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Introduction 

In my clinical practice, I sometimes meet patients who can become physically close to 
a partner but find emotional closeness much more difficult. 

A patient may tell me: 

“Doctor, I want a relationship, but when someone becomes emotionally close, I start 
pulling away.” 

Another may say: 

“I love my spouse, but I cannot relax during intimacy.” 

Someone else may be able to talk comfortably about work, family and everyday life yet 
become extremely uncomfortable when the conversation turns toward emotions, 
sexual needs, insecurity or vulnerability. 

Others describe a different pattern: 

“I constantly need reassurance that my partner will not leave me.” 

Or: 

“Whenever somebody gets too close, I find a reason to create distance.” 

These experiences can be described under the broad term intimacy anxiety or fear of 
intimacy. 



 

 

Intimacy anxiety is not usually a disease in the same way that diabetes, infection or 
erectile dysfunction is a disease. It is better understood as a psychological and 
relationship pattern involving discomfort with emotional closeness, vulnerability, 
trust or dependence. 

In some people it is mild. 

In others it significantly affects relationships, sexual satisfaction, communication and 
emotional well-being. 

Recent research continues to recognize fear of intimacy as a clinically relevant 
relational difficulty. A 2026 study described fear of intimacy as involving avoidance of 
emotional closeness and defensive distancing from intimacy, while also linking it 
with attachment patterns and earlier relational experiences.  

This topic is especially important in sexual medicine because intimacy is not simply 
physical contact. 

The World Health Organization describes sexual health as involving physical, emotional, 
mental and social well-being and emphasizes respectful, safe relationships rather than 
merely the absence of sexual dysfunction.  

Therefore, when a patient says: 

“I cannot relax enough to let my partner get close,” 

that concern deserves to be taken seriously. 

 

What Is Intimacy? 

Intimacy is often misunderstood as another word for sex. 

Sexual intimacy can certainly be part of intimacy, but intimacy is broader. 

It can include: 

• emotional openness;  

• trust;  

• affection;  

• sharing fears or insecurities;  

• asking for help;  

• allowing another person to know important parts of us;  

• physical closeness;  



 

 

• sexual communication;  

• feeling emotionally understood;  

• being able to express needs and boundaries.  

A person may therefore be comfortable with sexual activity while remaining emotionally 
distant. 

Another person may feel emotionally close but anxious about sexual intimacy. 

A third may experience anxiety about both. 

This is why intimacy anxiety does not look identical in every patient. 

 

What Is Intimacy Anxiety? 

Intimacy anxiety refers to discomfort, fear or defensive behaviour when emotional or 
physical closeness begins to feel too vulnerable. 

The person may genuinely want love and companionship. 

But when closeness develops, another internal message appears: 

“Be careful.” 

“You might be rejected.” 

“If they really know you, they may leave.” 

“Do not depend on anyone.” 

“Do not reveal too much.” 

“You will lose control.” 

The person then protects themselves by withdrawing, becoming emotionally 
unavailable, avoiding serious conversations or reducing physical intimacy. 

Sometimes the individual does not recognize the pattern. 

They simply report: 

“I lose interest whenever a relationship becomes serious.” 

or 

“I feel trapped when somebody needs me emotionally.” 

 

Intimacy Anxiety Is Not the Same as Wanting Privacy 



 

 

Every healthy adult is entitled to privacy and personal space. 

Some people are naturally more reserved. 

That is not automatically a problem. 

The concern becomes more clinically relevant when avoidance is driven primarily by 
fear and causes repeated distress, relationship breakdown, loneliness or sexual 
difficulties. 

For example, there is a difference between saying: 

“I need some quiet time after work.” 

and repeatedly disappearing whenever a partner asks: 

“How do you really feel about our relationship?” 

The first may simply be healthy personal space. 

The second may represent an avoidance pattern when it occurs consistently because 
emotional exposure feels threatening. 

 

Intimacy Anxiety Is Not Always a Disorder 

Another important distinction is that emotional distance can sometimes be protective 
rather than pathological. 

If a partner is controlling, threatening, humiliating or abusive, feeling unsafe about 
vulnerability may be a reasonable response. 

A survivor of previous intimate-partner violence may also become highly sensitive to 
betrayal or danger when forming later relationships. A 2025 study of survivors of 
intimate-partner violence found that betrayal sensitivity, shame and self-criticism could 
interfere with building new intimate relationships.  

In such cases, the goal is not: 

“You need to trust people more quickly.” 

The goal is: 

safety, informed choice and gradual rebuilding of trust when trust is deserved. 

 

What Does Intimacy Anxiety Feel Like? 

Different patients describe it differently. 



 

 

Some feel physical tension. 

Others feel emotionally numb. 

Some become irritated when closeness increases. 

Some become suspicious. 

Some feel a strong desire to escape. 

Common experiences may include fear of emotional dependence, discomfort 
discussing feelings, difficulty accepting affection, embarrassment about sexual needs, 
fear of rejection, reluctance to ask for support, avoidance of serious commitment or 
excessive concern about losing independence. 

Sexual intimacy may trigger particular vulnerability because the person feels physically 
and emotionally exposed. 

 

Common Signs of Intimacy Anxiety 

A person experiencing significant fear of intimacy may notice patterns such as: 

• becoming interested in emotionally unavailable partners;  

• losing interest when a partner becomes emotionally available;  

• avoiding conversations about feelings;  

• using humour to escape vulnerable discussions;  

• difficulty saying “I need you” or “I am hurt”;  

• difficulty asking for reassurance;  

• discomfort receiving affection;  

• avoiding sexual communication;  

• keeping relationships superficial;  

• creating arguments when closeness increases;  

• suddenly withdrawing after emotionally meaningful experiences;  

• fearing that a partner will discover flaws;  

• excessive concern about rejection;  

• feeling trapped when a relationship becomes serious;  

• avoiding eye contact or emotional conversation during sex;  



 

 

• using sex without emotional connection because emotional intimacy feels more 
threatening;  

• avoiding sex entirely because it feels too exposing.  

No single behaviour proves that someone has intimacy anxiety. 

The overall pattern matters. 

 

The Paradox: Wanting Closeness and Fearing It 

One of the most confusing aspects of intimacy anxiety is that people may deeply want 
love while simultaneously protecting themselves from it. 

A patient may tell me: 

“I feel lonely when my partner is distant, but when they become close, I feel 
uncomfortable.” 

This produces a painful cycle. 

The person feels lonely. 

They seek connection. 

Connection develops. 

Vulnerability increases. 

Fear appears. 

They withdraw. 

The partner becomes confused or hurt. 

Distance increases. 

The person becomes lonely again. 

Understanding this cycle is important because the behaviour may otherwise appear 
contradictory. 

 

The Role of Attachment 

Attachment theory provides one useful framework for understanding intimacy 
difficulties. 

It does not mean every person's relationship can be reduced to a simple “attachment 
style,” and attachment patterns should not be treated as permanent labels. 



 

 

However, research consistently finds associations between attachment insecurity and 
relationship functioning. 

