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Abstract
Background: Sexual relationships are one of the most important and most obsolete aspects of human life since first, and there are
many factors which affect sexual knowledge and attitude, and sexual functioning in men and women.
Objectives: The aim of this study was to determine the level of sexual knowledge, attitude, and functioning among urology patients.
Methods: This was a cross-sectional descriptive study with stratified random sampling on 84 female and 60 male patients referring
to the Urology clinic of Imam Reza hospital, Tehran, Iran. Data were collected using 6 tools including a researcher-made sexual
knowledge questionnaire, Dehghani sexual attitude questionnaire, the international index of erectile function (IIEF), and the female
sexual functioning index (FSFI), and analyzed by SPSS v.21 software.
Results: The mean scores were 8 ± 1.3 out of 11 for sexual knowledge and 47.96 ± 6.48 out of 58 for sexual attitude. Only 8.3% of men
had severe sexual dysfunction, but 79.8% of women had at least one kind of sexual dysfunctions, and pain disorder was the most
prevalent one by 53.6%. We found no relationship between age, education, climacteric state, and age at the first sexual experience
and any of the major study variables.
Conclusions: Sexual knowledge and attitude, and men’s sexual functioning were at good levels in urology patients; however, sexual
functioning in this field was remarkably lower in women than general population, and it also had a different pattern: pain disorder
was the most prevalent sexual dysfunction.
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1. Background
Since a long time ago, human being has started sexual
intercourse and reproduction with no systematic teaching. Although sexual desire is an instinctive affair, sexual
knowledge, attitude, and behaviors could be taught and
also measured.
All information and knowledge about sex and sexual
issues including sexual physiology, reproduction, contraception, sexually transmitted diseases, normal sexual behavior and personal and interpersonal sexual behaviors
are called “Sexual Knowledge” (1). “Sexual Attitude” is a
person’s beliefs about sex and sexual issues, which are reflected in his/her behavior and are rooted in his/her cultural perspective and previous experiences (2). According to the latest version of Diagnostic and Statistical Manual of mental disorders (DSM-V), sexual dysfunctions are
divided into 3 specific groups for women (female sexual
interest/arousal disorder, female orgasmic disorder, and
genito-pelvic pain/penetration disorder), 4 specific groups
for men (erectile dysfunction, male hypoactive sexual desire disorder, premature ejaculation, and delayed ejacula-

tion), Substance/medication-induced sexual dysfunction,
other specified sexual dysfunctions, and unspecified sexual dysfunctions (3, 4). Premature ejaculation is the most
common sexual dysfunction in men younger than 40 Years
(5).
Sexual problems are often multifactorial. Sexual disorder is a source of sever marital and family discord (6). The
lack of adequate knowledge about sex, wrong attitudes,
functional anxiety, spectatoring (it means instead of enjoying your relationship, you are obsessed with evaluation
of your performance), and relationship problems are the
most important psychological factors about these disorders (7). In this regard, a previous study showed that there
is a significant relationship between assertiveness and less
self-consciousness (8). It can be seen that people who have
low self-esteem are less satisfied with their sexual relationship, leading to sexual dysfunction (9). Many studies have
been conducted to assess sexual knowledge, attitude, and
function in Iran and all over the world. A lot of studies
are about women’s sexual dysfunctions in which, the researchers have attributed a great range of prevalence for
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these disorders.
In recent years, researchers have focused on sexual dysfunction especially for women (10). It is interesting that in
a research it was known that 37% of men and 20% of women
who referred to a urogenital clinic in London, after being
asked, expressed that they have sexual problems (11).
In this regard, the present study was designed to determine the prevalence of sexual dysfunctions among patients referring to urology clinics and assess their sexual
knowledge and attitude.

