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Introduction 

In my clinical practice, I regularly meet men and women who tell me: 

“Doctor, medically I may be normal, but I don't feel confident during intimacy.” 

A man may be constantly checking whether his erection is firm enough. Another may 
worry that he will ejaculate too quickly. A woman may remain preoccupied with how her 
body looks rather than experiencing pleasure. Someone else may believe that a “good 
sexual partner” must always be ready, always perform perfectly and always satisfy the 
other person. 

The common factor is often sexual self-consciousness. 

Sexual confidence does not mean having perfect erections, unlimited stamina, a 
particular body shape, reaching orgasm every time or knowing automatically what a 
partner wants. It means feeling reasonably comfortable with one's body and sexual 
responses, being able to communicate, tolerating normal variations in sexual 
performance and approaching intimacy without excessive fear of judgment or failure. 

The World Health Organization describes sexual health much more broadly than the 
absence of sexual dysfunction. It includes physical, emotional, mental and social well-
being, together with a positive and respectful approach to sexuality, relationships, 
safety and pleasure. WHO also emphasizes that sexuality includes intimacy, desire, 
thoughts, beliefs, relationships and many social and cultural influences.  

This broader understanding is extremely important because sexual confidence exists 
at the meeting point of the body, mind and relationship. 



 

 

 

Is Low Sexual Confidence a Disease? 

Low sexual confidence is not, by itself, a formal medical disease. 

It is better understood as a psychological and sexual-health difficulty that may involve 
low sexual self-esteem, excessive self-consciousness, performance anxiety, body-
image concerns, fear of rejection, unrealistic expectations or uncertainty about 
communication. 

Sometimes it exists without another disorder. 

In other patients, reduced confidence develops because of an identifiable sexual 
problem such as erectile dysfunction, premature ejaculation, painful intercourse, 
vaginal dryness, difficulty reaching orgasm, low desire or infertility. 

This distinction matters. 

If a patient's confidence fell because erections became unreliable after diabetes 
developed, the diabetes and erectile dysfunction deserve treatment. 

If a woman's confidence changed because intercourse became painful after 
menopause, investigating the pain is more useful than simply telling her to “be 
confident.” 

And if physical examinations are normal but the patient remains intensely preoccupied 
with performance, body image or anticipated failure, the psychological side requires 
attention. 

Modern sexual medicine therefore increasingly uses a biopsychosocial approach, 
considering medical, psychological and relationship factors together. The European 
Association of Urology's current sexual-health guidance specifically recommends 
assessing life stressors, cultural influences, relationship circumstances, cognitive 
factors, expectations, self-esteem and performance concerns when evaluating erectile 
dysfunction.  

 

What Is Sexual Confidence? 

When I use the term sexual confidence with patients, I do not mean arrogance or sexual 
experience. 

I mean the ability to enter intimacy thinking: 

“I do not have to prove myself.” 

A sexually confident person can still become nervous. 



 

 

They can still have an occasional erection difficulty. 

They can still take longer than expected to become aroused. 

They can still have sex that is less satisfying on one occasion. 

Confidence means these temporary variations do not immediately become evidence 
that the person is inadequate. 

Sexual confidence usually includes several related abilities: accepting one's body 
reasonably well, understanding that sexual response naturally varies, communicating 
preferences and concerns, tolerating vulnerability, understanding one's partner is not a 
judge or examiner, and seeking professional help when a genuine problem exists. 

 

Sexual Confidence Is Different From Sexual Performance 

This is perhaps the most important concept in this article. 

Many people have been taught to evaluate sexual health using performance 
measurements. 

Men may think: 

“How long can I last?” 

“How hard is my erection?” 

“How large is my penis?” 

“How quickly can I get another erection?” 

Women may think: 

“Do I look attractive from every angle?” 

“Why am I not lubricating immediately?” 

“Why didn't I reach orgasm?” 

Couples may think: 

“Did both of us orgasm?” 

“How many times did we have sex this week?” 

These questions can turn intimacy into an examination. 

When every encounter becomes a test, anxiety can increase. 

A 2025 review specifically examining sexual performance anxiety described how sexual 
situations can become linked with self-monitoring, anticipatory anxiety and concern 



 

 

about performance in both men and women. The authors proposed treating 
performance anxiety by addressing the cognitive, emotional, behavioural and 
situational factors maintaining the cycle.  

A 2024 study of men and women experiencing sexual performance anxiety similarly 
found that feelings of inadequacy were prominent in participants' descriptions of their 
sexual experiences.  

Sexual confidence therefore grows when intimacy becomes less about evaluation and 
more about connection, sensation and communication. 

 

The Performance-Anxiety Cycle 

I often explain the problem to patients using a simple example. 

A man once loses his erection. 

Perhaps he was tired. 

Perhaps he had consumed alcohol. 

Perhaps he was anxious. 

Perhaps there was relationship tension. 

But after that experience he thinks: 

“What if it happens again?” 

During the next sexual encounter, instead of focusing on pleasurable sensations, he 
begins monitoring himself: 

“Is my erection hard enough?” 

The more he checks, the more anxious he becomes. 

The anxiety interferes with arousal. 

His erection becomes less reliable. 

Now he concludes: 

“I knew something was wrong.” 

The next sexual encounter begins with even greater anxiety. 

This can become a self-reinforcing cycle. 



 

 

EAU guidance recognizes performance-related difficulties, cognitive distraction, 
dysfunctional expectations, poor self-esteem and partner or relationship factors among 
the psychological contributors that should be assessed in erectile dysfunction.  

The same basic mechanism can occur with premature ejaculation, orgasm difficulty, 
vaginal lubrication and other sexual responses. 

 

When the Mind Becomes an Audience 

In sex therapy, patients sometimes describe feeling as though they are standing outside 
themselves watching their own performance. 

Instead of experiencing touch, warmth, affection and arousal, the mind is asking: 

“How do I look?” 

