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Abstract To study sexual activity, the prevalence of sex-
ual dysfunction and related help-seeking behaviours
among mature adults in Spain, a telephone survey was
conducted in Spain in 2001–2002. This was completed by
750 men and 750 women aged 40–80 years. Eighty-eight
percent of men and 66% of women had engaged in sexual
intercourse during the 12 months preceding the inter-
view. Early ejaculation (31%) and lack of sexual interest
(17%) were the most common male sexual problems. A
lack of sexual interest (36%) and an inability to reach
orgasm (28%) were the most common female sexual
problems. Approximately 80% of men and women with
a sexual problem had not sought help from a health
professional. Many men and women in Spain report
continued sexual interest and activity into middle age and
beyond. Although a number of sexual problems are
highly prevalent, few people seek medical help.
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Introduction

Interest in the sexual problems experienced by middle-
aged and older individuals has increased considerably in

recent years, due at least in part to the development of
convenient and effective oral treatments for male erectile
dysfunction (ED). Studies investigating the prevalence
of sexual problems among middle-aged and elderly
people have been conducted in a number of European
countries [5, 8, 13, 14, 17]. These have mostly investi-
gated the prevalence of the male sexual problems of ED
and early ejaculation, and their related risk factors;
however, fewer studies of female sexual dysfunction
have been conducted in Europe [4, 23]. Furthermore,
little is known about the average frequency of sexual
activity and the importance of sexual relationships
among mature men and women, although the few
studies that have examined sexuality in these age groups
have reported that sexual interest and activity persist
into middle and older age [6, 12, 19].

The published studies of the prevalence and corre-
lates of sexual problems in European populations have
used widely differing study designs and definitions,
which makes valid cross-country comparison difficult.
Moreover, there are currently no recommendations
concerning how men or women can manage or over-
come their sexual problems, and there are no studies that
allow a comparison of sexual behaviours across many
different countries.

The global study of sexual attitudes and behaviors
(GSSAB) was a population survey of 27,500 men and
women aged 40–80 years in 29 countries around the
world [16, 20, 22]. Here, we report the results from the
respondents in Spain, and compare the sexual behav-
iours, and the prevalence of sexual dysfunction and help-
seeking patterns in this country with those seen in other
Northern and Southern European regions.

Methods

Using a random-digit dialling sampling design, com-
puter-assisted telephone interviews (CATIs) were carried
out in Spain and in other Southern (France, Italy) and
Northern (Austria, Belgium, Germany, Sweden, UK)
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European countries during 2001 and 2002. The respon-
dents were randomly selected by asking for the man or
woman in the household between 40 and 80 years of age
(participants were interviewed by interviewers of the
same gender). Women and men were sampled in
approximately equal numbers.

The questionnaire requested information concerning
demographics, general health, relationships, and sexual
behaviours, beliefs and attitudes. The subjects were
asked if they had engaged in sexual intercourse during
the previous year and the presence of sexual dysfunction
was assessed by means of two sequential questions. The
respondents were first asked whether they had ever
experienced one or more of the sexual problems listed in
Table. 2 and 3 for a period of 2 months or more during
the previous year, and those who answered positively
were then asked to specify if they experienced it ‘occa-
sionally’, ‘sometimes’ or ‘frequently’.

We used logistic regression to investigate potential
factors associated with selected sexual dysfunction. In
these analyses, the presence of a sexual dysfunction was
coded only for those respondents who reported experi-
encing the problem frequently or periodically, while
those who indicated that they experienced the problem
only occasionally were recoded to indicate no sexual
dysfunction.

The subjects who reported having a sexual problem
were asked whether they had sought help or advice from
a series of sources. The listed options included: ‘Talked
to partner’, ‘Talked to a medical doctor (other than a
psychiatrist)’, ‘Looked for information anonymously (in
books/magazines or on the Internet)’, ‘Talked to family
member or friend’, ‘Taken prescription drugs/devices or
talked to pharmacist’, ‘Talked to psychiatrist or psy-
chologist or marriage counsellor’, ‘Talked to a clergy
person or religious adviser’, ‘Called a telephone help
line’, ‘Other—please specify’. More than one source
could be indicated.

The subjects with sexual problems who did not con-
sult a physician were asked why they had not done so,
and offered a list of 14 possible reasons (from which they
were to check all that applied). The reasons included
attitudes and beliefs regarding the sexual problem and
the patient–doctor relationship. All respondents (irre-
spective of whether they reported any sexual problems)
were also asked ‘During a routine office visit or con-
sultation in the past 3 years, has your physician asked
you about possible sexual difficulties without you
bringing it up first?’ (yes/no) and ‘Do you think a doctor
should routinely ask patients about their sexual
function?’ (yes/no).

