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Introduction 

In my clinical practice, patients often come to me believing that a sexual problem exists 
only in the body. 

A man may say: 

“Doctor, my erection is sometimes weak.” 

But after talking with him, I discover that the greater problem is what the erection 
difficulty has made him believe about himself: 

“I am no longer sexually capable.” 

Another patient may have premature ejaculation and think: 

“A real man should be able to control himself for a long time.” 

A woman may have completely normal anatomy but remain so self-conscious about her 
body that she cannot relax during intimacy. 

An infertile man may have normal erections and sexual desire but think: 

“If my sperm count is low, I am not a complete man.” 

A woman experiencing infertility may begin believing: 

“My body has failed me.” 



 

 

These statements describe something broader than a particular sexual disorder. They 
involve sexual self-esteem—how a person thinks and feels about themselves in 
relation to sexuality, their body, their sexual abilities and intimate relationships. 

Sexual self-esteem is not the same as having a high libido, being sexually experienced, 
looking physically attractive or performing perfectly. It is the ability to hold a reasonably 
positive and realistic view of oneself as a sexual person without making personal worth 
depend on one erection, one orgasm, one body measurement, one fertility report or one 
difficult sexual experience. 

The World Health Organization describes sexual health as physical, emotional, mental 
and social well-being in relation to sexuality rather than simply the absence of disease. 
WHO's definition also includes intimacy, pleasure, relationships, desires, beliefs and 
values within the broader experience of sexuality.  

This broader understanding is important because sexual health is not only about what 
the sexual organs can do. 

It is also about how a person feels about themselves while experiencing sexuality. 

 

What Is Sexual Self-Esteem? 

Sexual self-esteem can be understood as a person's overall sense of confidence, worth 
and adequacy in relation to their sexuality. 

It may involve thoughts such as: 

“I am comfortable enough with my body to be intimate.” 

“I can communicate with my partner.” 

“I do not have to be perfect to be a worthwhile sexual partner.” 

“If I experience a sexual problem, I can seek treatment without believing I am defective.” 

Research describes sexual self-esteem as part of the broader sexual self-concept, 
which includes how people understand and evaluate themselves in relation to sexuality. 
A 2025 study of 781 adults found that higher sexual self-esteem was associated with 
better sexual-function measures, although the researchers also found that motivations 
such as partner approval and peer pressure influenced these relationships.  

A recent population-based study of 5,665 middle-aged men, published in its final 
journal issue in 2026, similarly found that erectile dysfunction, premature ejaculation 
and low libido were associated with lower sexual self-esteem, poorer body image and 
greater perceived sexual pressure. Importantly, the authors emphasized that this 
association does not establish which factor causes the other.  



 

 

That caution is clinically important. 

Sometimes low sexual self-esteem contributes to sexual difficulty. 

Sometimes a genuine sexual dysfunction damages self-esteem. 

Very often, both processes begin reinforcing each other. 

 

Sexual Self-Esteem Is Not a Disease 

Low sexual self-esteem is not by itself a formal medical disease. 

It is better understood as an aspect of psychological and sexual well-being. 

A person may experience temporary loss of sexual confidence after illness, childbirth, 
infertility treatment, rejection, erectile dysfunction, premature ejaculation, menopause, 
surgery or another life event. 

For many people, confidence improves once the underlying issue is treated. 

In others, negative beliefs become persistent. 

The person begins interpreting every sexual experience through ideas such as: 

“I am inadequate.” 

“My body is not good enough.” 

“I am disappointing my partner.” 

“There must be something wrong with me.” 

At that point, sexual self-esteem can become clinically relevant because it may 
contribute to anxiety, avoidance, relationship difficulty and distress. 

 

Healthy Sexual Self-Esteem Is Not Arrogance 

Sexual confidence is sometimes misunderstood. 

Healthy sexual self-esteem does not mean believing: 

“I am an exceptional sexual performer.” 

It means being able to think: 

“I am a human being whose sexual responses may vary, and I am still worthy of intimacy 
and respect.” 

A person with healthy sexual self-esteem can acknowledge a problem. 



 

 

For example: 

“I have premature ejaculation and I need treatment.” 

That is healthier than either extreme: 

“I am useless because I ejaculate early.” 

or: 

“Nothing could ever be wrong with me.” 

Good self-esteem permits accurate self-assessment. 

It does not require denial. 

 

Sexual Self-Esteem Is Different From General Self-Esteem 

A person may be extremely confident professionally yet feel insecure sexually. 

A successful businessperson may become frightened when intimacy begins. 

A respected physician, teacher or manager may still worry: 

“Will my partner think my body is unattractive?” 

Similarly, someone with modest general confidence may feel comfortable and secure 
within their sexual relationship. 

Sexual self-esteem is therefore related to general self-esteem but is not identical to it. 

A 2026 systematic review of 19 studies involving 12,482 participants found that self-
esteem and positive body image were generally associated with greater sexual 
satisfaction, while factors such as sexual communication, gender and sexual 
orientation influenced the strength of those associations. Most of the included research 
was cross-sectional, so these findings should be interpreted as relationships rather 
than proof of simple cause and effect.  

 

What Healthy Sexual Self-Esteem Looks Like 

Healthy sexual self-esteem does not require someone to love every part of their body. 

It means that ordinary imperfections do not completely control their sexual life. 

A person may think: 

“My body has changed with age, but I can still experience intimacy.” 

A man may think: 



 

 

“My penis is not unusually large, but size is not the measurement of my worth.” 

A woman may think: 

“I have stretch marks after pregnancy, and that does not make me sexually 
unacceptable.” 

Someone recovering from ED may think: 

“My erection difficulty is a medical problem, not evidence that I am less of a person.” 

This is realistic confidence rather than artificial positivity. 

 

What Low Sexual Self-Esteem Can Look Like 

Low sexual self-esteem may appear in many forms. 

Some patients constantly compare themselves with others. 

Others avoid intimacy because they fear being seen naked. 

Some feel intense embarrassment discussing sexual needs. 

Others repeatedly need reassurance. 

A man may judge every sexual encounter according to erection hardness or ejaculation 
time. 

A woman may become preoccupied with whether her body looks attractive during 
intimacy. 

Another person may believe they are sexually undesirable after illness, menopause, 
infertility or surgery. 

Low self-esteem may also produce avoidance: 

“If I never initiate sex, I cannot be rejected.” 

That strategy reduces immediate anxiety but can gradually damage intimacy. 