“Is my partner satisfied?” 

“Am I taking too long?” 

“Am I finishing too soon?” 

“Is my erection decreasing?” 

“Will they think I am inexperienced?” 

The individual becomes both the participant and the critic. 

That self-observation competes with the attention required for sexual arousal. 

Sexual confidence therefore often involves learning to move attention away from 
constant evaluation and back toward the actual experience of intimacy. 

 

Sexual Self-Esteem and Sexual Function 

Research supports a relationship between sexual self-esteem and sexual functioning, 
although the relationship is complex and does not prove that one always directly 
causes the other. 

A large meta-analysis involving more than 191,000 participants found a positive overall 
relationship between self-esteem and sexual health, with a stronger association for 
sexual functioning than for some other sexual-health outcomes.  

More recent evidence is particularly relevant. 

A 2025 population-based study involving 5,665 middle-aged men found that erectile 
dysfunction, premature ejaculation and low libido were associated with poorer body 



 

 

image, lower sexual self-esteem and greater perceived sexual pressure. The researchers 
correctly noted that the causal direction remains uncertain: poor confidence may 
contribute to sexual problems, but sexual problems can also reduce confidence.  

That is exactly what I observe clinically. 

Sexual confidence and sexual function can influence each other in both directions. 

 

Body Image and Sexual Confidence 

Many patients think body image concerns belong only to cosmetic medicine. 

They do not. 

A person can be physically healthy and still feel unable to relax sexually because they 
are thinking constantly about weight, breast size, scars, stretch marks, genital 
appearance, hair loss, age-related changes or another body feature. 

A 2025 systematic review involving 7,448 participants, including men and women, 
found a consistent association between more positive genital self-image and better 
sexual functioning, desire and satisfaction. The authors also emphasized limitations in 
the available research and the need for more diverse and longitudinal studies.  

For women, systematic-review evidence has likewise shown relationships between 
body or genital self-image and sexual functioning.  

This does not mean that changing one's appearance will automatically improve sexual 
health. 

Sometimes the more important work involves changing how the person relates to their 
body. 

 

Genital Appearance and Male Confidence 

One of the most common areas of male insecurity is penis size. 

Men often compare themselves with pornography, photographs, friends' exaggerated 
stories or internet claims. 

Some normal-sized men become convinced that they are abnormally small. 

Current EAU guidance specifically distinguishes genuine anatomical conditions from 
small-penis anxiety and penile-focused body dysmorphic concerns. It recommends 
evaluating men who remain significantly distressed about size despite having normal 
anatomy and emphasizes psychological assessment where body dysmorphic disorder 
is suspected.  



 

 

The same guideline notes that subjective beliefs about size can affect sexual 
functioning and quality of life and that dissatisfaction may persist even when anatomy is 
normal.  

Therefore, a man who is constantly measuring, comparing or considering risky 
enlargement procedures should not automatically assume that enlargement is the 
answer. 

Sometimes the problem is anatomy. 

Sometimes it is perception. 

They require different treatment. 

 

Female Body Image and Sexual Confidence 

Women may become self-conscious about the abdomen, breasts, vulva, body weight, 
scars, pigmentation or changes following childbirth. 

A woman may tell me: 

“My husband says nothing is wrong, but I cannot stop thinking about how I look.” 

During intimacy, she is mentally observing herself rather than experiencing sensation. 

That can interfere with arousal and satisfaction. 

Research on female sexual health has repeatedly found associations among body 
image, self-consciousness, sexual self-esteem, communication and aspects of sexual 
functioning.  

This is why treatment should not simply tell the patient: 

“You look fine.” 

Reassurance alone may not correct years of negative self-evaluation. 

Sometimes counselling or structured psychological work is needed. 

 

Unrealistic Expectations Create Real Anxiety 

A major part of building sexual confidence is correcting unrealistic expectations. 

Many people have never received accurate sexual-health education. 

Their expectations come instead from films, pornography, social media, jokes, 
exaggerated personal stories or advertisements for sexual products. 



 

 

They may believe that a healthy man should obtain an erection immediately, never lose 
it, remain erect for a very long time and always control ejaculation perfectly. 

They may believe a woman should become sexually aroused immediately, lubricate 
automatically and reach orgasm through intercourse every time. 

Real human sexual response is much more variable. 

A person's response changes with sleep, stress, age, hormones, medication, health, 
relationship conditions, privacy, pregnancy, menopause and many other factors. 

Sexual confidence grows when patients replace myths about perfect performance 
with realistic expectations. 

 

A Normal Sexual Response Is Not a Machine 

The human body is not programmed to produce exactly the same sexual response every 
time. 

One evening a man may have an excellent erection. 

On another evening he may be tired and require more stimulation. 

A woman may experience strong desire one week and reduced interest during another 
stressful period. 

An orgasm may occur quickly on one occasion and require much longer on another. 

Arousal is influenced by context. 

Recognizing normal variability is one of the simplest ways to reduce unnecessary sexual 
anxiety. 

 

Confidence and Erectile Function 

Erection difficulties deserve particular attention because men often interpret them 
personally. 

A man may think: 

“If I lose my erection, I am sexually weak.” 

That conclusion is medically incorrect. 

Erectile dysfunction can have vascular, hormonal, neurological, medication-related, 
metabolic, psychological or mixed causes. 



 

 

The current EAU guideline recommends a comprehensive medical and sexual history, 
physical examination and appropriate metabolic and hormonal assessment in men with 
ED. It also recommends cognitive-behavioural treatment, including partner involvement 
when indicated, as part of management where psychological factors contribute.  

This is why confidence-building should not replace medical evaluation. 

Sometimes improved confidence helps. 

Sometimes the patient requires diabetes treatment. 

Sometimes he requires an ED medicine. 

Sometimes both are appropriate. 

 

Confidence and Premature Ejaculation 

Premature ejaculation can rapidly damage sexual self-confidence. 

