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Introduction 

One of the most distressing situations for a newly married man is to enter marriage 

expecting that sexual intercourse will happen naturally on the first night, only to discover 

that he cannot achieve or maintain an erection when penetration is attempted. 

He may immediately think: 

“Something is seriously wrong with me.” 

He may fear that he is impotent, infertile or sexually weak. He may worry that his wife will 

think he is not attracted to her. In some families, he may even fear questions from relatives 

the following morning. 

Yet in many young men, the problem is not permanent impotence at all. 

The expression “honeymoon impotence” or “wedding-night impotence” has traditionally 

been used for erectile difficulty that appears during the first sexual encounters after 

marriage. The source prepared for this article describes it as an often situational and 

psychologically distressing form of erectile dysfunction arising in the setting of first-night 

pressure and anxiety.  

In contemporary sexual medicine, I prefer the more precise terms situational erectile 

dysfunction, psychogenic erectile dysfunction, sexual performance anxiety, or erectile 

dysfunction contributing to an unconsummated marriage, depending on the patient's 

actual situation. 



 

 

The International Society for Sexual Medicine notes that “honeymoon impotence” is one of 

the terms historically used when a newly married couple is unable to achieve penetrative 

vaginal intercourse. Importantly, both male and female sexual difficulties may contribute to 

an unconsummated relationship, so the problem should not automatically be placed on the 

husband alone.  

The latest European Association of Urology guidance also emphasizes that erectile 

dysfunction is not simply divided into “physical” and “mental.” ED may be organic, 

psychogenic or mixed, and in real clinical practice multiple factors frequently coexist. 

Psychological distress, relationship difficulties, performance concerns, unrealistic 

expectations and distraction from erotic cues can all impair erection quality.  

This is why my approach at Saira Health Care is never simply: 

“You are young, so this must be psychological.” 

Nor is it: 

“You failed on the first night, so you need a powerful sexual medicine.” 

I first want to understand why the erection failed, what happened between the couple, 

whether the problem is truly situational, whether another sexual disorder is involved, and 

whether any medical risk factor needs investigation. 

 

What Exactly Is Honeymoon Impotence? 

Honeymoon impotence refers to difficulty obtaining or maintaining an erection during the 

beginning of a marriage or a new sexual relationship, particularly when the man is 

attempting penetrative intercourse for the first time. 

The term is descriptive rather than a separate modern disease category. 

Clinically, the man may have: 

normal sexual desire, 

normal erections during masturbation, 

normal spontaneous or morning erections, 

and no previous erectile difficulty, 

yet become unable to maintain an erection when intercourse with his new wife is 

attempted. 

This pattern strongly suggests a situational or psychogenic component, although it does not 

completely exclude organic disease. 



 

 

ASRM describes psychogenic ED as a situation in which a man may achieve erections under 

some circumstances but not with his partner or while trying to conceive. Situational ED 

appearing specifically under reproductive or sexual-performance pressure commonly has a 

strong psychological component.  

 

First-Night Erectile Difficulty Does Not Automatically Mean Permanent Impotence 

This is the first reassurance I give a newly married patient. 

One unsuccessful sexual encounter does not diagnose erectile dysfunction. 

Sexual arousal is influenced by many temporary factors. 

A wedding may involve several days of ceremonies, little sleep, travel, heavy meals, social 

interaction, anxiety and complete exhaustion. 

The couple may have very little privacy. 

They may never have been physically intimate before. 

The bride may also be nervous. 

The groom may be terrified of causing pain. 

Both may feel that intercourse is something they are required to complete immediately. 

Under such conditions, an erection can weaken even in an otherwise healthy young man. 

The important question is not: 

“Why were you not perfect on the first night?” 

The better question is: 

“What conditions would allow both of you to feel safe, relaxed, comfortable and sexually 

connected?” 

 

The Wedding Night Should Not Be Treated as an Examination 

One of the major contributors to honeymoon impotence is the belief that the wedding night 

is a test of masculinity. 

A young man may have absorbed the message that a “real man” must immediately achieve a 

hard erection, penetrate effortlessly, continue intercourse for a long time and satisfy his wife 

perfectly. 

These expectations are biologically unrealistic. 



 

 

Human sexual response is not an on/off machine. 

