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Introduction 

In my clinical practice in sexual disorders and infertility, I often meet patients who do 
not initially complain of pain, erection difficulty, infertility or another clearly defined 
physical disease. 

Instead, they tell me: 

“Doctor, whenever I think about sex, I feel guilty.” 

Another patient may say: 

“Even with my spouse, I feel that enjoying sex is somehow wrong.” 

A man may feel intense shame after experiencing sexual desire or having a sexual 
fantasy. 

A woman may feel embarrassed about communicating what feels comfortable or 
pleasurable because she was taught that a respectable woman should remain 
completely silent about sexuality. 

Someone else may have acted in a way that genuinely violated their own moral or 
religious values and may now be struggling with remorse. 

These situations may all be described casually as sexual guilt or sexual shame, but 
they are not necessarily the same experience. 

This distinction matters. 



 

 

Feeling some guilt when we believe that we have acted against our own ethical, 
religious or personal values can be a normal human moral emotion. It does not 
automatically represent mental illness. 

Likewise, choosing sexual boundaries based on faith, culture, personal values or 
modesty does not mean that someone is sexually unhealthy. 

The clinical concern becomes different when a person begins believing: 

“I am dirty.” 

“I am damaged.” 

“There is something fundamentally wrong with me because I have sexual feelings.” 

“I do not deserve affection.” 

“I cannot discuss a sexual problem with my spouse or doctor because I am 
ashamed of myself.” 

That deeper negative judgment about the self, rather than simply about a particular 
decision or behaviour, is closer to what researchers increasingly describe as sexual 
shame. 

A major 2026 review in Sexual Medicine Reviews defines sexual shame as negative self-
evaluation connected with one's sexual self, thoughts, desires, experiences or 
behaviours and notes associations with several areas of sexual well-being and 
dysfunction. The review also emphasizes that research in this area is still developing 
and that sexual shame should not simply be merged with guilt, trauma-related shame 
or other related concepts.  

My objective in this article is therefore not to tell patients that their values are wrong. 

Nor is it to tell people that every uncomfortable sexual feeling needs treatment. 

The aim is to distinguish healthy conscience and personally chosen values from 
persistent shame, fear and self-rejection that interfere with sexual health, intimacy 
or quality of life. 

 

Sexual Shame and Sexual Guilt Are Not Exactly the Same 

In everyday conversation, the words shame and guilt are often used interchangeably. 

Psychologically, they can be different. 

Guilt is often focused on behaviour: 

“I did something that conflicts with my values.” 



 

 

Shame is more likely to involve the person's identity: 

“I am bad, dirty or defective.” 

This distinction is not absolute, but it is useful. Psychological literature has long 
described shame as more globally directed toward the self, while guilt tends to be more 
closely connected with a particular behaviour, responsibility or violation of a rule.  

This can make guilt constructive in some situations. 

Suppose someone has been dishonest with a spouse. 

Guilt might encourage: 

“I behaved wrongly. I need to take responsibility and repair the damage.” 

That is very different from: 

“I am permanently disgusting and can never be a good person.” 

The first can lead to accountability. 

The second may lead to secrecy, self-hatred, avoidance and hopelessness. 

 

Sexual Shame Is Not a Disease by Itself 

Sexual shame and guilt should not automatically be treated as psychiatric diagnoses. 

Human sexuality is influenced by many forces. 

WHO recognizes sexuality as involving thoughts, fantasies, desires, beliefs, attitudes, 
values, practices, intimacy and relationships and specifically states that sexuality is 
influenced by biological, psychological, cultural, historical, religious and spiritual 
factors.  

Therefore, it is entirely possible for an adult to make sexual decisions according to 
personal or religious values without having a disorder. 

The clinical question is not simply: 

“Does this person have conservative sexual beliefs?” 

The more important questions are: 

Are these values freely chosen? 

Can the person live according to them without intense self-hatred? 

Can they communicate appropriately with their spouse? 

Are they able to seek medical care when necessary? 



 

 

Does guilt guide behaviour, or does shame consume the person's identity? 

Is there actual loss of behavioural control, or only fear that normal sexual thoughts 
make the person abnormal? 

These distinctions protect patients from being unnecessarily pathologised. 

 

A Very Important ICD-11 Principle: Moral Distress Alone Is Not a Sexual Disorder 

This is particularly important today because many patients arrive saying: 

“Doctor, I think I am a sex addict.” 

Sometimes they genuinely have difficulty controlling repetitive sexual behaviour. 

But sometimes they are experiencing intense guilt about behaviour that conflicts with 
their religious or moral standards, even without evidence of compulsive loss of control. 

The ICD-11 framework for Compulsive Sexual Behaviour Disorder (CSBD) deliberately 
warns against this type of overdiagnosis. 

Clinical guidance states that distress caused entirely by moral judgments or 
disapproval about sexual urges, thoughts or behaviours is not, by itself, sufficient 
for a diagnosis of CSBD. There must be a persistent pattern of impaired control and 
meaningful functional impairment or distress that is not solely explained by moral 
condemnation.  

This is an extremely important principle for culturally and religiously sensitive sexual 
medicine. 

A person may experience conflict with personal beliefs. 

That conflict deserves respectful discussion. 

But it should not automatically be labelled “addiction,” “hypersexuality” or psychiatric 
disease. 

 

What Does Healthy Sexual Guilt Look Like? 

Some guilt can be understandable. 

Suppose a patient has violated an agreement of fidelity. 

They may feel: 

“I betrayed my spouse and that was wrong.” 

The correct treatment is not necessarily to eliminate all guilt. 



 

 

The person may need to accept responsibility, change behaviour, apologize where 
appropriate and rebuild trust. 

Similarly, someone may voluntarily follow a religious code regarding sexual behaviour 
and feel regret after acting against that code. 

A therapist or doctor should not automatically say: 

“Your belief is wrong, therefore your guilt should disappear.” 

That would ignore the patient's values. 

A healthier approach may be: 

“How can you respond to this situation in a way that is consistent with your values 
without turning regret into permanent hatred of yourself?” 

The goal is not value erasure. 

It is proportionate responsibility without destructive self-condemnation. 

 

What Does Unhealthy Sexual Shame Look Like? 

Sexual shame tends to become more concerning when it moves beyond a particular 
behaviour and becomes an identity. 

A patient may think: 

“Because I experience sexual desire, I am impure.” 

“My body is dirty.” 