2. Methods
After choosing the study subject and obtaining the
ethical approval from the “Ethics Committee”, a crosssectional descriptive study was designed. Stratified random sampling was applied. The required sample size for
this study was determined using the Cochran’s Formula
for men and women separately, which led to a sample size
of 144, including 84 women and 60 men. The target population was the patients referring to the urology clinic of
Imam Reza hospital in Tehran during 2013 - 14. The exclusion criteria were unwillingness to cooperate, age less than
18, illiteracy, and history of mood disorders, schizophrenia,
or using psychotropic medications.
To measure sexual knowledge, a questionnaire was created by the researchers which included 11 True/False questions. This questionnaire was designed with a glance on
valid foreign references (12-15), and by considering cultural
issues of the Iranian society that was approved by some experts of this field. The internal consistency of the questions
seemed acceptable according to the Cronbach’s alpha coefficient of 0.98. The sexual knowledge total score in this
scale has a range from 0 to 11.
For measuring sexual attitude, we used a tool created
by Dehghani et al. (16). This instrument consisted of 3 domains of attitude: emotion, cognition, and behavior. Validity, reliability, and internal consistency of these questions
were approved previously. 29 Likert-scale questions were
designed with 3 choices scoring 0, 1, and 2; thus, the range
of the total score was 0 - 58. In this study, the average number of the control group was 36.85 with a standard error of
0.5.
For measuring sexual functioning, different tools were
used for women and men. Various kinds of instrument
have been made for measuring women’s sexual function
(17). In this study, the Persian version of female sexual function index (FSFI) was used. Validity and reliability of this index was studied and approved by Mohammadi et al. (18) in
2008. Cronbach’s alpha was obtained as 0.87 in Foroutan
et al. study (19).
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For measuring the men’s sexual functioning, we used
the Persian version of international index of erectile function (IIEF), which is able to evaluate all the aspects of sexual function. This tool was also designed and validated by
Rosen et al. in 1997 (20) and the internal consistency of its
components with Cronbach’s alpha of 0.81 was confirmed
by Foroutan et al. in 2008 (19).
In studies dealing with people’s private issues, an important point is the way of presenting questionnaires to
the patients. In this study, the researcher gave the questionnaires to the participants and convinced them that the
questionnaires will be anonymous. We also asked for the
permission of using the results in the study. In this study,
the confidentiality of information was emphasized and a
reference person was introduced to the participants in order to answer their questions. By the way, the patients
were assured that answering or not answering the questions had no effect on their treatment process.
2.1. Statistical Analysis
The statistical analysis of the data was done using SPSS
v.21 software. After computing the patients’ scores in sexual knowledge, attitude, and functioning, we calculated
the measures of central tendency (mean, median, and
mode) as well as the measures of variability (range, standard deviation, and variance), and compared them with
the results of previous studies. To compare sexual functioning between men and women, we compared the FSFI
and IIEF scores.
To determine the relationship between every two variables, we used suitable statistical tests based on the parameter types. The test included Pearson’s coefficient of correlation, Spearman’s coefficient of correlation, Independent
t-test, and ANOVA followed by a post-hoc test like Tukey.

3. Results
The study sample consisted of 84 women and 60 men
with the mean age of 31.7 years ranging from 19 to 64. 78
patients were married, 55 were single, and 11 categorized
themselves separated/widowed/divorced. 2% had elementary education, 15% intermediate and upper-intermediate
education, 44% had bachelor degree, and 39% had masters, PhD, or upper degrees (the illiterates were excluded
before). The mean age at the first sexual intercourse was 22
(21 for women and 23.4 for men) with a standard deviation
of 5 in the range of 14 - 51. 21% of the sample were smokers
and just 2 women reported menopause.
The sexual knowledge questionnaire consisted of 11
true/false questions on 4 domains of study including sexual physiology, normal sex intercourse, pregnancy and
Ann Mil Health Sci Res. 2016; 14(3):e11723.
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contraception, and sexually transmitted diseases. The average score was 8 ± 1.3 out of 11 and the correct answers
ranged from 21.5% to 97.9% for every single question.
Sexual attitude questionnaire consisted of 29 questions on the domain of emotion, cognition, and behavior. The obtained scores and the characteristics of the total
score are shown in Table 1.
Table 1. The Participant’s Score in Each Domain and Characteristics of the Total Score
of Sexual Attitude in Patients Referring to Imam Reza Hospital Urology Clinic

from any (one or more) type of female sexual disorders was
79.8%. The obtained scores based on different dimensions
of FSFI are presented in Figure 2.
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Figure 2. The Percentage of Sexual Function Scores in Women Referring to Imam
Reza Hospital Urology Clinic Based on the Six-Dimensional FSFI Questionnaire

The male’s sexual function tool (IIEF) consisted of 15
multiple-choice questions on 5 dimensions: erectile function, orgasm, sexual desire, sexual intercourse satisfaction,
and general sexual satisfaction. The total score was 50.32
out of 75 with SD of 16.8. A summary of male sexual function classified based on their domain is presented in Figure
1.
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Figure 1. The Percentage of Male Sexual Function Scores, Differentiated by the 5 Dimensions of the IIEF Questionnaire

The tool used to assess female sexual function in this
study was the FSFI questionnaire, which studies females’
sexual function with 19 questions on 6 dimensions: sexual
desires, sexual arousal, vaginal lubrication, orgasm, sexual satisfaction, and pain. More scores show better sexual
function. According to balancing the domains, the maximum score for each domain was 6 and for the total scale
was 36. The scores lower than the cutoffs are recognized as
disorder. Accordingly, the percentage of patients suffering
Ann Mil Health Sci Res. 2016; 14(3):e11723.