Erection can fluctuate during an encounter. 

Arousal can increase and decrease. 

Fatigue matters. 

Fear matters. 

Privacy matters. 

Relationship comfort matters. 

And a man who is constantly measuring his performance is much less able to experience 

sexual arousal naturally. 

Therefore, I tell couples very clearly: 

Marriage does not have to be consummated on the first night. 

There is no medical benefit in rushing penetration merely because relatives, films or cultural 

traditions have created that expectation. 

 

Why Performance Pressure Can Stop an Erection 

An erection requires a state in which the body can respond to sexual stimulation through 

coordinated neural and vascular relaxation. 

Sexual arousal activates pathways that allow penile smooth muscle to relax and blood to 

enter the erectile tissues. 

Intense anxiety activates a different system. 

The sympathetic nervous system prepares the body for threat—the familiar fight-or-flight 

response. 

Heart rate may increase. 

Muscles tighten. 

The mind becomes highly alert. 

Attention moves away from sexual sensations toward threat monitoring. 

The man begins asking: 

“Am I hard enough?” 

“Is she disappointed?” 



 

 

“What if I lose it?” 

“What if this happens again?” 

The more he monitors the erection, the less naturally sexual arousal can develop. 

This creates a genuine mind-body effect. It is not imaginary weakness. 

 

The Vicious Cycle of First-Night Failure 

The initial erection difficulty is often less important than what happens psychologically 

afterward. 

A man experiences one episode of erection loss. 

He interprets it as proof that he is impotent. 

Before the next encounter, he remembers the previous failure. 

Now he enters the bedroom already anxious. 

He begins checking his erection immediately. 

The anxiety interferes with arousal. 

The erection becomes weaker. 

He then says: 

“See? I knew there was something wrong with me.” 

Now the third encounter becomes even more frightening. 

This produces the classic cycle: 

temporary erectile difficulty → catastrophic interpretation → anticipatory anxiety → self-

monitoring → repeated erectile difficulty → stronger anxiety. 

The supplied clinical material describes this escalating feedback loop particularly clearly.  

Breaking this cycle early can prevent a temporary first-night problem from becoming a 

persistent sexual disorder. 

 

“Spectatoring”: Watching Yourself Instead of Experiencing Intimacy 

Sex therapy uses the term spectatoring for the situation in which a person mentally steps 

outside the sexual experience and begins evaluating their own performance. 



 

 

Instead of feeling the warmth of the partner's body, enjoying kissing or responding to touch, 

the man's attention becomes fixed on his penis. 

He asks: 

“Is it still hard?” 

“Is it hard enough?” 

“Am I taking too long?” 

“Will she think I am weak?” 

The source material correctly identifies spectatoring as an important cognitive mechanism in 

first-night performance anxiety.  

Contemporary EAU guidance similarly recommends assessing dysfunctional sexual beliefs, 

poor self-esteem, unrealistic expectations and cognitive distraction from erotic cues in men 

with ED.  

A major part of treatment is therefore learning to shift attention from performance back to 

sensation and intimacy. 

 

Why Newly Married Men May Be Particularly Vulnerable 

In cultures where premarital sexual activity is uncommon or heavily stigmatized, a man's first 

partnered sexual experience may occur after marriage. 

He may have almost no reliable sex education. 

His knowledge may come from friends, pornography, exaggerated advertising or rumours. 

He may have never seen normal sexual variability. 

The transition can therefore be enormous: 

one day there is no permitted physical intimacy, 

and the next day the man believes complete intercourse is expected immediately. 

The psychological jump alone can produce intense performance pressure. 

This is not a failure of masculinity. 

It is often a predictable response to unfamiliarity and expectation. 

 

Arranged Marriage and the Sudden Transition to Physical Intimacy 

Arranged marriages deserve particular cultural sensitivity. 



 

 

A couple may have spoken extensively before marriage and still have had no physical 

intimacy. 

The husband may emotionally respect his new wife but remain physically unfamiliar with 

her. 

The wife may simultaneously be anxious about pain, nudity, pregnancy or expectations 

surrounding virginity. 

If both are nervous, penetration may become difficult even when there is no medical sexual 

disorder in either partner. 