“I am ashamed that I enjoy intimacy with my spouse.” 

“If my partner knew what I thought about, they would reject me.” 

“A decent person should never have sexual thoughts.” 

“I cannot talk about pain because mentioning sex itself is embarrassing.” 

The 2026 sexual-shame review found that sexual shame has been associated with 
sexual dysfunction, consequences of nonconsensual sexual experiences and 
difficulties involving sexual well-being, while also emphasizing that the existing 
evidence has important methodological limitations.  

Therefore, sexual shame should be taken seriously without exaggerating what current 
science proves. 

 



 

 

The Difference Between Values and Shame 

Two people can follow exactly the same sexual rule for completely different 
psychological reasons. 

One says: 

“This behaviour does not fit my values, so I choose not to participate.” 

The other says: 

“If I even experience the desire, I am disgusting.” 

The first is a boundary. 

The second may involve shame. 

This distinction is crucial. 

A person's religion or culture may provide meaningful principles around marriage, 
fidelity, modesty, family responsibility and sexual conduct. 

The existence of rules is not automatically psychologically harmful. 

Difficulty arises when the person internalizes a global message that their body or 
ordinary human sexuality makes them fundamentally defective. 

 

Religion Should Not Automatically Be Blamed 

Sexual-health discussions sometimes make the opposite mistake: they assume religion 
necessarily produces sexual dysfunction. 

The evidence is much more complicated. 

A 2026 study examining religiosity and sexuality across three samples, including 481 
couples in one study, found several different profiles. Some people with relatively high 
religiosity also reported positive sexual experiences, including low guilt together with a 
sense of sexual meaning or sanctification. Other profiles combined religiosity with guilt 
or inhibition and showed more mixed outcomes.  

This means clinicians should avoid simplistic conclusions such as: 

“Religious = sexually unhealthy.” 

or 

“Religious guilt is always beneficial.” 

Neither is scientifically adequate. 



 

 

For many people, faith provides meaning, values, relationship commitment, community 
and psychological support. 

For others, particular interpretations or messages may become associated with fear, 
shame or conflict. 

The individual's experience matters. 

 

Religious and Spiritual Values Can Be Protective 

Spirituality and religious identity can also support well-being. 

For example, observational research among married Iranian women found associations 
between spiritual well-being, mental health and aspects of sexual function, although 
the study was cross-sectional and cannot establish cause and effect.  

Other relationship research has found positive associations between shared religious 
identity or satisfaction with shared religiousness and marital or emotional outcomes in 
some populations.  

So my clinical approach is not: 

“Remove religion and the problem will disappear.” 

The more respectful question is: 

“Can we help you live according to your values without unnecessary fear, self-
loathing or misinformation about normal human physiology?” 

 

Cultural Modesty Is Not the Same as Sexual Shame 

Modesty can also be misunderstood. 

A person may prefer privacy. 

They may not want explicit sexual conversation outside marriage. 

They may dress or behave according to cultural or religious modesty norms. 

These preferences are not automatically symptoms. 

A broad scoping review of sexual modesty describes it as a complex social, cultural, 
psychological and interpersonal system that regulates the boundaries between private 
and public sexual expression.  

Therefore, the clinical goal should never be to make every patient more sexually 
expressive than they wish to be. 



 

 

Instead, we should ask: 

Can the person communicate enough to maintain health? 

Can a wife tell her husband that intercourse hurts? 

Can a husband admit that he is experiencing erection difficulty? 

Can a patient describe genital symptoms to a doctor? 

Can a couple discuss contraception or fertility? 

Can someone say no when they are uncomfortable? 

Modesty can coexist with healthy communication. 

 

Cultural Messages Can Become Internal Rules 

Patients often grow up hearing messages such as: 

“Good people do not think about sex.” 

“Respectable women should not express sexual desire.” 

“A man must always know what to do.” 

“Sex is only for reproduction.” 

“If you experience sexual pleasure, something is wrong.” 

A child may absorb such statements long before they are capable of understanding 
adult relationships. 

Later, after marriage, the external rule may continue internally. 

The person knows consciously: 

“Sex with my spouse is acceptable.” 

But emotionally, the body still responds with: 

“This is forbidden.” 

That contradiction can produce guilt, anxiety and inhibition. 

The task is not necessarily to discard one's culture. 

It is to examine which beliefs actually reflect the person's mature values and which are 
fear-based assumptions inherited without examination. 

 

The South Asian Context 



 

 

This subject has particular relevance in South Asian sexual medicine. 

A 2026 review on the historical and cultural foundations of sexual medicine in South 
Asia notes that sexual distress continues to be shaped by factors such as masculinity 
expectations, fertility, shame, family pressure, semen-related anxieties and cultural 
narratives. The authors argue for culturally literate, compassionate and evidence-based 
clinical care rather than either romanticizing traditional ideas or dismissing patients' 
cultural backgrounds.  

This is extremely consistent with what I see clinically. 

A patient may not simply have erectile dysfunction. 

He may believe ED means that he has lost masculinity. 

A woman may not simply have painful intercourse. 

She may believe that discussing the pain is itself inappropriate. 

An infertile man may believe that low sperm count makes him sexually weak. 

A newly married woman may fear being judged based on bleeding during first 
intercourse. 

Treatment becomes more effective when these cultural meanings are understood rather 
than ignored. 

 

Sexual Shame Can Affect Communication 

When people feel ashamed, they often become silent. 

A patient may avoid telling a doctor about: 

erection difficulty; 

premature ejaculation; 

pain; 

vaginal dryness; 

a sexual trauma; 

an STI concern; 

an infertility problem; 

or medication side effects. 



 

 

The shame therefore becomes clinically important because it interferes with 
healthcare. 

The same thing happens within relationships. 

A husband cannot admit: 

“I am frightened that my erection will fail.” 

A wife cannot say: 

“Intercourse hurts.” 

Each partner begins guessing. 

Guessing creates misunderstanding. 

Eventually, a problem that might have been manageable becomes a much larger 
relationship issue. 

 

Sexual Shame and Sexual Function 

The relationship between shame and sexual dysfunction is complicated. 

Shame may contribute to dysfunction by increasing anxiety, avoidance, self-monitoring 
and difficulty communicating. 

But sexual dysfunction can also create shame. 

For example: 

A man develops erectile dysfunction because of diabetes. 

He interprets it as proof that he is inadequate. 

He becomes ashamed. 

His shame then increases sexual performance anxiety. 

