 74 years old.2
Shifren et al22 found desire dysfunction to be more prevalent
in the 45- to 64-year-old cohorts. In this study, 15% to 25% of
women younger than 55 years had low desire, but the prevalence
increased to approximately 50% in women 55 to 74 years. In
comparison, lower levels of desire dysfunction of approximately
10% were reported from Sweden, France, the United States, and
Australia.23e27 Hayes et al28 found that 16% of Australian
women had manifest desire dysfunction and a Danish study29
found that 19% of women 16 to 67 years old had a desire
dysfunction.
Overall, the prevalence rates are mostly in the 40% to 50%
range among women older than 65 years in recent studies.
However, the study by Amidu et al30 from a regional study in
Ghana found that the prevalence of low sexual interest and desire
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was 61.5% but was severe in only 12% of participants. The
limitations of this study included a small sample (301 women)
and lack of information on whether the scale was translated to
the local language. Because we lack studies on sexual dysfunction
from Sub-Saharan Africa (and, actually, from the entire African
continent), further studies are needed to elucidate whether this is
just an accidental ﬁnding partly explainable by the limitations of
this study or whether the prevalence and incidence of FSD in
Sub-Saharan Africa is really higher than in some other parts of
the world.

Arousal
There are considerable differences among epidemiologic data.
Laumann et al16 and Richters et al19 determined that self-report
levels of lubrication dysfunction were present in 21% to 28% of
sexually active women. Safarinejad18 found lubrication
dysfunction in 34% of Iranian women. Öberg et al24 found that
49% of Swedish women 18 to 65 years old had mild (sporadically occurring) lubrication insufﬁciency. Some studies found
that with increasing age, in particular older than 50 years,
lubrication insufﬁciency became more prevalent,24e26 whereas
others found no age dependency in this respect.16 The Global
Study of Sexual Attitudes and Behavior20 reported the prevalence
of lubrication problems ranged from 12% in Southern Europe
and the Middle East to 28% in East and Southeast Asia.
Similar to the area of interest and desire, data from newer
studies do not present information much different from previous
studies. The only study by Lindau et al31 presenting a relatively
higher prevalence of arousal difﬁculties (ie, lubrication) of 41.9%
was conducted in patients with diagnosed and undiagnosed
diabetes. Thus, interpretation of the results of this study is
difﬁcult, because diabetes a risk factor for sexual dysfunction.

Orgasm
The prevalence of manifest orgasmic dysfunction varies
considerably in epidemiologic reports. Nevertheless, in
Australia,19 Sweden,17 the United States,16,22,31 and Canada32
the prevalence of orgasmic dysfunction seems to be approximately 16% to 25% and in Iran seems to be as high as 37%.18 In
most of these countries, age dependency was not evaluated, but
in Australia, 50- to 59-year-old women were more likely to
report orgasmic dysfunction than those 16 to 49 years old.
Orgasmic dysfunction also was higher for older women in the
Iranian and U.S. samples. A somewhat higher prevalence of
orgasmic dysfunction (30%) was reported from Finland.2 In
other studies,16,18,19,26,27,32 the prevalence of orgasmic
dysfunction was much lower (11%e16%), whereas that of mild
orgasmic dysfunction was remarkably high (approximately 60%)
in two Nordic countries, where identical methodology was used.
Thus, in these two countries, more than 80% of all sexually
active women 18 to 74 years old reported some degree of
orgasmic dysfunction. The prevalence of inability to have orgasm
in the Global Study of Sexual Attitudes and Behavior20 ranged
J Sex Med 2016;13:144e152
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from 10% in Northern Europe to 34% in Southeast Asia. A
much higher prevalence was found in a recent study conducted
in Ghana,30 with 72.4% of women experiencing orgasmic
problems, but these were severe in only 8% of participants.