The categorisation of household income as ‘low’,
‘medium’ or ‘high’ was based on the distribution of
income in each country in order to make it possible to
compare nations with different absolute mean incomes.

The prevalence of a specific characteristic was calcu-
lated by dividing the number of cases by the corre-
sponding population. The denominator for the
calculation of the prevalence of sexual problems was the
number of sexually active people (i.e. at least one
episode of intercourse during the previous year). The
prevalence estimates were age-standardised using the age
distribution of the Spanish population (by gender when
appropriate), and are given with their confidence
intervals (CI) [11].

Results

Characteristics of study population

Overall, 11,957 individuals were contacted, 5,373 of
whom were not eligible to participate. Of the 6,584
eligible individuals, 1,692 refused to participate at
introduction, while 3,392 interrupted the interview. A
total of 1,500 individuals (750 men and 750 women)
completed the survey, for a response rate of 23%.
Table 1 presents data on selected characteristics of the
study sample standardised for the age distribution of the
Spanish population. The majority of the subjects were
married or involved in an ongoing partnership (80.7%
of men and 70.8% of women) (Table 1). Almost one-
half of the men (49.5%) and 22.1% of the women were
employed. Overall, more than one-half of men (69.2%)

Table 1 Selected characteristics of the study population, Spain,
2001–2002 (percentage; age-standardised prevalences)

Men
(n=750)

Women
(n=750)

Age group (years)
40–49 29.9 27.2
50–59 24.9 25.7
60–69 23.9 25.6
70–80 21.3 21.5
Relationship status
Married or ongoing partnership 80.7 70.8
Divorced/separated without
sex partner

4.1 4.5

Widowed without sex partner 6.1 19.9
Single without sex partner 9.1 4.8
Urban residential setting 78.8 62.9
Education
Primary school or less 55.3 74.9
Secondary/high school 24.0 17.5
At least some college 20.7 7.6
Household income
Low 38.1 56.8
Medium 53.4 36.4
High 8.5 6.8
Currently employed 49.5 22.1
Religion
Christian/Jew 84.8 94.8
Atheist 0 0
Other, specified 0.1 0.4
Not specified 15.1 4.8
Good to excellent general healtha 69.2 56.3
Intercourse in the last 12 months 88.1 66.2
Intercourse more than once a week 39.9 29.9

aSelf-reported ‘good’ or ‘excellent’ general health (vs. ‘fair’ or
‘poor’)
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and women (56.3%) said they were in good or excellent
general health.

Eighty-eight percent of men and 66.2% of women said
that they hadhad sexual intercourse during the 12 months

preceding the interview,while 39.9%ofmen and 29.9%of
women engaged in sexual intercourse regularly (i.e. more
than once a week).

Table 3 Age-standardised prevalence of sexual problems in women by severity, 2001–2002 (percentage and 95% confidence intervals)

Spain Southern Europe Northern Europe

Lack of sexual interest 36.0 (32.6, 39.6) 24.1 (22.0, 26.3) 26.4 (24.7, 28.1)
Occasional 11.6 (9.4, 14.1) 6.5 (5.3, 7.8) 7.3 (6.4, 8.4)
Periodic 12.2 (10.0, 14.8) 10.4 (9.0, 12.0) 9.2 (8.1, 10.3)
Frequent 12.2 (10.0, 14.8) 7.0 (5.8,8.4) 9.9 (8.8,11.1)
Inability to reach orgasm 27.8 (24.5, 31.2) 19.0 (17.1, 21.1) 14.0 (12.7, 15.4)
Occasional 9.3 (7.2, 11.6) 5.5 (4.4, 6.7) 5.3 (4.5, 6.3)
Periodic 9.9 (7.9, 12.4) 8.9 (7.5, 10.5) 5.3 (4.4, 6.2)
Frequent 8.6 (6.6, 10.8) 4.5 (3.5, 5.7) 3.3 (2.6, 4.0)
Sex not pleasurable 25.1 (22.0, 28.4) 18.2 (16.3, 20.3) 13.3 (12.0, 14.7)
Occasional 9.4 (7.4, 11.7) 5.9 (4.7, 7.2) 5.5 (4.7, 6.5)
Periodic 9.9 (7.9, 12.3) 9.3 (7.8, 10.8) 5.2 (4.4, 6.2)
Frequent 8.6 (4.3,7.8) 2.9 (2.1,3.8) 2.4 (1.9,3.1)
Lubrication difficulties 12.5 (10.1, 15.1) 14.7 (12.9, 16.6) 14.6 (13.2, 16.0)
Occasional 3.5 (2.3, 5.1) 3.7 (2.8, 4.8) 4.4 (3.6, 5.3)
Periodic 4.3 (3.0, 6.1) 7.3 (6.1, 8.8) 5.5 (4.6, 6.5)
Frequent 4.6 (3.2, 6.4) 3.6 (2.7, 4.7) 4.6 (3.8, 5.6)
Pain during sex 10.7 (8.6, 13.1) 11.1 (9.6, 12.8) 7.2 (6.2, 8.2)
Occasional 3.4 (2.2, 5.0) 3.3 (2.4, 4.3) 2.8 (2.2, 3.5)
Periodic 3.9 (2.6, 5.6) 5.4 (4.3, 6.6) 2.8 (2.2, 3.5)
Frequent 3.4 (2.2, 5.0) 2.3 (1.6, 3.2) 1.6 (1.1, 2.1)