Now both the vascular ED and psychological pressure affect his erection. 

Similarly, a woman with painful intercourse may begin to feel that her body is defective. 

She avoids intimacy. 

Relationship tension increases. 

The original problem was physical. 

Shame develops secondarily. 



 

 

This is why the 2026 review appropriately describes sexual shame as potentially 
involved in sexual dysfunction while also emphasizing that the literature does not 
support simplistic causal conclusions.  

 

Sexual Shame and Body Image 

The body is another major source of shame. 

A person may dislike: 

their weight; 

penis size; 

breast size; 

genital appearance; 

stretch marks; 

scars; 

body hair; 

or age-related changes. 

The 2025 scoping review of body-related shame and guilt found that these self-
conscious emotions are frequently associated with maladaptive body-related 
outcomes across the literature.  

In sexual situations, body shame can become especially intense because the person 
feels observed. 

They may stop experiencing intimacy and instead think: 

“How do I look?” 

“What is my partner noticing?” 

“Will they be disgusted?” 

The individual becomes an observer of their own body rather than a participant in 
intimacy. 

 

Shame and Sexual Trauma 

Sexual shame requires special care when trauma is involved. 

Survivors of sexual assault or abuse sometimes blame themselves for what happened. 



 

 

They may think: 

“I should have stopped it.” 

“My body reacted, therefore I must have wanted it.” 

“I am damaged now.” 

These beliefs can be deeply harmful. 

A 2026 meta-analysis of 53 studies and more than 15,000 participants found higher 
levels of shame among people exposed to sexual violence compared with people 
without such exposure.  

Treatment in these circumstances should be trauma-informed. 

A survivor does not need to be taught that the assault was evidence of their sexual 
immorality. 

Responsibility belongs with the person who committed the nonconsensual act. 

 

Religious Shame After Trauma Requires Particular Sensitivity 

Some survivors experience not only trauma-related shame but spiritual or religious 
conflict. 

They may worry: 

“Am I still pure?” 

“Have I become sinful because something happened to me?” 

This can be especially distressing when a culture or community mistakenly associates a 
person's worth with sexual history. 

A 2026 study of survivors of nonconsensual sexual experiences found associations 
between certain purity-culture beliefs and sexual shame in its particular US Christian 
study population.  

These findings should not be generalized to every religion or every religious community. 

The clinical lesson is narrower: 

When trauma and religious meaning overlap, care must address both without 
blaming the survivor. 

A patient may benefit from a trauma-informed mental-health professional and, if the 
patient wishes, a compassionate and trusted religious advisor who understands that 
sexual violence is not the survivor's moral wrongdoing. 



 

 

 

Moral Incongruence: When Behaviour and Values Conflict 

A useful modern concept is moral incongruence. 

This occurs when a person's behaviour conflicts with their own moral or religious 
standards. 

For example, someone may use pornography but personally believe pornography is 
wrong. 

They experience distress. 

That distress is real. 

But the reason for the distress may be different from a clinical disorder involving 
inability to control behaviour. 

A large 2026 international study using data from 66,994 participants examined moral 
incongruence, pornography use and self-perceived problematic use across genders, 
religions and cultures, highlighting the importance of separating behavioural 
dysregulation from value conflict.  

Research in 2024 and 2025 also shows that moral disapproval can affect how people 
interpret their sexual behaviour and whether they perceive themselves as compulsive, 
even where behavioural impairment is not straightforward.  

This distinction helps patients receive the right treatment. 

 

When Guilt Should Not Be Diagnosed as Addiction 

Consider two men. 

The first spends hours every day on sexual behaviour, repeatedly tries unsuccessfully to 
stop, neglects work and relationships and continues despite serious consequences. 

The second experiences occasional sexual behaviour that conflicts with his religious 
values and feels intense guilt afterward, but he does not show persistent loss of control 
or functional impairment. 

They should not automatically receive the same diagnosis. 

This is precisely why ICD-11 guidance states that distress based solely on moral 
disapproval is insufficient for diagnosing CSBD.  

The second patient may still need support. 



 

 

But support may focus on values, guilt, anxiety or decision-making rather than treating a 
compulsive disorder that is not actually present. 

 

Guilt Can Become a Cycle 

Sometimes a cycle develops: 

A person experiences desire. 

They act. 

They feel severe guilt. 

The guilt produces anxiety and self-hatred. 

Sexual behaviour becomes a way of escaping emotional distress. 

The behaviour repeats. 

The shame becomes stronger. 

In some patients, this can contribute to genuinely dysregulated behaviour. 

But the existence of guilt alone is not proof of compulsivity. 

Assessment must examine control, frequency, consequences and functional 
impairment. 

 

Sexual Thoughts Are Not the Same as Actions 

Another major source of shame is confusion between having a thought and choosing 
an action. 

Human beings can experience spontaneous thoughts, dreams, fantasies and desires. 

A thought can appear without being invited. 

Having a thought does not automatically mean: 

you approve of it; 

you intend to act on it; 

it represents your character; 

or it defines your moral identity. 

A person can choose behaviour according to personal values without punishing 
themselves simply because the mind produced an unwanted or surprising thought. 



 

 

This distinction is especially important for people with anxiety or obsessive thinking. 

 

Fantasies Are Not Automatically Pathological 

Sexual fantasies are part of human sexuality, and WHO's broad definition of sexuality 
explicitly includes thoughts, fantasies, desires and beliefs.  

That does not mean every fantasy should be acted upon. 

Values, consent, safety, law and relationship agreements still matter. 

But simply having an internal thought does not automatically require medical 
treatment. 

If fantasies are intrusive, extremely distressing or involve fear of harming someone, 
appropriate professional assessment may be helpful. 

 

Sexual Shame Within Marriage 

Patients sometimes assume that shame should automatically disappear after marriage. 

It often does not. 

A person can spend twenty-five years learning: 

“Sexual expression is shameful.” 

Then suddenly, after marriage, everybody expects: 

“Now you should relax and enjoy intimacy.” 

The nervous system does not necessarily change overnight. 

A newly married woman may feel uncomfortable expressing desire. 

A man may experience guilt discussing fantasies or preferences. 

Both may be legally, morally and personally comfortable with marital sexuality yet still 
carry years of emotional conditioning. 

This is not hypocrisy. 

It is learned association. 

With education, communication and gradual experience, many couples can improve. 

