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Prevalence and overview
Female sexual dysfunction (FSD) encompasses 
persistent, recurrent problems with sexual arousal, 
desire, orgasm and or pain that causes distress. 
Sexual dysfunction in women with living with 
diabetes is approximately twice as common as in 
women without diabetes. A recent meta-analysis and 
systematic review reported an overall prevalence of 
58.81% among women with diabetes, with those 
who are living type 2 diabetes being particularly 
affected, showing a prevalence of 71.03% 
(Gebeyehu et al, 2023).

Contributing factors
l	 Low or high glucose levels may result in:

–	 Lack of vaginal lubrication.
–	 Pain during sexual activity.
–	 Structural changes in female genital tissue 

plus impairment of nerve and blood supply, 
which might impact on the arousal and 
orgasmic sexual response.

l	 Higher rates of depression and diabetes-related 
distress (e.g. diabetes-related burnout) can lead 
to low sexual drive.
–	 Affecting 10% of adult females with or 

without diabetes, hypoactive sexual desire 
disorder (HSDD) is associated with negative 
emotional and psychological states, and 
medical conditions including depression.

–	 Depressive symptoms are independently and 
bidirectionally associated with HSDD, with 
the presence of depression conferring a 50% to 
70% increased risk of sexual dysfunction, and 
the occurrence of sexual dysfunction being 
associated with a 130% to 210% increased risk 
of depression (Clayton et al, 2018).

–	 Adding a layer of complexity, most 
antidepressants are associated with decreased 
sexual desire.

l	 Wearing of diabetes devices, such as insulin 
pumps and continuous glucose monitors, may 

affect body image and self-esteem.
l	 Skin changes from lipohypertrophy around 

insulin injection sites may also affect body image 
and self-esteem. 

l	 The burden of self-managing diabetes may affect 
the spontaneity of sex (Winkley et al, 2021).

Perimenopause and menopause can affect sexual 
well-being even in the absence of diabetes; however, 
women with diabetes may experience these effects 
more severely (Vallibhakara et al, 2026).

Clinical impact and importance of 
recognition
Untreated sexual dysfunction can lead to 
relationship difficulties and breakdown. In addition 
to being a quality-of-life concern, FSD frequently 
stems from the same underlying physiological 
damage that contributes to heart disease and nerve 
damage throughout the body. Women with FSD 
may, therefore, be at increased risk of developing 
cardiovascular and neurological complications 
(Navriya et al, 2025).

Research into female physiology, sexual function 
and sexual response remains limited in comparison 
to male sexual health, and requires further 
development to support evidence-based assessment 
and treatment options for women. Improving 
women’s understanding of normal female sexual 
physiology and the changes associated with sexual 
arousal may also support earlier recognition and 
discussion of sexual dysfunction. For healthcare 
professionals (HCPs), it is important to recognise 
that sexual well-being is highly individualised, and 
that sexual activity or intimacy may not be a priority 
for all women, including those who identify as 
asexual.

Raising awareness of the problem may help 
women living with diabetes and HCPs to 
discuss it as part of routine diabetes clinical 
consultations.
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Communication and barriers to 
discussion
It is reported that: 
l	 72% of women with female sexual dysfunction 

would like to talk to their HCP about their 
difficulties. 

l	 73% of these women would like their HCP to 
initiate the conversation (Kingsberg et al, 2019).

Possible barriers for healthcare professionals
l	 Time constraints, including time-limited 

appointments.
l	 Not part of “core services”, not funded or not 

measured (e.g. QOF).
l	 Lack of confidence – we do not feel that we have 

the right skills to open a conversation about 
sexual health and diabetes.

l	 We do not know how to provide support or have 
availability and to access additional support/
services.

l	 Lack of availability, limited access and long 
waiting times for sexual health services.

l	 We assume the person would not want to be 
asked such personal questions.

l	 We are reluctant to “open a can of worms”.
l	 Perception that female sexual dysfunction is to be 

expected because of the “ageing” process.
l	 We may not think it is important.

Women’s sexual health needs and perspectives 
may vary according to cultural and environmental 
factors; therefore, HCPs should approach 
discussions around sexual dysfunction with 
sensitivity and cultural awareness.

Assessment and screening tools
Self-report questionnaires or clinician checklists 
may assist women and HCPs to identify specific 
problems. For example, the 19-item Female Sexual 
Function Index (FSFI; Rosen et al, 2000) or the 
Decreased Sexual Desire Screener (DSDS; Clayton 
et al, 2018) could be incorporated into diabetes 
consultations (see Appendix). 