After several disappointing experiences, the man begins predicting failure before 
intimacy even begins. 

He becomes highly aroused, anxious and vigilant. 

That may make control more difficult. 

Psychosexual interventions for PE aim to improve control, reduce anxiety, increase 
confidence and improve communication between partners. EAU guidance notes that 
approaches combining behavioural strategies such as start-stop exercises with 
psychoeducation and mindfulness may improve symptoms and associated distress in 
selected patients, although behavioural treatment is often best integrated with other 
appropriate treatment rather than treated as a universal cure.  

The important message for patients is: 

Premature ejaculation is a sexual-health condition, not proof of inadequate 
masculinity. 

 

Confidence and Delayed Ejaculation 

Delayed ejaculation can create a different form of pressure. 

The patient worries: 

“Why can't I finish?” 

The partner may think: 



 

 

“Am I not attractive?” 

Both begin monitoring the man's orgasm. 

Soon every sexual encounter becomes focused on ejaculation. 

Delayed ejaculation may be influenced by medication, neurological conditions, 
stimulation patterns, anxiety, relationship factors and other causes. 

Treatment requires understanding the cause rather than increasing performance 
pressure. 

Sexual confidence improves when ejaculation stops being treated as a mandatory 
examination result. 

 

Confidence and Female Arousal 

Women can experience their own version of performance anxiety. 

A woman may think: 

“I should already be aroused.” 

“Why am I dry?” 

“My partner will think I do not desire him.” 

These thoughts create additional tension. 

Vaginal lubrication is influenced by arousal but also by hormones, menopause, 
medications, pregnancy, breastfeeding, hydration, tissue health and other medical 
factors. 

Therefore, dryness should neither be ignored nor interpreted automatically as rejection. 

If it persists or causes pain, it deserves appropriate evaluation. 

 

Confidence and Orgasm 

Another major source of sexual insecurity is orgasm. 

Some patients believe that every sexual experience must end in orgasm or it has failed. 

Couples sometimes become so focused on whether orgasm will occur that pleasure 
decreases. 

A person may even begin pretending to orgasm to protect the partner's ego. 

This creates further communication problems. 



 

 

Sexual confidence allows people to communicate honestly: 

“I enjoyed being close even though I didn't reach orgasm.” 

Or: 

“This kind of stimulation works better for me.” 

The ability to give and receive that information is often more valuable than trying to 
perform according to a fixed script. 

 

Sexual Confidence and Communication 

Research consistently shows that communication matters. 

A meta-analysis of 93 studies representing 38,499 people in relationships found 
positive associations between sexual communication and both sexual satisfaction and 
relationship satisfaction. Importantly, the quality of the communication showed 
stronger associations than simply talking frequently.  

Another meta-analysis of 48 studies found associations between better sexual 
communication and several dimensions of sexual functioning.  

Confidence therefore does not mean knowing what a partner wants without asking. 

It means feeling able to ask. 

For example: 

“Is this comfortable?” 

“I need a little more time.” 

“I become anxious when we focus on my erection.” 

“I prefer this.” 

“That hurts.” 

“I don't feel ready tonight.” 

These conversations reduce guessing. 

 

Sexual Confidence Does Not Mean Never Saying “No” 

A confident sexual relationship includes boundaries. 

Someone who feels they must agree to every sexual request in order to appear 
attractive or experienced is not necessarily sexually confident. 



 

 

Sometimes the confident response is: 

“I don't want that.” 

“I would prefer something different.” 

“I need to stop.” 

Sexual well-being depends on mutual respect and freedom from coercion, which is 
central to WHO's framework of sexual health.  

Feeling able to communicate both desire and refusal is therefore an important part of 
sexual confidence. 

 

Confidence in New Relationships and Marriage 

Sexual anxiety is especially common when intimacy is new. 

A newly married man may have waited years for the wedding night and now believes 
everything must go perfectly. 

His wife may be equally anxious. 

She may worry about pain. 

He may worry about erections. 

Both become tense. 

When penetration does not occur immediately, they panic. 

This does not automatically mean there is a serious sexual disorder. 

Some couples simply need education, privacy, time and reduction of performance 
pressure. 

Saira Health Care's current published clinical material similarly discusses wedding-
night erection problems and performance anxiety within a broader assessment of 
sexual dysfunction rather than assuming immediate permanent impotence.  

 

Sexual Confidence After a Negative Experience 

Confidence can change suddenly. 

A man who previously had excellent sexual confidence may experience one episode of 
erection difficulty and then become preoccupied with it. 



 

 

A woman who previously enjoyed intimacy may experience a painful intercourse 
episode and begin anticipating pain. 

A critical comment from a partner about weight, penis size, ejaculation or orgasm can 
remain in the patient's mind for years. 

Sexual confidence is therefore not a fixed personality trait. 

It can be damaged. 

It can also be rebuilt. 

 

Sexual Confidence After Infidelity 

After betrayal, a person may begin comparing themselves with the affair partner. 

They may think: 

“Was that person more attractive?” 

“Was the sex better?” 

“Was my body not enough?” 

This can profoundly change body image and sexual confidence. 

In such situations, treatment should not be reduced to improving sexual “performance.” 

The betrayal and loss of trust require attention. 

Confidence often returns only when emotional safety begins returning. 

 

Sexual Confidence After Sexual Trauma 

Survivors of sexual trauma may find vulnerability, nudity, penetration or loss of control 
frightening. 

Their difficulty may look like low confidence from the outside, but the underlying issue is 
safety. 

Trauma-informed care is therefore required. 

The goal should never be to push someone into sexual activity merely to “build 
confidence.” 

Safety, consent and professional trauma treatment when needed come first. 

 



 

 

Sexual Confidence During Infertility 

Infertility can create a particularly difficult type of sexual pressure. 

Sex that once occurred spontaneously becomes scheduled around ovulation. 

The man may think: 

“I have to perform tonight because this is the fertile day.” 