The source supplied for this article emphasizes this abrupt transition and the anxiety 

generated by attempting sexual intercourse with a partner who is emotionally familiar but 

physically new.  

The appropriate response is usually more communication and less urgency. 

 

Fear of Hurting the Bride Can Affect the Groom's Erection 

A caring husband may become especially anxious when he thinks penetration will hurt his 

wife. 

He may repeatedly ask himself: 

“Am I hurting her?” 

“Is she frightened?” 

“Should I stop?” 

This empathy is positive. 

But if his attention is completely focused on monitoring pain and achieving penetration 

correctly, his own sexual arousal may disappear. 

The solution is not to ignore the wife's comfort. 

The solution is to remove the expectation of immediate penetration. 

Intimacy can develop gradually. 

Female arousal, lubrication, emotional safety and consent are important. 

Pain should never be treated as something the bride is simply expected to tolerate. 

 

The Bride's Experience Is Equally Important 



 

 

Honeymoon impotence should not become a diagnosis that places all responsibility on the 

husband. 

Sometimes the couple cannot consummate because the woman experiences severe anxiety, 

involuntary pelvic-floor tightening, vaginal pain, inadequate arousal or genito-pelvic 

pain/penetration difficulty, historically often called vaginismus. 

Sometimes both partners have anxiety. 

ISSM specifically emphasizes that both male and female sexual dysfunctions can contribute 

to an unconsummated marriage or relationship.  

Therefore, if repeated penetration attempts are unsuccessful, the clinician should assess the 

couple, not simply prescribe an erection medicine to the husband. 

 

Consent Is More Important Than Consummation 

No cultural expectation justifies forcing sexual intercourse. 

A marriage certificate does not remove the need for mutual willingness and comfort. 

If either partner is frightened, in pain or unwilling, the couple should slow down. 

Forcing repeated penetration attempts can create pain, fear, pelvic-floor tightening and 

lasting sexual anxiety. 

The objective of the honeymoon period is not to produce proof that intercourse occurred. 

The objective is to build trust, communication and mutually comfortable intimacy. 

 

Honeymoon Impotence and the Pressure to “Prove” Consummation 

Older studies of unconsummated marriages from societies with intense social pressure 

found that some couples experienced extraordinary anxiety when relatives expected 

immediate evidence that intercourse had taken place. Social pressure itself was identified as 

an important contributor to erectile failure in such clinical populations.  

From a medical and ethical perspective, such expectations are harmful. 

No family member needs proof of intercourse. 

No bedsheet establishes a woman's moral character. 

Bleeding is not a reliable sign of virginity. 

And there is no health requirement for intercourse to occur during the first night of 

marriage. 



 

 

Removing these expectations may itself reduce performance anxiety. 

 

Is Honeymoon Impotence Always Psychological? 

No. 

This is one of the most important corrections to the common description. 

Although the typical young man with sudden first-night ED often has a strong psychogenic 

component, clinicians must not assume every case is purely psychological. 

An older but clinically important study of 100 men presenting with honeymoon impotence 

found that 74 were classified as having psychogenic ED while 26 had evidence of 

vasculogenic ED. This was a highly selected referral population and should not be 

interpreted as population prevalence, but it demonstrates why persistent symptoms deserve 

proper evaluation.  

Another clinical study similarly identified vascular abnormalities in a minority of young men 

presenting with honeymoon impotence.  

The lesson is simple: 

First-night anxiety is common, but persistent ED should not be dismissed automatically 

because the patient is young. 

 

Modern Medicine Recognizes Psychogenic, Organic and Mixed ED 

The current EAU Sexual and Reproductive Health Guideline classifies ED broadly into organic, 

psychogenic and mixed forms but cautions that most real patients may have overlapping 

mechanisms.  

Organic contributors may include diabetes, hypertension, obesity, dyslipidaemia, 

cardiovascular disease, endocrine disorders, neurological disease, smoking, certain 

medicines, alcohol or recreational drugs. 

Psychogenic contributors may include performance pressure, anxiety, relationship difficulty, 

depression, cultural conflict and situational distress. 

A man may also have mild organic ED that becomes much worse because anxiety is added. 

This mixed presentation is common. 

