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Sexual problems in Tehran: Prevalence 
and associated factors
Safoora Mohammadian, Behrouz Dolatshahi

Abstract:
INTRODUCTION: Sexual dysfunctions are considered as the most prevalent problems in the general 
population and their prevalence is so dispersed depending on different cultures and living conditions. 
This research investigates the prevalence of sexual dysfunctions and their relevant factors in Tehran.
MATERIALS AND METHODS: In this cross-sectional questionnaire-based study, 1129 women and 
men referring to health centers in 22 Districts of Tehran were selected using quota, stratified and 
cluster sampling. Demographic questionnaire, female sexual function index (FSFI), and Brief Sexual 
Function Inventory (BSFI) were used to collecting data.
DATA ANALYSIS: The data were analyzed using descriptive methods, and the findings were 
compared using the Chi‑square, analysis of variance, and independent t‑tests.
RESULTS: Totally 561 women and 568 men with the average ages of 33/06 and 34/98 participated 
in this study. In general, 77/6% of women and 35/6% of men complained about sexual problems. 
The most prevalent problems in women were sexual desire dysfunction  (45/3%) and arousal 
dysfunction (38/85%), and the most prevalent problems in men were erection dysfunction (40/4%) 
and then ejaculation dysfunction (32/5%). Prevalence rates of dysfunctions of orgasm, dyspareunia, 
and vaginal dryness were, respectively, 9/2%, 9/0%, and 7/0%, and prevalence of sexual drive 
dysfunction in men was 10/6%.
CONCLUSION: The prevalence of sexual problems in Iranian women is so much higher than the 
global findings, and in men, this rate is somewhat higher than global prevalence. This difference can 
be due to the culture and the chosen silence about sexuality and specially women’s sexuality in the 
Iranian culture that requires extra attention to this area.
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Introduction

Sexual problems and dysfunctions are 
among the most common problems in 

the general population, and population 
studies show that  >40% of women and 
30% of men report some form of sexual 
problems.[1‑6] It is estimated that between 
25% and 64% of women and 10%–25% of 
men in Iran suffer from these problems.[7]

In a general perspective, sexual performance 
is the result of complex interaction of 
neuromuscular and hormonal agents 
affected by biological characteristics, 

interpersonal relationships, and cultural, 
traditional, and social properties.[8] Normal 
sexual performance is about sexual activity 
passing through the sexual stages from 
arousal to resolution without any problem 
and accompanied by the feelings of joy, 
fulfillment, and satisfaction.[9] Psychological 
and physiological changes in the human 
sexual response cycle cause sexual 
problems and dysfunction.[10] The term 
“sexual problems” refers to more general 
phenomena about low sexual performance 
cases, in which no specific symptom of 
personal distress is observed. The term 
“sexual disorder” refers to the cases, in 
which personal distress and low sexual 
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performance are observed.[11] Both sexual problems 
and dysfunctions affect well‑being, mental health, 
quality of life, and overall life satisfaction.[12,13] Sexual 
dysfunction is a term describing a clinical diagnosis by 
using the Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition.[14] Moreover, for all sexual 
dysfunctions in DSM-5, diagnosis criteria should exist 
at least for 6 months in 75%–100% of cases.[10] Evaluation 
of individuals by using questionnaires, especially the 
questionnaires investigating sexual performance over the 
past 1 month can only determine sexual problems. Some 
studies have suggested that using the term dysfunction 
for referring to findings of questionnaires should be 
avoided; what is questioned in most epidemiologic 
studies mainly determines sexual problems rather than 
indicating the prevalence of sexual dysfunctions.[11] 
However, there is no general agreement about this claim.

Prevalence refers to the ratio of the population having 
a specific condition at a specific time.[15] Over the past 
two decades, investigations of sexual life epidemiology 
in the adult population have had a sudden increase. 
Nevertheless, only a few of these studies have been 
concentrated on a wider range of sexual problems and 
both genders.[16] Furthermore, married and single people 
have not been investigated separately and less specific 
attention has been paid to married people.

