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BACKGROUND:Brief self-assessment of sexual problems
in a clinical context has the potential to improve care for
patients through the ability to track trends in sexual
problems over time and facilitate patient–provider com-
munication about this important topic. However, instru-
ments designed for research are typically too long to be
practical in clinical practice.
OBJECTIVE: To develop and validate a single-item self-
report clinical screener that would capture common sex-
ual problems and concerns for men and women.
DESIGN: We created three candidate screener items, re-
fined them through cognitive interviews, and adminis-
tered them to a large sample.We compared the prevalence
of responses to each item and explored the discrepancies
between items. We evaluated the construct validity of the
items by comparing them to scores on the Patient-
Reported Outcomes Measurement Information System®
Sexual Function and Satisfaction (PROMIS® SexFS)
measure.
PARTICIPANTS: Local patients participated in two
rounds of cognitive interviews (n=7 and n=11). A
probability-based random sample of U.S. adults com-
prised the item-testing sample (n=3517).
MAINMEASURES: The items were as follows: 1) a yes/no
item on any sexual problems or concerns (Bgeneral
screener^), 2) a yes/no item on problems experienced for
3months ormore during the past 12months, with a list of
examples (Blong list screener^), and 3) an item identical to
the long list screener except that examples appeared in-
dividually as response options and respondents could
check all that applied (Bchecklist screener^).
KEY RESULTS: All of the screeners tested showed evi-
dence for basic validity and had minimal missing data.
Percentages of women and men endorsing the screeners
were 10 % and 15 % (general); 20 % and 17 % (long list);

and 38 % and 30 % (checklist), respectively. Participants
who endorsed the screeners had lower function compared
to those who did not endorse them.
CONCLUSIONS: We recommend the checklist screener
for its specificity and ability to identify specific problems
associated with decreased sexual function.

J Gen Intern Med 30(10):1468–75

DOI: 10.1007/s11606-015-3333-3

© Society of General Internal Medicine 2015

INTRODUCTION

The prevalence of sexual problems in adults is high, ranging
from 30-50 %. In the U.S. National Health and Social Life
Survey (in-person interviews in 1992), 43 % of women and
31 % of men aged 18–59 who had been sexually active in the
past year self-reported at least one sexual problem.1 The U.S.
National Social Life, Health, and Aging Project (in-person
interviews in 2005–06) found that over half of sexually active
adults aged 57–85 reported a sexual problem lasting several
months or more.2 Despite the high prevalence of problems,
assessing sexual function during clinic visits is not common-
place. Limited patient–provider communication about sexual
matters has been documented in primary care,3,4 ob/gyn,5

cardiology,6 and oncology.7,8 Patients can be reluctant to
initiate discussions with their providers about sexual function,
preferring that providers broach the topic.7,9 Providers can
also be reluctant to raise the subject,10 especially if they feel
they lack the knowledge or skills needed to address this
issue,11 yet there is some evidence that a pre-visit question-
naire can promote patient–provider discussions of sexual dys-
function.12 Given the availability of treatments and options for
referrals for sexual problems, the routine assessment of sexual
concerns might reduce barriers to discussing this issue while
also providing a means to assess longitudinal changes in an
important area of health. Therefore, the availability of easily
administered and interpreted tools to assess sexual concerns
could improve clinical care and standardize data collection
efforts for research.
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Multiple validated instruments are available for self-
assessment of sexual function, but validated instruments de-
signed for research (e.g., the International Index of Erectile
Function13, the Female Sexual Function Index14, and the
Patient-Reported Outcomes Measurement Information Sys-
tem® Sexual Function and Satisfaction Sexual Function and
Satisfaction [PROMIS® SexFS] measure19) are typically too
long to be practical in general clinical practice settings. Brief
self-assessment of sexual problems in a clinical context has the
potential to improve clinical care by tracking trends in sexual
problems over time and facilitating patient–provider communi-
cation about sexual function. Very brief assessments may also
reduce missing data, which is desirable in both the clinical and
research context. Therefore, our objective was to develop and
validate a single-item clinical screener that would capture com-
mon sexual problems and concerns for men and women. This
work was conducted in conjunction with the development of
version 2.0 of the PROMIS SexFS measure and informed by
members of the Scientific Network on Female Sexual Health
and Cancer (http://cancersexnetwork.org), an international in-
terdisciplinary network of clinicians and researchers.

