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Abstract 

The Australian Study of Health and Relationships is a large national population-

representative survey of sexual behavior and attitudes conducted every decade. We 

describe experiences of sexual difficulties lasting at least a month among Australians 

surveyed in 2012–2013 and identify changes since the previous survey in 2001–2002. 

Computer-assisted telephone interviews were completed by 20,091 people aged 16–69 

(participation rate 66%) of whom 16,897 people had had sex with a partner in the 

previous year. We asked how long each difficulty lasted, whether it was a problem and 

whether they sought treatment. Half (48%) the men and 68% of women reported at least 

one difficulty. Lack of interest in having sex was common (28% men, 52% women); 

21% of men reported coming to orgasm “too quickly,” and women reported inability to 

reach orgasm (25%) and trouble with vaginal dryness (22%). Women were more likely 

than men not to find sex pleasurable and to have physical pain during intercourse. Some 

differences by age group were also apparent. Many difficulties were not seen as 

problems, especially lacking interest and reaching orgasm too quickly. People with 

erection/dryness problems, or with pain in intercourse, were more likely to seek 

treatment, as were people with multiple difficulties. Between 2001–2002 and 2012–

2013 there was little change for men, but among women rates of all sexual difficulties 

fell by 4–10 percentage points. This change accompanied a drop in frequency of sex 

among people in ongoing relationships and an increase in masturbation and use of 

pornography. One explanation might be that, over time, fewer women were agreeing to 

“service sex” when they were not in the mood. Overall, the drop in prevalence of 

women’s sexual difficulties since a decade earlier suggests a change towards more 

egalitarian sexual relations. 

 

Keywords 
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Introduction 

 

There is wide interest in sexual difficulties and problems, ranging from the general 

public (‘Am I normal?’) to sexual behavior researchers, sexual health practitioners, and 

sexual counsellors and therapists. The first Australian Study of Health and 

Relationships (ASHR1, data collected 2001–2002) reported on sexual difficulties 

experienced by respondents, using questions based on those of the United States 

National Health and Social Life Survey (NHSLS; Laumann et al., 1994) with minor 

changes in wording for the Australian setting (Richters, Grulich et al., 2003). This was 

the first large Australian study examining sexual difficulties among the general 

population and was widely cited and used in training sexual counsellors and sexual 

health physicians—and in estimating market potential for sexuopharmaceuticals. Here 

we report responses to the same questions from the second survey (ASHR2, data 

collected 2012–2013), in order detect any overall changes. This time we also asked 

about how long any difficulty had lasted, whether the respondent saw it as a problem, 

and whether they had sought treatment. 

 

Background 

ASHR1 found that sexual difficulties were common, and that the most common 

difficulty for both men and women was lack of interest. Men also reported reaching 

orgasm too quickly. Women reported more problems: being unable to come to orgasm, 

not finding sex pleasurable, vaginal dryness, and physical pain during sex (Richters, 

Grulich et al., 2003). 

 

A smaller random-sampled Australian telephone survey at the same time as ASHR1 

with a sample based on the electoral roll found similar results, allowing for the 

difference in questions, which applied to “several months” rather than “a month or 

more.” Overall, women reported more difficulties than men; reaching orgasm too 

quickly was the most common difficulty among men, and lack of interest in sex among 

women. Lower rates than ASHR1’s for lack of interest in men reflect the longer period 

asked about (Najman et al., 2003). 

 

Analysis of data from Australians aged 20–64 in heterosexual relationships in a 

representative longitudinal study showed in its first wave (2005) a similar pattern to 
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ASHR1. Among men, the two most common difficulties were a lack of interest in 

having sex (17%) and coming to orgasm too quickly (13%). Of the eight difficulties 

asked about, four (coming to orgasm too quickly, inability to come to orgasm, feeling 

anxious about ability to perform sexually, and having trouble keeping an erection) were 

more prevalent among older men (Smith et al., 2013). The most prevalent difficulty for 

women was lack of interest in sex (50%) and least prevalent was reaching orgasm too 

quickly (5%). Inability to reach orgasm and trouble with vaginal dryness were more 

prevalent among women over 50 (Smith et al., 2012). 

 

There was also considerable similarity in results between ASHR1 and the British survey 

Natsal 2000 (Mercer et al., 2003) despite the different terminology, and allowing for the 

fact that Natsal 2000 only covered people aged 16–44. Both drew on the earlier NHSLS 

in the US (Laumann et al., 1999) for their questions and are thus roughly comparable. 

Lack of interest in having sex was reported most often, and reaching orgasm too quickly 

was the next most commonly reported difficulty among men. Lack of interest was much 

more common among women than men, as were inability to reach orgasm and painful 

intercourse. Difficulties with vaginal lubrication were also common among women—

much more common than erectile difficulties among men. 

 

This suggests that at least in English-speaking Western societies, social patterning of 

sexual experiences has been very similar over recent decades. This is not surprising 

given that Australia, New Zealand, North America, and the United Kingdom are 

exposed to a similar range of media products presenting views of sex and relationships, 

and (with qualifications in relation to the United States) similar medical and counseling 

(psychology and social work) traditions of care provision in this area. 