Finally, the results of the study indicated a significant
relationship among some variables as represented in Table
2.

4. Discussion
From the collected data, it is inferred that the general
sexual knowledge of participants is acceptable. However,
some of the questions received more wrong answers than
the others that need to be further studied. For example, we
presented an incorrect statement “a normal sex should last
at least 15 minutes” while just 31 respondents did not approve this statement. In other words, about 80% of the participants believed that a normal sex should last 15 minutes
or more. Also, 55.6% believed that it is impossible to get
pregnant during menstruation, and 38.9% thought that
sexual desire will be eliminated in menopausal period. The
comparison of the three areas of attitude including emotion, cognition, and behavior showed that the participants
got the highest scores in the domain of behavior and the
lowest scores in the domain of emotion. Premature egaculation is the most common sexual dysfunction in men (21).
As is evident from the provided figure, the highest
scores on IIEF were achieved in the orgasm domain and the
lowest scores were in the sexual and general satisfaction
domains. The mean score of female sexual function was
21.37 with a standard deviation of 9.11 (in range of 0 - 36).
The prevalence of any (one or more) females’ sexual dysfunction in this study was 79.8% that is higher in comparison with the reported prevalence in other studies.
3
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Table 2. Correlations Among Different Variables in the Study of Sexual Knowledge, Attitude and Function Among Patients Referring to Imam Reza Hospital Urology Clinic

Age

Sex

Education

Marital Status

Smoking

Age at First
Sexual
Relationship

Menopausal
Status

PCC showed no
significant
relationship

PCC showed no
significant
relationship

Ind. samples
t-test showed
significant
relationship (P
= 0.001)

ANOVA t-test +
Tukey post hoc
test showed no
significant
relationship

ANOVA t-test +
Tukey post hoc
test showed
significant
relationship (P
= 0.004)

Ind. samples
t-test showed
significant
relationship (P
= 0.038)

PCC showed no
significant
relationship

Ind. samples
t-test showed
no significant
relationship

PCC +0.390

PCC +0.413

PCC showed no
significant
relationship

Ind. samples
t-test showed
no significant
relationship

ANOVA t-test +
Tukey post hoc
test showed no
significant
relationship

ANOVA t-test +
Tukey post hoc
test showed
significant
relationship (P
= 0.004)

Ind. samples
t-test showed
no significant
relationship

PCC showed no
significant
relationship

Ind. samples
t-test showed
no significant
relationship

-

-

-

PCC showed no
significant
relationship

-

ANOVA t-test +
Tukey post hoc
test showed no
significant
relationship

ANOVA t-test +
Tukey post hoc
test showed
significant
relationship (P
= 0.007)

Ind. samples
t-test showed
no significant
relationship

PCC showed no
significant
relationship

Ind. samples
t-test showed
no significant
relationship

-

-

-

PCC showed no
significant
relationship

-

ANOVA t-test +
Tukey post hoc
test showed no
significant
relationship

ANOVA t-test +
Tukey post hoc
test showed no
significant
relationship

Ind. samples
t-test showed
no significant
relationship

PCC showed no
significant
relationship

-

Sexual
Attitude

Males’ Sexual
Function

Females’
Sexual
Function

PCC +0.254

PCC +o.345

Sexual
attitude

-

Females’
sexual
function

Males’ sexual
function

Sexual
knowledge

Abbreviation: PCC, Pearson’s coefficient of correlation.

In other studies using similar tool (FSFI), the highest
prevalence rate was obtained in Ramezani et al. study by
reporting the rate of 64% (9). Foroutan and Jadid study indicated that 31.5% of the Iranian women had a kind of sexual dysfunction, which is far away from the rate found in
our study (19). However, in that study, FSFI and clinical interview were used to gather data. Mohammadi et al. study
achieved the average score of 30.9% with a standard deviation 3.96 in a healthy control group (18), which is different
from our results on urology patients (21.37 with a standard
deviation 9.11). Dehkordi et al. study (22) reported a average
score of 29.24% with a standard deviation of 4.16, which is
also different from our results.
In other studies about the areas of disorders, Arman et
al. (23) mentioned the desire disorder as the most prevalent one with 49.2%. In Yekeh et al. study (24), the most
prevalent disorder was sexual desire disorder (62.4%), followed by vaginal lubrication disorder (56.5%) and orgasm
disorder (54.3%). In this study, dyspareunia and vaginismus obtained the percentages of 39.7 and 48.6, respectively. Sexual desire disorder in Dehkordi et al. study (22)
was the most prevalent disorder with the lowest score of
3.82 out of 6 on FSFI while the highest score belonged to
sexual satisfaction with the value of 5.54 out of 6. Sexual
arousal and orgasm disorder in Mojde et al. study (25)
conducted among depressed women were more prevalent
(mean scores of 3.07 and 3 out of 6, respectively) while
Rosen et al. and Abdo et al. recognized sexual desire disorder as the most prevalent disorder with 30% and 26.7%
prevalence rates, respectively (26, 27). A review article by
Hayes et al. (28) could not achieve a general conclusion
about sexual function disorder because of methodologi4