Broadly speaking, attachment insecurity is often discussed in two dimensions. 

Attachment Anxiety 

A person high in attachment anxiety may strongly fear abandonment or rejection. 

They may repeatedly need reassurance and interpret small changes in a partner's 
behaviour as evidence that love is disappearing. 

Their intimacy fear may therefore sound like: 

“If I let myself depend on you, you will leave me.” 

Attachment Avoidance 

A person high in attachment avoidance may feel uncomfortable with dependence and 
vulnerability. 

Their fear may sound like: 

“If I get too close, I will lose independence or get hurt.” 

They may respond to emotional closeness by distancing themselves. 

A large meta-analysis involving 224 studies and 79,722 participants found that both 
attachment anxiety and avoidance were associated with poorer mental-health 
indicators, although attachment anxiety showed somewhat stronger associations 
overall.  

This does not mean attachment insecurity is a disease. 

It means it can provide clinicians with one useful lens for understanding relationship 
patterns. 

 

Attachment and Sexual Satisfaction 

Attachment patterns can also affect sexual relationships. 

A 2024 longitudinal study of 151 long-term couples found that attachment anxiety and 
avoidance were associated with sexual satisfaction through differences in how partners 
experienced the balance of rewards and costs in their sexual relationships.  

Research also suggests that people higher in attachment avoidance may find the 
emotional vulnerability involved in sexual intimacy uncomfortable and may use 
distancing strategies that reduce their ability to experience sexual closeness fully.  



 

 

Older couple-based research similarly found attachment avoidance associated with 
lower sexual and relationship satisfaction for both the individual and, in some cases, 
their partner.  

These findings are associations. 

They do not mean every person with attachment insecurity will have sexual problems. 

 

Early Family Experiences Can Influence Intimacy 

People learn about closeness long before they begin romantic relationships. 

A child learns: 

Can emotions be expressed safely? 

Will vulnerability be comforted or mocked? 

Can I depend on another person? 

Will people stay? 

Do arguments end in repair or rejection? 

If a person grows up in an environment where emotional expression is repeatedly 
punished, ignored or unpredictable, adult intimacy may feel unfamiliar or unsafe. 

A 2024 study found links among childhood emotional abuse, insecure attachment, 
rejection sensitivity and later fear of intimacy.  

However, childhood experiences do not permanently determine adult relationships. 

They may influence patterns, but patterns can change through healthy relationships, 
self-awareness and therapy. 

 

Fear of Rejection 

For some patients, intimacy anxiety is fundamentally a fear of rejection. 

The person thinks: 

“If I keep part of myself hidden, rejection will hurt less.” 

They therefore reveal only what seems safe. 

Unfortunately, deep relationships require some vulnerability. 

The protective strategy eventually becomes the barrier to the closeness the person 
wants. 



 

 

This does not mean patients should reveal everything immediately. 

Healthy intimacy develops gradually. 

The therapeutic goal is usually appropriate vulnerability, not uncontrolled disclosure. 

 

Rejection Sensitivity 

Some people become highly alert to possible signs of rejection. 

A delayed reply may feel like abandonment. 

A tired partner may appear emotionally distant. 

A disagreement becomes evidence: 

“They no longer love me.” 

The person may react by becoming clingy, angry or withdrawn. 

The partner then becomes genuinely frustrated. 

This can accidentally produce the distance the anxious person feared. 

Learning to distinguish actual relationship problems from anxiety-driven interpretations 
can be an important part of treatment. 

 

Social Anxiety and Intimacy 

Social anxiety can also interfere with intimate relationships. 

People with social anxiety often fear negative evaluation. 

Sexual and emotional intimacy create exactly the kind of situation in which a person 
may feel deeply observed and exposed. 

A scoping review examining romantic relationships among people with social anxiety 
identified difficulties involving relationship satisfaction, communication, self-
disclosure, trust, intimacy, closeness and sexual satisfaction.  

A 2026 study examining sexuality in adults with social anxiety disorder found lower 
sexual assertiveness and reduced feelings of autonomy and control regarding sexuality, 
highlighting several psychological processes that may become useful treatment targets.  

This is important because a patient may believe: 

“My relationship is the problem.” 

when broader social anxiety is affecting vulnerability across many relationships. 



 

 

 

Fear of Intimacy, Communication and Sexual Satisfaction 

A classic couple study helps explain the pathway particularly well. 

Researchers found that higher social anxiety predicted greater fear of intimacy; greater 
fear of intimacy predicted poorer satisfaction with open sexual communication; and 
poorer sexual communication was then linked with lower sexual satisfaction.  

This does not prove one universal pathway. 

But clinically it makes sense. 

If a person is afraid to be emotionally exposed, conversations such as these become 
difficult: 

“This is what I enjoy.” 

“This makes me uncomfortable.” 

“I am worried about my erection.” 

“I need more affection.” 

“Intercourse is painful.” 

“I am afraid you will reject me.” 

Without those conversations, misunderstandings increase. 

 

Why Communication Matters So Much 

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. 

Importantly, the quality of communication showed stronger associations than merely 
talking more frequently.  

This distinction matters. 

A couple may talk about sex every day but still communicate badly. 

One person criticizes. 

The other becomes defensive. 

One demands. 

The other shuts down. 



 

 

Healthy communication includes feeling able to speak without humiliation and being 
able to hear a partner without immediately attacking or withdrawing. 

 

Sexual Self-Disclosure 

Sexual intimacy sometimes requires sharing information that feels especially 
vulnerable. 

Examples include: 

“I am inexperienced.” 

“I struggle with premature ejaculation.” 

“I am afraid of penetration.” 

“I have lower desire than you.” 

“I have a fantasy I feel embarrassed about.” 

“I am infertile.” 

A 2025 meta-analysis involving 9,239 people found that greater sexual communication 
satisfaction and sexual assertiveness were among the strongest correlates of greater 
sexual self-disclosure to romantic partners.  

At the same time, the researchers emphasized that people also value sexual privacy. 

Healthy intimacy therefore does not mean that a partner is entitled to every private 
thought. 

Disclosure should remain voluntary. 

 

Emotional Vulnerability Can Feel More Difficult Than Sexual Activity 

This surprises many people. 

Some patients can participate in sexual activity but find it almost impossible to say: 

“I love you.” 

“I need reassurance.” 

“I am afraid.” 

“You hurt me.” 

Sex itself may remain relatively controlled. 



 

 

Emotional dependence feels much more dangerous. 

Other people experience the opposite: they communicate emotionally but sexual 
intimacy feels exposing. 

This is why treatment needs to determine which kind of intimacy triggers anxiety. 

 

Sexual Intimacy Can Activate Fear 

Sexual activity creates unusual vulnerability. 

A person may worry about: 

their naked body; 

erection; 

ejaculation; 

orgasm; 

lubrication; 

pain; 

scars; 

fertility; 

sexual preferences; 

being judged; 

or losing control. 

If a person already fears rejection, these situations may intensify the fear. 

Sexual-health treatment therefore should not focus only on genital function. 