 

Sexual Self-Esteem and Body Image 

Body image is one of the strongest influences on how people feel during intimacy. 

A person who constantly evaluates their appearance may have difficulty remaining 
mentally present. 

Instead of experiencing touch, affection and pleasure, the mind is thinking: 



 

 

“How does my stomach look?” 

“Are they noticing my scars?” 

“Are my breasts attractive enough?” 

“Does my penis look small?” 

A 2025 systematic review involving **7,448 adults—2,280 men and 5,168 women—
**found a consistent association between more positive genital self-image and better 
sexual-function measures, including desire and satisfaction. The authors also noted 
important methodological limitations and called for more diverse and longitudinal 
research.  

The 2026 systematic review of self-esteem and body image likewise found that positive 
body image was generally associated with higher sexual satisfaction, although the 
strength of the relationship differed across populations.  

This does not mean someone needs a “perfect” body to enjoy sex. 

It means that how we experience our bodies psychologically can influence how 
comfortably we experience intimacy. 

 

Genital Self-Image 

People may feel comfortable with their overall body but remain insecure about their 
genital appearance. 

Men commonly worry about penile size or shape. 

Women may worry about vulval appearance. 

These concerns can become especially powerful because people often have little 
accurate information about the enormous natural variation in genital anatomy. 

A 2024 study of 599 adults found that genital self-image contributed independently to 
orgasm consistency in several sexual situations even after broader sexual self-esteem 
was considered.  

Again, this does not prove that appearance itself causes sexual response. 

It shows that beliefs about genital appearance matter psychologically. 

 

Penile Size and Male Sexual Self-Esteem 

Penile size anxiety is a common example. 



 

 

A man may have entirely normal anatomy but compare himself with pornography or 
unusual online images. 

He begins thinking: 

“I cannot satisfy my wife.” 

Sex has not even occurred yet. 

But sexual self-esteem is already damaged. 

This anxiety can then contribute to self-monitoring and performance pressure. 

The correct response is not automatically enlargement. 

Professional measurement, realistic education and psychological assessment when 
required are much more appropriate. 

Penile dimensions do not measure masculinity, fertility, relationship quality or sexual 
worth. 

 

Female Body Image and Sexual Self-Esteem 

Women can face equally intense pressure regarding weight, breasts, abdomen, skin, 
genital appearance and bodily changes after pregnancy or menopause. 

Research in women has linked body image, sexual self-esteem and communication 
with sexual-function outcomes. One study of 510 women found that sexual self-esteem 
and couple sexual communication helped explain part of the association between body 
image and sexual function, although the cross-sectional design cannot establish 
causality.  

A separate 2024 study of married women also found positive correlations among sexual 
self-esteem, sexual assertiveness, desire and sexual-function scores.  

Clinically, this means women deserve help with body-related anxiety without being told 
that sexual difficulties are merely cosmetic concerns. 

 

Sexual Self-Esteem and Erectile Dysfunction 

Erectile dysfunction can rapidly damage a man's confidence. 

After one or several unsuccessful experiences, he may begin thinking: 

“I am no longer sexually capable.” 

Before the next encounter, he checks his erection constantly. 



 

 

Now anxiety has been added to the original problem. 

Current European urological guidance specifically recommends assessment of 
expectations, psychological distress, poor self-esteem, cognitive distraction and 
relationship factors in men with ED. When indicated, it strongly recommends cognitive 
behavioural therapy, including partner involvement, alongside appropriate medical 
treatment.  

This is important because ED should not be reduced to “low confidence.” 

Diabetes, vascular disease, hormonal problems, medication and neurological disease 
can all contribute. 

The correct approach is: 

treat the erection problem and rebuild the damaged confidence when both are 
present. 

 

Sexual Self-Esteem and Premature Ejaculation 

Premature ejaculation can be equally damaging psychologically. 

A man may begin measuring his worth by ejaculation time. 

He thinks: 

“If I cannot last long enough, I am sexually weak.” 

That belief is not medically valid. 

PE is a sexual-health condition. 

It should be assessed and treated according to the patient's pattern, distress, control, 
erection quality, relationship circumstances and other contributing factors. 

The 2026 Bavarian Men's Health Study found lower sexual self-esteem among men 
reporting both lifelong/acquired and subjective/variable PE patterns. Again, the 
researchers specifically warned that the direction of causality remains uncertain.  

A man may therefore require treatment for PE and help correcting the belief that 
ejaculation timing defines his masculinity. 

 

Sexual Self-Esteem and Delayed Ejaculation 

Delayed ejaculation can produce a different form of insecurity. 

A man may think: 



 

 

“Why can't I finish?” 

The partner may incorrectly think: 

“Perhaps I am not attractive enough.” 

Soon both people begin monitoring orgasm. 

Every encounter becomes an examination. 

Delayed ejaculation may be associated with medication, neurological conditions, 
stimulation patterns, psychological factors and other causes. 

Treatment requires identifying the cause. 

Neither the patient nor the partner should interpret delayed ejaculation automatically 
as evidence of sexual inadequacy. 

 

Sexual Self-Esteem and Low Desire 

Sexual desire naturally varies across individuals and across the lifespan. 

A person with lower desire may think: 

“Something is wrong with me.” 

But low desire can be associated with stress, sleep disturbance, depression, 
medication, hormonal changes, chronic disease, menopause, relationship conditions 
or simply individual variation. 

The 2026 population-based male study found low libido associated with lower sexual 
self-esteem and more negative body image.  

The important clinical question is therefore not: 

“Am I sexually good enough?” 

It is: 

“Has my desire changed significantly, is the change distressing, and is there a 
treatable cause?” 

 

Sexual Self-Esteem and Orgasm 

People sometimes interpret orgasm as a performance score. 

A man thinks: 

“If my partner does not orgasm, I have failed.” 



 

 

A woman thinks: 

“If I do not orgasm every time, my body is defective.” 

Neither conclusion is medically appropriate. 

Orgasm is influenced by many factors, including arousal, stimulation, medication, 
anxiety, relationship circumstances and health. 

The 2024 study on sexual self-esteem and orgasm found that genital self-image and 
sexual self-esteem were related to orgasm consistency in some contexts, but the 
researchers did not suggest that low self-esteem is the sole explanation for orgasm 
difficulty.  

When persistent orgasm difficulties cause distress, they deserve proper evaluation 
rather than shame. 

 

Sexual Self-Esteem and Sexual Performance Anxiety 

Low sexual self-esteem and sexual performance anxiety frequently interact. 