METHODS

We created three single-item screeners, which were informed
by the self-report items currently used by several members of
the Scientific Network on Female Sexual Health and Cancer in
clinic intake forms. This included items used in oncology,
gynecology, and sexual medicine clinics. We solicited and
incorporated additional feedback on the screeners from other
members of this group as well as from members of the
PROMIS Sexual Function domain group.
We tested and refined the screeners in conjunction with

qualitative and psychometric testing for version 2.0 of the
PROMIS SexFS. Qualitative testing included two rounds of
cognitive interviews (n=7 and n=11) with participants recruited
through physician letters and the clinical trials website of the
Duke University Health System. Interviews were conducted in
person by an interviewer of the same sex as the participant.15

The specific cognitive interview methodology used is de-
scribed in detail elsewhere.16 Participants in psychometric
testing were members of the GfK KnowledgePanel®, which
comprises a probability-based sample of U.S. mailing ad-
dresses weighted to provide a valid representation of the
U.S. population. For those selected who do not have
Internet access, GfK supplies a computer and Internet
service.17 Participants completed an online self-report
survey covering basic sociodemographic and health con-
cepts, the PROMIS SexFS, and the clinical screeners.
All screeners were asked of all participants. Additional
details about study design are provided in the appendix.
The institutional review board of the Duke University
Health System approved this study, and participants
provided informed consent.

Clinical Screeners

The three screeners, administered in order during item testing,
were as follows: 1) a yes/no item with no recall period asking
about any sexual problems or concerns (Bgeneral screener^), 2)
a yes/no item asking whether, in the past 12 months, the person
had experienced any problems for 3 months or more, with a
detailed list of example problems (Blong list screener^), and 3)
an item that was identical to the long list except that it moved
the examples of problems from the item stem (i.e., the question
itself) to the response options and included the instruction to
Bcheck all that apply^ (Bchecklist screener^). Respondents who
chose Bsome other problem or concern^ in the checklist screen-
er were asked to specify the problem (open-ended response).

PROMIS SexFS

To provide evidence for the validity of the single-item
screeners, we related responses on the screeners to robust
sexual function scores as measured by the PROMIS SexFS,
a comprehensive measure designed for research.18–20 The
PROMIS SexFS version 2.0 includes 17 domains. For indi-
viduals who had been sexually active in the past 30 days, we
used the domains most closely corresponding to the response
options in the checklist screener for comparisons (shown in
Table 4). For each PROMIS SexFS domain, a higher score
represents more of that domain; for example, a higher Erectile
Function score reflects better erectile function, and a higher
Vaginal Discomfort score reflects greater vaginal discomfort.
PROMIS SexFS domain scores are expressed on a T-score
metric in which a score of 50 corresponds to the U.S. general
population average for sexually active adults and has a stan-
dard deviation of 10.21 Participants who had not been sexually
active with a partner during the past 30 days were asked to
provide the reasons for lack of activity. Again, we used the
response options related to sexual function and satisfaction
that most closely corresponded to the content in the checklist
screener.
Our analyses also utilized items from the PROMIS SexFS

Bother Regarding Sexual Function domain that asked how
bothered the person was by their sexual function in key
domains. These items were reported on a five-point scale
ranging from Bnot at all^ to Bvery much.^

Analytic Approach

We used means and standard errors (SEs) to summarize
continuous and ordinal variables and the frequencies and
percentages for discrete variables with complex survey
sample design weighting applied. Assuming that the
problems endorsed on the checklist screener represented
the true set of problems that people had experienced, we
explored the discrepancies between the responses to the
long list and checklist screeners in three ways. We hy-
pothesized that discrepancies might be explained by 1)
the number of problems someone had, where people who
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said Byes^ to the long list screener would indicate having
more problems, 2) the specific problems that people had,
where people who said Byes^ to the long list screener
would indicate having a problem other than Bno interest,^
and/or 3) the level of bother associated with any prob-
lems, where people who said Byes^ to the long list would
be more bothered by their problem.