 

Clues Suggesting a Strong Psychogenic Component 



 

 

A psychological component becomes more likely when erection difficulty began suddenly, 

appears mainly during attempted intercourse, varies from one situation to another, or occurs 

primarily with a new partner or on occasions when the man feels tested. 

Preserved erections during masturbation or during sleep can also support this possibility. 

ASRM recommends asking specifically about morning erections, self-stimulation, previous 

partners and the timing of symptom onset when psychogenic ED is suspected.  

But these features are clues—not absolute diagnostic rules. 

A man with morning erections can still have some organic difficulty. 

A man who misses morning erections occasionally does not automatically have vascular ED. 

 

When Should a Newly Married Man Seek Medical Evaluation? 

If the problem occurred once or twice in the setting of exhaustion and anxiety, immediate 

extensive testing is usually unnecessary. 

However, professional evaluation becomes increasingly appropriate when the problem is 

persistent, occurs in all sexual situations, also occurs during masturbation, is accompanied 

by markedly reduced libido, or exists together with diabetes, hypertension, cardiovascular 

risk, neurological disease, previous pelvic surgery, major medication use or other medical 

concerns. 

A clinical evaluation is also appropriate when inability to consummate continues and is 

creating significant distress for the couple. 

ASRM emphasizes that ED evaluation should include both sexual history and general-health 

risk factors because potentially important medical conditions can sometimes be identified 

through a sexual-health complaint.  

 

What Does a Proper Initial Evaluation Include? 

Modern guidelines begin with a detailed medical and sexual history, not with expensive 

scans. 

The clinician should understand when the difficulty began, whether erections occur in other 

contexts, whether libido is normal, whether ejaculation is occurring normally, whether there 

is penile pain or deformity, and whether performance anxiety is present. 

A focused physical examination may assess blood pressure, body habitus, genital findings 

and signs suggesting hormonal or vascular disease. 



 

 

When clinically appropriate, metabolic and hormonal tests may include glucose or HbA1c, 

lipid profile and morning testosterone. Current EAU guidance recommends tailoring 

laboratory testing to the patient's clinical context.  

This is much more rational than ordering every available “premarital package” test for every 

young groom. 

 

IIEF-5 and Sexual-Function Questionnaires 

Validated questionnaires such as the International Index of Erectile Function (IIEF) or 

shorter versions such as IIEF-5 can help quantify erectile difficulties. 

They can also provide a baseline against which treatment response can be assessed. 

However, no questionnaire replaces conversation. 

A man may receive a low score because intercourse has hardly been attempted. 

The clinical context still matters. 

 

Are Penile Doppler, Nocturnal Erection Testing and Injection Tests Necessary for Everyone? 

No. 

The source material discusses nocturnal penile tumescence testing, penile duplex Doppler 

ultrasound and intracavernosal injection testing as ways of differentiating psychogenic and 

organic ED.  

These tests have legitimate specialist uses. 

But contemporary guidelines do not require advanced testing for every newly married man 

who had one episode of first-night erectile difficulty. 

EAU guidance recommends starting with medical and sexual history, validated assessment, 

focused examination and appropriate laboratory evaluation. Specialized tests are selected 

when the diagnosis remains uncertain or a particular organic cause is suspected.  

This avoids unnecessary cost, anxiety and overdiagnosis. 

 

Performance Anxiety Is Treatable 

The most important message for couples is that situational psychogenic erectile dysfunction 

is highly manageable. 



 

 

Treatment may involve sexual education, reassurance, cognitive-behavioural therapy, 

couple-based counselling, gradual reduction of performance pressure and, in selected 

patients, temporary medical support. 

Current EAU guidance strongly supports CBT and other psychosocial interventions when 

indicated and recommends including the partner where appropriate. Combining 

psychological therapy with medical treatment can improve outcomes.  

A 2026 clinical study of 66 couples with unconsummated marriages related to psychogenic 

ED found significant improvement across erectile-function domains after structured couple-

based behavioural treatment involving assessment, education, desensitization, foreplay 

guidance and gradual intercourse work.  

This contemporary evidence supports an important principle: 

Honeymoon impotence should usually be treated as a couple-and-context problem, not as 

a defective penis. 

 

Reassurance Is a Medical Intervention 

In young men with situational ED, accurate explanation is often the first treatment. 