A patient thinks: 

“I must prove that I am good enough.” 

Sexual activity becomes an examination. 

The individual begins monitoring erection, ejaculation, arousal or orgasm. 

A 2025 clinical review describes how sexual performance anxiety can be maintained by 
expectations, self-evaluation, negative predictions and deliberate monitoring of sexual 
responses.  

This creates an important paradox. 

The patient is trying very hard to perform well. 

But the effort to monitor performance can interfere with natural sexual responsiveness. 

Improving sexual self-esteem therefore often requires learning: 

“My worth does not depend on perfect performance tonight.” 

 

Sexual Self-Esteem and Sexual Identity 

Sexual identity in this context should not be understood only in terms of sexual 
orientation. 



 

 

It also includes the personal answer to questions such as: 

“Who am I sexually?” 

“What do I believe about sexuality?” 

“Am I allowed to have needs?” 

“Can I communicate them?” 

“Do I see myself as desirable?” 

“Do I feel ashamed of my body?” 

“Do my sexual difficulties define me?” 

Sexual self-esteem develops partly through the answers a person gives to these 
questions. 

WHO recognizes that sexuality is influenced by psychological, social, cultural, religious 
and spiritual factors as well as biology.  

This means sexual self-esteem cannot be understood only through anatomy. 

 

Culture and Social Expectations 

Society often teaches men and women different rules. 

Men may receive messages such as: 

“You should always be ready for sex.” 

“You must maintain a strong erection.” 

“You must last a long time.” 

“Your penis must be large.” 

“Your fertility proves your masculinity.” 

Women may receive different pressures: 

“Your body must look perfect.” 

“You should not talk openly about sexual needs.” 

“You should satisfy your partner.” 

“Expressing desire is inappropriate.” 

These expectations can become internal performance standards. 



 

 

The 2026 systematic review of self-esteem, body image and sexual satisfaction found 
that sociocultural norms and appearance ideals were important contextual influences, 
rather than sexual self-esteem being purely an individual personality characteristic.  

 

Social Media and Comparison 

Modern sexual self-esteem is also affected by constant comparison. 

Social media can expose people to carefully selected and edited bodies. 

Pornography may expose viewers to unusual genital anatomy and performance. 

Online discussions may exaggerate sexual experiences. 

The patient then compares ordinary human sexuality with exceptional or curated 
examples. 

This does not mean all media use causes low sexual self-esteem. 

It means clinicians should ask: 

“What standard are you comparing yourself with?” 

If the standard is unrealistic, the problem may partly involve the comparison rather than 
the body. 

 

Sexual Self-Esteem Is Not the Same as Being Desirable to Everyone 

One of the most psychologically exhausting goals is trying to become universally 
attractive. 

No body is attractive to every person. 

No sexual style satisfies every partner. 

Healthy self-esteem does not require: 

“Everybody should desire me.” 

A more realistic position is: 

“I can be comfortable with myself and build a relationship based on compatibility, 
communication and mutual respect.” 

This is much more stable than depending on constant approval. 

 

Partner Approval and Sexual Self-Esteem 



 

 

Partner feedback naturally matters. 

Sexual relationships are interpersonal. 

But problems arise when all sexual self-worth depends on approval. 

The 2025 study of 781 adults found that motivations related to partner approval 
influenced the association between sexual self-esteem and sexual functioning.  

Clinically, I sometimes see patients thinking: 

“I am sexually acceptable only if my partner constantly confirms it.” 

Healthy relationships include reassurance, but a person also needs some internal 
stability. 

Otherwise, every disagreement becomes a threat to sexual identity. 

 

Sexual Self-Esteem and Communication 

One of the strongest practical ways to protect sexual self-esteem is good 
communication. 

People with low confidence often try to hide difficulties. 

The man hides ED. 

The woman hides pain. 

Someone pretends orgasm. 

Another never admits low desire. 

Silence creates misunderstanding. 

A large meta-analysis of 93 studies involving 38,499 people in relationships found 
positive associations between sexual communication and both relationship satisfaction 
and sexual satisfaction. The quality of sexual communication showed stronger 
associations than merely how often couples talked.  

Healthy sexual self-esteem therefore includes the ability to say: 

“I need more time.” 

“I am nervous.” 

“That hurts.” 

“I am struggling with my erection.” 

“I would like us to discuss this rather than pretending nothing is wrong.” 



 

 

Communication is not weakness. 

It is a sexual-health skill. 

 

Sexual Self-Esteem Is a Couple Issue Too 

Sexual self-esteem is often discussed as though it belongs entirely inside one person's 
mind. 

Research increasingly suggests that the couple matters. 

A 2025 study of 310 mixed-sex couples found that a shared or common dimension of 
sexual self-esteem between partners was associated with better sexual-function 
outcomes in both men and women, whereas individual sexual self-esteem alone 
showed weaker relationships in that analysis.  

Because the study was cross-sectional, we should not interpret this as proof that 
changing shared self-esteem will automatically cure sexual dysfunction. 

But it supports something clinically important: 

A partner can become part of the problem or part of the solution. 

 

How Partners Can Damage Sexual Self-Esteem 

Repeated ridicule can have lasting effects. 

Comments such as: 

“Why can't you stay hard?” 

“You finish too quickly.” 

“Your body has changed.” 

“My previous partner was better.” 

“Why can't you give me a child?” 

can become deeply internalized. 

The person may hear the criticism long after the argument ends. 

Sexual-health treatment becomes much more difficult when intimate vulnerability is 
repeatedly met with humiliation. 

This does not mean partners cannot discuss genuine dissatisfaction. 

It means dissatisfaction should be communicated without attacking identity. 



 

 

 

How Partners Can Strengthen Sexual Self-Esteem 

A supportive partner might say: 

“We can work on this together.” 

“Your erection problem does not change how I feel about you.” 

“If intercourse hurts, we will stop.” 

“Your fertility report does not define your worth.” 

“We do not have to perform perfectly.” 

This kind of response reduces the idea that sexual difficulty equals rejection. 

It also makes treatment easier because the patient can discuss the problem without 
fear. 

 

Sexual Self-Esteem and Infertility 

Infertility can affect sexual identity profoundly. 

For many couples, reproduction is closely connected to ideas of masculinity, femininity, 
marriage and family. 

A low sperm count may therefore produce thoughts such as: 

“I am not man enough.” 

A woman with diminished ovarian reserve may think: 

“My body is defective.” 

But fertility is a biological function. 