 

Since 2003 several other (mostly European) countries have carried out national or large-

scale sexual health surveys including questions on sexual difficulties, but the results are 

very hard to compare because of the variety of questions used, time periods asked about, 

measures of frequency or seriousness, and respondents’ distress or perception of 

problems, for example Christensen et al. (2011) in Denmark, Kedde (2012) in the 

Netherlands, Hendrickx et al. (2019) in Flemish Belgium, and Natsal-3 in Britain 

(Mitchell et al., 2013). 
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Conceptual approach 

There are several different ways of looking at sexual difficulties. One is to regard them 

as diseases, even though we are not yet close to defining their etiologies, and even 

though we are as yet poor at diagnosing them; the best we can do is specify some risk 

factors, which appear inconveniently to be mostly psychosocial in nature. Another is to 

regard sexual difficulties as psychological or psychiatric conditions largely of unknown 

cause, but whose diagnoses can at least be agreed upon between investigators or 

clinicians, if we can develop sufficiently clear diagnostic criteria that are reproducible in 

different settings, like those in the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5; APA, 2013). Yet another is to regard them as psychological 

conditions not of the individual but the couple, created and maintained by their mode of 

interaction (e.g. Clement, 2002). And another is to regard them as social events, 

sometimes instigated by a physiological fact such as failing erectile capacity, but 

irrevocably socially located in the wider culture and its assumptions and ideals about 

sexuality and sexual practice. In ASHR we took the last approach, drawing on the 

(heavily sociological) NHSLS in the 1990s (Laumann et al., 1994) and Gagnon’s earlier 

work with Simon on sexual scripts (1974). Therefore we do not claim to report the 

prevalence of sexual interest/arousal disorder, erectile disorder, premature ejaculation, 

or genito-pelvic pain as defined in DSM-5; we claim only to report what people said 

when asked questions about things that may have occurred in their sexual life in the 

previous year. Our questions do not allow us to address DSM-5 clinical criteria such as 

whether “the sexual dysfunction is not better explained by a nonsexual mental disorder 

or as a consequence of severe relationship distress or other significant stressors and is 

not attributable to the effects of a substance/medication or another medical condition” 

(APA 2013). 

 

Although erectile difficulties and vaginal dryness are often physiological in origin and 

treatable with medication, sexual difficulties may be as much a matter of culture, sexual 

practice, relationship problems or social performance pressure (Steggall & Pryce, 2013) 

as they are functions of the body parts of the respondent. Further, Moynihan and 

Mintzes (2010) show how definitions of disorders can be driven by pharmaceutical 

companies’ desire to create drugs that are treatments for identifiable insurance-rebatable 

illnesses rather than just lifestyle enhancements. Their work also illuminates how sex 

researchers can—wittingly or not—be party to this deliberate construction of common 
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conditions or interpersonal experiences as illness entities. Brotto (2010), in her 

discussion of diagnostic criteria for “hypoactive sexual desire disorder,” also argues 

against pathologizing common experiences. It is apparent that some measures of sexual 

interest are based on typical male experience and are inappropriate, or less relevant, for 

women. 

 

Although the NHSLS reported on their findings as “sexual dysfunctions” (Laumann et 

al., 1999), there has been considerable debate about the validity of such questions for 

ascertaining the prevalence of sexual disorders or dysfunctions in the population. Hayes 

et al. (2008), for example, cited ASHR1’s report of the percentage of women who 

replied “yes” to the question “During the last year has there been a period of one month 

or more when you lacked interest in having sex?” as a “reported prevalence of desire 

difficulties,” treating this as a subset of a wider category of “female sexual 

dysfunctions” (p. 777). Yet we did not purport to diagnose dysfunctions with these 

questions, and indeed stated explicitly “Responses to these questions are not the same 

thing as a clinical presentation or diagnosis” (Richters et al., 2003, p. 169).  

 

Research questions 

The following analysis addresses the following questions: (1) How many people in 

Australia report sexual difficulties? (2) How do men and women differ, and people of 

different ages? (3) How long did the reported difficulties last? (4) Did respondents see 

each difficulty as a problem and, if so, did they seek treatment? and (5)  

How did the prevalence of men’s and women’s difficulties differ from the earlier survey 

in 2001–2002? 

 

In conclusion we examine the changes found since ASHR1 in the light of other findings 

from the ASHR2 survey. 

 

 

Methods 

 

Between October 2012 and November 2013, computer-assisted telephone interviews 

were completed by a representative sample of 20,091 Australian men and women aged 
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16–69 years from all states and territories. The methodology used in ASHR2 is 

described in detail by Richters, Badcock et al. (2014). 

 

Procedure 

Respondents were selected using dual-frame modified random-digit dialing of both 

household landlines and mobile telephones. People who could not speak English or had 

physical or mental problems preventing consent or participation were excluded. 

Participants were asked to give explicit consent to take part before any survey questions 

were asked. 