 

Sexual Shame and Female Sexual Health 



 

 

Women may be particularly affected by cultural messages that link respectability with 
silence about sexuality. 

A woman may therefore hesitate to say: 

“I need more time for arousal.” 

“I am experiencing vaginal dryness.” 

“Intercourse hurts.” 

“I did not reach orgasm.” 

“I do not want sex today.” 

When needs are never communicated, discomfort can become chronic. 

The woman may eventually avoid sexual contact completely. 

The husband may then think she has lost interest. 

A communication problem develops around an issue that was never openly discussed. 

 

Sexual Shame and Male Sexual Health 

Men can experience different forms of shame. 

Some are taught that a “real man” should always: 

want sex; 

maintain an erection; 

last a long time; 

produce semen normally; 

and be fertile. 

This creates enormous pressure. 

A man with ED may think: 

“I am no longer a man.” 

A man with premature ejaculation thinks: 

“I have failed.” 

A man with infertility thinks: 

“My sperm count defines my masculinity.” 



 

 

Medically, these conclusions are incorrect. 

Erection, ejaculation and fertility are distinct biological functions. 

One problem does not define a man's worth or identity. 

 

Sexual Shame and Erectile Dysfunction 

An episode of erection difficulty can quickly become a shame cycle. 

The erection decreases. 

The man becomes embarrassed. 

Next time he thinks: 

“It must not happen again.” 

He begins monitoring himself. 

Anxiety increases. 

Erection becomes less reliable. 

Now shame increases. 

Persistent ED requires proper medical evaluation because diabetes, vascular disease, 
medication, hormonal disorders and other conditions may contribute. 

But treating the shame and performance anxiety may also be necessary when they have 
become part of the problem. 

 

Sexual Shame and Premature Ejaculation 

Premature ejaculation often becomes surrounded by masculine shame. 

The patient may avoid seeking help because he fears being judged. 

He may purchase unregulated medicines instead. 

He may avoid intimacy. 

This is why PE should be presented as a sexual-health problem rather than a moral or 
masculine failure. 

Treatment becomes easier when the patient can discuss it openly. 

 

Sexual Shame and Infertility 



 

 

Infertility is one of the areas where shame can become especially destructive. 

A male patient may believe: 

“Low sperm count means that I am sexually weak.” 

It does not. 

A woman with infertility may believe: 

“I have failed as a wife.” 

That is not a medical diagnosis. 

Infertility can have male, female, combined or unexplained causes. 

A reproductive diagnosis describes biology. 

It should not be turned into a judgment of personal worth. 

At Saira Health Care, this distinction is particularly important because fertility treatment 
can become psychologically overwhelming when patients interpret test results as moral 
or personal failure. 

 

Sexual Shame and the Pressure to Conceive 

Sexual activity during infertility treatment can become highly mechanical. 

Ovulation is tracked. 

Intercourse is scheduled. 

The man feels that he must perform at exactly the correct time. 

The woman feels that pregnancy is a test of her body. 

If conception does not occur, both may feel guilty. 

This can reduce sexual pleasure and emotional connection. 

A comprehensive infertility approach should therefore care for the couple's sexual and 
emotional relationship as well as the reproductive problem. 

 

Is Sexual Pleasure Itself Something to Feel Guilty About? 

This depends on the person's moral framework and circumstances. 

Medicine should not make religious judgments for patients. 



 

 

From a health perspective, however, sexual pleasure within consensual and safe 
relationships is recognized as part of the broader concept of sexual well-being. WHO's 
framework describes sexual health as involving positive and respectful sexuality and the 
possibility of safe and pleasurable sexual experiences.  

This does not require any patient to adopt behaviour that conflicts with their values. 

It simply means medicine should not automatically treat pleasure itself as pathology. 

 

Culture Must Be Respected Without Protecting Harmful Myths 

Culturally sensitive medicine does not mean accepting every cultural claim as scientific 
fact. 

For example, a patient may value modesty. 

That should be respected. 

But if someone has been taught that masturbation inevitably destroys fertility, that is a 
medical claim and should be evaluated scientifically. 

A patient may value premarital abstinence. 

That can be respected. 

But if a woman is told that absence of bleeding on the wedding night proves previous 
intercourse, that is medically false. 

Respect for culture and correction of misinformation can coexist. 

 

Sexual Shame Can Prevent Medical Care 

This is one of the reasons I believe sexual-health education is so important. 

A patient may ignore genital pain. 

Another may avoid STI testing. 

A woman may tolerate painful intercourse. 

A man may hide ED for ten years. 

An infertile couple may delay investigation. 

These delays do not occur because the disease is untreatable. 

They occur because the patient cannot speak. 

Reducing unnecessary shame can therefore improve access to legitimate healthcare. 



 

 

 

How I Assess Sexual Shame and Guilt at Saira Health Care 

When a patient tells me: 

“I feel guilty about sex,” 

I do not immediately assume that the guilt is irrational. 

I first try to understand what it means. 

I may ask: 

What exactly makes you feel guilty? 

Is the concern about a behaviour, a thought or your whole identity? 

Does the behaviour conflict with your religious or personal values? 

Did you actually harm or deceive someone? 

Are you experiencing normal sexual desire but interpreting it as proof that you are a bad 
person? 

Is there trauma in your history? 

Did somebody repeatedly shame you about sexuality? 

Is the guilt interfering with your marriage? 

Is there sexual dysfunction? 

Are you avoiding medical care? 

Do you want help changing your behaviour, or do you primarily want relief from self-
condemnation? 

This distinction determines treatment. 

 

A Useful Clinical Distinction: “I Did Something Wrong” Versus “I Am Wrong” 

I often encourage patients to notice the difference. 

Suppose someone has genuinely violated a personal moral value. 

A healthier response may be: 

“I regret what I did. I want to understand why it happened and make a different choice.” 

An unhealthy shame response becomes: 

“Because I made this mistake, I am permanently dirty and undeserving of love.” 



 

 

The first leaves room for learning. 

The second traps the person in identity-level condemnation. 

The objective of therapy should not be removing moral responsibility. 

It should be preventing responsibility from becoming destructive self-hatred. 

 

When No Wrongdoing Occurred 

The clinical approach is different when the person has not done anything harmful but 
experiences shame simply because they have: 

normal sexual desire; 

marital sexual pleasure; 

a normal bodily response; 

questions about sexuality; 

or a consensual preference that does not violate the person's own values. 

In these situations, psychoeducation may be particularly helpful. 