It is not an evaluation of personal worth. 

Research reviewing infertility and sexuality has found that infertility and fertility 
treatment can affect sexual self-concept, sexual relationships and sexual function.  

This is why, in infertility care, I believe we must treat the report and the emotional 
meaning the patient gives to that report. 

 

Timed Intercourse Can Damage Sexual Confidence 

During fertility treatment, sex may become scheduled around ovulation. 



 

 

The man thinks: 

“I must perform tonight.” 

The woman thinks: 

“This month must work.” 

Intercourse becomes a reproductive procedure rather than an intimate experience. 

One difficult erection can suddenly feel as though an entire month has been lost. 

This creates intense performance pressure. 

Couples may therefore benefit from preserving forms of intimacy that are not always 
tied to conception. 

Infertility treatment should not be allowed to consume the entire sexual relationship. 

 

Sexual Self-Esteem After Pregnancy and Childbirth 

Pregnancy and childbirth can change: 

body shape, 

breasts, 

abdominal appearance, 

pelvic-floor function, 

sexual desire, 

vaginal comfort, 

sleep, 

and emotional well-being. 

A woman may feel that her body no longer looks familiar. 

A partner may also be unsure how to restart intimacy. 

Low confidence in this situation should not be reduced to appearance alone. 

Pain, hormonal changes, breastfeeding, exhaustion, relationship adjustment and 
pelvic-floor factors may all contribute. 

Treatment should therefore combine reassurance with proper medical assessment 
where symptoms exist. 

 



 

 

Sexual Self-Esteem Around Menopause 

Menopause can change lubrication, genital comfort and sexual response. 

A woman may interpret reduced lubrication as: 

“I am no longer sexually attractive.” 

But hormonal and tissue changes can have an important physiological role. 

Once symptoms are properly explained and treated, confidence may improve. 

This is another example of why sexual self-esteem cannot be treated effectively without 
understanding sexual physiology. 

 

Sexual Self-Esteem and Aging in Men 

Aging can change erection speed, rigidity, recovery time and ejaculation. 

A man may compare his 60-year-old body with his 25-year-old body and conclude: 

“I have failed.” 

That comparison is unfair. 

The appropriate objective is not to make every older man perform exactly as he did 
decades earlier. 

It is to identify genuine disease, treat what can be treated and help the patient adapt 
realistically to normal age-related changes. 

Sexual self-esteem becomes stronger when the individual stops using youth as the only 
definition of normal sexuality. 

 

Sexual Self-Esteem After Prostate Treatment 

Prostate surgery, radiation or hormonal therapy can change erections, ejaculation, 
orgasm and libido. 

Some men say: 

“I survived cancer, but I no longer feel like myself sexually.” 

The physical changes are real. 

The psychological impact is also real. 



 

 

Restoring confidence may require urological rehabilitation, medical ED treatment, 
education about dry orgasm or other expected changes, partner communication and 
sometimes psychosexual counselling. 

A man does not need to deny the loss in order to rebuild sexual self-esteem. 

He needs accurate information and realistic rehabilitation. 

 

Sexual Self-Esteem After Chronic Illness 

Diabetes, cardiovascular disease, neurological disease, chronic pain and many 
medications can affect sexual function. 

A patient may begin interpreting these changes as personal failure. 

That is often unnecessary. 

If illness has changed sexual response, then the correct question is: 

“What can we medically improve, and how can we adapt?” 

not: 

“Why am I no longer good enough?” 

Separating disease from identity is an important part of sexual rehabilitation. 

 

Sexual Self-Esteem After Infidelity 

Infidelity can damage sexual confidence even in someone who previously felt secure. 

The betrayed partner may ask: 

“Was the other person more attractive?” 

“Was I not sexually good enough?” 

This comparison can become extremely painful. 

But infidelity cannot usually be reduced to a ranking of two bodies or two sexual 
performances. 

Trust, boundaries, relationship dynamics and individual choices are much more 
complex. 

Sexual self-esteem after betrayal often improves only when the underlying trust injury is 
addressed. 

 



 

 

Sexual Self-Esteem After Sexual Trauma 

Sexual assault or abuse may profoundly alter how a person experiences their body and 
sexuality. 

A survivor may feel shame, disconnection or loss of control. 

This is not ordinary low confidence. 

Trauma-informed psychological care may be necessary. 

The objective is not to push the survivor toward sexual activity. 

It is to restore safety, autonomy and the ability to make choices about intimacy. 

 

Sexual Shame and Sexual Self-Esteem 

Shame often produces the belief: 

“There is something wrong with me sexually.” 

A person may feel shame because of cultural conditioning, religious conflict, previous 
criticism or traumatic experiences. 

Low sexual self-esteem then becomes part of a wider self-judgment. 

Treatment should respect the patient's values while distinguishing: 

“I choose this boundary according to my values” 

from 

“I believe my normal human sexuality makes me dirty or defective.” 

Those are psychologically different experiences. 

 

Sexual Self-Esteem and First-Time Sex 

Newly married or sexually inexperienced adults can be especially vulnerable. 

A man thinks: 

“Tonight I must prove that I am capable.” 

A woman thinks: 

“I must know exactly how to behave.” 

Both may become anxious. 



 

 

If intercourse is difficult, they immediately interpret the experience as evidence that 
something is wrong. 

Healthy sexual self-esteem allows a different interpretation: 

“We are learning something new together.” 

The first sexual experience does not determine a couple's entire sexual future. 

 

Sexual Self-Esteem Does Not Mean Having No Insecurities 

Everybody has insecurities. 

Healthy self-esteem means that insecurities do not become the sole definition of the 
self. 

A man can say: 

“I wish my erection were more reliable.” 

without thinking: 

“I am worthless.” 

A woman can say: 

“I am adjusting to changes in my body.” 

without believing: 

“Nobody could desire me.” 

This difference sounds small, but clinically it is extremely important. 

 

What Causes Low Sexual Self-Esteem? 

There is usually no single cause. 

Sexual self-esteem develops from a combination of experience, biology, relationships 
and culture. 

Possible influences include repeated sexual criticism, body-image concerns, poor 
sexual education, performance anxiety, ED, PE, low desire, infertility, painful 
intercourse, trauma, relationship conflict, aging, illness, social comparison, unrealistic 
media standards, shame and previous rejection. 



 

 

The 2026 systematic review of self-esteem and body image emphasizes this broader 
sociocultural and interpersonal context rather than treating sexual satisfaction and self-
worth as purely individual traits.  