cal heterogeneity although it showed that in female sexual dysfunction, the prevalence of sexual desire was averagely 64%, orgasm disorder 35%, sexual arousal disorder
31%, and pain disorder 26%. As can be seen, in majority of
studies, sexual desire disorder has been known as the most
prevalent disorder. However, in other studies including
our study, different results were obtained. For example,
Ramazani et al. (9) represented pain disorder as the most
prevalent disorder, and Khademi et al. (29) reported sexual
arousal as the most common disorder with the prevalence
of 80.2%. Ponholzer et al. (30) and Safarinejad et al. (31)
comprehensive studies indicated orgasm disorder as the
most prevalent disorder with the prevalence rates of 39%
and 37%, respectively.
Our study demonstrated that with an increase in sexual knowledge, the sexual attitude score increases. Pinkerton et al. study (32) showed that an increase in sexual
knowledge can cause a healthier and better attitude and
performance, and it can also lead to an improvement in
males’ sexual function. In this study, we observed that an
increase in sexual attitude score improves males’ sexual
function. As is observed in Kinsey, Master, Johnson, and
Helen Kaplan’ researches during 50s to 80s, an increase
in sexual attitude could consequently make an improvement in sexual function and a decrease in sexual disorders’
prevalence in western society especially America (16). An
increase in sexual attitude score can improve females’ sexual function. Therefore, it is reasonable that some experimental studies (33, 34) show that counseling on sexual cognitive behaviors can affect females’ sexual function.
This study indicated a significant relationship between
patients’ sexual knowledge and their gender. The average
Ann Mil Health Sci Res. 2016; 14(3):e11723.
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score of sexual knowledge was 8.40 among men and 7.69
among women. In our study, the absence of a significant relationship between patients’ sexual attitude and their gender was observed, which is in agreement with Dehghani et
al. study (16); however, it is not in line with another study
(1).
This study showed that there is a significant relationship between patients’ sexual knowledge and smoking. It
is interesting that the average score of sexual knowledge
was higher among smokers than other groups (8.43 vs.
7.87). However, no relationship was found between smoking and sexual attitude and function among women, as
seen in other studies (31, 35).
Our study showed a significant relationship between
sexual knowledge and marital status. Complimentary
tests indicated that the highest score of sexual knowledge
belonged to the separated/widow/divorced group of patients with the value of 8.45, followed by the married group
with the score of 8.24 and the unmarried group with the
score of 7.53. This study also showed a significant relationship between sexual attitude and marital status. In further
tests, we indicated that the average score was 52.36 in the
separated/widow/divorced group, which was more than
the scores of married group (48.67) and unmarried group
(46.09). Sexual experience might be an important factor
in this relationship. Our study showed a significant relationship between women’s marital status and their sexual function; but there was not such relationship among
men. The complementary tests showed that the women’s
sexual function in the married group scored 23.98, which
was more than the score of other groups. It means that the
more sexual relationships will be more helpful. Contrary
to our results, Safarinejad et al. (31) indicated that marriage
is associated with females’ sexual dysfunction.
4.1. Conclusions
We can summarize the results of the study as follows:
- The respondents’ sexual knowledge was acceptable;
among people with higher sexual knowledge, there were
more percentages of men with better sexual function,
smokers, and married or previously married individuals
(separated/widow/divorced).
- The sexual attitude was at a good level comprising
mostly people with higher sexual knowledge, better sexual
function, and married or previously married individuals.
- About 80% of women were suffering from at least one
sexual disorder, and pain disorder was the most prevalent
one. Sexual performance was better in women with higher
sexual attitude and married or previously married individuals.
- About 60% of men had a good sexual function; the
most prevalent disorder was sexual dissatisfaction and
Ann Mil Health Sci Res. 2016; 14(3):e11723.

males’ sexual function was better in those with higher sexual attitude.
- The variables of age, education, age at the first sexual intercourse, and menopausal did not affect other main
variables.
- According to the relatively high prevalence of sexual
disorders in patients referring to urology clinics, the medical group should focus on them to diagnose and treat sexual dysfunctions.
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