Dyspareunia and Vaginismus
Most studies of these two conditions indicate that they are less
prevalent in the general population and newer studies do not
differ much from the previous ones. In total, 6% of Moroccan33
and Swedish17 women reported some degree of vaginismus,
which did not appear to be related to age. The prevalence of
dyspareunia was reported as low as 1% in Australian women34
and 2% in elderly British women,35 whereas other studies
found that dyspareunia was present in as many as 14% to 27% of
women.16,18,19,26,27,32 Several investigations described increasing
dyspareunia with increasing age.17,36 The Global Study of Sexual
Attitudes and Behavior20 reported pain during sexual intercourse
to range from 5% in Northern Europe to 22% in Southeast Asia.
There are two studies suggesting a higher prevalence of dyspareunia and vaginismus. Amidu et al30 reported the prevalence
of vaginismus to be 68.1%, but it was severe in only 6% of
participants. In a study by Ghanbarzadeh et al,36 54% of women
felt pain during intercourse.

PREVALENCE OF MEN’S SEXUAL DYSFUNCTIONS
There are many publications on the prevalence of ED and PE,
but few on the prevalence of other forms of male sexual
dysfunction. These publications report very wide ranges of
prevalence for these conditions. The reasons for the wide ranges
of prevalence are the wide ranges of deﬁnitions of sexual
dysfunction, populations studied, and study designs used in these
publications. This review is intended to give a general, although
imprecise, sense of the prevalence of sexual dysfunctions in men.

Desire and Interest
Twenty-four epidemiologically valid reports on the prevalence of
men’s interest and/or desire were identiﬁed. In different geographic
locations and patient ages, the prevalence of decreased interest or
desire was reported in the range of 15% to 25%16,17,19,20,37e39 up to
approximately 60 years of age, after which a sharp increase in
prevalence occurred.40 In general, dysfunction of sexual desire or
drive was less prevalent than dysfunction of interest. Levels of sexual
interest appeared quite stable from the late teens to approximately
60 of age, after which it decreased markedly.