 

How Sexual Self-Esteem Is Assessed 

There is no blood test for sexual self-esteem. 

Assessment is usually based on clinical conversation and, when appropriate, validated 
psychological questionnaires. 

I am interested in questions such as: 

“How do you describe yourself sexually?” 

“What makes you believe you are adequate or inadequate?” 

“What happens in your mind when intimacy begins?” 

“How do you feel about your body?” 

“How important is your partner's approval?” 

“Do you compare yourself with others?” 

“Was your confidence different before the sexual problem began?” 

The goal is not to assign a score and stop there. 

It is to understand the patient's personal sexual narrative. 

 

Medical Evaluation Must Come First When Symptoms Are Present 

One mistake is telling a patient with a real medical problem: 

“You just need confidence.” 

That can be harmful. 

A man with persistent ED may have vascular disease. 

A woman with persistent pain may have a pelvic disorder. 

A patient with low libido may have medication effects or another health condition. 

Sexual self-esteem belongs within a biopsychosocial assessment, not as a substitute 
for medicine. 



 

 

Current EAU guidance explicitly recommends evaluating both physical and 
psychosocial contributors in sexual dysfunction, including psychological distress, 
expectations and poor self-esteem.  

 

How Sexual Self-Esteem Can Be Improved 

There is no single medicine or exercise that works for every patient. 

Treatment depends on what damaged the self-esteem. 

If misinformation is the main problem, accurate sexual education may be enough. 

If ED is responsible, the ED should be treated. 

If PE is responsible, specific PE management may help. 

If body-image preoccupation is severe, psychological treatment may be more 
important. 

If shame is central, therapy may focus on self-judgment and values. 

If infertility is responsible, fertility care and psychological support may need to proceed 
together. 

If relationship criticism is maintaining the problem, couple work may be useful. 

 

Accurate Sexual Education Is Treatment 

Many patients improve simply by learning what normal sexuality actually looks like. 

I explain that: 

desire varies; 

erections fluctuate; 

ejaculation timing varies; 

orgasm does not occur every time for everyone; 

bodies change; 

fertility does not equal sexual performance; 

and partners cannot read each other's minds. 

This information reduces unnecessary self-judgment. 

The patient stops interpreting normal variation as evidence of sexual failure. 



 

 

 

Cognitive Behavioural Therapy 

CBT can be particularly useful when low sexual self-esteem is maintained by rigid 
thoughts. 

For example: 

Thought: 
“If my erection changes, I am a failure.” 

Balanced interpretation: 
“Erections vary, and persistent difficulty can be treated medically.” 

Another: 

Thought: 
“If I cannot make my partner orgasm every time, I am inadequate.” 

Balanced interpretation: 
“Sexual satisfaction is shared and depends on communication; I cannot control 
another person's body perfectly.” 

Another: 

Thought: 
“Low sperm count means I am sexually weak.” 

Balanced interpretation: 
“Fertility and sexual performance are different biological functions.” 

For ED, current European guidance specifically gives a strong recommendation for CBT, 
including partner involvement when appropriate, together with medical treatment.  

 

Sexual Counselling 

Structured sexual counselling can help patients understand sexual physiology, 
communicate better, correct myths and reduce shame. 

A 2024 systematic review and meta-analysis of 18 studies examining PLISSIT and EX-
PLISSIT counselling found improvements in sexual-function scores and the 
sexual/communication-satisfaction component of sexual quality of life, although not 
every measured outcome improved and study limitations remain.  

More recent 2026 evidence in women also supports benefits from several psychological 
approaches—including CBT, mindfulness-based interventions, sex education and 



 

 

sexual counselling—for particular sexual-function and distress outcomes, while 
emphasizing that the evidence base remains heterogeneous.  

This supports using counselling as part of individualized treatment rather than 
promising a universal psychological cure. 

 

Body-Image Work 

A patient should not have to reach an imaginary perfect weight or appearance before 
deserving intimacy. 

Therapeutic work can focus on: 

how the person sees their body, 

how often they compare, 

what media standards they have internalized, 

whether they avoid being seen, 

and whether appearance has become more important than physical sensation. 

The 2026 systematic review found overall positive associations between body image, 
self-esteem and sexual satisfaction.  

Improving body image does not mean pretending every person loves every physical 
feature. 

It means reducing the degree to which self-criticism dominates intimacy. 

 

Reducing Self-Monitoring During Sex 

A person with low sexual confidence often watches themselves mentally. 

They think: 

“How do I look?” 

“Am I hard enough?” 

“Am I taking too long?” 

“Is my partner disappointed?” 

This takes attention away from actual physical sensation. 

Treatment may therefore help the patient focus more on: 



 

 

touch, 

comfort, 

breathing, 

arousal, 

affection, 

and communication. 

This principle overlaps with contemporary approaches to sexual performance anxiety, 
which aim to reduce excessive deliberate monitoring of sexual response.  

 

Mindfulness-Based Approaches 

Mindfulness can help some patients notice bodily sensations without immediately 
judging them. 

The goal is not to force relaxation. 

It is learning to notice: 

“An anxious thought is occurring” 

without converting that thought into: 

“Therefore I am failing.” 

A 2026 network meta-analysis of psychological treatments for female sexual 
functioning found benefits for mindfulness-based interventions in reducing sexual 
distress, although the evidence varies by population and outcome.  

Mindfulness should be viewed as one possible tool rather than a replacement for 
treating physical disease. 

 

Couple Communication 

Sexual self-esteem often improves when partners stop behaving as examiner and 
examinee. 

Instead of: 

“Why can't you perform?” 

the conversation becomes: 

“What is making this difficult?” 



 

 

Instead of: 

“Why don't you want me?” 

it becomes: 

“Has your desire changed, and can we understand why?” 

The strong association between communication quality and sexual satisfaction found 
across tens of thousands of participants supports making communication a genuine 
part of sexual healthcare.  

 

Sexual Assertiveness 

Sexual self-esteem also involves being able to express needs and boundaries. 

Confidence does not mean agreeing to everything. 

It means being able to say: 

“I like this.” 

“I don't like that.” 

“I need more time.” 

“Please stop.” 

“I would like us to talk about this.” 

Research in women has found positive associations among sexual self-esteem, sexual 
assertiveness and sexual functioning.  

The aim is respectful communication, not dominance. 

 

Treat the Sexual Disorder Properly 

Sometimes the most effective way to rebuild sexual self-esteem is to improve the 
actual sexual condition. 