Based on the WHO  (2006) report on the definition of 
sexual health, few epidemiological studies have been 
published in developing countries in this subject,[17] and 
since then, the growth of these studies in these countries 
has been less than that conducted in the United States and 
Europe. The prevalence of sexual problems is different 
from country to country concerning culture, race, and 
health variables. Health planners, who intend to reduce 
the risk of harmful sexual behavior, should be aware of 
the cultural structure of their area and the prevalence 
and epidemiology of sexual dysfunctions and problems.

In a country like Iran, talking and conducting research 
about sexual issues and problems encounter several 
problems, and people pay substantial expenses for this 
selected silence. Evaluating sexual dysfunction and 
research on the general health and well‑being crisis 
related to sexual health is an important and noteworthy 
issue. Epidemiological data provide information that 
can be effective in planning services and preventive 
measures and identifying vulnerable groups, postulating 
hypotheses about underlying factors, and providing 
information that challenges existing knowledge 
regarding sexual behavior and dysfunction.[18] However, 
this criticism is true for epidemiological studies that they 
focus more on services planning and try to medicalize 
the problem and promote pharmaceutical marketing and 
advertising services.[18]

In the world, the epidemiological studies on male sexual 
disorders are minimal, but information on women’s sexual 
disorders is even less.[1] In Iran, however, most studies 
have been conducted on women, and the studies on men 
are minimal.[19] This issue can indicate that stating sexual 
problems for Iranian men is stressful, and according to a 
mythical false belief: a man without sexual ability is not a 
perfect man. Therefore, researchers are more comfortable 
in researching women’s sexual issues.[19]

By reviewing studies conducted worldwide, we found 
significant discrepancies in the findings, and so far, there 
were no precise estimates for the prevalence of sexual 
dysfunctions.[20] Besides the different research methods 
and the tools used in various studies, even in extensive 
research such as global study of sexual attitude and 
behaviors[3] with 27,500 women and men aged 40–80 in 
29 different countries, which was representative of many 
areas of the world,[2,21‑23] we see different prevalence 
rates that show the role of culture and different living 
conditions in sexual problems. Table  1 provides an 
overview of studies conducted worldwide. As shown 
in Table, there are a lot of statistics for the prevalence 
of sexual problems, and the diversity of the findings 
calls for conducting regional studies in a specific time 
interval.

Up to now, three review articles have been published on 
the prevalence of sexual dysfunctions in Iran. In 2007, 
Basirnia et al. investigated the prevalence in the general 
population,[7] and Ramezani et  al., in 2008, examined 
the prevalence of the sexual dysfunction in people 
with severe medical conditions.[33] In 2016, Nasehi et al. 
reviewed 23 qualified studies, most of which were about 
women (20 studies on women and 1 study on women and 
men) and only two studies were exclusively about men. 
The result was that in Iran the overall reported prevalence 
rates of female sexual dysfunctions was 19/2%–77%, 
female sexual desire dysfunction 15.4%–65.8%, female 
sexual arousal dysfunctions 9.88%–88.3%, lubrication 
dysfunctions 11.9%–71.4%, pain dysfunction 9%–95.9%, 
orgasmic problems 10.5%–76%, and dissatisfaction 
2.4%–78.5%. In the case of men, due to the lack of studies, 
only reports of three studies were presented without any 
conclusion. The results of these three studies included 
total prevalence rate of male sexual disorders of 80.8% 
in one study, the sexual desire dysfunction of 4.7% and 
57%, erectile dysfunction of 18.6%, 22.7%, and 27%, and 
ejaculation dysfunction of 39.3% and 43.4%.[19]

Studies have also mentioned correlates of sexual 
problems and dysfunctions. Of these correlates, we can 
refer to age,[20,25,37,40,49,50,60,81‑86] education,[37,40,49,81,87] having 
children,[37,49,81,88] number of children,[81] duration of 
marriage,[34,49,81,89] age difference with spouse,[81] length of 
marriage,[37] and the contraceptive methods.[37,49]
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This research was conducted with regard to the fact 
that there has been no study investigating the general 
population, covering both men and women, only 
focusing on married men and women in the youth age, 
i.e., the peak sexuality period, also with regard to the fact 
that sexual behavior and performance have a significant 
effect on the quality of personal and marital life, and 
regarding the necessity of updated regional information 
for future planning. In this research, the prevalence of 
sexual problems is investigated with regard to both 
married men and women in the general population of 
Tehran (Iran).