We evaluated the construct validity of the checklist screener
in two ways. First, among sexually active participants, we
estimated the difference in mean and 95 % confidence interval
for each domain, hypothesizing that endorsing a problem on
the checklist screener would be associated with worse func-
tioning on the corresponding PROMIS SexFS domain. Since
10 points is equivalent to 1 standard deviation in score, by

Table 1 Weighted Sample Characteristics* (n=3515)

Characteristic Total (n=3515) Male (n=1757) Female (n=1758)

Age group
18–29 750 (21.3 %) 398 (22.7 %) 352 (20.0 %)
30–44 882 (25.1 %) 448 (25.5 %) 434 (24.7 %)
45–59 982 (27.9 %) 487 (27.7 %) 495 (28.2 %)
60+ 901 (25.6 %) 424 (24.1 %) 477 (27.1 %)

Race
Black or African American 433 (12.3 %) 199 (11.3 %) 234 (13.3 %)
American Indian/Alaska Native 41 (1.2 %) 14 (0.8 %) 27 (1.5 %)
Asian 138 (3.9 %) 80 (4.6 %) 58 (3.3 %)
Native Hawaiian/Other Pacific Islander 13 (0.4 %) 6 (0.3 %) 8 (0.4 %)
White 2778 (79.0 %) 1406 (80.0 %) 1371 (78.0 %)
Multiple races or other 112 (3.2 %) 52 (3.0 %) 60 (3.4 %)

Hispanic or Latino ethnicity 459 (13.1 %) 252 (14.3 %) 207 (11.8 %)
Sexual identity
Heterosexual or straight 3314 (94.3 %) 1662 (94.5 %) 1652 (94.0 %)
Gay 67 (1.9 %) 61 (3.5 %) 6 (0.3 %)
Lesbian 23 (0.6 %) ─ 23 (1.3 %)
Bisexual 74 (2.1 %) 19 (1.1 %) 55 (3.1 %)
Other 37 (1.1 %) 16 (0.8 %) 21 (1.2 %)

Educational attainment
Less than high school 399 (11.3 %) 212 (10.5 %) 186 (10.5 %)
High school graduate/GED 1056 (30.0 %) 528 (30.0 %) 529 (30.1 %)
Some college 749 (21.3 %) 383 (21.8 %) 366 (20.8 %)
College degree 897 (25.5 %) 417 (20.7 %) 480 (32.0 %)
Advanced degree (MA, PhD, MD) 415 (11.8 %) 218 (10.8 %) 197 (13.1 %)

Relationship status
Married, civil union, or domestic partnership 1863 (53.0 %) 991 (56.4 %) 872 (49.6 %)
Living with a partner 328 (9.3 %) 146 (8.3 %) 182 (10.4 %)
In a relationship but not living together 262 (7.4 %) 118 (6.7 %) 144 (8.2 %)
Dating 177 (5.0 %) 88 (5.0 %) 89 (5.1 %)
Single 760 (21.6 %) 380 (21.6 %) 380 (21.6 %)
Other 116 (3.3 %) 34 (1.9 %) 81 (4.6 %)

Employment status
Working (employee or self-employed) 1946 (55.3 %) 1088 (53.9 %) 857 (57.2 %)
On temporary layoff or looking for work 410 (11.6 %) 193 (9.5 %) 215 (14.3 %)
Retired 636 (18.0 %) 294 (16.7 %) 342 (19.5 %)
Disabled 251 (7.1 %) 129 (7.4 %) 122 (6.9 %)
Other 274 (7.8 %) 53 (2.6 %) 221 (12.6 %)

Household income group ($)
<25,000 660 (18.7 %) 296 (14.7 %) 365 (24.3 %)
25,001–50,000 827 (23.5 %) 399 (19.8 %) 426 (28.4 %)
50,001–75,000 674 (19.1 %) 354 (17.5 %) 319 (21.2 %)
75,001–100,000 525 (14.9 %) 272 (13.4 %) 283 (18.8 %)
>100,001 831 (23.6 %) 466 (23.1 %) 365 (24.3 %)