If a man has genuine ED, evidence-based ED treatment can improve confidence as 
function improves. 

If PE is present, treating PE can reduce fear. 

If vaginal dryness causes pain, treating the dryness can restore confidence in intimacy. 

If pelvic-floor dysfunction is present, appropriate treatment can change the entire 
sexual experience. 



 

 

Psychological and physical treatment are not competitors. 

In many patients, they are complementary. 

 

General Health Matters 

Sexual functioning is connected to the rest of the body. 

Sleep, cardiovascular health, diabetes, obesity, smoking, chronic disease and 
medication can influence sexual response. 

Improving general health may improve both sexual function and confidence. 

However, a healthy diet or exercise programme should not be advertised as a 
guaranteed treatment for low sexual self-esteem. 

Lifestyle care supports the person. 

It does not replace psychological or medical treatment when these are required. 

 

The Unani Perspective on Sexual Self-Esteem 

The Unani system of medicine traditionally approaches health through the interaction of 
body, mental state, lifestyle, temperament and environment. 

The Ministry of AYUSH's 2024–25 annual report describes Unani medicine as 
emphasizing the psychosomatic relationship between mind and body and identifies 
the Asbab-e-Sitta Zarooriya, or six essential factors, including food and drink, physical 
activity and rest, sleep and wakefulness, retention and excretion, environmental factors 
and mental well-being. The same official source also describes Nafsiyati Tadbeer, or 
psychological measures, within the traditional Unani framework.  

CCRUM's standardized Unani terminology specifically defines Harakat-o-Sukoon 
Nafsani as mental activity and peace and lists it among the six essential health factors.  

These concepts provide a useful traditional framework when low sexual self-esteem 
occurs alongside: 

stress, 

poor sleep, 

fatigue, 

low general health, 

sexual dysfunction, 



 

 

infertility, 

or emotional disturbance. 

 

The Value of a Holistic Unani Approach 

Sexual self-esteem rarely exists in isolation. 

Imagine a patient who has: 

poor sleep, 

obesity, 

diabetes, 

weak erections, 

relationship anxiety, 

and low confidence. 

Simply telling him: 

“Think positively” 

is inadequate. 

But simply giving a sexual tonic is also inadequate. 

A holistic plan may need to address: 

diabetes; 

vascular health; 

weight; 

sleep; 

erection function; 

relationship pressure; 

and psychological confidence. 

This is where the Unani emphasis on health maintenance, diet, lifestyle and mind–body 
balance can complement contemporary sexual medicine. 

 

Ilaj bil Ghiza – Dietotherapy 



 

 

Unani medicine recognizes Ilaj-bil-Ghiza, or dietotherapy, as one of its therapeutic 
approaches. CCRUM officially describes dietotherapy alongside regimenal therapy, 
pharmacotherapy and surgery within the Unani therapeutic framework.  

Diet does not directly create sexual self-esteem. 

However, appropriate nutrition may support metabolic, cardiovascular and general 
health. 

For a patient whose ED is associated with diabetes or obesity, improved general health 
may support better sexual functioning and therefore indirectly help confidence. 

Treatment should always match the patient's actual health needs. 

 

Ilaj bil Tadbir – Regimenal Care 

Regimenal and lifestyle care may involve appropriate attention to physical activity, rest 
and general health. 

These measures can be valuable for patients with fatigue, poor fitness or metabolic risk. 

Again, I do not present them as magical confidence treatments. 

Their role is to improve the physiological environment in which sexual health occurs. 

 

Naum-o-Yaqza – Sleep and Wakefulness 

Sleep is particularly relevant. 

A patient may repeatedly attempt intimacy while exhausted. 

Erections are inconsistent. 

Desire decreases. 

He then concludes: 

“My sexual power has disappeared.” 

Sometimes the body is simply chronically tired. 

The Unani emphasis on balance between sleep and wakefulness remains a sensible 
supportive principle.  

Improving sleep will not cure every sexual problem, but it can remove an important 
contributor. 

 



 

 

Harkat-o-Sukoon Nafsani – Mental Activity and Peace 

This Unani concept is especially relevant to sexual self-esteem because the patient's 
internal mental state may strongly influence sexual experience. 

Persistent fear, shame, comparison and rumination can become part of the problem. 

Traditional Unani terminology recognizes mental activity and peace as important to 
health.  

In modern clinical practice, this supportive philosophy should be integrated with 
contemporary psychological care such as CBT, psychosexual counselling or trauma-
focused treatment where appropriate. 

Traditional terminology should never be used as a reason to avoid evidence-based 
mental-health treatment. 

 

Can Unani Medicines Directly Increase Sexual Self-Esteem? 

Patients deserve a clear answer. 

There is currently no strong clinical evidence that a particular Unani herbal 
formulation directly cures low sexual self-esteem itself. 

Sexual self-esteem is primarily psychological and relational. 

Unani pharmacotherapy may be considered for separately diagnosed conditions where 
clinically appropriate—for example, particular sexual-health or general-health 
complaints within the practitioner's scope. 

But medicine should not be prescribed simply because someone feels insecure. 

If the real problem is: 

“I believe my body is unacceptable,” 

a herbal medicine cannot correct the belief by itself. 

If the actual problem is ED, then ED requires assessment. 

If infertility is driving low self-esteem, fertility needs evaluation. 

If trauma is present, trauma treatment is required. 

This distinction makes integrative medicine more responsible. 

 

Traditional Medicine Must Be Practised Safely 



 

 

WHO's benchmarks for Unani medicine are intended to establish minimum standards 
for the quality and safety of Unani practice, including professional, ethical and 
regulatory considerations.  

This is important when treating sexual-health concerns. 

Patients with low confidence are particularly vulnerable to exaggerated promises. 

No practitioner should exploit insecurity by guaranteeing sexual superiority, permanent 
power or unrealistic physical transformation. 

Responsible treatment should improve health rather than sell fear. 

 

My Approach at Saira Health Care 

At Saira Health Care, when someone tells me: 

“Doctor, I have lost my sexual confidence,” 

I do not consider that statement a complete diagnosis. 

I ask: 

“What happened that made you stop believing in yourself sexually?” 

That question often reveals the actual problem. 

One patient says: 

“My erection failed.” 

Another: 

“I ejaculate too quickly.” 

Another: 

“My sperm count is low.” 

Another: 

“I am worried about penis size.” 

Another: 

“My wife criticized my performance.” 

Another: 

“After childbirth I no longer feel attractive.” 