Note Based on reports from sexually active respondents. Percentage in the first row of each panel indicates the regional average of sexual
dysfunction, defined as an experience of dysfunction for a period of 2 months or more. The difference between the regional average and
the sum of the three levels of severity of sexual dysfunction indicates the proportion who failed to specify the level of severity. All
prevalences are adjusted according to the age distribution of the total of sexually active women in Spain. Northern Europe includes
Austria, Belgium, Germany, Sweden, and the UK. Southern Europe includes Italy, and France

Table 2 Age-standardised prevalence of sexual problems in men by severity, 2001–2002 (percentage and 95% confidence intervals)

Spain Southern Europe Northern Europe

Early ejaculation 31.2 (27.9, 34.7) 15.8 (14.1, 17.7) 18.3 (16.8, 19.8)
Occasional 11.9 (9.6, 14.4) 6.0 (4.9, 7.3) 8.8 (7.7, 9.9)
Periodic 13.9 (11.5, 16.6) 7.3 (6.1, 8.7) 6.5 (5.6, 7.5)
Frequent 5.4 (3.9, 7.3) 2.2 (1.5, 3.0) 3.0 (2.3, 3.7)
Lack of sexual interest 16.9 (14.3, 19.8) 12.4 (10.9, 14.1) 14.3 (13.0, 15.7)
Occasional 8.7 (6.8, 11.0) 5.4 (4.4, 6.6) 5.4 (4.6, 6.3)
Periodic 5.6 (4.1, 7.5) 4.7 (3.7, 5.8) 4.4 (3.7, 5.2)
Frequent 2.6 (1.5, 4.0) 2.3 (1.6, 3.1) 4.5 (3.7, 5.3)
Inability to reach orgasm 15.3 (12.8, 18.1) 11.2 (9.8, 12.9) 9.5 (8.4, 10.7)
Occasional 9.0 (7.1, 11.3) 3.6 (2.7, 4.6) 3.3 (2.6, 4.0)
Periodic 3.9 (2.6, 5.6) 5.4 (4.4, 6.6) 3.6 (2.9, 4.4)
Frequent 2.4 (1.4, 3.8) 2.0 (1.4, 2.8) 2.6 (2.0, 3.2)
Erectile difficulties 12.7 (9.8, 14.6) 13.1 (11.5, 14.8) 13.3 (12.0, 14.7)
Occasional 4.4 (3.1, 6.2) 4.7 (3.7, 5.8) 4.5 (3.7, 5.3)
Periodic 5.8 (4.2, 7.7) 5.9 (4.8, 7.1) 5.0 (4.2, 5.9)
Frequent 1.9 (1.0, 3.1) 2.4 (1.7, 3.2) 3.8 (3.1, 4.7)
Sex not pleasurable 10.5 (8.4, 12.9) 9.7 (8.3, 11.2) 7.6 (6.6, 8.6)
Occasional 5.1 (3.6, 7.0) 4.1 (3.2, 5.2) 3.0 (2.4, 3.7)
Periodic 4.0 (2.7, 5.7) 3.5 (2.7, 4.6) 2.6 (2.0, 3.2)
Frequent 1.3 (0.6, 2.5) 1.9 (1.3, 2.7) 1.9 (1.4, 2.5)
Pain during sex 3.6 (2.4, 5.2) 4.9 (3.9, 6.1) 2.9 (2.3, 3.6)
Occasional 2.0 (1.1, 3.3) 2.0 (1.4, 2.8) 1.2 (0.9, 1.7)
Periodic 1.5 (0.7, 2.6) 1.8 (1.2, 2.6) 1.2 (0.8, 1.7)
Frequent 0.1 (0.0, 0.7) 0.9 (0.5, 1.5) 0.5 (0.2, 0.8)