Materials and Methods

Study type and participants
This research is a cross‑sectional study, based on the 
general population from 1129 participants (561 women 
and 568 men) in the city of Tehran (Iran). The samples 
were people referred to the health centers of 22 Districts 
of Tehran from March 2016 to July 2017.

The inclusion criteria included married people, 
aged 18–50 years, and at least 1 year passed of their 
marriage. The exclusion criteria included pregnancy 
or lactation  (and pregnancy or lactation of wife for 
men), menopause  (and menopause of wife for men), 
history of surgery or problem in the genital area, having 
physical or psychiatric illnesses, taking medications 
that interfere with sexual function  (based on the 
self‑report), and using drugs or alcohol (according to 
the self‑report).

Sample selection
At first, one health center was randomly selected 
from each district  of  Tehran,  and from each 
center, a maximum of 54  samples completed the 
questionnaires. The assistant researcher at the health 
center explained the study method to all eligible 
participants who referred to the center, assured them 

of the confidentiality and anonymity of the study 
results, and invited them to participate in the study. 
Eventually, the response rate was 42%, which was 
not unexpected regarding the sensitivity of the study 
subject. This research was done with the ethics code 
of (IR. USWR. REC.1396.248) received from the ethics 
committee of the University of Social Welfare and 
Rehabilitation Sciences.

Study tools
Demographic characteristics questionnaire, the brief 
sexual function inventory (BSFI), and the female sexual 
functioning index (FSFI) were used to collecting data.

Brief sexual function inventory
Brief Sexual Function Inventory  (BSFI) is a short 
self‑report questionnaire developed by O’Leary et al. to 
assess the current performance of men. It takes between 
5 and 10  min to be completed.[90] The questionnaire 
consists of 11 questions scored based on the 5‑point 
Likert‑type scale, with five subscales of sexual drive 
(two questions), erectile function  (three questions), 
ejaculation function  (two questions), overall problem 
assessment, and satisfaction with sexual function (one 
question). Sexual drive and ejaculation are scored 
between 0 and 8, erection and evaluation of the general 
problem are scored between 0 and 12, and overall 
satisfaction is separately scored between 0 and 4. The 
maximum total score of BSFI is 40, which is the sum 
of the first 10 questions.[90] The internal consistency 
coefficient of this scale was reported as between 0.62 and 
0.95 calculated with Cronbach’s alpha. Furthermore, its 
internal consistency was 0.79–0.90.[90]

Because of the multi‑dimensionality of sexual function, 
O’Leary did not recommend cutoff point for BSFI. On 
this scale, lower scores showed worse performance.[9] 
A study in Norway calculated Z scores for BSFI using 
normal data collected from a clinical specimen of 1185 
participants from the Norwegian population aged 

Table 1: The prevalence of sexual dysfunctions in different parts of the world
America (%) Europe (%) Africa (%) Australia (%) Asia (%) Iran (%)

Total prevalence of 
women’s sexual problems

7-50[24,25] 28[20] 53.3-63[26,27] 65.5-70[28, 29] 25.8-43.4[5,6,30] 19.2-77[27,31‑37]

Women’s sexual desire 
problems

33-41[1,38‑40] 19-45.7[41‑45] 8.3-61.5[26,46] 16-55[29,47] 15.4-65.8[19,31,37,48,49]

Women’s arousal and 
lubrication problems

21-21.5[1,40] 49[50] 5.4[26] 28[29] 12.7-60.9[51] Arousal=6.7-88.3
Vaginal moisture=11.9-71.4[19,31,37,48,49]

Women’s orgasmic problem 10[52] 15.5-30[43, 45] 63.6-72.4[26,46] 28.6[29] 16.4-59.1[51] 5-76[19,31,37,48,49]

Women’s sexual pain 2-15.5[45,53,54] 6-68.1[26, 46, 55] 1-20.3[29,56] 5-67.8[51,57] 9-95.5[19,31,37,48,49]

Total prevalence of men’s 
sexual problems

31[1] 50.0[28,29] 10-25[7,19]

Erection problems 15.5-52[40, 58] 2-50[45,59‑61] 19.8-64.9[62,63] 9.5-61[29,64,65] 1-66.7[59,66‑75] 10-27[19,48,76‑78]