Sometimes the sexual difficulty occurs inside a much wider problem involving trust and 
emotional safety. 

 

Intimacy Anxiety and Erectile Dysfunction 

Consider a man who fears emotional vulnerability. 

Sexual activity becomes one of the few moments when he cannot remain completely 
emotionally distant. 

He begins worrying: 



 

 

“What if I lose my erection and she sees me as weak?” 

The fear increases performance pressure. 

An erection difficulty occurs. 

He then becomes even more reluctant to initiate intimacy. 

Now avoidance serves two purposes: 

It avoids emotional vulnerability. 

And it avoids possible sexual failure. 

When persistent erectile dysfunction exists, it still requires medical evaluation because 
vascular, hormonal, neurological and metabolic causes may be present. 

Intimacy anxiety should not be used to explain away a genuine physical condition. 

 

Intimacy Anxiety and Premature Ejaculation 

A similar cycle may occur with premature ejaculation. 

The man fears disappointing his partner. 

He avoids discussing the problem because discussion feels embarrassing. 

The partner misunderstands his silence. 

Sex becomes increasingly tense. 

The man feels that each encounter will expose his “failure.” 

Avoidance grows. 

In such cases, treating PE while improving communication may be more effective than 
considering either issue in isolation. 

 

Intimacy Anxiety and Low Sexual Desire 

Some patients who say: 

“I don't want sex” 

actually mean: 

“I don't feel emotionally safe enough to become vulnerable.” 

Others truly have low sexual desire because of hormones, medication, stress, 
depression, menopause, chronic illness or another cause. 



 

 

A complete assessment should therefore distinguish: 

lack of desire 

from 

avoidance of intimacy despite desire. 

They are not necessarily the same problem. 

 

Intimacy Anxiety and Painful Intercourse 

Pain can also create avoidance. 

A woman may originally enjoy emotional closeness but begin avoiding sex after painful 
intercourse. 

Her partner experiences the withdrawal as emotional distance. 

She then avoids affectionate touch because she fears it will lead to penetration. 

Soon the couple reports: 

“We have lost intimacy.” 

The starting point was actually pain. 

Conditions such as pelvic-floor dysfunction, vaginismus, vaginal dryness, vulvodynia, 
infections or hormonal changes require proper assessment. 

A patient should never be told that all intimacy difficulties are psychological. 

 

Infertility and Emotional Distance 

Infertility can profoundly change intimacy. 

A couple that once experienced sex as affection may begin experiencing it as treatment. 

Sex is scheduled. 

Ovulation is monitored. 

Semen analyses and fertility reports become part of everyday life. 

The man may feel judged by sperm count. 

The woman may feel judged by ovarian reserve or age. 

Each partner may try to protect the other by hiding sadness. 

Eventually both feel alone. 



 

 

This is another form of intimacy difficulty. 

At Saira Health Care, I believe infertility treatment should therefore include attention to 
emotional and sexual well-being as well as reproductive investigations. 

 

“I Don't Want to Burden My Partner” 

A common barrier to emotional intimacy is the belief: 

“If I tell my partner what I am struggling with, I will burden them.” 

The person therefore remains silent. 

But the partner notices that something is wrong. 

Without information, the partner invents an explanation. 

They may assume: 

“They no longer trust me.” 

“They are hiding something.” 

“They don't love me.” 

Silence intended to protect the relationship may unintentionally damage it. 

Healthy disclosure does not mean telling a partner every thought. 

It means allowing important information to be shared when it affects the relationship. 

 

Fear of Dependency 

Some patients equate intimacy with losing independence. 

They believe: 

“If I need somebody, they control me.” 

This belief may develop from earlier relationships in which dependence was exploited. 

In a healthy relationship, intimacy and autonomy can coexist. 

Two partners can care deeply about each other while remaining individual people. 

The goal is not emotional fusion. 

It is secure interdependence—being able to depend on each other appropriately while 
maintaining individuality. 

 



 

 

Fear of Being Known 

Some people believe that love is possible only while their flaws remain hidden. 

They think: 

“If my partner knew the real me, they would leave.” 

This creates a difficult situation. 

The relationship may appear close externally, but internally the person never feels truly 
accepted because they believe the partner is loving only a carefully managed version of 
them. 

Psychotherapy may help challenge these beliefs and gradually build more authentic 
relationships. 

 

Perfectionism and Intimacy 

Perfectionism can interfere with vulnerability. 

The person thinks: 

“I must always appear confident.” 

“I cannot admit insecurity.” 

“My partner should never see me cry.” 

“I must always perform well sexually.” 

Intimacy becomes threatening because intimacy exposes imperfection. 

A healthy relationship requires enough safety for both people to be human rather than 
constantly impressive. 

 

Shame and Intimacy 

Sexual shame can be particularly powerful. 

A patient may have learned: 

“Sexual desire is dirty.” 

“Talking about sex is shameful.” 

“A respectable person does not ask for pleasure.” 



 

 

Later, when they enter a committed relationship, they may intellectually understand 
that intimacy is acceptable while emotionally continuing to feel shame. 

They may therefore become quiet, tense or avoidant. 

Sexual-health education can help distinguish personal values from unnecessary 
shame. 

 

Cultural and Religious Values 

Cultural and religious beliefs deserve respect. 

Intimacy anxiety should not be used as a label simply because a person has 
conservative boundaries. 

A patient may choose to limit certain forms of sexual or emotional expression because 
of deeply held values. 

That is different from wanting closeness but being unable to tolerate it because of fear. 

Clinical care should therefore ask: 

Is this a freely chosen boundary? 

or 

Is fear preventing the patient from living according to their own wishes and values? 

That distinction protects patient autonomy. 

 

Previous Betrayal and Infidelity 

A person who has been betrayed may become understandably cautious. 

After infidelity, emotional vulnerability can feel dangerous. 

They may think: 

“The last time I trusted someone, I was hurt.” 

This does not mean they have a defective personality. 

Trust was damaged. 

Rebuilding it may require time, consistent behaviour, boundaries and sometimes 
psychological or couple therapy. 

A 2025 systematic review of relational experiences that do not always meet formal 
trauma criteria nevertheless found substantial post-traumatic stress symptoms can 



 

 

follow serious interpersonal betrayals and harmful relationship experiences in some 
people.  

Treatment should therefore be trauma-informed when appropriate. 

 

Sexual Trauma and Fear of Intimacy 

A person with a history of sexual assault or abuse may find sexual closeness particularly 
difficult. 

Touch can activate memories. 

Vulnerability can feel dangerous. 

The nervous system may respond with freezing, avoidance or panic even when the 
present partner is safe. 

In such cases, simply encouraging “more intimacy” is inappropriate. 

The patient may require trauma-focused psychological care. 

The objective is restoring choice and safety, not forcing physical closeness. 

 

Intimacy Anxiety Can Become a Couple Pattern 

One partner's response influences the other. 

Suppose one partner becomes anxious and seeks reassurance constantly. 

The other feels overwhelmed and withdraws. 

The anxious partner sees withdrawal and becomes more frightened. 