Note Based on reports from sexually active respondents. Percentage in the first row of each panel indicates the regional average of sexual
dysfunction, defined as an experience of dysfunction for a period of 2 months or more. The difference between the regional average and
the sum of the three levels of severity of sexual dysfunction indicates the proportion who failed to specify the level of severity. All
prevalences are adjusted according to the age distribution of the total of sexually active men in Spain. Northern Europe includes Austria,
Belgium, Germany, Sweden, and the UK. Southern Europe includes Italy, and France
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Prevalence of sexual problems

Early ejaculation was the most common male sexual
problem, and it was reported by 31.2% of the sexually
active men in Spain (19.3% of all sexually active men
said that they experienced this problem periodically or
frequently) (Table 2). Overall, the prevalence of early
ejaculation was up to twice as high among men in Spain
compared with other European regions. Lack of sexual
interest was the second most common male sexual
problem in Spain, reported by 16.9% of sexually active
men (8.2% said that they experienced this problem
periodically or frequently), followed by an inability to
reach orgasm, which was reported by 15.3% of sexually
active men (6.3% said that they experienced this prob-
lem periodically or frequently). The prevalence of these
two sexual problems was also somewhat higher among
men in Spain than in other European regions, although
the difference was not as marked as for early ejaculation.
Erectile difficulties were experienced by 12.7% of men in
Spain, indicating a prevalence similar to that reported in
other European regions. The other sexual problems
investigated (a lack of sexual pleasure and pain during
sexual intercourse) were each experienced by about 10%
or less of sexually active men and were similarly pre-
valent in Spain and other parts of Europe.

Lack of sexual interest (36.0%), inability to reach
orgasm (27.8%) and lack of pleasure in sex (25.1%)
were the most common sexual problems reported by
sexually active women in Spain (Table 3). Approxi-

mately two-thirds of the women who reported each of
these problems said that they experienced it frequently
or periodically. The prevalence of these problems
among sexually active women in Spain was substan-
tially higher than in other European regions. The
other sexual problems investigated, lubrication diffi-
culties and pain during sexual intercourse, were expe-
rienced by 12.5 and 10.7% of sexually active women,
respectively, and were similarly prevalent in Spain and
other parts of Europe. Physical/health, demographic
and socioeconomic factors associated with three se-
lected sexual dysfunctions in men and women are
summarised in Table 4 [odds ratios (OR) from logistic
regression]. Increasing age was a significant correlate
of erectile difficulties in men (OR was 3.02 at age 50–
59 years and 3.50 at 60–80 years, compared with the
referent of 40–49 years), while in women the only
significant effect of age was that the age range of 50–
59 years (the age at which many women experience the
menopause) was associated with an inability to reach
orgasm (OR 1.85 compared with the referent of 40–
49 years). In men, the diagnosis of a number of
common health conditions—depression, hypertension
and diabetes—was also associated with erectile diffi-
culties, and depression was also a significant correlate
of lack of sexual interest. Interestingly, a higher level
of education was negatively associated with the most
common male sexual problem, early ejaculation.
Among women, the only other significant correlates
were a diagnosis of depression with lack of sexual

Table 4 Factors associated with sexual dysfunctions by gender, Spain, 2001–2002

Men Women

Early
ejaculation

Lack of sexual
interest

Erectile
difficulties

Inability to
reach orgasm

Lack of sexual
interest

Lubrication
difficulties

Age (years)
40–49 Referent Referent Referent Referent Referent Referent
50–59 1.33(0.77, 2.30) 1.31(0.58, 2.96) 3.02(1.01, 9.15)* 1.85(1.02, 3.36)* 1.58(0.94, 2.68) 1.61(0.69,3.78)
60–80 1.06(0.62, 1.80) 1.00(0.45, 2.24) 3.50(1.22, 10.11)* 0.82(0.44, 1.55) 0.83(0.48, 1.45) 0.90(0.37, 2.19)
Level of physical activity
Average and above Referent Referent Referent Referent Referent Referent
Lower than average 1.48(0.83, 2.62) 1.64(0.78, 3.47) 2.46(1.14, 5.31)* 1.39(0.72, 2.71) 0.73(0.36, 1.48) 0.75(0.25, 2.21)
Smoking
Never Referent Referent Referent Referent Referent Referent
Currently + smoked
before