Erectile Dysfunction
It is beyond the scope of this review to cover the details of the
many individual studies performed in single nations or regions
(see Fourth International Consultation on Sexual Medicine
report of Committee 1 for a more detailed summary of these
studies14). However, there are six international studies, each of
which used consistent methods and deﬁnitions within each study
J Sex Med 2016;13:144e152
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in multiple international locations. It is useful to review the
salient features of these six studies.
The study by Rosen et al41 included the United States and six
European countries. The prevalence rates were stratiﬁed for three
decades beginning with 50 through 80 years of age and were
approximately 31%, 55%, and 76%, respectively. The overall rates
were similar for all countries and Europe only. Nicolosi et al42
compared prevalence rates in Brazil, Italy, and two Asian regions
in men 40 to 70 years of age. These were not stratiﬁed by age. The
prevalence rates of 15% and 17% were similar for Brazil and Italy
and were higher in Asia, at 22.4% in Malaysia and 34% in Japan.
Rosen et al43 in a second worldwide study compared prevalence
rates in the United States, Brazil, Mexico, and ﬁve European
countries. Including all these countries, the prevalence rates for ED
were stratiﬁed by ﬁve decades and a single 6-year group of 70 to 75
years of age. Rates were in the teens for the three decades beginning
with 20 through 49 years of age. For the next two decades,
beginning at 50 to 69 years, prevalence rates of 22% and 30% were
reported, with a prevalence rate of 37% for the 6 years of 70 to 75.
The overall prevalence rate was 16% and the individual rates from
the seven countries except the United States were below this rate,
with the overall prevalence rate of ED in the United States being
22%.41 In a second study from Nicolosi et al,20 regional prevalence
rates for 40 to 80 years of age from around the world were reported.
Rates were stratiﬁed for age for all the countries and were low before
60 years of age, 15.2% for the seventh decade of life, and 22% for
older than 70 years. The regional prevalence rates were similar for all
regions and ranged from 8% to 15% except for Southeast Asia,
where the prevalence rate was almost double to 22%. In 2005,
Shabsigh et al44 reported prevalence rates for ED from a large
number of men who were not stratiﬁed by age from the United
States and ﬁve European countries. The rates for France, Italy, and
Spain were similar at 12% or 13%, whereas those for the United
Kingdom, Germany, and the United States were higher at 19%,
22%, and 25%, respectively. In the same year, Laumann et al45
reported prevalence rates in a large number of men from various
regions of the world. The rates were 13% to 14% in Northern
Europe, Southern Europe, Central and South America, and the
Middle East. In the non-European West, the rate was higher at
21% but, as reported in the studies by Nicolosi et al,20,42 the
highest prevalence rates for ED were in two regions in Asia (27% in
East Asia and 28% in Southeast Asia).
Since 2009, ﬁve new studies on the prevalence of ED that
meet Prins score criterion of at least 10 have been published.
These are two studies from Australia, one from Hong Kong, one
from the Middle East, and one from Malaysia.5,46e49 In the
Chinese study, only 30.7% of 1,566 men 65 to 92 years old in
Hong Kong were sexually active. Of the sexually active men, the
overall prevalence of ED was 88%, with 4% having mild ED,
7.4% having moderate ED, and 77% having severe ED.46 In the
study from the Middle East, which was an online study offered to
Middle Eastern Web surfers, the prevalence was 43.4% in men
18 to 39, 45.6% in men 40 to 49, and 66.7% in men 50 to 59
years old and the overall prevalence was 45.1% among the 804
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men who completed the survey.47 In the Malaysian study, the
prevalence was 2.8% for men 40 to 49, 6.0% for men 50 to 59,
18.5% for men 60 to 69, and 29.5% for men 70 to 79 years
old.48 In the 2013 Australian study of 108,477 men at least 45
years old, the overall prevalence of ED was 61%, consisting of
25% with mild ED, 19% with moderate ED, and 17% with
complete ED. Thirty-nine percent of men had no ED.49 In the
2014 Australian study from Adelaide of 810 men 35 to 80 years
old, the overall prevalence was 23.3% at baseline. Of the men
with normal erectile function at baseline, 31.7% developed ED
at 5-year follow-up but 29.0% had remission of ED at 5-year
follow-up.5
It is especially important to note that there are great variances
in the designs, methodologies, and deﬁnitions of ED in many
studies. These variances are responsible for the disparities in
prevalence in the different studies and they make comparison of
studies difﬁcult or impossible. The one consistent ﬁnding is that
all studies that were stratiﬁed by age showed increasing prevalence of ED with increasing age.
An important issue to be addressed in future research is the
validity and reliability of self-report data on ED generated in
response to a single question compared with results from the
validated, multi-item International Index for Erectile Function
(IIEF),50 which also is based on self-reports. The question of
which of the two methods is more useful and accurate for large
population studies remains controversial. A good correlation of
each criterion in population samples has been reported.51 A
single self-assessment direct question to evaluate ED was
applied to the population-based samples of the MMAS followup evaluation, in addition to the Brief Male Sexual Function
Inventory (BMSFI) and the IIEF. Prevalence was similar to that
determined on the IIEF, agreement was moderate (0.56e0.58),
and association with previously identiﬁed risk factors was
similar for each classiﬁcation. The single question correlated
well with these other measures (r ¼ 0.71 to 0.78, P <.001).
However, the incidence of subjects not classiﬁed because of
missing data was 9% on the MMAS single question, 8% on the
BMSFI, and 18% on the IIEF. Based on these data, the direct
self-assessment question might be a practical tool for population
studies, in which detailed clinical measurements of ED are
impractical.
In summary, the prevalence of ED on a worldwide basis shows
a great deal of variation. The way the information is collected,
the way the population is selected and sampled, the tools used for
the survey, and, most importantly, the way ED is deﬁned vary
greatly. To generalize from all studies, it is reasonable to estimate
that in those younger than 40 years, the prevalence is 1% to
10%. In the decade from 40 to 49, the prevalence ranges from
2% to 15%. The 50- to59-year-old group showed the greatest
range of reported prevalence rates, with an average falling between rates for men in their 40s and men in their 60s. Most
studies show rates from 20% to 40% for 60 to 69 years of age.
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Almost all reports show prevalence rates of 50% to 100% for
men in their 70s and 80s.