If he loses his erection, he may feel that he has lost an entire month's opportunity. 

A woman may begin interpreting every menstrual period as bodily failure. 

Semen testing, hormone testing and repeated medical appointments can make both 
partners feel that their bodies are constantly being evaluated. 

Saira Health Care's current published material recognizes these interactions among 
infertility, sexual performance anxiety, loss of desire and relationship stress and 
describes an integrative clinical approach to fertility-related sexual difficulties.  

When infertility is present, restoring sexual confidence may therefore require separating 
some moments of intimacy from the reproductive timetable. 

 

Confidence After Aging or Medical Treatment 

Age, chronic disease, menopause, diabetes, cardiovascular illness and prostate 
treatment can all change sexual response. 

A previously confident person may suddenly feel: 

“My body doesn't behave the way it used to.” 

Sexual rehabilitation often requires changing expectations. 

The goal may no longer be functioning exactly as at age 25. 

The goal becomes achieving the best safe and satisfying sexual function possible with 
the present body. 

That shift from comparison to adaptation can be psychologically powerful. 

 

The Influence of Relationship Climate 

Sexual confidence does not belong only to one individual. 

A partner can strengthen it—or damage it. 



 

 

Mocking an erection difficulty, criticizing genital appearance, repeatedly comparing a 
partner with previous partners or treating orgasm as an obligation can increase anxiety. 

A supportive partner can instead say: 

“We don't have to prove anything.” 

“Let's take our time.” 

“Tell me what feels comfortable.” 

Confidence often improves more quickly when intimacy becomes collaborative rather 
than evaluative. 

Emerging couple-based research also supports looking at sexual self-esteem 
relationally rather than purely as an individual characteristic. Recent work has found 
associations between shared sexual self-esteem within couples and sexual-function 
outcomes, reinforcing the value of considering both partners rather than treating sexual 
confidence as one person's private problem.  

 

Why Comparison Is So Harmful 

Comparison is one of the fastest ways to lose sexual confidence. 

Patients compare themselves with: 

former partners, 

friends, 

pornographic performers, 

social-media personalities, 

or stories they hear from others. 

But people usually compare their own private insecurities with somebody else's edited 
or exaggerated presentation. 

Sexual relationships cannot be meaningfully graded this way. 

The more useful question is not: 

“Am I better than somebody else?” 

It is: 

“Can my partner and I communicate, feel safe and experience mutually satisfying 
intimacy?” 



 

 

 

Realistic Sexual Expectations 

I encourage patients to replace performance expectations with health-based 
expectations. 

It is realistic to expect that sexual desire may fluctuate. 

It is realistic to need communication. 

It is realistic for erections to vary occasionally. 

It is realistic for intercourse not to produce orgasm every time. 

It is realistic for people's bodies to change with age. 

It is realistic for partners to have different levels of desire. 

It is realistic for illness, stress and medication to affect sexuality. 

It is also realistic to expect that persistent dysfunction can often be evaluated and 
treated. 

Sexual confidence does not mean accepting every problem. 

It means knowing which variations are normal and which symptoms deserve 
professional assessment. 

 

How I Evaluate Low Sexual Confidence 

When someone comes to me saying: 

“I have no confidence sexually,” 

I do not consider that statement a diagnosis. 

I want to know what the patient means. 

Is he worried about erection? 

Ejaculation? 

Penis size? 

Infertility? 

Is she worried about pain? 

Body image? 

Orgasm? 



 

 

Low desire? 

Is the person afraid of disappointing a spouse? 

Has a previous partner made humiliating comments? 

Is there depression or anxiety? 

Are medications affecting sexual response? 

Did the problem begin after marriage, childbirth, illness or surgery? 

Is the patient comparing normal sexual variation with unrealistic expectations? 

Only after this becomes clear can treatment become meaningful. 

 

Medical Causes Must Not Be Missed 

One danger of labelling everything “confidence” is that genuine disease can be 
overlooked. 

Persistent erectile dysfunction can be associated with diabetes, cardiovascular 
disease, hormonal abnormalities, medication effects and neurological conditions. 

Persistent pain can reflect gynecological or pelvic-floor problems. 

Low libido can sometimes reflect depression, endocrine abnormalities, chronic disease 
or medication. 

Persistent ejaculation or orgasm problems may also require evaluation. 

Modern sexual-health guidelines therefore emphasize a complete medical and sexual 
history rather than assuming a problem is psychogenic merely because anxiety exists.  

 

When Body Concern Becomes Excessive 

Some concern about appearance is common. 

But occasionally the preoccupation becomes severe. 

A man with a normal penis may spend hours measuring it, avoiding relationships and 
searching continuously for enlargement procedures. 

A woman may become convinced that a normal anatomical feature makes her 
unacceptable. 

When the distress is severe and persistent, body dysmorphic disorder or another 
mental-health condition may need assessment. 



 

 

The EAU guideline specifically recommends screening men with normal penile size but 
severe size concerns for body dysmorphic problems and referring suspected cases for 
appropriate mental-health assessment.  

In these cases, cosmetic treatment alone may not address the underlying distress. 

 

How Sexual Confidence Can Be Rebuilt 

There is no single confidence exercise suitable for everybody. 

Treatment depends on what damaged confidence. 

If misinformation is the problem, education may be enough. 

If erectile dysfunction is the cause, proper ED treatment may improve both function and 
confidence. 

If performance anxiety dominates, psychosexual therapy or cognitive-behavioural 
approaches may be needed. 

If body-image concerns are severe, psychotherapy may be important. 

If the couple cannot communicate, couple or psychosexual counselling may help. 

If trauma is present, trauma-informed treatment is needed. 

The treatment therefore follows the cause rather than simply telling the patient to “think 
positively.” 

 

Step One: Replace Performance With Curiosity 

A useful psychological change is moving from: 

“What if I fail?” 

to: 

“What feels comfortable right now?” 