Ejaculation problems 26.2[40] 23.7[45] 23.8[29] 12-40[75,79,80] 1-43.4[19,48,76,77]

Men’s sexual desire 
problems

6-41[45,53] 24.9[29] 4.7-57[48,76,77]
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20–79 and then published these Z scores for different 
age groups and in the current study, regarding the lack 
of Iranian normative data, these scores were criteria for 
being assigned in the group with the sexual problem.[9]

Female sexual function index
Female Sexual Function Index (FSFI) has 19 questions 
designed by Rosen et  al. and is a standard tool for 
assessing the main dimensions of female sexual function 
over the past 4 weeks. These dimensions include sexual 
desire, sexual arousal, lubrication, orgasm, sexual 
satisfaction, and sexual pain. The range of sexual 
desire scores is between 1.2 and 6, and the score for the 
remaining dimensions is between 0 and 6. The whole 
score range is between 2 and 36, which the higher 
scores mean better sexual performance, and the cutoff 
point for sexual dysfunction is 28.[91] FSFI has shown 
an acceptable test–retest reliability (r = 0.75–0.86) and 
excellent internal consistency for the total score and 
the subscales  (Cronbach’s alpha is 0.89–0.95).[92] By 
doing sensitivity analysis, Mohammadi et  al. found 
that a score of 26.55 or lower indicates the presence of 
sexual dysfunction in Iranian women. In addition, the 
validity and reliability of the Persian version of the 
questionnaire have been approved with calculating 
the Cronbach’s alpha  (f  ≥  0.7).[93] The cutoff points 
considered for female sexual disorders in Iran are as 
follows: sexual desire, 3.3; sexual arousal, 3.4, vaginal 
moisture, 3.7; sexual pain, 3.8; orgasm, 3.4; and sexual 
satisfaction, 3.8.[94]

Demographic characteristics questionnaire
In this researcher‑made questionnaire, the samples were 
asked about gender, age, spouse age, duration of the 
marriage, academic status, number of children, method 
of contraception, and satisfaction with the contraceptive 
method.

Data analysis
In this research, descriptive statistics  (mean, standard 
deviation [SD], and frequency percentage) were used to 
describe the data collected for reporting the prevalence 
of dysfunctions. Furthermore, one of the research 
goals was comparing the groups and investigating the 
significance of the difference between the groups. As the 
data were in the form of frequency and categorical data 
and classified in two or several categories,[95] Chi‑square 
test of independence was used for investigating the 
significance. Furthermore, regarding the categorical or 
parametric quantitative nature of the data, Chi‑square 
test of independence and independent t‑test were used for 
investigating the relationship between consequences and 
risk factors in the two groups including the participants 
with and without disorder. The collected data were 
analyzed using the SPSS version  21 software  (SPSS, 
Chicago, IL, USA).

Results

Characteristics of the population studied
A total of 1129 participants (561 women and 568 men) aged 
19–50 years participated in this study. The mean (SD) age 
of women was 33.66 (6.34) years, and the mean (SD) age 
of men was 34.98 (6.18) years. Table 2 presents the age 
distribution of the samples, and Tables 3 and 4 present 
the demographic characteristics of the groups with and 
without problems in men and women. For the whole 
sample, most of the subjects had a bachelor’s degree, 
often had children, and used two methods of natural and 
mechanical contraception. Almost all of the participants 
were dissatisfied with their contraception method. The 
mean  (SD) duration of marriage was 9.30  (6.90) years 
in women, and it was 8.90  (6.63) years in men. The 
average  (SD) age difference between the husband and 
wife in women was 4.28 (3.97) years, and it was 3.48 (3.32) 
years in men. The average  (SD) number of children of 
female samples was 1.04 (0.90), and it was 0.97 (0.92) for 
male samples. With regard to the type of data, participants 
with and without problem were compared in terms of 
demographic features by using the Chi‑square test of 
independence and independent t‑test. Tables  3 and 4 
present the results. Among the women, age, duration 
of the marriage, having child, number of children, and 
satisfaction with contraception methods were significantly 
different in the groups of subjects with and without the 
disorder. Among men, only the variables of having a child 
and number of children were significantly different in the 
groups of participants with and without disorder.