ASRM explicitly describes reassurance as a cornerstone of ED management and 

recommends explaining to both partners that erectile difficulty does not necessarily reflect 

lack of attraction or affection.  

That conversation matters. 

The bride may be thinking: 

“He doesn't find me attractive.” 

The groom may be thinking: 

“She thinks I am impotent.” 

Neither may speak. 

Silence increases anxiety. 

One honest conversation can change the entire emotional climate of the relationship. 

 

A Better First-Night Expectation 

I advise couples to replace the goal: 

“We must complete intercourse tonight.” 



 

 

with: 

“We want to become comfortable physically and emotionally with each other.” 

That may include conversation, affection, kissing, holding one another and other consensual 

forms of intimacy. 

Penetration can happen when both partners are comfortable. 

Removing the deadline reduces the feeling that the man's erection must prove something. 

 

Cognitive Behavioural Therapy for Honeymoon Impotence 

CBT is particularly useful when catastrophic thinking drives the anxiety. 

A man may think: 

“If I lose my erection again, my marriage is ruined.” 

The therapist helps him examine that thought and replace it with something more realistic: 

“A temporary erection change is common under stress. It does not define my masculinity, 

and penetration does not have to happen immediately.” 

CBT also addresses all-or-nothing beliefs such as: 

“I must remain perfectly hard.” 

“I must satisfy her through penetration.” 

“I must perform successfully every time.” 

EAU guidance recommends cognitive and behavioural approaches in ED, including partner 

involvement when appropriate.  

 

Current Evidence for Psychological Treatment 

The evidence for psychological intervention is increasingly supportive. 

A systematic review of psychogenic ED found that combining psychological interventions 

with PDE5-inhibitor treatment generally performed better than medication alone in several 

studies, particularly for erectile function and longer-term sexual satisfaction.  

More recently, a 2026 systematic review of internet-based CBT, digital counselling and 

psychoeducation for male sexual dysfunction found improvements in erectile function and 

sexual satisfaction in several studies, together with reductions in performance anxiety and 

better sexual confidence, although adherence to online programmes was imperfect.  



 

 

This is particularly useful in India and other settings where embarrassment, travel or limited 

access may prevent men from attending face-to-face sex therapy. 

 

Online Counselling Can Be a Real Option 

Teleconsultation and online psychotherapy can offer privacy for men who would otherwise 

avoid care. 

A 2026 meta-analysis examining online interventions for sexual dysfunction found 

measurable improvements in sexual function and satisfaction across included trials, although 

the evidence base still has limitations and many studies involved specific patient 

populations.  

Online treatment should still involve appropriately trained clinicians rather than anonymous 

social-media “sex experts.” 

 

Sensate Focus: Removing the Goal of Performance 

Sensate Focus, originally developed within sex therapy, is one approach that may help 

couples shift from performance toward sensation. 

The basic therapeutic idea is that, for a period of time, the couple removes penetration and 

orgasm as required goals. 

Touch becomes exploration rather than examination. 

If an erection occurs, it is welcomed. 

If it changes, the couple does not panic. 

Gradually, sexual touch can become more explicitly erotic and eventually progress toward 

intercourse according to the couple's comfort. 

The supplied source gives a detailed staged description of this approach.  

A small randomized controlled study published in 2024 found that online Sensate Focus 

exercises could improve aspects of sexual functioning and intimacy in heterosexual couples, 

with possible improvement in erectile function among men who had lower baseline 

functioning.  

The evidence is not strong enough to promise a cure, but the method is clinically reasonable 

within structured psychosexual therapy. 

 

Couple Communication Is Part of Treatment 



 

 

One of the most damaging situations occurs when both partners silently misinterpret what 

happened. 

The husband thinks: 

“I have disappointed her.” 

The wife thinks: 

“He doesn't desire me.” 

The longer the silence continues, the more threatening the next sexual attempt becomes. 

The supplied material correctly emphasizes that partner communication can prevent this 

misunderstanding from escalating.  

A couple might simply communicate that the difficulty is due to stress and that there is no 

need to rush. 

The exact words do not matter as much as the message: 

“We are together in this. This is not one person's failure.” 

 

The Partner Should Never Mock or Test the Man 

Comments such as: 

“Why can't you do it?” 