Health conditions
Hypertension 901 (25.6 %) 459 (26.1 %) 442 (25.1 %)
Arthritis or rheumatism 688 (19.6 %) 259 (14.7 %) 429 (24.4 %)
Depression 591 (16.8 %) 216 (12.3 %) 375 (21.3 %)
Anxiety 492 (14.0 %) 192 (10.9 %) 300 (17.1 %)
Migraines or severe headaches 434 (12.4 %) 133 (7.6 %) 301 (17.1 %)
Diabetes (type I or Type II) 406 (11.5 %) 188 (10.7 %) 218 (12.4 %)
Asthma 323 (9.2 %) 144 (8.2 %) 179 (10.2 %)
Heart disease 302 (8.6 %) 178 (10.1 %) 124 (7.1 %)
Cancer (other than non-melanoma skin cancer) 198 (5.6 %) 86 (4.9 %) 113 (6.4 %)
Coronary artery disease (CAD) 91 (2.6 %) 61 (3.5 %) 30 (1.7 %)

General self-rated health
Excellent 603 (17.2 %) 319 (18.1 %) 285 (16.2 %)
Very good 1272 (36.2 %) 650 (37.0 %) 622 (35.4 %)
Good 1023 (29.1 %) 492 (28.0 %) 531 (30.2 %)
Fair 436 (12.4 %) 202 (11.5 %) 234 (13.3 %)
Poor 95 (2.7 %) 41 (2.3 %) 54 (3.1 %)

* Not all fields add to 100 due to rounding and weighting
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adapting standard criteria used for evaluating for effect sizes,22

we considered two points a small difference, five points a
medium difference, and eight points a large difference. Sec-
ond, among non-sexually active participants, we tested the
difference in the percentage of men and women who endorsed
each reason using chi-square, hypothesizing that endorsing a
problem on the checklist screener would be associated with a
higher likelihood of choosing the corresponding reason for not
having sexual activity with a partner in the past month.
We used SAS software version 9.2 (SAS Institute, Cary,

NC) and a two-tailed significance level of α = 0.05 for all
assessments. All statistics were adjusted for the sample design.

RESULTS

Table 1 shows the sample characteristics, weighted
to represent the U.S. population. Table 2 shows the responses
to the three single-item screeners as well as the number
(count) of sexual problems or concerns that men and wom-
en endorsed in the checklist screener. Lack of interest
(27 %) was the most prevalent concern for women; diffi-
culty with erection (16 %) was the most prevalent concern
for men. About 5 % of men and women wrote in an Bother^
response, some of which could be recoded into existing
categories. Most of the responses that were not recoded
related to partner issues (e.g., lack of partner, partner’s
health, feeling unattractive, or lack of attraction to partner).

Missing data wereminimal for all three screeners, 2–3% for
women and 4–5% for men. There were large differences in the
prevalence of sexual problems or concerns among the
screeners. While 15 % of men and 10 % of women endorsed
the general screener, 17 % of men and 20 % of women
endorsed the long list screener, and 30 % of men and 38 %
of women endorsed at least one problem on the checklist
screener. Below we describe inconsistencies in responses;
additional analyses are presented in the appendix.

Explaining Inconsistencies in Responses

First, there were differences in the number of problems people
reported.Women andmen who answered Byes^ to the long list
screener (vs. Bno^) endorsed a greater number of problems on
the checklist screener, with a mean 2.5 problems compared to
1.3 for women and 1.8 problems compared to 1.2 for men,
both P<0.0001.
Second, there were differences in the specific problems that

were endorsed on the checklist screener. Women who an-
swered Byes^ to the long list (vs. Bno^) were more likely to
indicate problems with lubrication (40 % vs. 12 %), pain
(37 % vs. 11 %), orgasm (36 % vs. 11 %), sexual enjoyment
(38 % vs. 7 %), or anxiety (15 % vs. 6 %). This was not the
case for Bno interest,^ which was endorsed similarly by wom-
en answering either Byes^ or Bno^ on the long list screener
(72 % vs. 69 %). Men who answered Byes^ to the long list (vs.
Bno^) were more likely to indicate problems with erectile
function (71 % vs. 30 %), orgasm (23 % vs. 12 %), or anxiety

Table 2 Prevalence of Sexual Problems for Men and Women Based on Single-Item Screeners (n=3515)

Screener version Total (n=3515) Male (n=1757) Female (n=1758)

General screener
Do you have any sexual problems or concerns?