Prevalence of sexual problems
The total score of the sample indicates that generally, 
77.6% of women and 35.6% of men have reported sexual 
problems.

The most commonly observed problem in women was 
sexual desire dysfunction, which 243 (45.3%) reported 
that. Then, there was sexual arousal dysfunction in 206 
(38.8%) participants, orgasmic dysfunctions in 49 (9.2%) 
participants, sexual pain in 48 (9.0%) participants, and 
the lubrication dysfunction in 37 (0.7%) participants.

The most commonly encountered problem in men was 
erectile dysfunction, which 218  (40.4%) participants 
reported that. Then, there were problems with ejaculation 

Table 2: Age distribution of the samples
Women Men

n (%) Mean (SD) n (%) Mean (SD)
19-30 years 227 (40.5) 27.08 (0.17) 155 (27.3) 27.91 (0.16)
31-40 years 273 (48.7) 35.39 (0.18) 319 (56.2) 35.41 (0.16)
41-50 years 61 (10.9) 44.90 (0.37) 94 (16.5) 45.23 (0.30)
Total 561 33.06 (6.34) 568 34.98 (6.18)
SD=Standard deviation
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dysfunction in 174  (32.25%) participants, and sexual 
derive problem in 57 (10.6%) participants.

Table 5 shows the prevalence rates of sexual problems in 
the samples separated by age groups in men and women 
whose scores were lower than the determined cutoff 
point were specified by using frequency and frequency 
percentage, and Chi‑square test suggested a significant 
difference between the age groups. The results suggest 
that the women’s sexual desire, erection, and total score 
of men increase with the increase of age. Table 6 presents 
mean and SD of BSFI and FSFI questionnaires for each 
separate group of the studied sample.

Discussion

Sexual problems and dysfunctions have a significant 
impact on the quality of life, interpersonal relationships, 
and personal feelings about oneself. People with these 
problems have concerns about their physical function, 
emotions, and social relations.[37] However, there is a 

strong tendency to ignore them and in some cases, sexual 
problems are considered to be caused by other problems 
and focus on nonsexual problems.

Literature review estimated the prevalence of female 
sexual problems between 7% and 50% in the general 
population. However, the prevalence rate in studies in 
different regions of Iran is higher and ranges from 19% 
to 70%. The findings of this study suggest that 77.6% of 
married women aged 18–50 years in Tehran have some 
sexual problem, and this rate is significantly higher 
than the global rate. In another study conducted in 
Iran, a close rate (77%) has been reported.[19] One of the 
reasons for the higher rate of sexual problems in Tehran 
is considering a lower cutoff point in women’s sexual 
function questionnaire. Mohammadi et  al. obtained 
a cutoff point of 26.5 as an appropriate score for the 
Iranian women’s population,[93] whereas the global 
cutoff score is 28. By considering the global cutoff point 
of 28 in this study, the prevalence is still 77.9% and above 
the global prevalence.

Table 3: Demographic characteristics of the female samples
Women with problems (n=398) Women without problems (n=115) Significance of difference between groups

Age, years 32.46 (0.32) 34.70 (0.57) T=−3.366, significant=0.001*
Education χ2=4.200, df=3, significant=0.24

Under diploma 11 (3.0) 8 (7.3)
High school diploma 78 (21.1) 21 (19.1)
Bachelor’s degree 183 (49.6) 52 (47.3)
Higher education 97 (26.3) 29 (26.4)
No data 82 (14.6)
Marriage duration, 
years

8.38 (6.62) 11.77 (7.11) T=−4.434, df=452, significant=0.000*

No data 59 (11.5)
Age difference of 
couples, years

4.16 (3.94) 4.24 (4.10) T=−0.160, df=473, significant=0.873

No data 38 (7.40)
Having children χ2=11.70, df=1, significant=0.001*

Yes 222 (64.7) 85 (82.5)
No 121 (35.3) 18 (17.5)
No data 115 (20.5)

Number of children 0.95 (0.90) 1.28 (0.88) T=−3.09, df=409, significant=0.002**
No data 102 (19.88%)
Contraception method χ2=5.651, df=5, significant=0.342