Ejaculation Dysfunctions
Before 2010, 22 descriptive epidemiologic investigations of
ejaculatory disturbances were located. One of the problems with
surveys regarding PE is the inconsistency of how the condition
has been deﬁned. There can be a considerable difference between
the percentage of men who ejaculate before they wish and the
percentage of men who ﬁnd this bothersome enough to seek
therapy.
The prevalence of PE varies from 8% to 30% for all age
groups, except for 55% in 50- to 59-year-old men in one U.S.
study16 and 3.7% in men 18 to 75 years old in London.52 In
more recent studies, higher prevalence rates for PE from around
the world, particularly from Asia and Latin America, have been
shown. An exception is a study from China in which the rate of
persistent PE for longer than 2 months was 8%, whereas a rate of
69% for any occurrence of ejaculatory abnormality within the
previous year was found. In a Korean study, Ahn et al53 reported
on 1,570 men 40 to 79 years of age. A prevalence rate of 24.9%
was found for not being able to control their ejaculation time.
After 2009, studies using stopwatch measurements of IELT
and/or studies using the International Society for Sexual Medicine deﬁnition of PE have been reported from several countries
in Asia.54e57 Lee et al54 used the Premature Ejaculation Diagnostic Tool (PEDT) and stopwatch measurements of IELT in
the same study population and demonstrated the correlation and
efﬁcacy of these two diagnostic tools. The overall prevalence of
self-reported PE was 19.5%. When the PEDT score was used,
11.3% and 15.6% of the 2,081 subjects were diagnosed with
deﬁnite and possible PE, respectively. The IELT of 1,035 subjects was measured with a stopwatch. Of men with PE, 3.0% had
an IELT no longer than 1 minute, 13.6% had an IELT of 1 to 2
minutes, 40.9% had an IELT of 2 to 5 minutes, and 22.7% had
an IELT of 5 to 10 minutes. The remainder had IELTs longer
than 10 minutes.
McMahon et al57 evaluated and compared the prevalence of
PE in 4,497 men in nine locations in the Asia-Paciﬁc region
including Australia and New Zealand, China, Hong Kong,
Indonesia, Malaysia, Philippines, South Korea, Taiwan, and
Thailand. McMahon et al also measured self-reported PE and
ED in the same population. They concluded that PE was more
prevalent than ED in the Asia-Paciﬁc countries surveyed.
However, only 40% of men with PEDT-diagnosed PE selfreported PE.
There is a paucity of reliable data on DE. Few investigators
have reported on the prevalence of DE.17,23,37,41,58 Rates for this
disorder vary from 1% to 10%. It is speculated that the prevalence of DE or anejaculation in elderly men, many of whom are
no longer sexually active, could be much higher.

J Sex Med 2016;13:144e152
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Orgasm
It is difﬁcult to assess the prevalence of orgasmic dysfunction
because many men cannot distinguish between ejaculation and
orgasm. In the United States, 8% of men reported that they had
been unable to achieve orgasm during the past year.16 In the
epidemiology report from the 2009 International Consultation
on Sexual Medicine, 16 of the 31 published prevalence datasets
reported orgasm problem analysis in their surveys. Most studies
reported prevalence rates in the range of 11.8% to 19.4%. The
worldwide report of Nicolosi et al20 showed a prevalence of 5%
to 8% for all areas of the world except for East and Southeast
Asia, where the prevalence was 10% to 15%. Other surveys have
reported lower rates, ranging from 1.8% to 5.6%.41,52,59e61

Dyspareunia
The prevalence of genital pain in men during intercourse has
been little studied. Nickel et al62 reported a prevalence rate of
painful ejaculation in a world survey of 16.8%. With this low
prevalence, it is hardly surprising that no age dependency of
men’s dyspareunia has been found.