No 2979 (84.7 %) 1425 (81.1 %) 1553 (88.4 %)
Yes 442 (12.6 %) 265 (15.1 %) 177 (10.1 %)
Missing 94 (2.7 %) 67 (3.8 %) 27 (1.5 %)

Long list screener
In the past 12 months, has there ever been a period of 3 months or more when you experienced any sexual problems or concerns, such as, you had no

interest in sex, your vagina felt too dry (women), you had erection difficulties (men), you had pain during or after sex, you had difficulty having an
orgasm, you felt anxious about having sex, or you did not enjoy sex?

No 2740 (78.0 %) 1383 (78.7 %) 1357 (77.2 %)
Yes 650 (18.5 %) 300 (17.1 %) 349 (19.9 %)
Missing 125 (3.6 %) 75 (4.3 %) 51 (2.9 %)

Checklist screener
In the past 12 months, has there ever been a period of 3 months or more when you experienced any of the following sexual problems or concerns?

Check all that apply.
You had no interest in sex 636 (18.8 %) 181 (10.9 %) 454 (26.6 %)
You had erection difficulties ─ 268 (16.1 %) ─
Your vagina felt too dry ─ ─ 171 (10.0 %)
You had pain during or after sex 185 (5.5 %) 27 (1.6 %) 159 (9.2 %)
You had difficulty having an orgasm 247 (7.3 %) 90 (5.4 %) 157 (9.2 %)
You felt anxious about having sex 179 (5.3 %) 110 (6.6 %) 69 (4.1 %)
You did not enjoy sex 180 (5.3 %) 27 (1.6 %) 153 (9.0 %)
Some other problem or concern 146 (4.3 %) 69 (4.1 %) 77 (4.5 %)
No problems or concerns 2237 (66.3 %) 1169 (70.3 %) 1068 (62.4 %)
Missing 141 (4.0 %) 94 (5.3 %) 47 (2.7 %)

Number of sexual problems or concerns (from checklist screener)
No problems or concerns 2237 (66.3 %) 1169 (70.3 %) 1068 (62.4 %)
1 problem or concern 663 (19.6 %) 308 (18.5 %) 355 (20.7 %)
2 problems or concerns 240 (7.1 %) 121 (7.3 %) 118 (6.9 %)
3 problems or concerns 133 (3.9 %) 44 (2.7 %) 88 (5.2 %)
4 or more problems or concerns 101 (3.0 %) 21 (1.2 %) 81 (4.7 %)
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(27 % vs. 16%). There were only small differences for interest
(39 % vs. 33 %), pain (6 % vs. 7 %), and sexual enjoyment
(6 % vs. 4 %).
Third, there were differences in the level of bother associ-

ated with problems. Women who answered Byes^ to the long
list screener (vs. Bno^) were more bothered by their level of
interest (mean score of 4.4 vs. 3.7 on a 5-point scale,
P<0.0001), by pain (3.1 vs. 2.4, P<0.01), and by orgasm
(3.3 vs. 2.7, P=0.02). The difference in bother scores for
lubrication was smaller and not significant (2.7 vs. 2.5,
P=0.3). Men who answered Byes^ to the long list screener
(vs. Bno^) were more bothered by their level of interest (4.0 vs.
3.6, P=0.04) and by erectile difficulties (3.5 vs. 2.8,

P<0.0001). The difference in bother scores for orgasm was
not significant (3.6 vs. 3.1, P<0.07). The PROMIS SexFS
Bother Regarding Sexual Function domain does not
include questions about bother regarding the lack of
enjoyment or anxiety concepts.