 

Participants 

In a representative national survey, a very large proportion of respondents are people 

with a single other-sex partner. To avoid spending a large amount of our interviewing 

time talking to very similar people, but still achieving a large sample size that would 

cover sufficient people in minority categories, we adopted the procedure of the French 

national sex surveys, also conducted by telephone (ACSF Investigators, 1992; Bajos & 

Bozon, 2012), of restricting the length of the interview by omitting certain modules of 

the questionnaire for 80% of the respondents who had one partner in the past year and 

no same-sex experience. All respondents with no partners in the past year or with more 

than one partner, and all respondents with any same-sex experience, were asked all 

applicable questions from the full (long-form) questionnaire, as were the remaining 

20% of the people with one partner and no lifetime same-sex experience. As a 

consequence, 8,577 people completed the long-form interview and 11,514 completed 

the short-form interview. Answers to questions in the long questionnaire, which 

included those on sexual difficulties, are reported after weighting to reflect the 

demographic composition of the sample as a whole (Figure 1). For this analysis, people 

who had had no sexual contact with another person in the past year were excluded. The 

tables show the weighted and unweighted numbers for each analysis. Estimates based 

on fewer than five people are not shown. 

 

Measures 

ASHR is a wide-ranging survey on sexual behavior and attitudes conducted by 

telephone. It employs straightforward questions, as used in social surveys, health 

surveys, and the Census, rather than multiple-item psychological measures with known 
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psychometric properties. In ASHR2, data on sexual difficulties were collected in seven 

domains: interest in having sex (“During the last year has there been a period of one 

month or more when you lacked interest in having sex?”), inability to orgasm (“Has 

there been a period of one month or more when you were unable to come to orgasm?”), 

rapid orgasm (“… when you came to orgasm too quickly?”), pain in intercourse (“… 

when you experienced physical pain during intercourse?”), lack of pleasure (“… when 

you did not find sex pleasurable?”), anxiety about performance (“… when you felt 

anxious about your ability to perform sexually?”), and erectile difficulty among men 

(“… when you had trouble keeping an erection when you wanted to?”) and vaginal 

dryness among women (“… when you had trouble with vaginal dryness?”). People who 

said “yes” to any of the questions were asked how long it lasted (1 to <3 months, 3 to 

<6 months, 6+ months) and how much of a problem it was (4-point scale from “not a 

problem” to “a major problem”). If it was a problem, they were asked “And did you 

seek treatment for this problem?” 

 

Skip patterns in the computer-assisted telephone interview prevented people being 

asked inappropriate questions; for example, they were not asked about pain in 

intercourse unless they had reported experience of vaginal (or anal) intercourse. Women 

who had never had an orgasm were coded as “yes” for the question about inability to 

reach orgasm. People who reported a difficulty and said it was a minor to major 

problem were asked whether they had sought treatment. People who refused to answer 

or said “don’t know” (around 1.6% of men and 3.5% of women for each item) were 

excluded from analysis.  

 

Data analysis 

A total of 20,127 people completed a telephone interview. Data were weighted to adjust 

for the probability of each respondent being selected for a landline or mobile phone 

interview, and to match the Australian population on the basis of age, gender, and area 

of residence (i.e. state by Accessibility/Remoteness Index of Australia) category), 

resulting in an adjusted sample of 10,055 men and 10,036 women (total 20,091). As 

explained above under “Participants”, results were also weighted for this analysis to 

allow for the proportion of respondents who completed a long-form interview. The main 

outcome variables were compared with those of ASHR1 to identify significant changes 

over time. 
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Weighted data were analyzed using the survey estimation commands in Stata release 14 

(StataCorp, 2015). Data were analyzed using univariate logistic regression for 

dichotomous outcomes, producing odds ratios comparing men and women, and ASHR1 

and ASHR2. A logistic regression model was used to test the main effect of age group. 

P values are not corrected for multiple comparisons and are interpreted as significant at 

p < .05. 

 

Ethical review 

The study protocol was approved by the Human Ethics Committee of La Trobe 

University (HEC 11-040) and ratified by the committees at the University of New South 

Wales, the University of Sydney and the University of Sussex. 

 

 

Results 

 

The overall response rate (participation rate among eligible people) in ASHR2 was 

66.2%. The data presented describe a representative sample of the Australian population 

aged 16–69 years, except that people with postgraduate education were overrepresented 

and overseas-born people from non-English-speaking countries were underrepresented 

(Richters, Badcock et al., 2014). A weighted total of 8,679 (86.3%) men and 8,218 

(81.9%) women had had sex with someone —a regular (i.e., ongoing) or casual partner, 

male or female—in the past year. 

 

Prevalence of difficulties 

More than half the sample (58%) reported at least one sexual difficulty: 48% of men 

and 68% of women (odds ratio (OR) 2.3, 95% confidence interval (CI) 2.0–2.6). The 

prevalence of reported experience of each sexual difficulty is shown in Table 1. Lack of 

interest in having sex is the most commonly reported, with a quarter of the men and half 

the women saying they experienced this for at least a month. Difficulties with orgasm 

(women), or timing of orgasm (men), were also common, as were trouble with vaginal 

dryness and lack of pleasure in sex among women. Significant gender differences were 

found for all difficulties except anxiety about performance; women were more likely to 
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experience difficulties except for coming to orgasm too quickly, which was more often 

experienced by men.  