The person may need to learn that the existence of sexual thoughts or physiological 
responses is not automatically evidence of bad character. 

 

Treatment: Psychoeducation 

One of the most effective first steps can be accurate information. 

The patient learns: 

Sexual thoughts can occur naturally. 

A thought is not an action. 

A physical arousal response is not a moral decision. 

Erectile problems are medical concerns, not proof of weak character. 

Infertility is not a moral failure. 

A woman experiencing sexual desire is not medically abnormal. 

A man needing emotional reassurance is not less masculine. 

Correcting misinformation does not require abandoning personal values. 

It allows values to be based on reality rather than fear. 



 

 

 

Cognitive Behavioural Therapy 

CBT can help when shame is maintained by rigid or catastrophic beliefs. 

A patient may think: 

“Because I experience this thought, I must be a bad person.” 

The therapeutic question becomes: 

“Does experiencing a thought necessarily equal choosing an action?” 

Another patient believes: 

“If my spouse knows I have sexual needs, they will lose respect for me.” 

Therapy can examine whether that prediction is accurate. 

Another patient believes: 

“My infertility means I have failed as a person.” 

The therapist can separate the medical diagnosis from identity. 

CBT does not require changing the person's religious beliefs. 

It can instead help distinguish belief, behaviour, interpretation and self-worth. 

 

Self-Compassion and Shame 

Shame often involves harsh internal language. 

The person speaks to themselves in ways they would never speak to another human 
being. 

Approaches that develop self-compassion may be helpful, especially when shame and 
self-criticism are prominent. 

Compassion-focused therapy was specifically developed in part for patients 
experiencing high shame and self-criticism and has been used in trauma-related work, 
including with survivors of sexual abuse.  

Self-compassion should not be confused with refusing responsibility. 

It means being able to say: 

“I made a mistake and I can still respond constructively.” 

rather than: 



 

 

“I made a mistake, therefore I deserve permanent self-hatred.” 

 

Psychosexual Counselling 

Sexual shame frequently enters the bedroom. 

A patient may feel unable to communicate. 

The couple may never discuss pleasure, pain, erection difficulty, ejaculation or desire. 

Psychosexual counselling can provide structured education and communication work. 

The goal is not to make the couple behave in any particular sexual way. 

The goal is to help them communicate more safely within their own values and 
boundaries. 

 

Couple-Based Work 

Sometimes the patient's shame is reinforced by the relationship. 

A spouse may ridicule sexual problems. 

They may criticize body appearance. 

They may use infertility as an insult. 

In other couples, neither partner is intentionally harmful; both are simply embarrassed. 

Couple work can help create a different language. 

Instead of: 

“Why are you sexually weak?” 

the conversation becomes: 

“You seem anxious. How can we approach this together?” 

Instead of: 

“Why don't you satisfy me?” 

it becomes: 

“Can we talk about what each of us needs?” 

This change can significantly reduce fear. 

 



 

 

Trauma-Focused Care 

When sexual shame follows abuse, assault or coercion, trauma treatment becomes 
particularly important. 

The patient's shame should not be reinforced. 

Evidence now clearly shows elevated shame among survivors of sexual violence.  

Appropriate trauma-focused psychotherapy may address: 

self-blame; 

fear; 

intrusive memories; 

avoidance; 

negative beliefs about the body; 

and difficulty trusting future partners. 

Unani medicine or sexual-strength medicines cannot substitute for trauma treatment. 

 

Working Respectfully With Religious Values 

When religion is central to the patient's life, treatment should ideally be values-
sensitive. 

The clinician should ask: 

“What does your faith actually teach you?” 

“Which belief is most important to you?” 

“Is this belief something you personally endorse, or something you fear others will 
punish you for violating?” 

“Can your values allow responsibility and forgiveness at the same time?” 

Sometimes consultation with a trusted religious scholar or pastoral figure may help, if 
the patient desires it. 

Mental-health professionals and religious advisors can sometimes complement each 
other when each respects the other's role. 

 

A Clinician Should Not Become the Patient's Religious Authority 



 

 

A sexual-health physician's job is not to issue theological rulings. 

My role is to explain: 

what is medically normal; 

what is medically concerning; 

what may be psychological; 

what requires investigation; 

what treatment options exist; 

and where evidence is limited. 

The patient then interprets this information within their personal and religious values. 

This protects both medical professionalism and patient autonomy. 

 

When Guilt Is Proportionate 

Not all guilt should disappear. 

If someone violates an agreement, harms another person or behaves irresponsibly, guilt 
may signal: 

“I need to correct something.” 

Treatment can focus on accountability. 

If a person has been unfaithful, for example, the appropriate response may include 
honesty, repair and relationship work. 

The goal is not to say: 

“Never feel bad about anything sexual.” 

Sexual ethics still matter. 

 

When Guilt Becomes Disproportionate 

Guilt becomes more clinically concerning when: 

a minor issue produces overwhelming distress; 

the person cannot forgive themselves despite meaningful repair; 

normal sexual thoughts are treated as evidence of corruption; 

guilt interferes with marriage or sexual functioning; 



 

 

the person repeatedly seeks reassurance without relief; 

or guilt produces severe depression, self-harm thoughts or compulsive rituals. 

At this point, professional psychological evaluation may be appropriate. 

 

Obsessive Guilt and Scrupulosity 

Some people experience persistent moral or religious obsessions, sometimes called 
scrupulosity when occurring in obsessive-compulsive patterns. 

They repeatedly ask: 

“Was that thought sinful?” 

“Did I consent to that thought?” 

“Do I need reassurance again?” 

The problem may no longer be ordinary guilt. 

It may involve an anxiety or obsessive-compulsive process. 

These patients may benefit from assessment by a qualified mental-health professional 
rather than endless reassurance. 

Repeated reassurance can sometimes strengthen the cycle. 

 

Shame Should Never Be Used to Control Patients 

Healthcare itself can create sexual shame when clinicians laugh, judge or moralize. 

A patient who finally discusses a sexual problem deserves professional treatment. 

They should not be humiliated for: 

ED; 

PE; 

infertility; 

sexual pain; 

questions about anatomy; 

marital intimacy; 

or concerns about sexual desire. 



 

 

A non-judgmental clinic does not mean that anything and everything is medically 
endorsed. 

It means patients receive accurate information respectfully. 

 

The Unani Perspective on Sexual Shame and Guilt 

The Unani system of medicine traditionally approaches health as a relationship 
between physical condition, lifestyle and psychological state. 