0.88(0.54, 1.45) 0.73(0.36, 1.50) 0.79(0.37, 1.68) 1.10(0.64, 1.89) 1.04(0.64, 1.69) 0.93(0.42, 2.06)

Education
Primary school or less Referent Referent Referent Referent Referent Referent
Secondary/some college 0.62(0.40, 0.98)* 1.31(0.68, 2.51) 0.93(0.46, 1.90) 0.78(0.44, 1.37) 0.65(0.39, 1.07) 0.58(0.25, 1.38)
Household income

Referent Referent Referent Referent Referent Referent
Medium and high 0.90(0.58, 1.40) 0.60(0.31, 1.16) 0.65(0.33, 1.30) 0.67(0.42, 1.07) 1.05(0.69, 1.59) 0.71(0.37, 1.38)
Medical conditions
Depression diagnosed 1.15(0.65, 2.03) 2.01(1.01, 4.05)* 2.83(1.42, 5.66)** 1.52(0.99, 2.31) 1.61(1.09, 2.37)* 1.37(0.75, 2.48)
Hypertension diagnosed 1.01(0.64, 1.59) 1.21(0.64, 2.28) 1.97(1.05, 3.68)* 1.46(0.95, 2.26) 0.88(0.58, 1.32) 0.59(0.31, 1.13)
Diabetes diagnosed 1.11(0.60, 2.03) 1.70(0.77, 3.79) 3.39(1.70, 6.76)*** 0.69(0.36, 1.30) 0.99(0.56, 1.74) 0.60(0.23, 1.62)
Heart disease 1.11(0.61, 2.02) 1.98(0.93, 4.21) 0.71(0.29, 1.72) 1.41(0.76, 2.60) 1.04(0.57, 1.92) 2.70(1.23, 5.89)*
Prostate disease 2.21(0.76, 6.43) 0.40(0.04, 3.56) 1.77(0.47, 6.75)

Note Odds ratios from logistic regression (and 95% confidence intervals). Based on reports from respondents complaining of at least one
sexual problem
*P £ 0.05; **P £ 0.01; ***P £ 0.001
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interest (OR 1.61) and heart disease with lubrication
difficulties (OR 2.70).

Help-seeking behaviour

The prevalence of selected help-seeking behaviours for
sexual problems among men and women in Spain are
summarised in Table 5 (values for respondents from
other European regions are also included to allow
comparisons). Of the Spanish respondents who were
sexually active and reported at least one sexual problem,
38.9% of men and women did not take any action (i.e.
they did not seek any help or advice). A similar pro-
portion of men (17.7%) and women (18.6%) reported
talking to a medical doctor about their sexual prob-
lem(s). This value was lower than in the rest of the
Southern European region but comparable with
Northern Europe. The majority of men (79.4%) and
women (80.2%) had not sought advice from a health
professional. Overall, patterns of help-seeking behav-
iours were similar for men and women in Spain, and
talking to their partner was the most common action
taken by both men and women (49.9 and 51.5%,
respectively).

Factors associated with seeking medical help
for sexual problems

Some of the factors that might be associated with
seeking medical help for sexual problems among men

and women in Spain were investigated using logistic
regression, and the findings (OR) are summarised in
Table 6. The effects of increasing age were quite different
for men and women. While among men, increasing age
was associated with an increasing likelihood of seeking
medical help for sexual problems (which was statistically
significant for each age group compared with the refer-
ent group aged 40–49 years), older women were less
likely to seek medical help, although this effect was
significant only for the 60–69 years age group compared
with the referent group aged 40–49 years. Certain sexual
problems were associated with a greater likelihood of
seeking medical help. Erectile difficulties in men (OR
3.01) and lubrication difficulties in women (OR 2.57)
were significant correlates of seeking medical help for
sexual problems. Men who had been asked by a doctor
about possible sexual difficulties during a routine visit in
the past 3 years were also significantly more likely to
report seeking medical help for sexual problems (OR
4.16). The effect of this factor in women was not sig-
nificant.