They seek even more reassurance. 

The avoidant partner withdraws further. 

Now the couple becomes trapped in a repeating cycle: 

Fear → pursuit → withdrawal → greater fear → greater pursuit → greater withdrawal. 

The problem no longer belongs to one person. 

It has become a relationship pattern. 

 

The Pursuer–Withdrawer Cycle 

This is common enough that many couple therapists recognize variations of it. 



 

 

One partner pushes for discussion: 

“Talk to me.” 

The other becomes overwhelmed: 

“I need space.” 

The first person interprets space as rejection and pushes harder. 

The second interprets pursuit as control and withdraws further. 

Neither person may actually want disconnection. 

They are simply trying to feel safe using opposite strategies. 

Therapy can help couples recognize the cycle instead of treating each other as the 
enemy. 

 

Intimacy and Sexual Communication 

Some couples have functional intercourse but poor sexual communication. 

They never discuss preferences. 

They do not talk about desire differences. 

They hide pain. 

They pretend orgasm. 

They avoid discussing erection or ejaculation difficulties. 

Research suggests this matters. 

The meta-analysis of 93 studies mentioned earlier found that higher-quality sexual 
communication had particularly strong associations with sexual satisfaction compared 
with merely communicating more frequently.  

This supports a principle I frequently emphasize: 

One honest, respectful conversation can be more useful than dozens of tense 
conversations. 

 

Intimacy Does Not Require Constant Disclosure 

Healthy intimacy has boundaries. 

A person does not need to report every private thought. 



 

 

Partners do not need identical emotional styles. 

Some people need longer before they disclose personal experiences. 

That can be healthy. 

The goal is not maximum disclosure. 

The goal is enough openness for the relationship to function honestly. 

 

When Intimacy Anxiety May Require Professional Help 

Professional assessment becomes particularly useful when the person repeatedly ends 
otherwise healthy relationships when closeness develops, experiences panic or severe 
distress around vulnerability, cannot communicate needs, avoids sexual contact 
despite wanting intimacy, or becomes so dependent on reassurance that the 
relationship is strained. 

Help may also be appropriate when there is depression, social anxiety, trauma 
symptoms, compulsive jealousy, persistent sexual dysfunction or major relationship 
conflict. 

A 2026 study describing fear of intimacy as a distinct relational difficulty reinforces the 
importance of examining attachment, early relational experiences and emotional-
cognitive patterns rather than treating the problem as simple unwillingness to commit.  

 

Assessment: What I Want to Understand 

When a patient tells me: 

“I am afraid of intimacy,” 

I want to understand exactly what that means. 

I may explore questions such as: 

When does the anxiety appear? 

Is emotional closeness more difficult than sexual closeness? 

Does the patient fear rejection? 

Do they fear dependence? 

Was there previous betrayal? 

Is there trauma? 



 

 

Does the partner behave safely? 

Is there sexual pain? 

Is erectile dysfunction present? 

Is there premature ejaculation? 

Is body-image anxiety involved? 

Does the person have broader social anxiety? 

Is infertility creating stress? 

Do they have difficulty expressing emotions in all relationships or only romantic 
relationships? 

The answers change the treatment. 

 

Intimacy Anxiety Is Not Diagnosed With a Blood Test 

There is no blood test or scan for fear of intimacy. 

Assessment is primarily based on clinical history, psychological symptoms and 
relationship patterns. 

Validated psychological questionnaires may sometimes assist clinicians, but they do 
not replace careful conversation. 

Medical investigation may still be necessary when sexual symptoms are present. 

For example, a man with ED may require metabolic, cardiovascular or hormonal 
evaluation. 

A woman with pain may require gynecological or pelvic-floor assessment. 

The emotional and medical evaluations can proceed together. 

 

Treatment Should Address the Cause 

There is no universal “intimacy medicine.” 

Treatment depends on why closeness feels dangerous. 

For one patient, the main issue may be social anxiety. 

For another, childhood emotional abuse. 

Another may have experienced infidelity. 



 

 

Another may have sexual trauma. 

Another has painful intercourse and fears intimacy because intimacy predicts pain. 

Another has erectile dysfunction and avoids closeness because he fears 
embarrassment. 

Treatment must therefore be individualized. 

 

Psychoeducation 

A surprisingly powerful first step is helping patients understand the pattern. 

When someone realizes: 

“I am withdrawing because closeness activates fear” 

instead of: 

“I simply stop loving people” 

they gain a much more useful explanation. 

Psychoeducation helps patients understand attachment patterns, emotional 
regulation, healthy boundaries and the difference between vulnerability and danger. 

Understanding does not automatically change behaviour, but it creates the possibility of 
change. 

 

Cognitive Behavioural Therapy 

Cognitive behavioural therapy can be useful when intimacy anxiety is maintained by 
catastrophic beliefs. 

For example: 

Belief: 
“If I depend on someone, they will control me.” 

A therapist may explore whether dependence always leads to control or whether 
healthy interdependence is possible. 

Another belief: 

“If my partner sees my weaknesses, they will leave.” 

The patient can gradually test whether appropriate emotional disclosure actually 
produces rejection. 



 

 

Another: 

“I must never need anybody.” 

The therapist may examine whether this rule protects the person or keeps them 
isolated. 

CBT does not force disclosure. 

It helps patients examine whether fear-based predictions are accurate. 

 

Gradual Exposure to Vulnerability 

Fear usually increases when avoided completely. 

Therefore, treatment may involve gradual, appropriate exposure to emotional 
closeness. 

This does not mean telling a partner the most painful secret immediately. 

It may begin with something simple: 

“I had a difficult day.” 

Later: 

“I felt hurt during our argument.” 

Later: 

“Sometimes I am afraid you will leave me.” 

The person learns through experience: 

“I can be vulnerable and remain safe.” 

A recent case report published in 2024 described successful treatment of severe sexual 
aversion and fear of intimacy using an integrative programme combining cognitive-
behavioural, acceptance-based, psychodynamic and exposure techniques together 
with psychoeducation. Because it was a single case, it cannot establish a universal 
treatment, but it illustrates how multimodal therapy may be useful in complex cases.  

 

Emotional Regulation 

Some patients do not avoid intimacy because they dislike closeness. 

They avoid it because the emotions produced by closeness feel overwhelming. 



 

 

Therapy can teach skills such as recognizing anxiety early, slowing physiological 
arousal, identifying emotions accurately and tolerating discomfort without immediately 
escaping or attacking. 

The objective is not to eliminate emotional discomfort completely. 

Healthy relationships occasionally feel uncomfortable. 

The objective is being able to remain present without becoming controlled by fear. 

 

Learning to Name Emotions 

Patients sometimes say: 

“I don't know what I feel.” 

This is different from having no emotions. 

A person may have learned to suppress emotions so effectively that identifying them 
becomes difficult. 

A therapist may help distinguish: 

anger, 

fear, 

shame, 

sadness, 

jealousy, 

hurt, 

loneliness, 

and desire for reassurance. 

Naming emotions improves communication. 