Supporting routine clinical enquiry
Implementing a clinical template within GP 
electronic records could support routine discussions 
around sexual well-being. For example, adding 
an automated prompt or a coded section under 

“Lifestyle” or “Quality of Life,” such as a tick-box 
for “sexual dysfunction discussion,” may encourage 
HCPs to address and document this more 
consistently. Embedding this within the clinical 
template is likely to increase the frequency of both 
enquiry and documentation by HCPs.

Management considerations
l	 Optimisation of lifestyle factors where appropriate 

(e.g. smoking cessation, weight loss).
l	 Optimisation of glycaemic levels.
l	 Use of gels and lubrication for any vaginal 

dryness.
l	 Provision of education on the difference between 

vaginal lubricants and moisturisers, alongside 
information on products available through the 
NHS, is essential. This includes raising awareness 
of over-the-counter options and identifying 
products marketed towards women that may 
be unsuitable. This supports safer and more 
informed choices.

l	 Psychological interventions.
l	 Pharmacological treatments for sexual 

dysfunction in women with diabetes, such as 
PDE5 (phosphodiesterase type  5) inhibitors, 
have shown some improvement in sexual arousal. 
However, the evidence remains limited, as 
many studies have methodological weaknesses, 
including the use of non-validated outcome 
measures, small sample sizes and the absence of 
appropriate control groups (Winkley et al, 2021). 

l	 The use of hormone replacement therapy 
(HRT), including vaginal HRT where clinically 
appropriate, may support the management of 
symptoms such as vaginal dryness and recurrent 
urinary tract infections (UTIs). Recurrent UTIs 
or pain associated with sexual activity may have 
a significant psychological impact, potentially 
reducing a woman’s desire for intimacy or 
willingness to engage in sexual activity.

l	 Reviewing a woman’s contraceptive method and 
current medications is important when assessing 
sexual dysfunction. Medications used to manage 
diabetes and other chronic conditions, such as 
hypertension or depression, as well as over-the-
counter therapies, may contribute to adverse 
effects including reduced libido, recurrent 
UTIs, vaginal thrush or genital dermatological 
symptoms.

Menopause care in 
women with diabetes: a 
practical guide for nurses

Guidance on recognising 
menopause-related issues 
in women with diabetes, 
understanding the impact 
on glycaemic control and 
cardiovascular risk, and 
supporting evidence-based 
management, including HRT.

Journal of Diabetes Nursing

Read here

Genitourinary syndrome 
of menopause (GSM)

An overview of this under-
reported chronic condition, 
which women living with 
diabetes may experience with 
greater severity.

Journal of Diabetes Nursing

Read here

Read more 
online

https://diabetesonthenet.com/journal-diabetes-nursing/menopause-care-diabetes-guide
https://diabetesonthenet.com/journal-diabetes-nursing/genitourinary-syndrome-menopause-gsm
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l	 Beyond standard management approaches, there 
are FDA-approved pelvic health devices designed 
to support conditions such as vaginal tightness, 
pelvic pain and dyspareunia. These include 
vaginal dilators, vaginal weights, pelvic wands 
and rectal dilators. However, unlike devices and 
treatments available for men in the management 
of erectile dysfunction, these interventions are not 
routinely prescribed or funded through the NHS. 
If future women’s health initiatives and policy 
agendas in the UK provide greater recognition 
and support for female sexual health, specialist 
HCPs may be better positioned to advocate for, 
recommend or prescribe these interventions, 
where clinically appropriate.� n
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Appendix  A—Female�Sexual�Function�Index�(FSFI)*

Question Response�Options

Q1:�Over� the�past�4�weeks,� how� often  did
you�feel�sexual�desire�or�interest?

Q2:�Over�the�past�4�weeks,�how�would�you
rate�your� le ve l� (degree)�of�sexual�desire� or
interest?

Q3.�Over� the�past�4�weeks,� how�often �did
you�feel�sexually�aroused�(“turned�on”)�dur-
ing�sexual�activity�or� intercourse?

Q4.�Over�the�past�4�weeks,�how�would�you
rate�your�level�of�sexual�arousal�(“turn�on”)
during�sexual�activity�or�intercourse?

Q5.�Over� the�past�4�weeks,�how�con fiden t
were�you�about�becoming�sexually�aroused
during�sexual�activity�or�intercourse?