WHO's benchmarks for Unani practice describe a holistic approach and the regulation 
of the classical six essential factors — Asbāb Sitta Ḍarūriyya — as important to 
health preservation.  

Traditional Unani teaching also recognizes the importance of mental exertion and 
repose, emotional states and sleep–wake balance within health maintenance. WHO's 
historical training benchmark for Unani specifically discusses psychological factors 
such as happiness, sorrow and anger as relevant to health and notes the existence of 
psychological approaches within the Unani tradition.  

This mind–body perspective can be particularly useful when shame is accompanied by: 

poor sleep; 

chronic stress; 

fatigue; 

loss of appetite; 

sexual performance anxiety; 

reduced confidence; 

or lifestyle disruption. 

 

How the Unani System Can Contribute 

In my clinical approach, the value of Unani medicine in this area is primarily holistic 
and supportive. 

The patient's sexual complaint should not be separated from: 

sleep; 

general strength; 

diet; 



 

 

physical activity; 

mental state; 

relationship conditions; 

and any coexisting sexual or reproductive disease. 

If the patient has erectile dysfunction, that condition is evaluated. 

If there is PE, it is assessed separately. 

If infertility exists, appropriate fertility investigations are required. 

If the primary problem is shame, psychological and educational work becomes central. 

Unani supportive management can complement these steps when appropriate. 

 

Nafsiyati or Psychological Measures 

The traditional Unani recognition of psychological influences is particularly relevant. 

A patient with shame often requires conversation, reassurance based on facts, 
correction of misconceptions and emotional support. 

This aligns with the broader traditional recognition of psychological treatment described 
in WHO's Unani training literature.  

However, modern evidence-based psychotherapy should be involved where the patient 
has: 

severe anxiety; 

OCD-like guilt; 

depression; 

trauma; 

relationship dysfunction; 

or persistent psychological distress. 

Responsible integrative practice means using each discipline where it is strongest. 

 

Sleep and Emotional Regulation 

Shame frequently causes rumination. 

The patient lies awake thinking: 



 

 

“Why did I think that?” 

“What kind of person am I?” 

Poor sleep then increases anxiety, irritability and emotional sensitivity. 

Traditional Unani emphasis on sleep and wakefulness is therefore relevant as 
supportive care. 

Improving sleep will not remove deeply rooted sexual shame by itself. 

But better sleep can improve emotional regulation and help psychotherapy or 
counselling work more effectively. 

 

Diet, Physical Health and General Well-Being 

There is no food that “cures sexual guilt.” 

However, maintaining physical health can support psychological resilience. 

Balanced nutrition, appropriate physical activity, treatment of diabetes or other chronic 
disease and good sleep remain important components of general sexual health. 

The Unani dietetic and regimenal framework may therefore be incorporated when 
suitable. 

But physical tonics should not be used as substitutes for treating psychological shame. 

 

Can Unani Herbal Medicines Cure Sexual Shame? 

The scientifically responsible answer is: 

There is currently no good clinical evidence that a particular Unani herbal 
formulation alone cures sexual shame or guilt. 

These are primarily psychological, cultural, moral and relationship-related experiences. 

Herbal medicines may have a role for separately diagnosed conditions when clinically 
appropriate. 

For example, a patient might simultaneously have: 

sexual performance anxiety and genuine ED; 

infertility and shame; 

poor sleep and low general health; 

or PE accompanied by severe loss of confidence. 



 

 

Each problem should be identified individually. 

The emotional problem should not simply be labelled “sexual weakness” and treated 
with tonics. 

 

My Clinical Approach at Saira Health Care 

At Saira Health Care, my approach begins with one important principle: 

The patient should be able to discuss sexuality without being humiliated. 

I try to understand the patient's values before making assumptions. 

If someone says: 

“I feel ashamed,” 

I ask: 

Ashamed of what? 

Is it a normal thought? 

A genuine behavioural mistake? 

A religious conflict? 

A medical condition? 

An experience of trauma? 

A body-image problem? 

A sexual dysfunction? 

Infertility? 

A relationship issue? 

The words “sexual shame” can hide many completely different clinical situations. 

 

Dr. Nizamuddin Qasmi's Specialized Sexual-Health Approach 

My focused clinical work is in sexual disorders and infertility, and my professional 
background 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 combination of sexual-health, infertility, reproductive-health and Unani training 
informs an approach in which physical symptoms, fertility concerns, psychological 
distress and cultural beliefs are considered together. 

I do not believe that every patient needs medicine. 

And I do not believe every patient's sexual distress should automatically be described 
as “psychological.” 

The cause must be identified. 

 

When a Male Patient Presents With Shame 

Suppose a man says: 

“Doctor, I feel like a failure.” 

I ask why. 

Maybe he has ED. 

If so, we evaluate ED. 

Maybe ejaculation happens earlier than desired. 

Then we evaluate PE. 

Maybe his sperm count is low. 

That requires fertility assessment. 

Maybe his body and reproductive function are medically normal, but he believes that 
sexual thoughts have made him impure. 

Then the treatment direction is completely different. 

One phrase—“I feel ashamed”—can therefore lead to several different diagnoses and 
treatment plans. 

 

When a Female Patient Presents With Shame 

A woman may say: 



 

 

“I cannot talk to my husband about sex.” 

Again, the reason matters. 

Does she experience pain? 

Was she taught that communication is inappropriate? 

Does she have previous trauma? 

Does she fear her husband? 

Is there sexual dissatisfaction? 

Is she experiencing vaginal dryness or menopause? 

Does she believe expressing desire makes her morally unacceptable? 

Each requires different care. 

Women should not be asked to tolerate pain or silence symptoms in the name of 
modesty. 

Respectful medical care can remain culturally sensitive while still allowing necessary 
communication. 

 

Sexual Shame After Marriage 

Some couples come to Saira Health Care because intercourse has become difficult 
after marriage. 

The husband has performance anxiety. 

The wife is afraid of pain. 

Neither knows how to talk about it. 

Then both begin blaming themselves. 

Education can make a major difference. 

They learn that: 

temporary erection difficulty can occur with anxiety; 

pain should not be forced; 

bleeding is not required to prove virginity; 

premature ejaculation is a treatable sexual-health problem; 

and communication between spouses is medically useful. 



 

 

Removing myths reduces unnecessary shame. 