“Are you really a man?” 

“Maybe something is wrong with you.” 

can dramatically increase performance anxiety. 

Likewise, repeatedly asking: 

“Are you hard yet?” 

can turn attention directly back toward performance monitoring. 

The partner's reassurance can be therapeutically powerful. 

The aim should be to create sexual safety—not to supervise the erection. 

 

The Husband Should Also Avoid Blaming the Wife 

Some men respond defensively: 

“You didn't arouse me properly.” 



 

 

“You are too nervous.” 

“You are the reason I lost the erection.” 

This is equally harmful. 

First-night sexual difficulty can arise from the interaction between two nervous systems, 

unfamiliarity and social pressure. 

It should not become a search for who is at fault. 

 

What If the Wife Experiences Pain or Vaginismus? 

When severe vaginal pain, intense fear of penetration or involuntary muscular tightening is 

present, repeatedly increasing the husband's erection strength does not solve the main 

problem. 

The woman may require evaluation and appropriate treatment for genito-pelvic 

pain/penetration difficulty. 

The couple may benefit from education, gradual desensitization, pelvic-floor therapy or 

psychosexual support depending on the cause. 

This is another reason honeymoon impotence should be treated as a couple presentation 

rather than automatically a male-only disorder.  

 

PDE5 Inhibitors: Temporary Medical Support in Selected Men 

Medicines such as sildenafil or tadalafil can be useful for selected men with psychogenic or 

mixed ED. 

They improve the normal erectile response to sexual stimulation. 

They do not create attraction. 

They do not remove the underlying relationship problem. 

And they do not directly eliminate performance anxiety. 

However, in a carefully selected patient, successful erections while receiving temporary 

pharmacological support can help interrupt the cycle of repeated failure. 

ASRM notes that a trial of a PDE5 inhibitor may help restore confidence in men with 

psychogenic ED.  

EAU guidance regards PDE5 inhibitors as established first-line medical treatment for ED 

while also recommending psychological treatment when indicated.  



 

 

 

Medicine Plus Therapy May Be Better Than Medicine Alone 

The strongest approach for some men is integrated treatment. 

Medication improves the physiological reliability of erection. 

Therapy addresses fear, self-monitoring and unrealistic expectations. 

A systematic review of 13 studies involving men with psychogenic ED found that 

psychological intervention combined with PDE5 inhibitors showed better results than either 

approach alone in several trials.  

This makes intuitive clinical sense. 

We can support the erection while simultaneously treating the fear that caused or amplified 

the problem. 

 

PDE5 Medicines Must Still Be Used Safely 

Prescription ED medicine should not be purchased casually from unverified websites or 

mixed with unknown sexual tonics. 

PDE5 inhibitors have contraindications and possible interactions. 

Most importantly, they must not be combined with nitrate medicines used for certain 

cardiovascular conditions because dangerous hypotension can occur. 

A young man with no cardiovascular disease may have very low risk, but proper medical 

prescribing remains important. 

 

Do Not Become Psychologically Dependent on an ED Tablet 

Some young men improve quickly with an ED medicine but then develop another belief: 

“Without the tablet I cannot perform.” 

This can create a new psychological dependency. 

When the underlying problem is performance anxiety, medication should often be used as 

part of a broader confidence-restoring plan rather than as proof that the patient must 

remain on treatment indefinitely. 

The ultimate aim is natural sexual confidence whenever clinically possible. 

 



 

 

Testosterone Is Not a First-Night Confidence Medicine 

Another common mistake is giving testosterone to a young man simply because he had one 

episode of erection loss. 

Testosterone should only be considered when genuine testosterone deficiency is 

appropriately diagnosed. 

This is particularly important in men planning children because external testosterone 

suppresses the hormonal signals needed for sperm production and may cause severe 

oligozoospermia or azoospermia. 

ASRM explicitly advises avoiding exogenous testosterone in men attempting conception.  

A newly married man who wants children should therefore never start testosterone 

injections simply to improve “sexual power” without proper fertility-aware assessment. 

 

Honeymoon Impotence and Infertility 

Honeymoon impotence does not usually mean the man is infertile. 

Erection and sperm production are separate biological functions. 

A man can have situational ED and normal sperm. 