Attitudes and beliefs about diagnosis and treatment
of sexual problems

The most common reasons cited among the respondents
in Spain for not consulting a doctor about sexual
problems were a belief that it is a normal part of aging or
being comfortable as he/she is (53.7% of men and 61.0%
of women), not being comfortable talking to a doctor
about such problems (49.2% of men and 53.3% of

Table 5 Prevalence of selected help-seeking behaviours for sexual problems by gender, 2001–2002. (percentage and 95% confidence
intervals)

Spain Southern Europe Northern Europe

Men
Talked to partner 49.9 (44.7, 55.1) 46.1 (41.8, 50.4) 40.4 (37.4, 43.4)
Talked to medical doctor 17.7 (14.0, 22.0) 24.6 (21.0, 28.4) 18.7 (16.3, 21.2)
Looked for information anonymously (in books/magazines
or via telephone helpline/Internet)

14.7 (11.3,18.8) 12.8 (10.1,15.9) 11.7 (9.8,13.8)

Taken drugs/used devices or talked to a pharmacist 9.4 (6.6, 12.8) 10.9 (8.4, 13.8) 10.0 (8.2, 12.0)
Talked to family member/friend 8.8 (6.2, 12.2) 12.6 (9.9, 15.7) 6.3 (4.9, 7.9)
Talked to psychiatrist, psychologist or marriage counsellor 4.6 (2.7, 7.2) 5.0 (3.3, 7.2) 3.2 (2.2, 4.4)
Talked to a clergy person or religious adviser 1.1 (0.3, 2.7) 1.3 (0.5, 2.6) 0.5 (0.2, 1.1)
Sought no help from a health professional 79.4 (74.9, 83.4) 73.8 (69.8, 77.4) 80.2 (77.6, 82.6)
No action taken 38.9 (33.9, 44.0) 39.7 (35.6, 44.0) 47.3 (44.2, 50.4)
Women
Talked to partner 51.5 (46.7, 56.3) 48.5 (44.5, 52.5) 39.6 (36.7, 42.5)
Talked to medical doctor 18.6 (15.1, 22.7) 30.4 (26.8, 34.2) 19.4 (17.1, 21.8)
Looked for information anonymously (in books/magazines
or via telephone helpline/Internet)

11.2 (8.4, 14.6) 14.7 (12.0, 17.7) 14.0 (12.0, 16.2)

Taken drugs/used devices or talked to a pharmacist 11.0 (8.2, 14.3) 17.6 (14.7, 20.8) 14.1 (12.1, 16.3)
Talked to family member/friend 14.2 (11.1, 17.9) 16.6 (13.8, 19.8) 11.7 (9.8, 13.7)
Talked to psychiatrist, psychologist or marriage counselor 4.9 (3.1, 7.4) 3.6 (2.2, 5.3) 2.5 (1.7, 3.6)
Talked to a clergy person or religious adviser 3.5 (2.0, 5.7) 1.8 (0.9, 3.2) 1.0 (0.5, 1.8)
Sought no help from a health professional 80.2 (76.1, 83.9) 67.5 (63.7, 71.2) 78.0 (75.5, 80.4)
No action taken 38.9 (34.3, 43.7) 34.0 (30.3, 37.9) 44.6 (41.6, 47.5)

Note Based on reports from respondents complaining of at least one sexual problem. All prevalences are adjusted according to the age
distribution of the total of sexually active men and women in Spain. Northern Europe includes Austria, Belgium, Germany, Sweden, and
the UK. Southern Europe includes Italy, and France
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women) and thinking it is not very serious or waiting for
the problem to go away (42.7% of men and 44.1% of
women) (Table 7). These values showed some interesting
differences to those seen in other European regions.
Lack of access to or affordability of medical care and
embarrassment about discussing sexual problems with
their medical doctor were cited considerably more fre-
quently in Spain than in the rest of Europe. A lack of
perception of a sexual problem as a treatable medical
condition was somewhat less common among men and
women in Spain than in other parts of Europe. Very few
of the respondents in Spain had been asked by a doctor
about possible sexual difficulties during a routine visit in
the past 3 years (5.9% of men and 6.5% of women).
More than one-half (51.6%) of men and 39.5% of wo-
men in Spain thought that a doctor should routinely ask
patients about their sexual function. The prevalence of
this attitude was similar to that seen in other parts of
Europe.

Discussion

This is the first study to report population-level data
from middle-aged and older people in Spain concerning
sexual behaviour, the prevalence of sexual dysfunction
and associated help-seeking behaviours in a manner that
allows direct comparisons with other European regions.

A major strength of the GSSAB survey lies in its
cross-national population sample and the use of a
common method of data collection. Face-to-face inter-
views were avoided because they may embarrass people
talking about private and sensitive issues, or induce
respondents to give socially desirable answers [2]. We
considered only the sexual problems that persisted with
moderate to higher frequency as ‘dysfunction’ [21]. This
method is equivalent to using two sequential screening
tests, and thus minimises the false positive rate; it is
therefore likely that the prevalence of sexual dysfunction
is under-reported in comparison with studies that used
more sensitive (and less specific) methods.