 

Sexual Shame in Infertility Care 

Infertility is especially vulnerable to stigma. 

A patient may hide the diagnosis from everyone. 

That is their choice. 

But sometimes the secrecy becomes internal shame: 

“Nobody must know because I am defective.” 

At Saira Health Care, I try to separate: 

medical privacy 

from 

self-condemnation. 

Patients have the right to privacy. 

But infertility should not make them believe they are less worthy. 

 

Saira Health Care's Contribution 

One of the important contributions a sexual-health clinic can make is simply creating a 
professional environment where patients can speak. 

The sexual-health field suffers when people depend on myths, advertisements and 
unregulated products because they are too embarrassed to consult a qualified 
practitioner. 

At Saira Health Care, our work in sexual disorders and infertility aims to include: 

professional assessment; 

sexual-health education; 

fertility evaluation; 

responsible Unani supportive care; 

lifestyle guidance; 

couple communication; 



 

 

and referral for psychological, psychiatric, urological, gynecological or other specialist 
treatment when appropriate. 

The purpose is comprehensive care—not simply prescribing medicine. 

 

How I Explain Treatment to Patients 

I tell patients: 

If guilt reflects a real behavioural mistake, we work toward responsibility and repair. 

If shame reflects misinformation, we provide education. 

If fear and self-criticism are dominating, counselling or psychotherapy may help. 

If trauma is present, the patient needs trauma-informed treatment. 

If there is a sexual dysfunction, the dysfunction should be medically assessed. 

If values are religious, the treatment should respect those values without turning the 
doctor into a theologian. 

If the patient's distress comes primarily from moral incongruence, we should not 
automatically diagnose compulsive sexual behaviour. 

That is individualized sexual medicine. 

 

A Practical Framework for Patients 

When guilt or shame appears, I encourage patients to ask themselves one series of 
questions: 

1. What exactly am I feeling guilty about—an action, a thought or my entire 
identity?  

2. Did I actually harm someone, violate consent or break an agreement, or am I 
ashamed simply because I experienced normal sexuality?  

3. Does this feeling reflect my own deeply held values, or only fear of how other 
people may judge me?  

4. Can I respond constructively—for example through behaviour change, 
apology, education or counselling—without hating myself?  

5. Is shame preventing me from talking to my spouse, seeking healthcare or 
living according to my values?  



 

 

6. Do I have an actual sexual-health condition—such as ED, PE, pain or 
infertility—that needs medical evaluation?  

7. Is my distress so severe that I may need psychological or psychiatric 
support?  

These questions are often more useful than asking: 

“Am I normal or abnormal?” 

 

When Professional Psychological Help Is Particularly Important 

Professional help becomes especially valuable when shame or guilt is persistent, 
overwhelming and interfering with ordinary functioning. 

This includes situations in which the person repeatedly avoids relationships, cannot 
tolerate marital intimacy, experiences panic or depression, has obsessive moral fears, 
repeatedly seeks reassurance, experiences trauma symptoms or begins thinking about 
self-harm. 

Sexual shame after assault also deserves specialized trauma-informed care because 
current meta-analytic evidence shows a meaningful relationship between sexual 
violence exposure and shame.  

 

Frequently Asked Questions 

Is sexual guilt always unhealthy? 

No. Guilt can be a normal moral emotion when a person believes they have acted 
against their values. The concern is whether guilt becomes disproportionate, chronic or 
transformed into global self-hatred. 

Is sexual shame a psychiatric disease? 

Not by itself. Sexual shame refers to negative self-evaluation connected with sexuality 
and can occur with or without a diagnosable psychological or sexual disorder. A major 
2026 review emphasizes that it is related to several areas of sexual well-being but 
remains a developing research field.  

What is the difference between guilt and shame? 

A simple clinical distinction is that guilt more often says “I did something wrong,” 
while shame says “I am wrong or defective.” Psychological literature recognizes this 
behaviour-versus-self distinction as one important way the emotions differ.  

Can religion cause sexual shame? 



 

 

Religious beliefs can influence sexual attitudes, but the relationship is not simple. 
Some people experience conflict or guilt around sexuality, while others experience faith 
as meaningful and supportive of positive relationships. Recent 2026 couple-based 
research found both positive and mixed sexuality profiles among relatively religious 
participants.  

Is having conservative sexual values unhealthy? 

No. Choosing sexual boundaries according to religion, culture or personal ethics is not 
itself a disorder. The clinical concern is whether the person experiences severe distress, 
self-hatred, dysfunction or coercion. 

Does feeling guilty about pornography mean I have an addiction? 

Not necessarily. Research on moral incongruence shows that moral disapproval can 
influence perceived problematic use. ICD-11 guidance specifically states that distress 
based solely on moral judgments does not establish Compulsive Sexual Behaviour 
Disorder.  

Are sexual thoughts sinful or pathological? 

Medicine does not decide whether a thought is religiously permissible. Clinically, 
spontaneous sexual thoughts are not automatically evidence of psychiatric disease. 
Thoughts, fantasies and desires are recognized as part of the broader human 
experience of sexuality.  

Can sexual shame cause erection problems? 

Shame and anxiety may contribute to performance anxiety and sexual dysfunction, but 
persistent ED also requires evaluation for physical causes such as diabetes, vascular 
disease, medication effects or hormonal problems. 

Can sexual shame cause low desire? 

It may contribute in some people by making sexual arousal feel threatening or morally 
uncomfortable. Low desire can also have hormonal, psychological, medical, 
medication-related and relationship causes. 

Can sexual shame affect infertility treatment? 

Yes. Patients may interpret infertility as personal failure, avoid discussing sexual 
difficulties or experience intense performance pressure. The infertility itself still requires 
appropriate reproductive evaluation. 

Can sexual shame follow sexual assault? 



 

 

Yes. A 2026 meta-analysis found higher shame among survivors of sexual violence 
compared with people without such exposure. Shame after assault should be treated 
compassionately and should not be confused with responsibility for the assault.  

Can Unani medicine help? 

Unani medicine can contribute a holistic supportive framework through attention to 
mental state, sleep, physical activity, diet and overall health. WHO's Unani benchmarks 
describe an integrated, holistic approach and the traditional six essential factors of 
health.  

However, no Unani medicine has been established as a stand-alone cure for sexual 
shame or guilt. Psychological, relationship or trauma-focused treatment should be 
used when indicated. 