Construct Validity

We examined construct validity separately for men and wom-
en who were and were not sexually active in the past month.
Table 3 presents the PROMIS SexFS scores and differences in
mean scores comparing individuals who did and did not
endorse the general screener and the long list screener.

Table 3 PROMIS SexFS Scores and Differences in Mean Scores for Sexually Active Men and Women Who Did and Did Not Endorse the
General and Long List Screeners

PROMIS
SexFS domain

PROMIS SexFS Score,
mean (SE)

Difference in
means (95 % CI)

PROMIS SexFS Score,
mean (SE)

Difference
in means
(95 % CI)

Endorsed
general
screener

Did not
endorse
general
screener

Endorsed
long list
screener

Did not
endorse
long list
screener

Women (n=1178)
Interest in Sexual Activity 45.77 (0.83) 51.21 (0.35) 5.45 (3.68, 7.21) 46.68 (0.72) 51.77 (0.36) 5.09 (3.52, 6.66)
Vaginal Lubrication
for Sexual Activity

42.69 (1.04) 50.84 (0.40) 8.15 (5.96, 10.35) 43.39 (0.93) 51.97 (0.37) 8.58 (6.63, 10.53)

Vaginal Discomfort
with Sexual Activity

57.04 (1.09) 49.22 (0.41) −7.82 (−10.10, −5.54) 56.75 (0.85) 48.04 (0.39) −8.71 (−10.55, −6.88)

Vulvar Discomfort
with Sexual Activity –
Labial

56.03 (1.51) 49.25 (0.36) −6.78 (−9.83, −3.73) 55.03 (1.05) 48.41 (0.32) −6.62 (−8.77, −4.46)

Vulvar Discomfort
with Sexual Activity–
Clitoral

53.37 (1.39) 49.54 (0.39) −3.83 (−6.66, −1.00) 53.55 (1.10) 48.84 (0.34) −4.71 (−6.96, −2.46)

Orgasm – Ability 41.78 (1.36) 48.61 (0.46) 6.83 (4.02, 9.64) 43.58 (1.01) 49.10 (0.47) 5.52 (3.34, 7.70)
Satisfaction with
Sex Life

40.33 (0.64) 50.20 (0.45) 9.86 (8.34, 11.39) 42.58 (0.58) 51.05 (0.48) 8.47 (6.99, 9.95)

Men (n=1423)
Interest in Sexual Activity 52.08 (0.57) 55.75 (0.24) 3.68 (2.46, 4.89) 51.25 (0.57) 55.99 (0.23) 4.73 (3.52, 5.94)
Erectile Function 42.22 (0.73) 53.61 (0.30) 11.40 (9.86, 12.94) 41.96 (0.63) 53.81 (0.29) 11.85 (10.49, 13.21)
Orgasm – Ability 46.83 (0.80) 53.86 (0.27) 7.04 (5.38, 8.70) 46.70 (0.79) 53.96 (0.27) 7.26 (5.62, 8.91)
Satisfaction with
Sex Life

43.14 (0.65) 52.18 (0.34) 9.04 (7.61, 10.48) 43.72 (0.67) 52.17 (0.35) 8.45 (6.98, 9.92)

Table 4 PROMIS SexFS Scores and Differences in Mean Scores for Sexually Active Men and Women Who Did and Did Not Endorse Problems
on Checklist Screener

Checklist screener
response

Corresponding PROMIS SexFS
Domain

PROMIS SexFS Score, mean (SE) Difference in means (95 %
CI)

Endorsed
problem

Did not endorse
problem

Women (N=392)
No interest Interest in Sexual Activity 44.16 (0.75) 51.24 (0.80) 7.08 (4.92, 9.23)
Dryness Vaginal Lubrication for Sexual Activity 38.18 (0.90) 46.97 (0.84) 8.79 (6.36, 11.22)
Pain Vaginal Discomfort with Sexual Activity 62.96 (0.78) 52.25 (0.80) −10.71 (−12.90, −8.52)
Pain Vulvar Discomfort with Sexual Activity–