Instead of constantly checking erection firmness, ejaculation timing or whether orgasm 
is approaching, the person learns to notice actual sensations. 

This can reduce self-monitoring. 

The objective is not to force relaxation. 

It is to redirect attention away from evaluation. 

 



 

 

Step Two: Correct Sexual Myths 

Accurate information can be therapeutic. 

Patients often improve when they understand that: 

desire fluctuates, 

arousal may need time, 

sexual response changes with age, 

intercourse is not the only form of intimacy, 

orgasm is not compulsory every time, 

erection difficulty on one occasion does not equal permanent impotence, 

and a partner's sexual response cannot be controlled perfectly. 

Patient education is itself recognized as an early component of sexual-dysfunction 
management. EAU guidance notes that explaining psychological and physiological 
aspects of sexual response in understandable language can support sexual satisfaction 
in men with ED.  

 

Step Three: Reduce the “Spectator” Mentality 

During intimacy, the goal is to experience rather than inspect. 

The patient may practice noticing breathing, touch, temperature, affection and bodily 
sensations instead of constantly checking sexual performance. 

Mindfulness-based principles can sometimes help patients return attention to the 
present rather than anticipated failure. 

These techniques should not be treated as magical cures. 

But they can be useful within psychosexual therapy, particularly when anxiety and 
distraction are major contributors. 

 

Step Four: Build Communication 

Ask rather than guess. 

Say what you need. 

Tell your partner when something feels uncomfortable. 

Explain when anxiety appears. 



 

 

A statement such as: 

“When you repeatedly ask whether I am hard enough, I become more anxious. I would 
like us to stop monitoring it.” 

may be clinically more useful than silently struggling. 

Research shows that sexual communication quality is strongly associated with sexual 
and relationship satisfaction.  

 

Step Five: Remove the Demand for Perfect Intercourse 

Couples caught in performance anxiety sometimes benefit from temporarily reducing 
the pressure that every intimate encounter must lead to penetration or orgasm. 

Affection, touch and closeness can be valuable without having to produce a particular 
performance result. 

This reduces the repeated test: 

“Will I succeed tonight?” 

In structured psychosexual therapy, gradual non-demand intimacy exercises may be 
used to help couples reconnect with sensation and communication rather than 
performance. 

 

Step Six: Cognitive Behavioural Therapy 

Cognitive behavioural therapy can be valuable when sexual confidence is maintained by 
rigid beliefs. 

For example: 

Belief: “If I lose my erection once, I am impotent.” 

More realistic thought: 

“Erections naturally vary. Persistent problems deserve assessment, but one 
episode does not define my sexual ability.” 

Another patient believes: 

“My partner must orgasm every time or I have failed.” 

A more realistic thought is: 

“Sexual satisfaction involves communication and shared experience; I cannot 
control another person's orgasm.” 



 

 

EAU guidance strongly recommends CBT, including partner involvement when 
appropriate, as a psychological approach in ED management.  

 

Step Seven: Psychosexual Counselling 

Sex therapy is not simply talking about sex. 

It may include education, communication training, reduction of performance pressure, 
behavioural exercises, cognitive work, addressing shame and improving relationship 
intimacy. 

A 2024 systematic review and meta-analysis of PLISSIT and EX-PLISSIT sexual-
counselling models found improvements in sexual-function scores and in 
sexual/communication satisfaction measures, although not every outcome improved 
and effects varied between studies.  

This is a useful reminder that counselling can help, but it should be tailored rather than 
presented as a guaranteed solution. 

 

Step Eight: Treat the Physical Disorder When One Exists 

Psychological treatment should not become a reason to ignore medical disease. 

If erectile dysfunction is present, assess it. 

If premature ejaculation is present, evaluate it. 

If intercourse is painful, identify why. 

If hormonal or metabolic disease is contributing, treat the underlying condition. 

Physical improvement can itself restore confidence. 

A man whose erection improves after appropriate treatment may stop anticipating 
failure. 

A woman whose pain is treated may gradually regain confidence in physical intimacy. 

The psychological and physical components often support each other. 

 

Step Nine: Improve General Health 

Sexual confidence is also affected by how the person feels physically. 

Poor sleep, chronic fatigue, inactivity, uncontrolled diabetes, obesity, smoking and 
excessive alcohol can affect sexual function and body confidence. 



 

 

A person who improves general health may notice improvements in energy, mood, 
cardiovascular function and sexual response. 

This does not mean every sexual problem can be cured through lifestyle alone. 

It means sexual health benefits when the rest of the body is cared for. 

 

Step Ten: Stop Measuring Success Only by Orgasm or Penetration 

This change is particularly valuable for couples dealing with illness, aging, fertility stress 
or sexual dysfunction. 

Ask instead: 

Did both people feel respected? 

Was communication good? 

Was the experience comfortable? 

Was there affection? 

Was there pleasure? 

Did both people feel free to stop? 

Those questions often provide a more meaningful measure of sexual health than a 
stopwatch. 

 

Sexual Confidence in Men 

Male sexual confidence frequently becomes tied to four things: 

erection firmness, 

ejaculation timing, 

penis size, 

and fertility. 

This is unfortunate because masculinity cannot be medically measured by any one of 
these variables. 

A man can have infertility and still have normal sexual function. 

He can have excellent fertility and experience ED. 

He can experience PE while having normal testosterone and sperm production. 



 

 

These conditions should be medically evaluated rather than converted into judgments 
about personal worth. 

 

Sexual Confidence in Women 

Women's sexual confidence may be affected by body image, previous sexual education, 
fear of judgment, painful intercourse, vaginal dryness, difficulty communicating 
preferences, fertility problems, pregnancy-related changes and menopause. 

Recent research among married women has found positive associations between 
sexual self-esteem, assertiveness and sexual-function measures, although this type of 
observational research cannot prove a simple cause-and-effect relationship.  

The clinical implication is nevertheless useful: 

Women should be encouraged to understand their bodies, communicate and seek 
medical help without shame. 