 

A Message From Dr. Nizamuddin Qasmi 

When a patient tells me: 

“Doctor, I feel ashamed of myself sexually,” 

I do not immediately say: 

“You should not feel guilty.” 

That response can be too simplistic. 

First, I want to understand why the patient feels this way. 

Maybe they made a decision that genuinely conflicts with their values. 

Then we should talk about responsibility. 

Maybe they have done nothing harmful but believe that ordinary sexual desire makes 
them dirty. 

Then education and psychological support may be necessary. 

Maybe the shame comes from trauma. 

Then trauma treatment is important. 

Maybe infertility, erectile dysfunction or premature ejaculation has damaged 
confidence. 

Then the underlying medical condition must be evaluated. 

Maybe the patient is living according to personal religious boundaries and does not 
want those boundaries changed at all. 



 

 

That choice deserves respect. 

Good sexual medicine begins by listening. 

 

I Do Not Believe Good Sexual Healthcare Requires Abandoning Values 

Patients sometimes fear that if they discuss sexual guilt with a doctor or therapist, they 
will be told: 

“Your religion is the problem.” 

That should not be assumed. 

Modern healthcare can respect faith while addressing psychological suffering. 

The objective is not to tell a patient: 

“Ignore your conscience.” 

The objective is: 

“Can you follow your conscience without hating your body or losing the ability to 
communicate, seek healthcare and maintain a healthy relationship?” 

That is a much more balanced therapeutic goal. 

 

Shame Is Different From Modesty 

I also remind patients: 

You can be modest without being ashamed. 

You can value privacy without believing your body is dirty. 

You can choose marital boundaries without fearing normal attraction. 

You can decline a sexual behaviour without condemning yourself for having a thought. 

You can follow faith while still discussing medical problems professionally. 

This distinction is particularly important in cultures where modesty is strongly valued. 

 

Sexual Health Does Not Require Perfect Comfort With Every Topic 

Some patients assume therapy should eventually make them completely relaxed 
discussing every sexual detail. 

That is not necessary. 



 

 

You may remain a private person. 

You may prefer conservative language. 

You may choose not to participate in certain sexual activities. 

Healthy sexuality is not measured by how explicit you can become. 

The goal is enough comfort to protect your health, communicate important needs 
and live according to your chosen values. 

 

The Goal Is Integration, Not Rebellion Against Values 

A patient may have three parts of life that feel disconnected: 

their body; 

their relationship; 

and their values. 

Sexual shame often develops when these parts appear to be enemies. 

Healthy treatment attempts to integrate them. 

For example: 

“I have sexual feelings because I am human.” 

“I also have personal values that guide what I choose to do.” 

“I can behave according to those values without hating myself for having a human 
body.” 

This is a far healthier psychological position than believing that good character requires 
absence of sexuality. 

 

What Recovery From Sexual Shame Can Look Like 

Recovery does not necessarily mean becoming more sexually active. 

That is not the goal. 

Recovery may mean: 

A husband finally tells his wife that he has PE rather than avoiding her. 

A woman tells her spouse that intercourse hurts. 

An infertile man stops interpreting low sperm count as a failure of masculinity. 



 

 

A trauma survivor stops blaming themselves for what another person did. 

A religious patient continues following the same sexual values but no longer lives with 
obsessive self-hatred. 

A patient discusses genital symptoms with a doctor without humiliation. 

A couple learns that pleasure, affection, responsibility and values can coexist. 

That is meaningful improvement. 

 

Final Perspective 

Sexual shame and sexual guilt are important human experiences, but they should 
not automatically be labelled diseases. 

Guilt can sometimes be an appropriate response when behaviour conflicts with 
personal values or has harmed another person. 

Shame becomes more concerning when it changes: 

“I did something I regret” 

into: 

“I am permanently dirty, defective or unworthy.” 

Modern sexual-health research increasingly recognizes sexual shame as a distinct and 
clinically relevant concept. The most comprehensive recent review, published in 2026, 
links sexual shame with several areas of sexual well-being while also emphasizing that 
this remains a developing field requiring better measurement and research.  

Equally important, clinicians must avoid pathologising moral or religious values. WHO 
recognizes cultural, religious and spiritual factors as genuine influences on sexuality, 
and contemporary research shows that religiosity can coexist with positive sexual and 
relationship experiences as well as with guilt or inhibition, depending on the individual 
and context.  

ICD-11 principles provide another essential safeguard: distress arising solely from 
moral judgment or disapproval does not by itself establish Compulsive Sexual 
Behaviour Disorder.  

The Unani system of medicine offers a valuable supportive perspective through its 
traditional holistic emphasis on the body, psychological state, sleep, lifestyle, activity 
and diet. WHO's benchmarks for Unani medicine recognize this holistic framework and 
the classical six essential factors in health preservation.  

At the same time, responsible Unani practice must recognize its limits. 



 

 

No herbal medicine can erase cultural conditioning, resolve trauma, change moral 
conflict or teach self-acceptance by itself. 

When psychological treatment is needed, it should be provided. 

When a physical sexual disorder is present, it should be investigated. 

When infertility is present, it requires reproductive assessment. 

When guilt reflects genuine wrongdoing, responsibility and repair may be appropriate. 

When shame is based on misinformation, education can be therapeutic. 

And when faith is central to the patient's life, healthcare should respect it rather than 
unnecessarily placing medicine and religion in conflict. 

At Saira Health Care, my objective is to bring these dimensions together. 

I want patients to understand their bodies. 

I want couples to communicate. 

I want sexual disorders and infertility to be treated medically. 

I want psychological problems to receive appropriate psychological care. 

And I want patients to be able to maintain their personal, cultural and religious values 
without unnecessary fear, humiliation or self-rejection. 

My message to patients is simple: 

Your values deserve respect. Your health deserves care. And neither guilt nor 
shame should prevent you from seeking accurate information and professional 
help when you need it. 
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Medical Disclaimer 

This article is intended for general sexual-health education and does not replace 
individualized medical, psychological, psychiatric, religious or relationship guidance. 
Sexual guilt or shame may coexist with sexual dysfunction, infertility, anxiety, 
depression, obsessive-compulsive symptoms, trauma or relationship problems. 
Persistent or severe distress should be professionally assessed. Unani or herbal 
medicines should not be self-prescribed as substitutes for appropriate medical or 
psychological treatment. If sexual shame is related to assault, coercion or abuse, 
responsibility lies with the person who committed the nonconsensual act, and trauma-
informed professional support may be appropriate. 