Q6.�Over�the�past�4�weeks,�how�often �have
you�been�satisfied�with�your�arousal�(excite-
ment)�during�sexual�activity�or� intercourse?
Response�Options

5�=�Almost�always�or�always
4�=�Most�times�(more�than�half�the�time)
3�=�Sometimes�(about�half� the�time)
2�=�A�few�times�(less�than�half�the�time)
1�=�Almost�never�or�never

5�=�Very�high
4�=�High
3�=�Moderate
2�=�Low
1�=�Very�low�or�none�at�all

0�=�No�sexual�activity
5�=�Almost�always�or�always
4�=�Most�times�(more�than�half�the�time)
3�=�Sometimes�(about�half� the�time)
2�=�A�few�times�(less�than�half�the�time)
1�=�Almost�never�or�never

0�=�No�sexual�activity
5�=�Very�high
4�=�High
3�=�Moderate
2�=�Low
1�=�Very�low�or�none�at�all

0�=�No�sexual�activity
5�=�Very�high�confidence
4�=�High�confidence
3�=�Moderate�confidence
2�=�Low�confidence
1�=�Very� low�or�no�confidence

0�=�No�sexual�activity
5�=�Almost�always�or�always
4�=�Most�times�(more�than�half�the�time)
3�=�Sometimes�(about�half� the�time)
2�=�A�few�times�(less�than�half�the�time)
1�=�Almost�never�or�never

HSDD: (1) previous satisfaction with her
desire/interest in sex, (2) a decrease from prior
satisfaction, (3) bother by the decline in sexual
desire, and (4) wish for improvement in her
sexual desire.26,32 Responses of no previous
satisfaction with her desire/interest in sex,
and therefore no decrease from prior satisfac-
tion, would be consistent with lifelong low
sexual desire/interest. In the fifth query, the
patient is asked to identify with “yes/no”
responses which, if any, of the 7 listed groups
of factors might apply to her situation, poten-
tially having an adverse effect on her sexual
desire/interest (Figure 2).32 Low sexual desire
and the associated distress and behavioral
adaptations may impact the partner relation-
ship, or problems in the partner relationship
may contribute to low desire.

If a woman responds “no” to at least 1 of the
first 4 questions, she does not meet criteria for
generalized acquired HSDD but could meet
criteria for either situational or lifelong low

sexual desire/interest. If the patient answers
“yes” to questions 1 through 4 and “no” to all
the factors in question 5, she has generalized
acquired HSDD. If any of the factors in question
5 are present, the HCP must evaluate and
consider differential diagnoses including
biological etiologies of low desire, as well as
decide whether the responses to question 5
indicate generalized acquired HSDD or situa-
tional low sexual desire/interest. Situational
loss of desire may occur in response to a tempo-
rary stressful life situation. Individuals with no/
low sexual interest over their lifetime and who
are not distressed may be asexual and as such
do not meet criteria for HSDD, and no interven-
tion is indicated.36 Comorbid conditions such
as arousal and orgasmic disorder do not rule
out a concurrent diagnosis of HSDD.

If the DSDS suggests the diagnosis of low
sexual interest without distress, distressing
lifelong sexual desire, or situational low sexual
desire, the HCP should consider strategies that

In the past, was your level of sexual desire or interest good & satisfying to you?

DECREASED SEXUAL DESIRE SCREENER
BRIEF DIAGNOSTIC ASSESSMENT FOR GENERALIZED, ACQUIRED HSDD

1

2

3

4

5

Has there been a decrease in your level of sexual desire or interest?

Are you bothered by your decreased level of sexual desire or interest?

Would you like your level of sexual desire or interest to increase?

Yes    /    No

Yes    /    No

Yes    /    No

Yes    /    No

Yes    /    No

Yes    /    No

Yes    /    No

Yes    /    No

Yes    /    No

Yes    /    No

Yes    /    No

Please circle all of the factors that you feel may be contributing to your current decrease in
sexual desire or interest:

a. An operation, depression, injuries, or other medical condition

b. Medications, drugs, or alcohol you are currently taking

c. Pregnancy, recent childbirth, menopausal symptoms

d. Other sexual issues you may be having (pain, decreased arousal or orgasm)

e. Your partner's sexual problems

f. Dissatisfaction with your relationship or partner

g. Stress or fatigue

THE DECREASED SEXUAL DESIRE SCREENER (DSDS) IS INTENDED TO ASSIST YOUR CLINICIAN
IN THE ASSESSMENT OF YOUR DECREASED SEXUAL DESIRE.

PLEASE ANSWER EACH OF THE FOLLOWING QUESTIONS BY CIRCLING EITHER YES OR NO.

FIGURE 2. Decreased Sexual Desire Screener. From J Sex Med,32 with permission from Elsevier.
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