 

Table 1  Sexual difficulties experienced for at least a month in the 12 months before interview 
  

Men Women OR (95% CI)a 

  % 95% CI % 95% CI  

    
Among those who had had sex with 
another personb 

N = 8679 (2827)c N = 8218 (2690)c  

Lacked interest in having sex 27.5 25.4–29.7 52.4 50.3–55.4 2.95 (2.55–3.41) 
Inability to reach orgasm 6.7 5.7–7.9 25.2 23.1–27.4 4.69 (3.80–5.79) 
Came to orgasm too quickly 21.4 19.5–23.4 5.4 4.5–6.5 0.21 (0.17–0.27) 
Did not find sex pleasurable 4.4 3.5–5.4 18.8 17.0–20.8 5.03 (3.90–6.48) 
Felt anxious about performance 14.3 12.7–15.9 13.6 12.0–15.3 0.95 (0.78–1.14) 
Had trouble keeping an erection 11.5 10.2–12.9 – –  
Had trouble with vaginal dryness – – 22.2 20.3–24.2  
      
Among those who had had 
intercourse 

N = 8476 (2713) N = 7845 (2448)  

Physical pain during intercourse 1.5 1.1–2.2 17.0 15.2–19.1 13.3 (9.1–19.5) 
a For comparison between men and women. 
b Anal or vaginal intercourse or oral or manual sex with a partner in the last 12 months. 
c Weighted (unweighted) denominators. Denominators vary slightly due to missing data (don’t know, can’t 
remember, refused) for each question. 

 

Tables 2 and 3 show the same difficulties by age group. Although these are displayed to 

one decimal point for consistency, the 95% CIs around these estimates vary and are 

widest for the youngest age group. For example, the estimate for physical pain has a 

comparatively narrow CI of 1.1–4.0% for men in their 50s but a wide 1.5–9.5% for men 

in the youngest age group. 

 

For men, the prevalence of lacking interest in having sex was lower at 22–29% among 

those aged under 60, but higher (35%) among those in their 60s. Among women, lack of 

interest was lowest (though still high at 44–48%) among those under 30, but thereafter 

fairly steady, between 52% and 59%, showing no evidence of a jump around 

menopause. 

 

The prevalence of being unable to reach orgasm was fairly low among men, at 4–5% for 

those aged 20–49, but climbing thereafter to 13% among men in their 60s. It was more 

common among women, especially among the youngest women and those over 60. The 

perception of reaching orgasm “too quickly” was higher among men, with around 20–

25% reporting this in most age groups. This was rarely reported by women (4–7%), 

with no significant difference between age groups.



11 

 

Table 2  Men’s experiences of sexual difficulties for at least one month in the past year, by age group 
 

Sexual difficulty 16–19 20–29 30–39 40–49 50–59 60–69 p valuea 

 % % % % % %  

Among those who had had sex with 
another person 

n = 476 (162)b n = 1635 (447) n = 1798 (474) n = 1886 (599) n = 1601 (650) n = 1183 (491)  

Lacked interest in having sex 22.1 28.5 22.1 29.1 26.5 35.4 0.015 
Inability to reach orgasm 10.5 4.4 4.5 4.8 7.8 13.4 <0.001 
Came to orgasm too quickly 12.3 19.9 19.8 22.9 25.0 22.4 0.13 
Did not find sex pleasurable 6.3 6.0 3.7 3.9 4.1 3.5 0.53 
Felt anxious about performance 7.3 13.0 11.0 10.5 15.8 27.6 <0.001 
Had trouble keeping an erection 6.1 7.7 3.7 7.9 16.0 30.5 <0.001 
        
Among those who had had intercourse n = 457 (152) n = 1605 (429) n = 1792 (462) n = 1885 (582) n = 1580 (626) n = 1156 (462)  
Physical pain during intercourse 3.8 1.6 0.8 1.6 2.1 c 0.2 

a P value tests main effect of age group in logistic regression model. 
b Weighted (unweighted) denominators. 
c Estimate unreliable due to small numbers. 

 
 

Table 3  Women’s experiences of sexual difficulties for at least one month in the past year, by age group 
 

Sexual difficulty 16–19 20–29 30–39 40–49 50–59 60–69 p valuea 

 % % % % % %  

Among those who had had sex with 
another person 

n = 449 (139)b n = 1889 (469) n = 1900 (591) n = 1681 (591) n = 1368 (528) n = 768 (293)  

Lacked interest in having sex 43.6 48.0 55.1 52.3 56.4 59.4 0.05 
Inability to reach orgasm 32.7 24.6 22.6 20.3 27.2 36.0 0.003 
Came to orgasm too quickly 3.7 4.1 6.5 7.1 4.2 5.5 0.24 
Did not find sex pleasurable 16.6 15.1 18.0 19.6 22.4 23.4 0.12 
Felt anxious about performance 24.7 15.1 11.7 11.5 13.0 13.8 0.17 
Had trouble with vaginal dryness 5.9 13.2 19.0 16.7 36.9 47.6 <0.001 
        