Instead of saying: 

“Leave me alone.” 

the patient may eventually be able to say: 

“I am feeling overwhelmed and afraid of disappointing you. I need a little time and then I 
want to talk.” 

That is a major change. 



 

 

 

Couple Therapy 

When intimacy anxiety has become a repeating couple pattern, couple therapy may be 
appropriate. 

The evidence base for couple therapy overall is meaningful, but it should not be 
oversimplified. 

A large meta-analysis of 58 studies involving 2,092 couples found substantial 
improvements in relationship satisfaction after couple therapy and improvements in 
communication and emotional intimacy.  

However, a 2026 update evaluating specific couple-therapy models found that no 
individual model met its strict criteria for “strong” empirical support, while several—
including behavioural, cognitive-behavioural, emotionally focused, Gottman and 
integrative behavioural approaches—showed modest support.  

This means treatment should be selected according to the couple rather than assuming 
one branded approach is universally superior. 

 

Emotionally Focused Work 

Emotionally focused approaches often help couples identify the fear underneath 
defensive behaviours. 

For example: 

The withdrawing partner appears cold. 

Underneath may be: 

“I am afraid that I will fail you.” 

The pursuing partner appears demanding. 

Underneath may be: 

“I am afraid that you will leave me.” 

When partners understand the vulnerable emotion beneath the behaviour, they may 
respond differently. 

This is often more productive than repeatedly arguing about the visible behaviour. 

 

Acceptance-Based Approaches 



 

 

Acceptance and Commitment Therapy principles can sometimes be useful when a 
patient is trying unsuccessfully to eliminate all vulnerability. 

Intimacy inherently contains uncertainty. 

No partner can guarantee: 

“I will never disappoint you.” 

The therapeutic goal may therefore become: 

“Can I build a meaningful relationship while accepting that closeness always contains 
some emotional risk?” 

This can be a healthier objective than waiting until all fear disappears before allowing 
intimacy. 

 

Communication Training 

Patients may need to learn actual communication skills. 

Many were never taught them. 

Instead of: 

“You never understand me.” 

a patient can learn: 

“When you stop talking during conflict, I become anxious. I need reassurance that we 
will return to the conversation.” 

Instead of: 

“You are too needy.” 

a partner can say: 

“I want to support you, but I also need some quiet time. Can we talk after dinner?” 

Communication is not simply expressing everything. 

It is expressing important information clearly without attacking the other person's 
character. 

 

Boundaries Are Part of Healthy Intimacy 

Some people think intimacy means having no boundaries. 



 

 

The opposite is often true. 

People usually feel safer becoming vulnerable when they know their limits will be 
respected. 

A boundary may sound like: 

“I want to talk about this, but not while we are shouting.” 

“I am comfortable with affection, but I don't want intercourse tonight.” 

“I need time before I discuss that part of my history.” 

Boundaries make intimacy safer because the person does not have to choose between 
closeness and self-protection. 

 

Sexual Therapy 

When intimacy anxiety primarily affects sexual closeness, psychosexual counselling 
can be useful. 

The therapist may address: 

sexual shame; 

performance anxiety; 

sexual communication; 

body-image concerns; 

fear of rejection; 

desire discrepancies; 

erection concerns; 

pain; 

or difficulties with orgasm. 

Treatment can also include gradual non-demand intimacy exercises so that physical 
closeness no longer automatically feels like a performance test. 

 

When Sexual Dysfunction Must Be Treated Separately 

Psychological care should not replace medical diagnosis. 

If a patient has persistent ED, treat the ED. 



 

 

If a woman experiences persistent pain, investigate the pain. 

If PE is present, assess it properly. 

If there is low desire associated with medication, menopause, depression or hormonal 
disease, those factors need attention. 

The relationship becomes much easier to treat when physical problems are not being 
ignored. 

 

Intimacy Anxiety After Sexual Trauma 

Trauma-related intimacy anxiety needs particular caution. 

The patient should not be pushed into physical or emotional exposure faster than they 
can tolerate. 

A trauma-informed approach emphasizes: 

safety; 

choice; 

control; 

predictability; 

and respect for boundaries. 

The objective is not to prove that the patient can tolerate sex. 

It is to restore the ability to choose intimacy freely. 

 

When the Partner Is Unsafe 

No amount of communication training can make an abusive relationship healthy if 
abuse continues. 

If a partner uses fear, threats, coercion, humiliation or violence, the problem is not 
simply that the patient has “difficulty trusting.” 

In these circumstances, safety planning and appropriate professional support may be 
more important than couple therapy. 

Patients should never be encouraged to become more vulnerable with someone who 
repeatedly weaponizes vulnerability against them. 

 



 

 

Intimacy Anxiety and Sexual Performance Anxiety 

The two can overlap but are not identical. 

Sexual performance anxiety asks: 

“Will my body perform?” 

Intimacy anxiety asks: 

“What will happen if I allow myself to be emotionally exposed?” 

A patient may have both. 

For example, a man may fear his erection will fail because he believes the failure will 
expose weakness and make his partner reject him. 

Treating only the erection may therefore improve physical function without fully 
addressing the vulnerability fear. 

 

Intimacy Anxiety and Sexual Confidence 

A person who feels emotionally unsafe often finds it difficult to be sexually confident. 

They may constantly look for signs that the partner is judging them. 

Sexual confidence therefore does not come only from better sexual technique. 

It can also emerge from: 

trust; 

communication; 

body acceptance; 

realistic expectations; 

and confidence that imperfection will not produce humiliation. 

 

Intimacy Anxiety and First-Time Sex 

First-time sexual experiences can activate strong vulnerability. 

A newly married person may have no previous experience of being emotionally and 
physically exposed in this way. 

The person may become anxious even in a loving relationship. 

The important response is not pressure. 



 

 

The couple should go gradually, communicate and allow emotional security to develop. 

Failure to achieve intercourse immediately does not prove a serious sexual disorder. 

 

Intimacy Anxiety After Infidelity 

After betrayal, trust changes. 

The injured partner may still love the spouse but become frightened of emotional or 
sexual vulnerability. 

This is not simply “overthinking.” 

The person's internal sense of safety has been disrupted. 

Recovery may require accountability, transparency, consistent behaviour and, when 
appropriate, couple or individual therapy. 

Sexual intimacy should not be used as proof that forgiveness has occurred. 

 

Intimacy Anxiety During Infertility 

Infertility can make vulnerability particularly difficult. 

A man may hide how deeply a low sperm count has affected him. 

A woman may hide her grief after another unsuccessful cycle because she does not 
want to upset her husband. 

Both appear emotionally distant. 

Each thinks the other is coping better. 

Neither realizes that both are suffering. 

In infertility care, I therefore encourage couples to discuss emotional impact as well as 
test results. 

 

The Unani Perspective on Intimacy Anxiety 

The Unani system of medicine traditionally views health through an integrated 
relationship between the body, emotional state, environment and lifestyle. 