None 22 (6.0) 4 (3.7)
Natural 172 (46.9) 49 (45.4)
Mechanical 137 (37.3) 41 (38.0)
Pills 15 (4.1) 9 (8.3)
Several methods 6 (1.6) 0 (0.0)
Surgery 15 (4.1) 5 (4.6)
No data 86 (15.3)

Satisfaction from 
contraception method

Satisfied 23 (6.1) 13 (11.8) χ2=4.033, df=1, significant=0.045***
Unsatisfied 353 (93.9) 97 (88.2)
No data 75 (13.4%)

Data are presented as mean (SD) or n (%). *The difference is significant at the level of 0.001, **The difference is significant at the level of 0.01, ***The difference is 
significant at the level of 0.05. SD=Standard deviation
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In this study, the most common problem for women is 
sexual desire dysfunction and then arousal dysfunction. 
This finding is consistent with the results of Jafarzadeh 

Esfehani et al.[49] In their famous study, Laumann et al. 
mentioned sexual desire dysfunction and difficulty in 
achieving orgasm as one of the most common problems 

Table 4: Demographic characteristics of male samples
Men with problems (n=186) Men without problems (n=337) Significance of difference between groups

Age, years 34.23 (6.19) 35.26 (6.3) T=−1.847, df=521, significant=0.065
Education

Under diploma 7 (4.5) 10 (3.2) χ2=4.674, df=3, significant=0.197
High school diploma 46 (29.9) 77 (24.8)
Bachelor’s degree 72 (46.8) 138 (44.5)
Higher education 29 (18.8) 85 (27.4)
No data 104 (18.3)
Marriage duration, years 8.24 (6.38) 9.06 (6.48) T=−1.230, df=419, significant=0.219
No data 102 (19.59)

Age difference between 
couples, years

3.20 (3.29) 3.72 (3.31) T=−1.601, df=453, significant=0.110

No data 68 (13.00)
Having children χ2=4.533, df=1, significant=0.03**

Yes 100 (58.5) 210 (68.2)
No 71 (41.5) 98 (31.8)
No data 89 (15.7)

Number of children 0.82 (0.90) 1.03 (0.92) T=−3.09, df=409, significant=0.002**
No data 82 (15.67)
Contraception method χ2=1.846, df=5, significant=0.870

None 9 (6.9) 20 (7.3)
Natural 48 (36.6) 106 (38.7)
Mechanical 56 (42.7) 117 (42.7)
Pills 11 (8.4) 14 (5.1)
Multiple methods 2 (1.5) 4 (5.1)
Operation 5 (3.8) 13 (4.7)

No data 163 (28.7)
Satisfaction from 
contraception method

χ2=0.486, df=1, significant=0.486

Satisfied 17 (10.7) 26 (8.7)
Unsatisfied 142 (89.3) 273 (91.3)
No data 110 (19.4)

Data are presented as mean (SD) or n (%). **The difference is significant at the level of 0.01,  SD=Standard deviation

Table 5: Prevalence rates of sexual problems separated by age groups in men and women
19-30 years, n (%) 31-40 years, n (%) 41-50 years, n (%) Total, n (%) No data, n (%) χ2 (significant)

Women
Sexual desire 124 (56.9) 99 (38.1) 20 (33.3) 243 (45.2) 23 (4.1) 20.7482 (0.000)*
Arousal 91 (41.9) 93 (36.3) 22 (37.9) 206 (38.8) 30 (5.3) 1.5762 (0.455)
Vaginal moisture 14 (6.5) 16 (6.3) 7 (12.3) 37 (7.0) 34 (6.1) 2.7242 (0.256)
Orgasm 20 (9.3) 19 (7.4) 10 (16.9) 49 (9.2) 28 (5.0) 5.2862 (0.071)
General satisfaction 174 (80.9) 203 (79.3) 39 (68.4) 416 (78.8) 33 (5.9) 4.2962 (0.117)
Pain 18 (8.3) 22 (8.6) 8 (13.8) 48 (9.0) 30 (5.3) 1.7972 (0.407)
Total score 171 (81.8) 190 (76.0) 37 (68.5) 398 (77.6) 48 (8.6) 5.0672 (0.079)