Among those who had had intercourse n = 404 (124) n = 1814 (440) n = 1874 (571) n = 1656 (556) n = 1347(494) n = 750 (263)  
Physical pain during intercourse 27.8 21.4 17.2 11.9 13.2 18.4 0.001 

a P value tests main effect of age group in logistic regression model. 
b Weighted (unweighted) denominators.
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There were no significant differences by age in men’s reports of not finding sex 

pleasurable. Women were far more likely than men to report not finding sex 

pleasurable, and older women were somewhat more likely to say so, with a gradual rise 

with age from the 30s onwards. 

 

Anxiety about performance also showed a different age pattern by gender. Among men 

performance anxiety showed a clear gradient with age from 7% in the under-20s to 28% 

in the over-60s. Among women anxiety about performance was highest among young 

women under 20 (25%), with only 11–15% of older women reporting this.  

 

The prevalence of physical pain during intercourse, rarely reported by men, did not 

show a significant difference by age. The pattern for women was significant: pain was 

overall much more common, but dropped from 28% among the youngest women to 

12% among those in their 40s. 

 

Erectile difficulty in men and trouble with vaginal dryness in women were the 

difficulties that showed the strongest age effects: erectile difficulties were uncommon 

(4–8%) in men under 50, but rose to 30% among men in their 60s. Vaginal dryness was 

uncommon (6%) among the youngest women but rose to 48% among those in their 60s, 

with evidence of a sharp jump between those in their 40s (17%) and those in their 50s 

(37%). 

 

Duration and severity of difficulties 

Tables 4 and 5 show how long difficulties lasted among those who experienced them, 

and whether respondents experienced them as problems. Most difficulties among both 

men and women lasted for less than three months. For men, lacking interest was the 

difficulty most likely to be short-lived, with only 17% of men who experienced it saying 

it lasted more than three months. Among women, reaching orgasm “too quickly” was 

most likely to be short-lived, with only 24% of the few women who reported this saying 

it lasted three months or more. The difficulties most likely to be long-lasting among 

men were physical pain (though rare) and trouble keeping an erection (more than six 

months for 25% of the men who experienced it). Among women reporting vaginal 

dryness, 40% said it had lasted six months or more. Long-lasting difficulties were more 

common among women, among whom inability to reach orgasm, not finding sex 
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pleasurable, feeling anxious about performance, vaginal dryness, and physical pain 

during intercourse were persistent in the past year for a large minority of those who 

reported them. 

 

The majority of people who reported a difficulty said that it was either not a problem, or 

only a minor one. The difficulties most likely to be reported as more than a minor 

problem (i.e., “somewhat of a problem” or “a major problem”) among men were trouble 

keeping an erection (46% of those who reported experiencing it), physical pain during 

intercourse, anxiety about sexual performance, and not finding sex pleasurable. Among 

women, the difficulties most likely to be regarded as more than a minor problem were 

anxiety about performance, physical pain during intercourse, not finding sex 

pleasurable, and trouble with vaginal dryness. Few women regarded reaching orgasm 

too quickly as a problem. By difficulties “most likely” to be seen as more than a minor 

problem we mean here the difficulties with the highest proportion of people who 

reported them saying they were more than a minor problem, not the difficulties with the 

largest number of people overall having more than a minor problem (population 

attributable fraction), which is discussed below. 

 

The difficulties for which men were most likely to have sought treatment (if they 

experienced them) were physical pain during intercourse, trouble keeping an erection, 

inability to reach orgasm, and feeling anxious about performance. Women were most 

likely to have sought treatment for physical pain during intercourse, vaginal dryness, 

not finding sex pleasurable, and anxiety about performance.  

 

Given the number of people reporting various difficulties, the absolute numbers seeking 

treatment suggest that the patient load for general practitioners (GPs, i.e. family 

physicians) and sexual therapists would be highest for lacking interest in sex, 

performance anxiety, and trouble with erection among men, and trouble with vaginal 

dryness, pain during intercourse, lack of pleasure, and inability to reach orgasm among 

women. Overall both experiencing difficulties and help-seeking were much higher 

among women. 
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Table 4  How long difficulty lasted, whether it was a problem, and whether respondent sought treatment: men 
 

Sexual difficulty Experienced 
difficulty 

 How long difficulty lastedb  How much of a problem it wasb Sought 
treatmentc 

  
N = 8679 (2776)a 

 1–2 
months 

3–5 
months 

≥6 
months 

 Not a 
problem 

A minor 
problem 

Somewhat of 
a problem 

A major 
problem 

 

 % (n)  % % %  % % % % % 

Lacked interest in having sex 27.2 (2360, 797)a  82.5 10.9 6.0  50.3 33.7 12.1 3.5 18.1 
Inability to reach orgasm 6.6 (573, 227)  71.6 15.6 12.1  37.6 32.4 16.4 13.5 31.2 
Came to orgasm too quickly 21.1 (1840, 580)  70.6 10.3 16.3  46.9 36.7 12.8 3.6 11.9 
Did not find sex pleasurable 4.3 (377, 144)  75.6 9.9 11.9  25.8 41.4 21.3 11.5 17.7 
Felt anxious about 
performance 