WHO's training benchmarks for Unani medicine describe the classical concept of 
Asbab-e-Sitta Daruriyya, or the six essential factors, which include food and drink, 
bodily movement and rest, psychic movement and repose, and sleep and 



 

 

wakefulness, among other health-maintaining factors. WHO's document specifically 
notes that emotional states such as happiness, sorrow, anger and worry should remain 
in appropriate balance.  

WHO has also established benchmarks intended to promote safe, qualified and quality-
assured Unani practice and emphasizes appropriate training, safety and professional 
standards.  

This holistic philosophy can be helpful when intimacy anxiety occurs together with: 

• chronic psychological stress;  

• poor sleep;  

• fatigue;  

• unhealthy lifestyle;  

• reduced sexual confidence;  

• associated sexual dysfunction;  

• infertility-related distress.  

However, it is essential to distinguish a useful traditional framework from claims that 
have not been clinically proven. 

 

Harkat-o-Sukoon Nafsani: Mental Activity and Repose 

Among the classical essential factors, psychic movement and repose is especially 
relevant. 

From a Unani perspective, emotional states form part of health rather than being 
separated entirely from the physical body. 

This is easy to understand in sexual medicine. 

A patient who spends every day in fear, emotional tension or constant rumination may 
sleep poorly. 

Poor sleep increases fatigue. 

Fatigue reduces interest in intimacy. 

Relationship communication deteriorates. 

Anxiety increases further. 

The Unani framework encourages attention to this whole pattern. 



 

 

 

Naum-o-Yaqza: Sleep and Wakefulness 

Sleep can significantly affect emotional regulation. 

A chronically exhausted person may become more irritable, anxious and emotionally 
defensive. 

Conversations that would normally be manageable become arguments. 

Intimacy may feel like another demand. 

The traditional Unani emphasis on balanced sleep and wakefulness therefore has 
practical relevance. 

Improving sleep is not a direct cure for fear of intimacy. 

It improves the conditions in which psychological and relationship treatment can work. 

 

Harkat-o-Sukoon Badani: Physical Activity and Rest 

Appropriate physical activity supports general health and psychological well-being. 

A sedentary patient with chronic disease, poor body confidence or low energy may feel 
less comfortable sexually. 

Balanced exercise and rest can therefore form part of an integrated treatment plan. 

However, physical activity should support therapy—not replace it where fear of 
vulnerability is the core problem. 

 

Ilaj bil Ghiza: Dietotherapy 

Balanced nutrition contributes to general metabolic and physical health. 

This becomes particularly important when a patient also has: 

diabetes; 

obesity; 

hypertension; 

fatigue; 

or cardiovascular problems affecting sexual function. 



 

 

Unani Ilaj bil Ghiza, or dietotherapy, may therefore form part of individualized 
supportive care. 

There is no special food that directly cures fear of intimacy. 

The role of nutrition is to support the patient's broader health. 

 

Nafsiyati Tadbeer and Psychological Support 

Traditional Unani thought has long recognized psychological influences on physical 
health. 

In modern integrative practice, this makes room for counselling and emotional care 
rather than treating every sexual complaint only with medicine. 

However, serious intimacy anxiety should be managed using contemporary evidence-
based psychological approaches where needed. 

A patient with trauma needs trauma-informed care. 

A patient with social anxiety may require psychological treatment. 

A patient with major depression requires appropriate mental-health evaluation. 

An integrative approach should add appropriate care rather than replace effective care. 

 

Can Unani Medicine Cure Intimacy Anxiety? 

This question deserves a clear answer. 

There is currently no strong clinical evidence that a particular Unani herbal 
medicine by itself cures fear of intimacy or intimacy anxiety. 

These problems are primarily psychological and relationship-related. 

Unani medicine can nevertheless be useful as a supportive integrative system when 
associated concerns such as sleep disturbance, general weakness, lifestyle imbalance 
or separately diagnosed sexual conditions are also present. 

Herbal medicines should be selected only after proper clinical evaluation. 

A person should not receive sexual tonics simply because they find vulnerability 
difficult. 

 

Why Medicine Alone Is Not Enough 



 

 

Imagine a patient whose main fear is: 

“If I tell my wife that I am insecure, she will lose respect for me.” 

No capsule can teach him how to communicate that fear. 

Another patient thinks: 

“If I depend on my husband, he may abandon me.” 

A sexual-strength medicine does not resolve that attachment concern. 

Another woman avoids intercourse because she experienced trauma. 

Increasing sexual desire without addressing trauma could make treatment 
inappropriate. 

Medicine must match the actual problem. 

 

Dr. Nizamuddin Qasmi's Clinical Approach 

At Saira Health Care, my first objective is to determine whether the patient's intimacy 
difficulty is primarily: 

psychological; 

relationship-based; 

sexual; 

medical; 

reproductive; 

or a combination. 

I may explore sexual function, medical health, relationship history, emotional well-
being, sexual confidence, fertility concerns, sleep, medications and lifestyle. 

I also try to understand: 

What does the patient fear will happen if they become close? 

This simple question can reveal a great deal. 

 

If the Patient Fears Rejection 

The treatment may focus on rejection sensitivity, self-esteem, gradual emotional 
disclosure and communication. 



 

 

Psychotherapy may be recommended when the pattern is persistent. 

 

If Attachment Avoidance Is Prominent 

The patient may need to learn that closeness does not automatically require loss of 
autonomy. 

Gradual vulnerability and relationship skills may be particularly useful. 

 

If Attachment Anxiety Is Prominent 

Treatment may focus on tolerating uncertainty, reducing compulsive reassurance 
seeking and developing a stronger internal sense of security. 

Partner communication may also help. 

 

If Sexual Dysfunction Is Driving the Anxiety 

The sexual disorder should be investigated. 

For example: 

• ED requires appropriate erectile-function assessment.  

• PE requires evaluation of ejaculation and associated anxiety.  

• painful intercourse requires investigation of the physical cause.  

• low sexual desire may require medical, psychological or hormonal assessment.  

As the underlying dysfunction improves, fear may also decrease. 

 

If Infertility Is Contributing 

The reproductive problem and emotional impact should be addressed together. 

At Saira Health Care, my work in sexual disorders and infertility allows me to consider 
both dimensions. 

A semen report should not be treated separately from the man's confidence. 

A fertility diagnosis should not be treated separately from the couple's sexual 
relationship. 

 



 

 

If Trauma Is Present 

I consider trauma-informed psychological support essential. 

Unani supportive care may help general well-being, but it should not replace evidence-
based trauma treatment. 

This is especially important if the patient experiences flashbacks, panic, dissociation, 
severe avoidance or fear during intimacy. 

 

If the Relationship Is Unsafe 

Safety comes before intimacy work. 

A patient should not be advised simply to “open up more” to an abusive or coercive 
partner. 

The clinician should recognize that emotional withdrawal may be protecting the patient. 

 

Contribution of Saira Health Care 

One of the major barriers in sexual and relationship healthcare is shame. 

People may comfortably consult a doctor for diabetes yet feel unable to say: 

“I am frightened of getting emotionally close to my wife.” 