 

Sexual Confidence in Couples 

Sexual confidence should not always be treated as an individual problem. 

A couple can develop shared sexual confidence. 

They learn: 

“We can talk if something goes wrong.” 

“An erection problem will not become a disaster.” 

“Pain means we stop and investigate.” 

“We can discuss desire without humiliation.” 

“We do not need to perform for imaginary judges.” 

This creates psychological safety. 

Recent couple-based research suggests that shared or dyadic sexual self-esteem may 
be meaningfully associated with sexual functioning in both partners, supporting a 
couple-oriented clinical perspective.  

 

The Unani Understanding of Sexual Confidence and Well-Being 

The Unani system of medicine traditionally views health through an interconnected 
relationship between body, mind, lifestyle and individual constitution. 



 

 

The Ministry of AYUSH describes Unani medicine as emphasizing the psychosomatic 
relationship between mind and body. It also describes Asbab-e-Sitta Zarooriya, the six 
essential factors involving air, food and drink, physical activity and rest, sleep and 
wakefulness, retention and elimination, and mental well-being. AYUSH also recognizes 
psychological approaches such as Nafsiyati Tadbeer within the broader Unani 
tradition.  

This provides a useful framework when sexual confidence is being affected by stress, 
fatigue, disturbed sleep, poor lifestyle or emotional imbalance. 

However, responsible clinical practice requires us to distinguish traditional concepts 
from modern evidence. 

 

The Value of the Unani Approach 

The strength of the Unani framework in this area is its holistic orientation. 

If a patient has sexual anxiety, poor sleep, fatigue, digestive disturbance, inactivity and 
low general well-being, treating only one symptom may be insufficient. 

A comprehensive Unani-oriented consultation may therefore consider: 

sleep and wakefulness, 

food and nutrition, 

physical activity and rest, 

mental and emotional state, 

general physical health, 

and associated sexual disorders. 

Official CCRUM terminology similarly describes mental activity and peace as one of the 
six essential factors on which traditional Unani health maintenance depends.  

This philosophy fits well with a modern biopsychosocial understanding of sexual health 
when it is applied responsibly. 

 

Nafsiyati Tadbeer and Psychological Support 

Unani medicine has historically recognized psychological measures rather than viewing 
every condition as purely physical. 



 

 

CCRUM descriptions of Unani medicine refer to psychological treatment or Ilaj Nafsani 
and the role of mental processes and verbal psychological approaches in 
psychosomatic health.  

In contemporary practice, this should complement—not replace—evidence-based 
psychotherapy. 

A patient with severe performance anxiety may benefit from CBT or psychosexual 
therapy. 

A patient with trauma may require trauma-focused care. 

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

Integrative healthcare is strongest when each treatment is used for the problem it is 
actually capable of addressing. 

 

Ilaj bil Ghiza — Diet and General Health 

There is no special food that creates sexual confidence instantly. 

However, nutrition influences general energy, metabolic health and cardiovascular 
function. 

For patients with obesity, diabetes, metabolic disease or fatigue, appropriate dietary 
management may indirectly support sexual health. 

The Unani concept of Ilaj bil Ghiza, or dietotherapy, can therefore form part of 
individualized supportive care. 

But diet should not be presented as a replacement for treatment of a diagnosed sexual 
dysfunction. 

 

Activity, Rest and Sexual Well-Being 

Regular physical activity can support cardiovascular health, body confidence, mood 
and general well-being. 

The Unani framework gives importance to balance between Harakat-o-Sukun Badani, 
physical movement and rest.  

From a modern sexual-health perspective, this can be especially relevant in patients 
whose ED or reduced sexual well-being is associated with poor cardiovascular or 
metabolic health. 

A physically healthier patient often feels more confident. 



 

 

But confidence improves because overall health improves—not because exercise is a 
direct cure for every sexual concern. 

 

Sleep and Sexual Confidence 

Sleep deserves far more attention than it receives. 

A sleep-deprived person may have reduced energy, irritability, poorer emotional 
regulation and less sexual interest. 

The patient then thinks: 

“My sexuality is disappearing.” 

Sometimes the body is simply exhausted. 

Unani medicine traditionally includes Naum-o-Yaqza, or sleep and wakefulness, 
among the essential health factors.  

Improving sleep will not solve every sexual problem, but it may remove one important 
barrier. 

 

Can Unani Medicines Improve Sexual Confidence? 

This question requires a careful answer. 

There is no high-quality evidence showing that one Unani herbal formulation can 
directly cure low sexual confidence itself. 

Sexual confidence is primarily psychological and relational. 

However, if confidence has been damaged by a genuine sexual-health problem, 
individualized treatment of that problem may help. 

For example, a patient may have erectile dysfunction, premature ejaculation, low 
desire, fatigue or another diagnosed condition. 

An appropriately qualified Unani physician may consider individualized supportive 
treatment within the patient's overall medical context. 

But medicines should not be used to hide a condition that requires modern 
investigation. 

And a “sexual tonic” should not be prescribed simply because someone feels insecure. 

 

My Clinical Approach at Saira Health Care 



 

 

At Saira Health Care, my approach to sexual confidence is not to tell every patient: 

“Take a strength medicine.” 

The first question is: 

Why has confidence been lost? 

If a man is worried about his erection, I evaluate the erection problem. 

If premature ejaculation is driving the fear, I evaluate ejaculatory control. 

If infertility has damaged confidence, reproductive assessment becomes relevant. 

If body-image concerns dominate, we discuss the difference between anatomy and 
perception. 

If sexual shame is present, education and counselling may matter more than medicine. 

If relationship criticism or communication is contributing, the partner may need to be 
involved. 

If performance anxiety has become the central issue, psychological treatment may be 
appropriate. 

This is the difference between treating a symptom and understanding a patient. 