14.0 (1221, 476)  63.2 13.5 21.9  16.5 42.1 30.4 10.9 28.6 

Had trouble keeping erection 11.3 (985, 396)  59.5 12.9 25.3  16.4 37.2 30.2 15.6 37.5 
Physical pain during 
intercourse 

1.5 (129, 46)  58.6 d 28.4  18.5 39.3 29.6 12.6 58.1 

a Weighted, unweighted denominators. 
b Percentages do not total to 100% due to missing data (don’t know, can’t remember or refused). 
c The percentage shown is the proportion of those who experienced the difficulty as a minor to major problem. Thus, for example, 9.0% of all men who reported lacking interest 
in sex sought treatment. Men who said it was not a problem were not asked about seeking treatment. 
d Estimate unreliable; too few respondents. 
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Table 5  How long difficulty lasted, whether it was a problem, and whether respondent sought treatment: women 
 

Sexual difficulty Experienced 
difficulty 

 How long difficulty lastedb  How much of a problem it wasb  Sought 
treatmentc 

  
N = 8218 (2606) 

 1–2 
months 

3–5 
months 

≥6 
months 

 Not a 
problem 

A minor 
problem 

Somewhat of 
a problem 

A major 
problem 

  

 % (n)a  % % %  % % % %  % 

Lacked interest in having sex 51.4 (4256, 1415)  66.7 19.2 13.4  48.9 32.4 14.9 3.6  17.2 
Inability to reach orgasm 23.5 (1931, 664)  53.7 18.8 26.2  45.1 33.3 16.4 5.0  16.5 
Came to orgasm too quickly  5.3 (433, 170)  74.7 8.6  15.4  74.2 17.3 7.5 d  8.9  
Did not find sex pleasurable 18.4 (1509, 532)  60.3 15.2 23.7  29.1 30.1 27.4 13.4  27.9 
Felt anxious about 
performance 

13.3 (1091, 413)  52.8 18.8 27.2  13.3 40.8 30.8 15.0  24.3 

Had trouble with vaginal 
dryness 

21.7 (1783, 599)  48.0 11.4 39.9  22.3 44.2 23.5 9.7  45.7 

Physical pain during 
intercourse 

16.4 (1337, 426)  62.4 9.1 26.6  15.8 37.6 28.3 17.3  52.0 

a Weighted, unweighted denominators. 
b Percentages do not total to 100% due to missing data (don’t know, can’t remember or refused). 
c The percentage shown is the proportion of those who experienced the difficulty as a minor to major problem. Thus, for example, 8.8% of all women who reported lacking 
interest in sex sought treatment. Women who said it was not a problem were not asked about seeking treatment. 
d Estimate unreliable; too few respondents. 
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Number of difficulties and seeking treatment 

Analysis of the chance of seeking help according to the number of difficulties experienced 

showed that the more difficulties a person had, the more likely they were to have sought 

treatment (F(6.9, 38 300) = 129.9; p < 0.001); see Figure 2. 

 

Changes since the first survey in 2002–2003 

As shown in Table 6, among men aged 16–59, only one of the changes in prevalence of 

sexual difficulties since ASHR1 was significant at p < 0.05: fewer men reported anxiety 

about their sexual performance in ASHR2. However, significant changes were apparent 

among women. The prevalence of all sexual difficulties among women fell by between 4 and 

10 percentage points between ASHR1 and ASHR2. 

 

 

Discussion 

 

This descriptive study of reported sexual difficulties in men and women showed that lacking 

interest in having sex was very common, even among people who were (at least occasionally) 

sexually active: about a quarter of the men and half of the women reported experiencing this 

for at least a month in the previous year. However, half the people who reported this said that 

it was not a problem, and very few men or women saw it as a major problem. Clearly the idea 

that one ought to be constantly interested in having sex is a social expectation (Richters, 

2009) that not everyone shares, particularly women (Meana, 2010). Nonetheless, discrepancy 

in desired frequency of sex can be problematic in monogamous relationships, and congruence 

in desired frequency of sex has been found to be a predictor of sexual satisfaction and general 

relationship satisfaction in heterosexual couples (Smith et al., 2011; Willoughby et al., 2014). 

Natsal-3 found that imbalance between partners of level of interest in sex was the most 

common issue within relationships; it was more common than not sharing sexual likes and 

dislikes, the partner having sexual difficulties, or not feeling emotionally close during sex 

(Mitchell et al., 2013). Hence lack of interest may be more of a problem for the more sexually 

interested partner in a regular relationship than for the person reporting it. 

 

The perception of oneself as lacking interest in sex, as well as distress associated with it, may 

be affected by the partner. Indeed Rosen et al. (2009) found in the US that desire problems 
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accompanied by distress were most prevalent among women in their 30s, 40s and 50s; having 

a partner was the strongest predictor of distress among women with lower sexual desire. 