Labial
58.83 (1.56) 51.77 (0.88) −7.06 (−10.58, −3.53)

Pain Vulvar Discomfort with Sexual Activity–
Clitoral

55.53 (1.67) 51.82 (0.95) −3.71 (−7.47, 0.06)

Difficulty with orgasm Orgasm – Ability 39.12 (1.25) 46.93 (1.03) 7.81 (4.63, 10.99)
No enjoyment Satisfaction with Sex Life 39.92 (0.79) 44.30 (0.68) 4.38 (2.33, 6.43)

Men (n=375)
No interest Interest in Sexual Activity 46.56 (0.82) 54.61 (0.44) 8.05 (6.24, 9.87)
Erection difficulties Erectile Function 39.61 (0.60) 48.89 (0.80) 9.28 (7.31, 11.25)
Difficulty with orgasm Orgasm – Ability 42.38 (1.33) 48.92 (0.71) 6.54 (3.59, 9.49)
No enjoyment Satisfaction with Sex Life 42.70 (2.31) 44.55 (0.54) 1.85 (−2.81, 6.50)
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Sexually active womenwho said they had a sexual problem on
the general or long list screener had lower function on the
PROMIS SexFS compared to women who said they did not
have a sexual problem (i.e., answered "no" to either screener).
The differences were medium to large and statistically signif-
icant. Likewise, sexually active men who said they had a
sexual problem or concern on the general or long list screener
had lower function compared to men who said they did not
have a sexual problem or concern (i.e., answered "no" to either
screener). The differences were large and statistically signifi-
cant in all domains.
Table 4 presents the PROMIS SexFS scores and mean

differences in scores comparing individuals who did and did
not endorse each problem on the checklist screener. Sexually
active women who endorsed a specific problem on the check-
list screener had decreased function, on average, in the corre-
sponding domain of sexual function on the PROMIS SexFS.
All differences were medium or large and statistically signif-
icant. Likewise, sexually active men who endorsed a specific
problem on the checklist screener had decreased function on
average, in the corresponding domain of sexual function as
measured by the PROMIS SexFS. All differences were medi-
um or large and statistically significant, with the exception of
not enjoying sex, likely due to very small sample size for that
response on the checklist screener (n=19).

Table 5 shows the relationship between endorsing a prob-
lem on the checklist screener and endorsing the same response
as a reason for not having sexual activity with a partner in the
past 30 days. Among men and women who had not been
sexually active in the past 30 days, those who endorsed a
specific problem on the checklist screener were more likely
to endorse that same reason in response to why they had not
had sexual activity with a partner in the past 30 days, with the
exception of enjoyment for men (small sample size, as above)
and anxiety for women.

DISCUSSION

In a representative sample of U.S. adults, the prevalence of
sexual problems or concerns that were self-reported in an online
survey was quite different depending on how the question was
asked. When asked as a global yes/no style question, with no
recall period and no examples of common sexual problems, 1 in
10 women and 1 in 7 men reported having a sexual problem or
concern. When men and women were asked to report specific
sexual problems or concerns over the past year, with response
options in a checklist style, we found that roughly 1 in 2.5
women and 1 in 3 men reported at least one sexual problem.
The discrepancy between the general yes/no screener and the
other (long list and checklist) screeners was not unexpected,
given the differences in recall period and specificity. However,
the discrepancy between the long list and checklist screeners,
which were identical in wording but different in format, was
striking. The discrepancy appears to be related to the number
and type of sexual problems the person had, as well as how
bothered he or she was, for many of the domains.