Men
Sexual drive 13 (8.7) 30 (9.9) 14 (16.3) 57 (10.6) 28 (4.9) 3.7032 (0.157)
Erection 75 (50.3) 101 (33.2) 42 (48.8) 218 (40.4) 29 (5.1) 15.1472 (0.001)*
Ejaculation 52 (34.9) 89 (29.7) 33 (37.9) 174 (32.5) 32 (5.6) 2.6602 (0.265)
Assessment of general 
problem

58 (39.5) 117 (39.1) 29 (34.1) 204 (38.4) 37 (6.5) 0.7952 (0.672)

Satisfaction 14 (9.0) 29 (9.1) 17 (18.1) 60 (10.6) 31 (5.5) 6.7462 (0.034)***
Total score 66 (45.2) 93 (31.6) 27 (32.5) 186 (35.6) 45 (7.9) 8.2392 (9.016)***

*The difference is significant at the level of 0.001, **The difference is significant at the level of 0.01, ***The difference is significant at the level of 0.05
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of women.[21] Safarinejad also reported the problem 
of achieving orgasmic the most common problem for 
women in Iran.[37]

Sexual desire is not caused solely by sexual hormones. 
Sexuality is the subject that comprised biopsychosocial 
factors and therefore, paying attention to the role of 
culture and family, and cultural teachings regarding 
sexual relationships is important. Despite the cultural 
changes that have developed in Iran and especially in 
Tehran, sexual issues are still considered negative for 
women. The sexual desire of women in families is dealt 
with silence and ignorance, and families still tend to deny 
the sexuality of their daughters and consider them as 
asexual beings. Since the 1960s, the social participation 
of women gradually increased in Iran and women were 
valued for their education and having an independent 
income to the point where after three decades, the balance 
between well‑  and higher‑educated women and men 
changed remarkably. Before then, women were mostly 
seen at home doing house chores, and the woman’s 
presence in society was not acceptable. By changing this 
situation, the social development of women accelerated, 
but they were still ignored as someone who has sexuality. 
Considering sexuality as anti‑value and suppressing it 
can worsen the related problems. In cultural teachings, 
women’s sexual desire is not considered a desirable 
instinct that creates fun and saves the human being, but 
an undesirable feature that leads to corruption.

The dysfunction in arousal, which is placed in the 
second‑highest rank, is interconnected to sexual desire. 
Reduction in sexual desire leads to lower sexual fantasies 
and subsequently, reduced arousal. On the other hand, 
less attention is paid on known and unknown hormonal 
problems which may be involved in arousal dysfunction, 

and like other issues related to sexuality, they are 
concealed. In addition, the lack of foreplay and manual 
stimulation by the husband does not create the necessary 
arousal in women.[96]

Many studies have shown the relationship between 
increasing sexual problems and aging,[20,25,37,40,49,50,60,81‑86] 
but this study only found the relation between sexual 
desire problems and aging. Considering the age range of 
18–50 years in this study (not including older ages), our 
study does not probably include an age range enough 
to show the effect of age on sexual problems. As the age 
increases, hormonal changes and change in living conditions 
and these problems worsen the prevalence of age problems.

In the current study, the duration of marriage in 
women with sexual problems is significantly lower than 
that of women without the problems. This finding is 
consistent with the finding of Heiman et al.’s[97] study but 
inconsistent with Safarinejad study results.[37] The women 
with problems are more likely to have a child (ren), have 
fewer children, and are also more dissatisfied with 
their contraception method. That woman with sexual 
problems more commonly have children has also been 
approved in other studies.[37,49,81,88] However, Rahman 
reported that women with sexual problems had more 
children than that of women with no such problems.[81] 
The level of education also does not correlate with the 
prevalence of sexual problems, and this finding agrees 
with the findings of Safarinejad and Clayton.[37,87]

Based on the findings of this study, the prevalence of 
sexual problems in women (77.6%) is more than that of 
men (35.6%). This difference is supported in all studies 
conducted worldwide, and women have always had 
more sexual problems.