Lack of interest in sex is often transient, as suggested by the high proportion of people who 

said their lack of interest lasted less than three months, suggesting that this may be due to 

temporary illness, depression or life events. However, analysis of data on recurrence or 

persistence of sexual difficulties from the Australian longitudinal study (Smith et al., 2012; 

2013) showed that 50% of men and 65% of women who reported lack of interest at Wave 1 

also reported it at Wave 2 a year later. 

 

Differences between men and women 

Apart from reaching orgasm “too quickly,” most difficulties were more common in women 

than in men. Indeed, the data show a clustering of difficulties that suggest lack of arousal: 

inability to reach orgasm, not finding sex pleasurable, vaginal dryness, and physical pain 

during intercourse. As the great majority of our respondents had sex only with other-sex 

partners, these findings largely reflect difficulties experienced in heterosexual relationships or 

encounters.  

 

The most striking finding is that the prevalence of all sexual difficulties among women has 

fallen since the ASHR1 survey in 2001–2002. This has occurred at the same time as a drop in 

the frequency of sex in the previous four weeks reported by people in heterosexual 

relationships from an average of 1.8 to 1.5 times a week (Badcock et al., 2014). A similar 

change was also reported from Natsal-3 (Mitchell et al., 2013; Wellings et al. 2019). 

Although reasons proffered to explain this have included “the intrusion of work into home 

life via laptops and mobile telephones” (Badcock et al., 2014; Wellings et al., 2019), it is also 

possible that women in relationships with men were feeling more entitled to refuse sex when 

they were not in the mood themselves than in earlier studies, with the result that they endure 

fewer occasions of “service” sex. This speculation was also made by Wellings et al. (2019). 

In the Context of Sexuality in France study, younger women were less likely to have had sex 

without really wanting to, to please the partner (Ferrand et al., 2012). It may be that in recent 

years, if their partners were unwilling to have sex, people in relationships were more likely to 

resort to masturbation (and to pornography, especially among men) rather than asserting 

“conjugal rights.” Between ASHR1 and ASHR2, prevalence of reporting masturbation in the 

past 12 months rose among both men (from 65% to 77%) and women (from 35% to 45%) 

(Richters, de Visser et al., 2014, Table 5). In ASHR2, as in ASHR1, reported recent 
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frequency of sex in heterosexual regular relationships was very similar for men and women, 

but ideal frequency of sex was not, with women consistently reporting lower ideal 

frequencies than men (Badcock et al., 2014). 

 

One possible explanation for the cluster of responses by women that might suggest lack of 

arousal (Table 3) is that in heterosexual relationships, men’s preferences are given greater 

weight by cultural assumptions about the normal way to “do” sex, with a heavy focus on 

coitus (Braun et al., 2003; Ferrand et al., 2012; Fahs, 2014; McCabe & Goldhammer, 2013; 

Kelly et al., 2017). This tends to favor men, for whom intercourse is a more reliable way of 

reaching orgasm than other practices. Using the data on sexual practices at the last encounter 

from ASHR1, Richters, de Visser et al. (2006) outlined the pattern of combinations of 

practices in each encounter (vaginal intercourse only; intercourse + fellatio, intercourse + 

cunnilingus, oral or manual sex with no intercourse, etc.) and showed that sexual sessions of 

vaginal intercourse without other practices (specifically oral and manual sex) were less likely 

to have included female orgasm. Sexual events containing acts likely to lead to orgasm for 

the woman but not the man were rare, and we noted that it was “hard to escape the conclusion 

that when the man is keen to have sex but the woman is not, intercourse [often] ensues and 

the man reaches orgasm, but when the woman is keen but the man is not, sex rarely happens” 

(Richters, de Visser et al., 2006, pp. 224–225). Qualitative and survey research suggests that 

women often have intercourse as a favor to the man, or to please or appease him, rather than 

out of desire for sex itself (Goldhammer & McCabe, 2011; Mitchell et al., 2011; Kelly et al. 

2017; Ferrand et al., 2012). However, despite the fall in reported difficulties and the fall in 

frequency of sex, women in ASHR2 were still much less likely than men to have had an 

orgasm at their last heterosexual encounter (men 92%, women 66%) (Rissel et al., 2014). It is 

likely that in the long term this feeds into lower rewards for women to accede to sex. 