SEXUAL FUNCTION IN ADOLESCENTS AND
YOUNG ADULTS
Sexual function in Canadian men 16 to 21 years old was reported in 2014.63 One hundred fourteen men completed the
IIEF and PEDT. Fifty one percent reported a sexual problem
and 50% reported signiﬁcant distress associated with the problem. Most problems occurred in relationship contexts. Based on
IIEF scores, 15.8% reported mild to moderate ED (IIEF
scores ¼ 16e25), 8.8% reported moderate ED (IIEF scores ¼
11e15), and 1.8% reported severe ED (IIEF scores  10). ED
and low desire were the most common problems and occurred in
23.7%. More years of sexual experience was associated with
better erectile function and being in a sexual relationship was
associated with better orgasm function.
In an Italian study,64 26% of 439 patients ﬁrst presenting with
a diagnosis of ED were no older than 40 years. The mean age of
these men was 32.4 years. These younger patients had a lower
rate of comorbid conditions, a lower mean body mass index, and
higher mean total testosterone, but a higher rate of PE. They
more frequently showed habits of cigarette smoking and use of
illicit drugs.
In a cross-sectional study in Brazil where a questionnaire in
public places was completed by 1,947 men 18 to 40 years (mean
age ¼ 28 years), ED prevalence was 35% (73.7% mild and
26.3% moderate to complete).65 A greater frequency of ED was
found in those participants who never had information about
sex, experienced difﬁculties in the beginning of sexual life, had
never masturbated, and had lower levels of education. ED was
not associated with reported race, sexual orientation, employment, marital status, smoking, alcoholism, obesity, sedentary life,
diabetes, hypertension, cardiovascular disease, hyperlipidemia,
J Sex Med 2016;13:144e152

depression, or anxiety in these younger men. ED caused a
negative impact in self-esteem, interpersonal relationships, work
and leisure activities, and sexual life satisfaction.
In a cross-sectional study gleaned from a larger nationwide
survey, sexual function problems were examined in 367 men who
were active duty service members in the United States (age
range ¼ 21e40 years, average age ¼ 31.43 years).66 ED was
assessed by the IIEF, sexual dysfunction by the Arizona Sexual
Experiences ScaleeMale, and quality of life by the World Health
Organization Quality of LifeeBrief. ED was present in 33.24% of
participants. Those 36 to 40 years old, unmarried, non-white, and
of lower educational attainment reported the highest rates of
sexual function problems. Military personnel with poor physical
and psychosocial health presented the greatest risk for ED. Sexual
function problems were associated with a decreased quality of life.

CONCLUSION
The studies outlined in this article describe the incidence and
prevalence of sexual dysfunctions in women and men. They
demonstrate substantial variability in their ﬁndings. This is due
to different factors: variations in the deﬁnition of sexual dysfunctions, sampling of the population, method of determining
the presence of the dysfunction, age, cultural background, and
method of data collection. However, they do demonstrate that
most sexual dysfunctions increase with age, except for PE. In
women, there is a high level of overlap among the different
dysfunctions, whereas in men, the dysfunctions are more likely
to occur with a discrete aspect of sexual functioning. Future
research needs to build on these ﬁndings and use standardized,
validated tools with clinical cutoff scores to classify dysfunction.
Where possible, it is important to determine whether multiple
dysfunctions are present, because this will inform treatment
strategies. Cultural background, age, source of the sample, and
methodology need to be described clearly. In this way, it will be
possible to use the same methodology across multiple samples,
so that a more accurate representation of the incidence and
prevalence of female and male sexual dysfunction can be
obtained.
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