Or: 

“I avoid my husband because intimacy makes me anxious.” 

At Saira Health Care, my aim is to make sexual-health and reproductive-health 
conversations clinically understandable and confidential. 

Our broader contribution includes education around sexual disorders, infertility, sexual 
confidence, performance anxiety, relationship communication, emotional health and 
appropriate referral. 

The purpose is not to medicalize every relationship difficulty. 

The purpose is to identify when a relationship difficulty is affecting sexual or 
reproductive health and guide patients toward the right kind of care. 

 

Why Dr. Nizamuddin Qasmi's Multidisciplinary Background Is Relevant 



 

 

My professional work is focused on sexual disorders and infertility, areas in which 
physical, reproductive, psychological and relationship factors frequently overlap. 

My professional profile includes: 

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 background supports an approach in which I do not automatically assume that 
every intimacy problem is “mental,” nor that every sexual complaint requires medicine. 

A patient benefits most when the correct problem is identified first. 

 

A Practical Step-by-Step Approach to Intimacy Anxiety 

When intimacy anxiety is present, I often think about treatment in stages. 

First: Establish Safety 

Is the relationship safe? 

Are consent and boundaries respected? 

If not, ordinary intimacy-building exercises are not the priority. 

Second: Identify the Fear 

What exactly feels dangerous? 

Rejection? 

Abandonment? 

Dependency? 

Sexual judgment? 

Pain? 

Loss of control? 

Third: Identify the Protective Behaviour 

Does the person withdraw? 



 

 

Become angry? 

Seek constant reassurance? 

Avoid sex? 

Choose unavailable partners? 

Fourth: Examine the Cost 

Does the protective behaviour actually create the loneliness or conflict the person 
fears? 

Fifth: Develop Emotional Regulation 

Learn to tolerate anxiety without immediately escaping from closeness. 

Sixth: Practice Gradual Vulnerability 

Start with manageable emotional openness rather than overwhelming disclosure. 

Seventh: Improve Communication 

Learn to describe needs and boundaries clearly. 

Eighth: Address Sexual or Medical Problems 

Treat ED, PE, pain, hormonal issues or other clinical conditions appropriately. 

Ninth: Consider Couple Therapy 

Especially when the interaction pattern itself is maintaining the problem. 

Tenth: Integrate Lifestyle and Unani Support 

Address sleep, activity, diet, stress and general health where relevant. 

 

What Healthy Intimacy Does Not Mean 

Healthy intimacy does not require: 

telling your partner every secret; 

never needing personal space; 

agreeing with everything; 

having sex whenever your partner wants; 

giving up independence; 

never feeling nervous; 



 

 

or depending entirely on another person for emotional stability. 

Intimacy means being able to become appropriately close without losing autonomy, 
boundaries or dignity. 

 

What Healthy Intimacy Can Look Like 

A healthy intimate relationship often allows statements such as: 

“I love you, but I need some time alone.” 

“I feel insecure today.” 

“I don't want intercourse tonight, but I want affection.” 

“That comment hurt me.” 

“I am afraid you will judge me.” 

“I don't know how to talk about this, but I want to try.” 

Those statements involve vulnerability, but they also involve self-respect. 

 

Learning to Receive Affection 

Intimacy is not only about expressing feelings. 

Some patients find receiving affection even more difficult. 

Compliments create discomfort. 

Support creates suspicion. 

They think: 

“Why are they being nice to me?” 

Therapy may involve learning to accept care without immediately searching for danger 
or hidden motives. 

This can take time when earlier relationships were inconsistent or manipulative. 

 

Learning to Ask for Reassurance Without Becoming Dependent on It 

Reassurance is not inherently unhealthy. 

Partners should be able to comfort each other. 

The difficulty arises when reassurance never lasts. 



 

 

The person asks: 

“Do you love me?” 

The partner says yes. 

Ten minutes later: 

“Are you sure?” 

The goal is not to stop asking for reassurance forever. 

It is to combine healthy partner support with the ability to regulate some uncertainty 
internally. 

 

Learning to Tolerate a Partner's Independence 

An anxious partner may interpret independence as abandonment. 

An avoidant partner may interpret closeness as loss of freedom. 

Both can learn a middle position. 

A healthy relationship contains both: 

connection and individuality. 

Partners do not need to choose one or the other. 

 

Sexual Intimacy Without Performance Pressure 

For some couples, emotional closeness improves when sexual activity temporarily 
stops being goal-oriented. 

Every affectionate moment does not need to become intercourse. 

Every erection does not need to be maintained perfectly. 

Every sexual encounter does not need orgasm. 

This can help the couple experience physical closeness as connection rather than 
examination. 

 

Can Intimacy Anxiety Improve? 

Yes. 

Patterns of closeness and avoidance are not necessarily permanent. 



 

 

People can learn new ways of relating. 

Improvement may come through: 

better relationships; 

self-awareness; 

individual psychotherapy; 

couple therapy; 

sexual counselling; 

trauma treatment; 

treatment of sexual dysfunction; 

and improved communication. 

The goal is not becoming emotionally dependent. 

It is becoming capable of closeness without overwhelming fear. 

 

Frequently Asked Questions 

Is intimacy anxiety a mental illness? 

Not necessarily. Fear of intimacy is usually described as a psychological or relationship 
difficulty rather than a specific standalone psychiatric diagnosis. It can coexist with 
conditions such as social anxiety, depression, trauma-related symptoms or sexual 
dysfunction. 

Why do I push people away when I actually love them? 

Sometimes closeness activates fear of rejection, dependency, loss of autonomy or 
emotional injury. Attachment research suggests that both anxious and avoidant 
insecurity can influence relationship functioning, but individual patterns vary.  

Can childhood experiences affect adult intimacy? 

Yes, they can influence expectations about safety, trust and vulnerability. A 2024 study 
found associations among childhood emotional abuse, insecure attachment, rejection 
sensitivity and fear of intimacy. This does not mean childhood experiences permanently 
determine adult relationships.  

Can social anxiety cause intimacy problems? 

It can contribute. Research links social anxiety with difficulty in self-disclosure, 
emotional expression, intimacy and sexual satisfaction. Recent 2026 research also 



 

 

identifies reduced sexual assertiveness and autonomy among adults with social anxiety 
disorder.  

Can intimacy anxiety affect sex? 

Yes. Fear of vulnerability, judgment or rejection may make sexual communication and 
relaxation more difficult. It can also coexist with ED, PE, low desire or sexual pain. 

Does avoiding relationships solve the problem? 

Avoidance often reduces anxiety temporarily but may preserve the underlying fear. 
Appropriate therapy can help patients gradually learn that closeness can be tolerable 
and safe. 

Can communication help? 

Yes. A large meta-analysis found meaningful positive associations between sexual 
communication and both sexual and relationship satisfaction, with communication 
quality particularly important.  

Is couple therapy helpful? 

Couple therapy can improve relationship satisfaction, communication and emotional 
intimacy for many distressed couples. A 2026 review found several therapy models with 
modest empirical support while emphasizing that the evidence base still needs larger 
and more diverse studies.  