 

Seeking treatment 

Treatment-seeking patterns varied between the difficulties (Tables 4 and 5). For example, 

very few men did not find sex pleasurable, yet only 18% of those who reported this as a 

(minor to major) problem sought help, despite the fact that just under half of them said it was 

more than a minor problem. Perhaps lack of pleasure is perceived as due to partner issues 

rather than physical sexual function, so men do not regard a doctor or counselor as likely to 

be able to help. Similarly among women, 41% of those who did not find sex pleasurable 

regarded it as more than a minor problem, but only 28% of those for whom it was a problem 



 

19 

 

sought treatment. This may reflect people’s embarrassment about bringing up the topic, and 

might be helped by primary care clinicians being more willing to broach the topic, and not 

displaying lack of comprehension or lack of concern if a patient raises the issue (Nusbaum et 

al., 2002; Dyer & Das Nair, 2013). In contrast, 31% of men who experienced erection 

difficulties sought treatment, equivalent to two-thirds of those who experienced it as more 

than a minor problem. This may reflect the widely known availability of phosphodiesterase 

type 5 inhibitors (sildenafil and similar drugs). Further work is needed on where people seek 

help or treatment, whether this was among friends and family, from the internet or other 

media, from GPs or from sexual counselors or therapists. In Australia, seeing a sexual 

therapist would involve paying private consultation fees, though in some circumstances there 

would be a partial refund from Medicare, the national health insurance system. 

 

Comparison with other studies 

ASHR is one of the world’s largest sex and relationship surveys. It is based on direct random 

sampling of people with telephone access and has a high response rate that allows 

generalization to the population. 

 

“Prevalence” estimates vary greatly between studies of sexual difficulties or dysfunctions, 

given the range of different questions and times asked about and differences in the age groups 

surveyed. However, some conclusions can be drawn. Although erectile difficulties are often 

stated to be the most common problem for men, this is not supported in the literature or by 

our findings. Several recent studies have also found problems with timing ejaculation were 

more common than erectile difficulties (e.g. Christensen et al., 2011; Schlichthorst et al., 

2016), as did Laumann et al. (1999). However, we found that erectile difficulties and pain in 

intercourse were more likely to be experienced as problems than lack of interest or pleasure, 

or issues with orgasm timing. For women, difficulties with arousal and/or orgasm were found 

in many studies (e.g. Laumann et al., 1999; Mercer et al., 2003; Shifren et al., 2008; 

Christensen et al, 2011; Levinson, 2012; Mitchell et al., 2013; Hendrickx et al., 2014). 

 

Limitations 

Our sample of Australians aged 16–69 was largely representative of the population at the 

2011 Census, though like many health surveys it overrepresented the highly educated 

(Richters, Badcock et al., 2014). As this analysis only looked at people who had had sex with 

a partner in the past year, the estimates are unlikely to be much affected by sex survey 
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volunteer effect (a form of avidity bias), i.e. refusals from people who had little or no sexual 

experience or no current partner. It is possible, however, that we have underestimated the 

prevalence of difficulties among the sexually active because of survey non-response by 

people who found sexual or relationship topics embarrassing or distressing precisely because 

they were having difficulties. Several other studies (Christensen et al., 2011; Mercer et al., 

2003; Lindau et al., 2007; Mitchell et al., 2013) have also examined only people who have 

had sex with a partner (usually in the past year), but this points to an overall lack of research 

on how sexual difficulties lead to people avoiding sex or suffering sexual refusal, or how 

long-term couples manage relationships without sex. Nazareth et al. (2003)’s GP-clinic-based 

study included patients who had not had sex with a partner in the past four weeks, finding 

that “these people were more likely to report sexual problems [ICD-10 sexual dysfunctions] 

and were less satisfied with their sex lives.” It is probable, however, that in their study as in 

ours, people who were not sexually active were more likely not to answer questions about 

difficulties. Another limitation of this study is the lack of data on what kind of help people 

sought, which would be useful for healthcare providers and sexual counselors. This is an 

issue for future population survey research (including our own in ASHR3). 

 

A telephone survey always depends on respondents’ understandings of the questions asked. 

Few men (7%) had difficulty reaching orgasm, but 25% of women reported this. Women who 

could reach orgasm during masturbation may have interpreted the question to refer to 

reaching orgasm during sex with a partner; further, some women may have interpreted the 

question to apply only to vaginal intercourse. As orgasm during partnered sex is likely to be 

heavily dependent on the practices engaged in (Richters, de Visser, et al., 2006), the response 

to this question does not constitute a measure of the woman’s capacity for orgasm. Shifts in 

people’s understanding of questions may be another possible reason for the fall seen in 

women’s reports of difficulties between ASHR1 and ASHR2. However, we consider this 

unlikely, because of the magnitude of change across all the variables examined. 

 

 

Conclusion 

 

Women still report far more sexual difficulties than men. In reporting ASHR1, we said 

“Something needs to change if sex is to be as satisfying for most women as it is for most 
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men” (Richters et al., 2003, p. 169). The significant drop in prevalence of women’s sexual 

difficulties since a decade earlier is a promising sign that this change is occurring. 
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[Caption for Figure 1] 

 

 

Figure 1  How the ASHR2 representative sample of sexually active people for sexual 

difficulties analysis was achieved 

 

 

 

 

[Footnote] 

 

* ‘Partner’ is used here in the epidemiological sense to mean anyone the respondent had sex 

with (not only intercourse). ‘Regular partner’ refers to a partner in an ongoing relationship, 

i.e., someone the respondent expected to have sex with again, usually their 

boyfriend/girlfriend, (romantic) partner, or spouse. 
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[Caption for Figure 2] 

 

 

Figure 2  Likelihood of seeking treatment by number of problems experienced 

 

 