Limitations

The main limitation of this study is the potential for order
effects. The screener questions were administered after the
PROMIS SexFS items; participants had already answered

Table 6 Recommended Clinical Screener

In the past 12 months, has there ever been a period of 3 months or more
when you had any of the following problems or concerns? Check all that
apply.
You wanted to feel more interest in sexual activity
You had difficulty with erections (penis getting hard or staying hard) –

MEN ONLY
Your vagina felt too dry – WOMEN ONLY
You had pain during or after sexual activity
You had difficulty having an orgasm
You felt anxious about sexual activity
You did not enjoy sexual activity
Some other sexual problem or concern
No sexual problems or concerns

Table 5 Relationship Between Checklist Endorsement and Reason for Not Having Sexual Activity with a Partner

Checklist screener response Corresponding reason for no
sexual activity with a partner

Reason P value*

Endorsed
problem, %

Did not endorse
problem, %

Women (n=328)
No interest Interest in sexual activity 45.2 11.7 <0.0001
Vaginal dryness Dryness or pain 26.6 3.2 <0.0001
Pain Dryness or pain 32.9 3.4 <0.0001
Difficulty having orgasm Difficulties with orgasm 13.8 3.1 0.007
No enjoyment No enjoyment 32.6 5.8 < 0.0001
Anxiety Feeling anxious or stressed 13.9 9.8 0.492

Men (n=284)
No interest No interest 52.7 6.5 < 0.0001
Erection difficulties Erection difficulties 63.6 3.5 < 0.0001
Difficulty with orgasm Difficulties with orgasm 37.7 4.0 < 0.0001
No enjoyment No enjoyment 8.8 3.7 0.371
Anxiety Feeling anxious or stressed 38.4 10.3 < 0.0001

* Difference in percentage who endorsed that reason, based on Pearson chi-square test
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many questions regarding specific aspects of sexual function
by the time they were asked the more general screener ques-
tions. Yet the prevalence of reporting a sexual problem on the
check list screener, the last one administered to the sample,
was within the range found in other national surveys that asked
similar questions. The order of administration of the three
screeners was not randomized, so it is possible that order
magnified or diminished the differences we observed between
the items. Because the items within the individual PROMIS
SexFS domains were randomized, we were able to test for
order effects between items in that context. We tested item
pairs in the domains of interest, erectile function, and vaginal
discomfort, and found no evidence of order effects (effect sizes
0.002–0.09, P>0.51).

Recommendation

All of the screeners tested showed evidence for basic validity
and had minimal missing data, but they varied substantially in
the number of people who endorsed them. A major consider-
ation in determining which screener to recommend for routine
use in clinical practice is the extent to which responses to the
screener help guide the patient’s clinical care. Using this
rationale, the checklist screener is the best choice. It was
endorsed by a greater number of participants compared to
other ways of asking the question, and thus could facilitate
patient–provider communication about sexual problems for a
larger group of people. For instance, providers might be more
likely to raise the issue with their patients if they are aware of
patients’ concerns prior to the visit. Moreover, the checklist
screener format allows for efficient identification of specific
problems over time and can help to guide the selection of
specific interventions. Finally, in the context of identifying and
treating patients with sexual concerns, the hazard of over-
identifying patients who report concerns on the screener but
are not bothered by them or do not prioritize them is small
compared to that of missing patients with true problems,
further supporting the more specific checklist approach.
Nevertheless, in the context of an existing Breview of

systems^ style intake form, where the inclusion of the checklist
screener would prove overly burdensome or infeasible for other
reasons, we recommend that the general screener, or specifical-
ly the phrase Bsexual problems or concerns,^ be included as an
available field for both men and women. While this screener
does not have the specificity to identify particular sexual prob-
lems that could inform treatment options, it does identify which
patients might benefit from further discussionwith the provider,
and is therefore preferable to omitting the item entirely.
After analyses, we testedmodifications to the wording of the

checklist screener in a second round of cognitive interviews.
Based on the results, we 1) changed Bno interest in sexual
activity^ to Bwanted to feel more interest in sexual activity^ in
order to incorporate a sense of bother to the response, and 2)
clarified the meaning of Berection difficulties.^ The final rec-
ommended screener is displayed in Table 6.

CONCLUSIONS

We developed and validated a single-item screener to capture
common sexual concerns that men and women had experi-
enced over the past year. Our understanding of the sexual side
effects of medical treatments would be improved if this screen-
er were routinely used and analyzed. Adoption of this item
across clinical sites would also facilitate multi-site research
efforts to improve sexual outcomes for patients.
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