Can Unani medicine help intimacy anxiety? 

Unani medicine can provide a useful supportive framework through attention to 
psychological balance, sleep, diet, physical activity, rest and general health. WHO's 
Unani benchmarks recognize psychic activity and repose as one of the traditional 
essential health factors. However, there is no strong evidence that a herbal medicine 
alone cures fear of intimacy.  

Should I take a sexual-strength medicine if I avoid intimacy? 

Not automatically. Intimacy anxiety may have nothing to do with sexual strength. 
Medicine should be considered only when a separately identifiable clinical condition is 
present. 

Can trauma cause fear of intimacy? 

Yes. Trauma, betrayal and abusive relationships can make vulnerability feel unsafe. 
Trauma-focused or trauma-informed psychological care may be particularly 
appropriate. 

What if my partner is controlling or abusive? 



 

 

The priority is safety, not becoming more emotionally open. Intimacy requires enough 
safety for vulnerability to be respected. 

 

A Message From Dr. Nizamuddin Qasmi 

When a patient tells me: 

“Doctor, I cannot let anybody get close to me,” 

I do not immediately tell them: 

“You need to trust more.” 

I want to know why trust feels dangerous. 

Maybe the patient has been betrayed. 

Maybe childhood relationships taught them that emotional needs were unacceptable. 

Maybe they fear losing independence. 

Maybe they have social anxiety. 

Maybe sex is painful. 

Maybe erection difficulties have made intimacy humiliating. 

Maybe infertility has affected confidence. 

Maybe they are in a relationship that genuinely does not feel safe. 

The correct treatment depends on the correct explanation. 

 

I Do Not Treat Vulnerability as Weakness 

Many men in particular tell me: 

“I should not need reassurance.” 

Or: 

“A man should not talk about fear.” 

I disagree with this as a healthcare principle. 

Being able to identify a fear does not make a person weak. 

It gives us something we can work with. 

A man who can say: 



 

 

“I am afraid my wife will think less of me because of my erection problem” 

is already closer to solving the problem than a man who simply avoids his wife without 
explanation. 

 

Women Also Deserve Emotional Safety 

Women may be taught to accommodate relationships rather than communicate 
discomfort. 

Some therefore remain physically present while emotionally withdrawing. 

They may tolerate pain. 

They may agree to intimacy when they feel unsafe. 

They may hide dissatisfaction. 

This is not healthy intimacy. 

A woman should be able to say: 

“I need emotional closeness first.” 

“That hurts.” 

“I need more time.” 

“I do not want this.” 

Boundaries make genuine intimacy possible. 

 

Intimacy Cannot Be Forced 

This principle applies equally to emotional and sexual closeness. 

You cannot demand: 

“Tell me everything right now.” 

and call it intimacy. 

You cannot pressure: 

“If you love me, have sex.” 

and call it intimacy. 

Trust grows when people repeatedly discover that their boundaries will be respected. 

 



 

 

Why Patience Matters 

Patients often ask: 

“How long will it take before I can trust normally?” 

There is no universal timetable. 

The answer depends on: 

the cause; 

the severity of the fear; 

the relationship; 

previous trauma; 

mental health; 

and whether the partner behaves consistently and safely. 

The important question is not: 

“Am I fixed yet?” 

It is: 

“Am I becoming more capable of healthy closeness than I was before?” 

That is a more realistic measure of progress. 

 

The Role of Saira Health Care in Intimacy-Related Sexual Difficulties 

At Saira Health Care, my focused practice in sexual disorders and infertility frequently 
brings me into contact with patients whose sexual symptoms cannot be separated from 
emotional and relationship factors. 

I believe responsible sexual healthcare should address this overlap without exceeding 
professional limits. 

Where the problem is primarily medical, appropriate medical treatment should be 
provided. 

Where Unani supportive care can improve general well-being, it can be considered. 

Where the primary difficulty is psychological, counselling or psychotherapy should be 
involved. 

Where there is a couple interaction problem, relationship-focused care may be useful. 



 

 

Where trauma exists, trauma-informed specialists may be needed. 

This is what I mean by an integrative approach. 

 

Final Perspective 

Intimacy anxiety is not simply fear of sex. 

It is often fear of being known. 

Fear of needing another person. 

Fear of depending. 

Fear of rejection. 

Fear of losing independence. 

Fear that vulnerability will be used against us. 

These fears can affect emotional closeness, sexual communication, sexual satisfaction 
and the stability of intimate relationships. 

Current research supports meaningful links between attachment insecurity and 
relationship or sexual difficulties, while new 2026 work continues to describe fear of 
intimacy as a clinically relevant pattern of emotional distancing.  

Social anxiety can also interfere with vulnerability, sexual assertiveness and emotional 
connection.  

At the same time, communication offers an important therapeutic opportunity. Across 
93 studies and more than 38,000 people in relationships, better sexual communication 
was associated with greater sexual and relationship satisfaction, with the quality of 
communication especially important.  

Professional treatment may involve psychoeducation, CBT, gradual vulnerability work, 
trauma-informed therapy, psychosexual counselling or couple therapy depending on 
the cause. Couple therapy can improve emotional intimacy and relationship functioning 
overall, although current 2026 evidence suggests clinicians should avoid claiming that 
one single therapy model is universally superior.  

The Unani system of medicine contributes a valuable holistic framework by 
recognizing the connection between physical health, psychological state, sleep, 
activity, rest, nutrition and emotional balance. WHO's Unani benchmarks specifically 
include psychic movement and repose among the traditional six essential factors of 
health and also emphasize standards for safe and qualified Unani practice.  



 

 

However, responsible integrative care must recognize that fear of intimacy is not 
something that can simply be removed with a sexual tonic or herbal formulation. 

When the central problem is fear of vulnerability, treatment must help the patient build 
safety, emotional understanding, communication and healthier relationship patterns. 

At Saira Health Care, my aim is to identify whether intimacy difficulties are being driven 
by psychological fear, relationship problems, sexual dysfunction, medical illness, 
infertility or a combination—and then guide the patient toward an individualized and 
appropriate plan. 

My message to patients is simple: 

Healthy intimacy does not mean losing yourself in another person. 

It means becoming close while still having boundaries. 

It means being able to say: 

“This is what I feel.” 

“This is what I need.” 

“This is what scares me.” 

“This is my boundary.” 

And gradually learning that, in a safe relationship, vulnerability does not always have to 
lead to hurt. 
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Medical Disclaimer 



 

 

This article is intended for general health and sexual-health education. Intimacy anxiety 
is not a substitute diagnosis for persistent sexual or psychological symptoms. Erectile 
dysfunction, ejaculation problems, sexual pain, low desire, infertility, depression, social 
anxiety, trauma symptoms and other conditions may require individual assessment. 
Unani medicines or herbal products should not be self-prescribed as substitutes for 
appropriate medical, psychological or relationship care. Where coercion, threats, 
abuse or violence are present, safety should take priority over ordinary intimacy-
building or couple exercises. 