The overall response rate in Spain (23%) was not
high, but the prevalence of self-reported health condi-
tions, such as hypertension, diabetes and smoking in the
GSSAB (data not shown here) was consistent with
published age- and gender-specific figures [9, 15, 18, 24,
25, 28]. This leads us to believe that the reason for
refusing to participate in the study was a general
unwillingness to undergo a telephone interview, and that
this is unlikely to have introduced a bias in the estimates
of the prevalence of sexual behaviours and dysfunction.
It also appears to indicate that the study population was
broadly representative of the Spanish population. This
assumption is further supported by the observation that
the prevalence of ED among Spanish men in the GSSAB
is comparable to the estimate (12.1%) determined in an

Table 6 Factors associated with seeking medical help for sexual problems by gender, Spain, 2001–2002

Men Women

Age (years)
40–49 Reference Reference
50–59 3.64(1.18, 11.24)* 0.90(0.43, 1.88)
60–69 4.48(1.44, 13.99)** 0.39(0.15, 1.00)*
70–80 6.59(2.10, 20.70)*** 0.44(0.11, 1.76)
Education
Primary school or less Reference Reference
Secondary/high school 1.91(0.83, 4.42) 1.70(0.76, 3.79)
At least some college 1.68(0.70, 4.01) 2.46(0.71, 8.59)
High/medium household income (vs low) 0.96(0.48, 1.92) 0.52(0.26, 1.05)
Sexual problems
Erectile difficulties 3.01(1.50, 6.08)**
Early ejaculation 1.15(0.58, 2.28)
Lack of sexual interest 1.67(0.83, 3.32) 1.02(0.53, 1.97)
Inability to reach orgasm 1.61(0.85, 3.04)
Lubrication difficulties 2.57(1.29, 5.10)**
General sexual attitudes
Have been asked by a doctor about possible sexual difficulties in a
routine visit in the past 3 years

4.16(1.49, 11.57)** 1.74(0.60, 5.07)

Think a doctor should routinely ask patients about sexual function 1.67(0.86, 3.24) 1.20(0.63, 2.30)
Very/somewhat dissatisfied with sexual function 2.05(0.59, 7.18) 2.15(0.78, 5.98)
Belief that decreased ability to perform sexually would
significantly affect self-esteem

1.23(0.49, 3.10) 1.71(0.65, 4.50)

Belief that sex is a extremely/very important part of overall life 1.11(0.55, 2.22) 0.74(0.37, 1.50)
Think it is OK to use medical treatment for sexual problems 2.09(0.83, 5.27) 0.85(0.40, 1.78)
Think that older people no longer want/have sex 1.18(0.54, 2.58) 0.84(0.40, 1.76)
Belief in religion guiding sex 0.99(0.45, 2.21) 0.70(0.33, 1.44)

Note Odds ratios from logistic regression (and 95% confidence intervals). Based on reports from respondents complaining of at least one
sexual problem
*P £ 0.05; **P £ 0.01; ***P £ 0.001
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earlier cross-sectional national study conducted in Spain
among 2,276 men aged 25–70 years [17].

In the GSSAB sample of mature adults in Spain, a
diagnosis of depression was found to be a significant
correlate of ED in men and lack of sexual interest in
both men and women. Furthermore, a lack of sexual
interest was considerably more common in men and
women in Spain than in other European regions. To-
gether with the conclusions of a cross-sectional primary
care study by Gabarron Hortal et al. [10], which found a
high prevalence and a high rate of underdiagnosis of
depression in Spain (Barcelona), these observations
highlight the importance of a link between depression
and sexual problems. The association is not simple,
however, and some studies conducted in other areas of
Spain have not shown a high prevalence of depression.
The ODIN study concluded that Spain (the Spanish part
of the study was conducted in Santander) has a relatively
low prevalence of depressive disorders compared with
other European countries, while a third study concluded
that the prevalence of depression in Zaragoza was sim-
ilar to that in the Liverpool (UK) [3, 7]. The possible
contribution of anti-depressant therapies, such as selec-
tive serotonin reuptake inhibitors (SSRIs), to the prev-
alence of sexual problems (sexual dysfunction is one of
the most persistent and frequent adverse effects of
SSRIs) should also be taken into account when consid-
ering any association between depression and sexual
function [1]. Despite the correlation between sexual
problems and depression, the relationship is most
probably bi-directional, i.e. sexual problems may both
follow depression and depression may be a consequence

of a sexual dysfunction. We cannot discern the causal
direction in these cross-sectional data.