Saira Health Care's current published material identifies the clinic's focus as sexual 
disorders and infertility and describes its approach as combining individualized Unani 
care with contemporary sexual and reproductive-health assessment.  

 

The Role of Dr. Nizamuddin Qasmi 

My clinical work at Saira Health Care is focused on sexual disorders and infertility. 

My professional education and additional training include BUMS from Hamdard 
University, Delhi; MD; CGO; Certificate in Infertility from MGBIMS, Delhi; Certificate 
in Urology – London, UK; Masters in Male Infertility through MasterHealthPro 
(HealthPro); and Integrated Sexual and Reproductive Health through ISRH, UNFPA. 
The same professional profile is currently published by Saira Health Care.  

My aim is to assess patients from several perspectives: 

sexual function, 

male or female reproductive health, 

fertility, 

general medical health, 



 

 

psychological factors, 

relationship circumstances, 

and appropriate Unani lifestyle support. 

The objective is not to create unrealistic promises of permanent sexual power. 

The objective is to understand the reason for the problem and create a realistic 
treatment plan. 

 

The Contribution of Saira Health Care 

Sexual confidence is a particularly important topic in India because many patients 
delay seeking professional help due to embarrassment. 

They may instead buy medicines without diagnosis. 

Some worry for years about penis size without ever being examined. 

Some women tolerate pain because they think discussing sexuality is inappropriate. 

Some men develop severe anxiety after one episode of erection difficulty. 

Some infertile couples assume that their reproductive problem proves they are sexually 
inadequate. 

Saira Health Care's published clinical focus includes male and female sexual disorders, 
infertility, erectile and ejaculatory concerns, sexual performance anxiety and fertility-
related sexual dysfunction.  

Our contribution should therefore not be limited to medicines. 

Patient education, confidential assessment, realistic expectations and appropriate 
referral are equally important. 

 

What I Tell Patients About Sexual “Strength” 

One expression I hear frequently is: 

“Doctor, I want to become sexually strong.” 

My next question is: 

“What does strong mean to you?” 

Sometimes he means a reliable erection. 

Sometimes he means controlling ejaculation. 



 

 

Sometimes he means fertility. 

Sometimes he means desire. 

Sometimes he simply means that he wants to stop feeling afraid. 

These are very different problems. 

There is no single medical measurement called “sexual strength.” 

The correct diagnosis comes before the correct treatment. 

 

Confidence Is Not the Same as Testosterone 

Patients also commonly assume that low confidence means low testosterone. 

Not necessarily. 

Testosterone deficiency can affect sexual desire and other aspects of health, but 
psychological confidence cannot be diagnosed from testosterone alone. 

Likewise, a man with normal testosterone can experience severe performance anxiety. 

Hormonal testing should be ordered when clinically appropriate rather than used as a 
general test of masculinity. 

 

Confidence Is Not the Same as Fertility 

Another important misconception is: 

“If my sperm count is low, I am sexually weak.” 

Fertility and sexual performance are different biological functions. 

A man may have low sperm count and excellent erection and ejaculation. 

Another man may have severe ED but normal sperm production. 

At Saira Health Care, I believe infertility patients should be told this clearly because 
reproductive diagnosis can otherwise damage identity unnecessarily. 

 

Confidence Is Not Constant 

A patient may feel very confident in one relationship and anxious in another. 

Confidence may decrease after illness. 

It may increase after good communication. 



 

 

It may change after childbirth. 

It may decrease during infertility treatment and return after psychological pressure 
improves. 

This flexibility is encouraging because it means sexual confidence can often be rebuilt. 

 

When Should You Seek Professional Help? 

Professional assessment is appropriate when sexual self-consciousness is persistent 
and distressing, when intimacy is being repeatedly avoided, when erection or 
ejaculation problems continue, when pain occurs, when body-image concerns 
dominate daily life, when infertility is affecting self-worth, or when anxiety, depression, 
shame or trauma is interfering substantially with sexual health. 

A patient should also seek help when they repeatedly use unregulated sexual 
medicines, enlargement products or supplements because of insecurity. 

Severe body preoccupation, significant depression, self-harm thoughts or suicidal 
thinking require appropriate mental-health assessment rather than ordinary sexual-
confidence coaching. 

 

Frequently Asked Questions 

Is low sexual confidence a disease? 

Not usually by itself. It is better considered a sexual-health and psychological concern. 
However, an underlying sexual dysfunction, hormonal disorder, chronic disease or 
mental-health condition may be contributing. 

Can anxiety really affect erections? 

Yes. Sexual performance anxiety and cognitive distraction can contribute to erection 
difficulties, although physical causes should also be investigated when symptoms 
persist. EAU guidance recognizes performance-related and psychological factors as 
important contributors to ED.  

Can premature ejaculation reduce confidence? 

Yes. PE and confidence can affect each other. Psychosexual approaches to PE 
specifically aim to improve control, reduce anxiety and rebuild confidence alongside 
other appropriate treatment.  

Can body image affect sexual function? 



 

 

Yes. A 2025 systematic review found associations between genital self-image and 
sexual function, desire and satisfaction in men and women. Association does not mean 
appearance alone determines sexual health.  

Does penis size determine sexual confidence or satisfaction? 

No. Subjective perception can strongly influence confidence, and some normal-sized 
men experience severe size anxiety. Current EAU guidance recommends appropriate 
evaluation rather than automatically pursuing enlargement procedures.  

Can sexual confidence improve? 

Yes. Depending on the cause, improvement may occur through education, treatment of 
physical sexual disorders, counselling, CBT, psychosexual therapy, better 
communication, realistic expectations and healthier body image. 

Is medicine always required? 

No. If the main problem is performance anxiety or self-consciousness, psychological or 
psychosexual interventions may be more relevant. If a medical sexual dysfunction is 
present, medicines or other medical treatments may be appropriate. 

Can Unani medicine help? 