Table 6: Mean and standard deviation of the brief male sexual function inventory and female sexual function 
inventory scores in the samples separated by age groups

Mean (SD)
19-30 years 31-40 years 41-50 years Total

Women
Sexual desire 3.09 (0.07) 3.37 (0.06) 3.63 (0.14) 3.28 (1.05)
Arousal 3.78 (0.08) 4.05 (0.08) 4.26 (0.22) 3.96 (1.29)
Vaginal moisture 5.06 (0.08) 5.13 (0.07) 4.95 (0.18) 5.08 (1.15)
Orgasm 4.19 (0.07) 4.36 (0.07) 4.10 (0.20) 4.26 (1.10)
General satisfaction 2.62 (0.08) 2.82 (0.08) 2.97 (0.18) 2.75 (1.23)
Pain 5.96 (0.1) 5.81 (0.1) 5.77 (0.25) 5.86 (1.58)
Total score 24.71 (0.27) 25.57 (0.29) 25.93 (0.78) 25.25 (4.45)

Men
Sexual drive 2.98 (0.07) 2.83 (0.05) 2.63 (0.10) 2.84 (0.86)
Erection 3.00 (0.07) 3.04 (0.04) 2.80 (0.09) 2.99 (0.79)
Ejaculation 3.27 (0.09) 3.43 (0.05) 3.19 (0.12) 3.34 (0.96)
Assessment of general problem 3.15 (0.08) 3.18 (0.06) 3.10 (0.11) 3.16 (1.00)
Satisfaction 2.99 (0.09) 2.98 (0.06) 2.72 (0.13) 2.94 (1.12)
Total score 3.10 (0.06) 3.12 (0.03) 2.94 (0.08) 3.08 (0.64)

SD=Standard deviation
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The prevalence of sexual problems in men, in general, is 
reported to be 31%,[1] and it has been between 10% and 
25% in other studies conducted in Iran. In the present 
study, the obtained prevalence was 35.6% that was 
higher than other statistics reported.

The most common reported problem in men is erectile 
dysfunction, which reported by 40.4% of the samples. 
Erectile dysfunction has been reported in the range of 
2% to 7.66% in the studies conducted all over the world, 
and inconsistencies in reports are very high in different 
regions. In three studies conducted in Iran, the prevalence 
rates were 18.8%, 22.7%, and 27%, and the amount 
obtained in this study are far higher than those rates. The 
questionnaires used in these studies were different, and the 
difference in the values could be due to various study tools.

The next common problem is ejaculation dysfunction, 
which 38.4% of individuals reported it. The global 
reported rate is between 1% and 30% and two studies 
conducted in Iran reported the rates of 39.3% and 43.4% 
that are close to our findings.

The problem of sexual desire in this study is reported in 
10.6% of men. Global reports range from 6% to 41% and 
two studies conducted in Iran have reported values of 
4.7% and 57%, and the variability of findings in Iran is very 
high. It seems that there is not a similar understanding of 
the concepts of sexual drive and sexual desire.

Erectile problems and general men’s problems increase 
with age, but the sexual desire and ejaculation problems 
did not show relations with age. The only demographic 
characteristic which was significant in two groups of 
men (with and without sexual problems) was having a 
child and the number of children.

About the high prevalence of sexual problems, it is 
necessary to train people regarding the identification, 
diagnosis, treatment, and prevention of these 
dysfunctions. Since sexual problems in having direct 
and indirect effects on different aspects of life,[98] and a 
high percentage of divorce and marital betrayal are the 
results of sexual problems, concealing and neglecting 
these issues will result in grave consequences.[95] It is 
necessary to pay special attention to women’s sexual 
problems, to hold training courses for them, and attempt 
to change the views of the community about sexual 
relationships.[99]

Constraints and suggestions
Among the limitations of this study, in the first place, 
was the sensitivity of the study subject, which resulted 
in a lower response rate (42%). Even though the samples 
were selected from health centers, and the necessary 
background for participants was provided, the sensitivity 

of the study participants discouraged individuals from 
responding. People referring to health centers may not 
be representatives of the general population of Tehran. In 
addition, the selected age range did not include old‑ and 
middle‑aged people, and the study subjects were at the 
peak of sexual activity. With aging, people refuse to 
respond and have a more traditional look to conceal 
sexual issues. The standard questionnaire for male sexual 
disorders has not been standardized in Iran that leads to 
problems with the problem assessment.

It is suggested to benefit from the findings of this study 
for planning preventive and educational programs to 
improve and raise the quality of marital relations and 
sexual satisfaction.
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