Our findings indicate that feelings of awkwardness or
embarrassment may be deterring Spanish men and
women from raising the subject of their sexual problems
with their doctor. Furthermore, they show that doctors
in Spain—in common with the rest of Europe—rarely
ask patients about their sexual health during a routine
consultation, even though this would be welcomed by a
substantial proportion of men and women and would
appear to encourage medical help-seeking for sexual
problems, at least in men. This apparent reluctance—in
both doctors and patients—to begin a discussion about
sexual functioning may be due, at least in part, to
erroneous beliefs regarding sexuality that have been
documented among Spanish healthcare professionals
and primary healthcare users [26, 27].

In conclusion, our results show that in Spain, as in
other European regions, middle-aged and elderly men
and women continue to show sexual interest and activ-
ity, in spite of the high prevalence of a number of sexual
dysfunctions. Only a minority of the men and women
who experience sexual difficulties seek medical help for
these problems, often due to embarrassment or lack of
access to a physician. Appropriate educational pro-
grammes for both patients and healthcare professionals
may be required to dispel common myths and miscon-
ceptions and enable older adults to continue to enjoy a
satisfying sexual life.

Acknowledgements The global study of sexual attitudes and
behaviors was funded by Pfizer Inc. The authors acknowledge the

Table 7 Attitudes, behaviours and beliefs about diagnosis of and treatment for sexual problems by gender, 2001–2002 (percentage and
95% confidence intervals)

Spain Southern Europe Northern Europe

Men
Reasons for not consulting a doctor about the experienced sexual problema

Normal with aging/I am comfortable the way I am 53.7 (48.0, 59.4) 77.4 (72.8, 81.6) 73.7 (70.6, 76.6)
Not comfortable talking to a MD/MD is a close friend/MD is the wrong gender 49.2 (43.5, 54.9) 36.1 (31.1, 41.2) 25.0 (22.1, 28.1)
Did not think it was very serious/waiting if problem goes away 42.7 (37.1, 48.4) 64.9 (59.7, 69.8) 69.3 (66.0, 72.4)
Do not have a regular physician/doctor is expensive 36.8 (31.4, 42.5) 22.4 (18.2, 27.1) 22.5 (19.7, 25.5)
Doctor cannot do much/do not think it is a medical problem 31.3 (26.1, 36.8) 45.0 (39.8, 50.3) 40.7 (37.3, 44.1)
Doctor uneasy to talk about sex 3.9 (2.0, 6.7) 10.1 (7.2, 13.7) 9.1 (7.3, 11.3)
Have been asked by a doctor about possible sexual difficulties in a
routine visit in the past 3 yearsb

5.9 (4.3, 7.8) 7.9 (6.7, 9.3) 7.0 (6.0, 8.0)

Think a doctor should routinely ask patients about their sexual functionb 51.6 (48.0, 55.2) 47.1 (44.7, 49.5) 44.4 (42.5, 46.3)
Women
Reasons for not consulting a doctor about the experienced sexual problema

Normal with aging/I am comfortable the way I am 61.0 (55.7, 66.2) 78.3 (73.9, 82.4) 68.2 (65.1, 71.3)
Not comfortable talking to a MD/MD is a close friend/MD is the wrong gender 53.3 (47.9, 58.6) 39.9 (35.0, 45.0) 25.0 (22.2, 28.0)
Did not think it was very serious/waiting if problem goes away 44.1 (38.8, 49.5) 68.6 (63.7, 73.2) 63.9 (60.6, 67.0)
Do not have a regular physician/doctor is expensive 40.4 (35.2, 45.8) 24.5 (20.3, 29.1) 21.8 (19.1, 24.6)
Doctor cannot do much/do not think it is a medical problem 26.1 (21.5, 31.0) 47.4 (42.3, 52.5) 40.8 (37.6, 44.1)
Doctor uneasy to talk about sex 8.9 (6.1, 12.4) 9.9 (7.1, 13.4) 7.4 (5.7, 9.3)
Have been asked by a doctor about possible sexual difficulties in a
routine visit in the past 3 yearsb

6.5 (4.9, 8.5) 6.0 (5.0, 7.3) 8.4 (7.4, 9.5)

Think a doctor should routinely ask patients about their sexual functionb 39.5 (35.9, 43.1) 39.9 (37.6, 42.2) 36.0 (34.2, 37.8)

aBased on reports from respondents complaining of at least one sexual problem who have not consulted a doctor
bBased on all respondents. All prevalences are adjusted according to the age distribution of the total of sexually active men and women in
Spain. Northern Europe includes Austria, Belgium, Germany, Sweden, and the UK. Southern Europe includes Italy, and France
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