Another: 



 

 

“I experienced sexual trauma.” 

These patients cannot all receive the same treatment. 

 

Special Treatment Approach by Dr. Nizamuddin Qasmi 

My treatment approach is individualized. 

When a physical sexual disorder is present, I assess that disorder clinically. 

When infertility is present, appropriate reproductive evaluation becomes part of the 
plan. 

When unrealistic expectations are present, sexual education becomes important. 

When performance anxiety is maintaining symptoms, psychological or psychosexual 
strategies may be required. 

When body-image concerns dominate, body-image work or psychological referral can 
be appropriate. 

When couple communication is contributing, involving the partner may help. 

Where Unani lifestyle and supportive care are suitable, these can be integrated 
thoughtfully. 

When urological, gynecological, endocrine, psychiatric or psychological expertise is 
required, referral should be considered. 

This is more effective than treating every form of low confidence as “sexual weakness.” 

 

Dr. Nizamuddin Qasmi's Professional Focus 

My professional work is focused particularly on sexual disorders and infertility, with 
the following qualifications and training: 

BUMS – Hamdard University, Delhi 
MD 
CGO 
Certificate in Infertility – MGBIMS, Delhi 
Certificate in Urology – London, UK 
Masters in Male Infertility – MasterHealthPro (HealthPro) 
Integrated Sexual and Reproductive Health – ISRH, UNFPA 



 

 

This multidisciplinary background informs my approach to patients whose sexual 
symptoms may involve a combination of reproductive health, urological concerns, 
general medicine, emotional health, relationship factors and lifestyle. 

 

Saira Health Care's Contribution to Sexual Disorders and Infertility 

One of the major problems in sexual healthcare is that patients often suffer silently. 

A man may spend ten years worrying about his erections. 

Another may secretly buy enlargement products. 

A woman may tolerate painful intercourse because she feels embarrassed to speak. 

An infertile couple may gradually lose intimacy while focusing entirely on laboratory 
reports. 

At Saira Health Care, our aim is to provide a professional environment where these 
subjects can be discussed without humiliation. 

The contribution of a sexual-health clinic should extend beyond medication. 

It should include: 

education, 

accurate diagnosis, 

sexual-health counselling, 

infertility evaluation, 

responsible Unani supportive care, 

lifestyle guidance, 

and referral when another discipline is better suited to the patient's needs. 

 

What I Want Men to Understand 

I want men to understand that: 

erection is not identity. 

ejaculation timing is not masculinity. 

penis size is not character. 

sperm count is not sexual worth. 



 

 

These are medical or anatomical variables. 

They can be evaluated. 

They can sometimes be treated. 

But they should not become the definition of the person. 

 

What I Want Women to Understand 

I want women to understand that: 

body changes do not remove worth; 

sexual desire does not make a woman disrespectable; 

pain during intercourse should not simply be tolerated; 

difficulty reaching orgasm is not evidence of personal failure; 

infertility is not a moral judgment; 

and communicating sexual needs is not selfish. 

These are important sexual-health principles. 

 

Sexual Self-Esteem Should Not Depend on Perfect Performance 

No human body performs identically every time. 

One night a man has a strong erection. 

Another night he is exhausted. 

A woman may have high desire during one period and less desire during stress. 

Orgasm may occur during one encounter and not during another. 

A patient's sexual confidence should be strong enough to tolerate this normal variability. 

The goal is not: 

“Nothing must ever go wrong.” 

The goal is: 

“If something does go wrong, I can respond without collapsing into shame.” 

 

Healthy Sexual Self-Esteem Includes the Ability to Seek Help 



 

 

Some people think seeking treatment proves weakness. 

I see it differently. 

A man who says: 

“I have had erection difficulty for three months and I want it evaluated” 

is demonstrating responsible sexual health. 

A woman who says: 

“Intercourse hurts and I want to understand why” 

is protecting her health. 

An infertile couple seeking evaluation is responding appropriately to a reproductive 
problem. 

Ignoring symptoms because of shame is not confidence. 

 

Self-Esteem Should Not Become Pressure to Be Positive 

Patients also do not need to pretend that everything is fine. 

Someone recovering from prostate surgery is allowed to grieve sexual changes. 

A woman after mastectomy or childbirth may need time to adjust to her body. 

A man receiving an infertility diagnosis may feel deeply disappointed. 

Healthy sexual self-esteem does not eliminate difficult emotions. 

It allows the person to experience those emotions without deciding: 

“Therefore I am worthless.” 

 

Rebuilding Sexual Self-Esteem Takes Time 

Patients sometimes ask: 

“How many days will it take for my confidence to return?” 

There is no universal answer. 

If the problem followed one temporary sexual difficulty, education may provide rapid 
reassurance. 

If self-esteem has been damaged by years of criticism, infertility, trauma or body-image 
concerns, recovery may take longer. 



 

 

Improvement should therefore be measured gradually. 

Is the patient avoiding less? 

Communicating more? 

Comparing less? 

Feeling less shame? 

Seeking treatment appropriately? 

Experiencing greater comfort with their body? 

Those changes may matter more than trying to achieve permanent confidence 
immediately. 

 

Frequently Asked Questions 

Is sexual self-esteem a disease? 

No. Sexual self-esteem is an aspect of sexual self-concept and psychological well-
being rather than a standalone medical disease. It becomes clinically important when 
low self-esteem causes significant distress, contributes to avoidance or interacts with 
sexual dysfunction. 

Can low sexual self-esteem affect sexual function? 

Research shows associations between lower sexual self-esteem and poorer sexual-
function measures, but the relationship can work in both directions. A sexual 
dysfunction can reduce confidence, while low confidence and anxiety may also 
contribute to some difficulties.  

Can erectile dysfunction damage sexual confidence? 

Yes. Current European guidelines recognize poor self-esteem, anxiety, expectations and 
cognitive distraction as clinically relevant factors in ED and recommend psychological 
treatment such as CBT alongside medical treatment when indicated.  

Can premature ejaculation reduce self-esteem? 

Yes. Recent population-based research found PE associated with lower sexual self-
esteem and greater perceived sexual pressure. This does not prove that low self-esteem 
causes PE.  

Can body image affect sexual satisfaction? 



 

 

Yes. The 2026 systematic review involving 12,482 participants found that more positive 
body image and self-esteem were generally associated with greater sexual satisfaction, 
with variation across populations.  

Does genital appearance matter psychologically? 

It can. A 2025 systematic review found consistent associations between positive genital 
self-image and better sexual-function and satisfaction measures, although the 
evidence is mostly observational.  