The Unani system provides a useful holistic framework involving diet, physical activity, 
sleep, rest, mental well-being and individualized health assessment. These principles 
may support overall sexual health. However, no herbal medicine should be presented 
as a proven stand-alone cure for low sexual confidence.  

Can counselling really improve sexual health? 

It can help many people, depending on the underlying problem. Meta-analytic evidence 
supports benefits of structured sexual counselling for some sexual-function and 
communication outcomes, while current sexual-medicine guidelines also recommend 
psychological treatment when indicated.  

Should my partner attend the consultation? 

Not always, but partner involvement can be helpful when relationship communication, 
performance pressure or misunderstanding is contributing. The patient's privacy and 
preferences should remain respected. 

 

A Message From Dr. Nizamuddin Qasmi 

When a patient tells me: 

“Doctor, I have lost my confidence,” 



 

 

I do not immediately ask: 

“Which medicine should we give?” 

I ask: 

“What made you lose confidence?” 

The answer changes everything. 

Perhaps his erection became unreliable. 

Perhaps he ejaculated early a few times. 

Perhaps she developed painful intercourse. 

Perhaps infertility has made a couple feel that their bodies have failed them. 

Perhaps somebody made a humiliating comment. 

Perhaps they are comparing themselves with unrealistic sexual images. 

Perhaps their health is completely normal, but they are so afraid of failure that they 
cannot remain mentally present during intimacy. 

Each situation requires a different approach. 

 

My Approach Is to Separate Function From Fear 

Suppose a man says: 

“My erection is weak.” 

First, I want to know whether there is actual erectile dysfunction. 

We evaluate medical risk factors. 

If necessary, we investigate blood glucose, cardiovascular risk, hormones or 
medications. 

If a physical cause exists, it should be treated. 

But if erections are generally normal and difficulty occurs mainly during high-pressure 
situations, performance anxiety may be more important. 

The most effective plan may then combine sexual-health education, partner 
communication, psychological work and appropriate medical treatment rather than 
increasing the dose of sexual medicines repeatedly. 

This is why comprehensive assessment matters. 



 

 

 

What I Want Patients to Stop Believing 

I want men to stop believing: 

“One erection problem means I am impotent.” 

I want patients with PE to stop believing: 

“Ejaculation timing decides my masculinity.” 

I want infertile men to stop believing: 

“Low sperm count means I am sexually weak.” 

I want women to stop believing: 

“If I do not orgasm every time, something is wrong with me.” 

I want menopausal women to stop thinking: 

“Painful sex is simply something I must tolerate.” 

And I want couples to stop believing that good sexual relationships happen 
automatically without communication. 

Sexual health is learned, adapted and maintained throughout life. 

 

What Genuine Sexual Confidence Looks Like 

Genuine sexual confidence is quieter than people imagine. 

It does not require boasting. 

It does not require a perfect body. 

It does not require impressive sexual statistics. 

It sounds more like: 

“I know my body can vary.” 

“I can talk to my partner.” 

“I can ask for help.” 

“I don't need to pretend.” 

“If something goes wrong tonight, it does not define me.” 

“If a medical problem exists, I will treat it.” 



 

 

“My worth is greater than one sexual response.” 

That is a much healthier form of confidence than trying to prove sexual superiority. 

 

Final Perspective 

Sexual confidence is an important part of sexual well-being, but it should not be 
confused with perfect sexual performance. 

Scientific evidence increasingly shows that sexual self-esteem, body and genital self-
image, performance anxiety, partner communication and relationship dynamics are 
associated with sexual functioning. Recent research has found links between poorer 
sexual self-concept and erectile dysfunction, premature ejaculation and low libido in 
men, while systematic reviews show associations between positive genital self-image 
and better sexual function across men and women.  

At the same time, association does not mean that every sexual disorder is 
psychological. 

Sexual confidence can be damaged by real medical problems. 

Those problems should be investigated and treated. 

Modern guidelines therefore support comprehensive medical and sexual assessment 
together with psychosexual or cognitive-behavioural treatment when psychological 
factors are contributing.  

The Unani system can make a valuable supportive contribution through its traditional 
attention to diet, activity and rest, sleep and wakefulness, mental well-being and 
individualized health assessment. Ministry of AYUSH material specifically recognizes 
both the psychosomatic orientation of Unani medicine and the six essential factors of 
health.  

However, responsible integrative practice must recognize that sexual confidence itself 
cannot be bottled into a tonic. 

Confidence is rebuilt by understanding the cause of insecurity. 

Sometimes that requires education. 

Sometimes treatment of erectile dysfunction. 

Sometimes treatment of premature ejaculation. 

Sometimes fertility care. 

Sometimes pain management. 



 

 

Sometimes better communication. 

Sometimes psychotherapy. 

And sometimes it simply requires learning that a normal human body does not need to 
perform perfectly every time. 

At Saira Health Care, my approach is therefore to combine sexual-health assessment, 
reproductive and fertility evaluation, individualized Unani supportive care where 
appropriate, realistic patient education and appropriate referral when psychological, 
urological, gynecological or other specialist care is required. Saira Health Care's current 
published professional material describes this same focused practice in sexual 
disorders and infertility and an integrative approach incorporating Unani care with 
contemporary sexual and reproductive-health assessment.  

My final message to patients is simple: 

Do not try to become a perfect sexual performer. Aim to become an informed, 
healthy, communicative and comfortable sexual partner. 

That is a much stronger foundation for lasting sexual confidence. 
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Medical Disclaimer 

This article is intended for general sexual-health education and public awareness. It 
does not provide an individual diagnosis or prescription and does not guarantee 
treatment outcomes. Persistent erectile dysfunction, ejaculation disorders, low desire, 
painful intercourse, orgasm difficulties, infertility or other sexual symptoms can arise 
from medical, psychological, relationship-related or mixed causes and should be 
assessed individually. Unani and herbal medicines should not be self-prescribed as 



 

 

substitutes for appropriate investigation, psychological care or established medical 
treatment. 