Is low sperm count the same as low sexual ability? 

No. Fertility and sexual performance are different biological functions. Low sperm count 
does not automatically mean ED, PE or reduced masculinity. 

Does penis size determine sexual self-esteem? 

It can influence how some men feel about themselves, but penile size does not 
determine sexual worth or overall sexual ability. Persistent distress despite normal 
anatomy may require counselling or assessment for body-image problems. 

Can counselling help? 

Yes, depending on the underlying cause. A 2024 meta-analysis found structured sexual 
counselling improved sexual-function scores and aspects of sexual/communication 
satisfaction, although not every outcome improved.  

Does better communication improve sexual well-being? 

Research strongly supports an association. A meta-analysis involving 38,499 people 
found better sexual communication associated with both greater sexual satisfaction 
and relationship satisfaction. Communication quality showed particularly strong 
associations.  

Can Unani medicine improve sexual self-esteem? 

The Unani system can support overall sexual and general health through attention to 
lifestyle, mental well-being, sleep, diet, activity and individualized health assessment. 
However, no specific Unani herbal formulation has strong evidence as a direct cure for 
sexual self-esteem itself.  

Should I take a sexual tonic because I feel sexually inadequate? 

Not automatically. The reason for the insecurity should first be identified. If ED, PE, 
infertility, low desire or another medical condition exists, it should be treated 
specifically. If anatomy and sexual function are normal but confidence remains low, 
counselling may be more appropriate than medication. 

Can both partners work on sexual self-esteem together? 



 

 

Yes. Recent couple-based research suggests that shared sexual self-esteem is 
associated with sexual-function outcomes in both partners, supporting a couple-
oriented perspective when appropriate.  

 

A Message From Dr. Nizamuddin Qasmi 

When a patient tells me: 

“Doctor, I don't feel sexually confident anymore,” 

I never want to respond by simply saying: 

“Be confident.” 

That advice is too easy. 

Instead, I want to know what took the confidence away. 

Was it an erection problem? 

Premature ejaculation? 

Infertility? 

Body-image criticism? 

Penis-size anxiety? 

Painful intercourse? 

Low desire? 

A difficult first sexual experience? 

Infidelity? 

Trauma? 

Age-related changes? 

Once we understand the cause, the path becomes clearer. 

 

Confidence Should Follow Understanding 

I do not want patients to build confidence on false promises. 

I want confidence to come from understanding. 

A man becomes more confident because he understands his ED and has a treatment 
plan. 



 

 

A woman becomes more confident because her painful intercourse has been properly 
evaluated. 

An infertile couple becomes more emotionally stable because they understand that 
fertility problems do not determine sexual worth. 

A patient with normal anatomy becomes more comfortable because unrealistic 
comparison has been corrected. 

This form of confidence is much stronger than temporary reassurance. 

 

Sexual Self-Esteem Does Not Mean Becoming a Perfect Sexual Performer 

The healthiest patient is not necessarily the person with the longest intercourse 
duration, the strongest erection, the highest libido or the most conventionally attractive 
body. 

A healthy patient may instead be someone who can say: 

“I understand my body.” 

“I know when I need medical help.” 

“I can communicate with my partner.” 

“I can accept normal variation.” 

“My infertility does not define my worth.” 

“My sexual difficulty is something I have—not something I am.” 

That is the form of sexual self-esteem I want patients to develop. 

 

Final Perspective 

Sexual self-esteem is confidence in one's sexual self—not confidence that one's 
body will perform perfectly every time. 

It involves how we perceive our sexual identity, body, attractiveness, abilities and 
relationships. 

Modern research increasingly shows meaningful associations between sexual self-
esteem, body image, sexual functioning and sexual satisfaction. 

A 2026 population-based study of 5,665 middle-aged men found lower sexual self-
esteem among men reporting ED, PE and low libido.  



 

 

A 2025 systematic review involving 7,448 men and women found positive genital self-
image associated with better sexual functioning and satisfaction.  

And the latest 2026 systematic review of self-esteem, body image and sexual 
satisfaction synthesized 19 studies and more than 12,000 participants, finding generally 
positive relationships among self-esteem, positive body perception and sexual 
satisfaction, while also emphasizing important cultural and methodological 
differences.  

These studies do not prove that confidence alone causes good sexual function. 

That would be an oversimplification. 

Sexual dysfunction can arise from diabetes, vascular disease, hormonal problems, 
neurological conditions, medication, surgery, menopause, pelvic-floor problems and 
many other medical causes. 

Good sexual medicine therefore treats both the body and the meaning the patient 
gives to the body's response. 

The Unani system contributes a valuable holistic framework through its traditional focus 
on mind–body interaction, mental well-being, diet, sleep, physical activity and rest. 
Ministry of AYUSH and CCRUM sources formally describe these principles within the 
Unani system.  

But responsible integrative treatment must also recognize the limits of herbal therapy. 

Low sexual self-esteem is not something that can simply be cured by a tonic. 

If the problem is misinformation, the treatment may be education. 

If it is performance anxiety, counselling or CBT may help. 

If ED or PE exists, that condition should be treated. 

If infertility is responsible, reproductive care is necessary. 

If body dysmorphic concerns are present, psychological treatment may be required. 

If trauma is involved, trauma-informed care is essential. 

And when general health, sleep or lifestyle are contributing, appropriate Unani and 
lifestyle support can complement the treatment plan. 

At Saira Health Care, my goal is to approach sexual disorders and infertility in this 
integrated way. 

I want the patient not only to ask: 

“Can my body perform?” 



 

 

but also: 

“Can I understand my body, care for it, communicate honestly and maintain my 
self-respect even when sexual difficulties occur?” 

Because genuine sexual self-esteem is not believing: 

“I will never have a sexual problem.” 

It is knowing: 

“A sexual problem does not reduce my human worth—and if a problem occurs, I 
can understand it, seek appropriate help and work toward improvement.” 
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Medical Disclaimer 

This article is intended for general sexual-health education and public awareness. 
Sexual self-esteem is not a substitute diagnosis for persistent sexual symptoms. 
Erectile dysfunction, premature or delayed ejaculation, low libido, orgasm difficulties, 
painful intercourse, infertility and other sexual concerns may have medical, 
psychological, relationship-related or mixed causes and should be assessed 
individually. Unani or herbal medicines should not be self-prescribed as substitutes for 
appropriate medical investigation, evidence-based treatment or psychological care. 

 