Another can have excellent erection and severe sperm abnormalities. 

However, erectile dysfunction can cause functional infertility if intercourse cannot be 

completed and sperm cannot be deposited in the vagina during the fertile period. 

ASRM specifically recognizes ED as an important reproductive problem because adequate 

erection is required for unassisted conception and often for collection procedures used in 

fertility treatment.  

Therefore, persistent unconsummated marriage becomes relevant to fertility when the 

couple wishes to conceive. 

 

Do We Need a Semen Analysis Immediately? 

Not necessarily. 

If the couple has just married and intercourse has not yet been achieved because of 

performance anxiety, a semen test does not solve that problem. 

Male fertility assessment becomes appropriate according to the couple's reproductive 

history, duration of attempts, age and any other infertility risk. 



 

 

If semen analysis is clinically required, it can certainly be performed. 

But sperm testing should not be used merely to reassure a man that his erection is normal. 

They answer different questions. 

 

Premature Ejaculation May Be Mistaken for Honeymoon Impotence 

Some men do achieve an erection but ejaculate before penetration. 

They then tell the doctor: 

“I was unable to perform.” 

This is not necessarily erectile dysfunction. 

It may be severe premature ejaculation. 

Other men initially have PE and subsequently develop ED because they become frightened 

about ejaculating quickly. 

The EAU guideline recognizes the close relationship between ED, PE and performance 

anxiety. High anxiety related to ED can worsen PE, and one disorder can be mistaken for the 

other.  

Treatment depends on identifying which problem occurred first. 

 

Delayed Ejaculation and First-Night Anxiety 

The opposite can also happen. 

The groom may obtain an erection but be unable to ejaculate. 

He becomes increasingly self-conscious. 

The longer intercourse continues, the more pressure he feels. 

His erection eventually weakens. 

Now he concludes that he has ED. 

Again, careful sexual history is more valuable than immediately prescribing “strength” 

medicine. 

 

Pornography and Unrealistic Expectations 

Some newly married men have learned almost everything about sex from pornography. 



 

 

They may believe intercourse should be immediately successful, erections should remain 

perfectly rigid and sexual activity should continue for an unrealistically long time. 

Pornography also cannot teach the emotional communication involved in first-time 

partnered intimacy. 

This does not mean pornography is automatically the cause of ED. 

The clinical issue is whether it has created unrealistic comparison, compulsive use, guilt, 

highly specific stimulation preferences or distorted expectations. 

The treatment is education rather than shame. 

 

Masturbation Does Not Prove a Man Is Sexually Damaged 

Another common fear is: 

“I masturbated before marriage. That is why I cannot perform with my wife.” 

Normal masturbation does not cause permanent erectile dysfunction. 

If the man can achieve a normal erection during masturbation, this may actually support the 

possibility that the basic erectile mechanism is functioning. 

What may require attention is compulsive behaviour, pornography dependence, highly 

specific stimulation or anxiety and guilt surrounding masturbation. 

These are different issues from physical “loss of sexual power.” 

 

Premarital Counselling Can Prevent Honeymoon Impotence 

Many first-night difficulties can be reduced through good premarital sexual-health 

counselling. 

The purpose is not to predict exactly what will happen sexually. 

It is to correct misinformation. 

Couples can be taught that intercourse does not have to occur immediately, female arousal 

requires time, penetration should not be painful or forced, an erection can fluctuate 

naturally, sexual intimacy includes much more than penetration, and a temporary erection 

difficulty is not a marital catastrophe. 

This type of education can remove much of the fear before the wedding. 

 

Do All Grooms Need a Large Premarital Medical Package? 



 

 

No. 

The source material describes broad premarital laboratory packages containing many 

investigations.  

Screening can be valuable when there is an indication, but not every healthy young groom 

needs dozens of tests simply because he is getting married. 

If persistent ED is present, contemporary EAU guidance supports a focused medical 

assessment that may include blood pressure, metabolic evaluation such as glucose/HbA1c 

and lipids, and morning testosterone according to the clinical situation.  

Broader genetic, infection or preconception testing should be based on individual history, 

fertility planning and applicable guidelines rather than fear. 

 

When Specialist Testing Is Appropriate 

Penile Doppler ultrasound, nocturnal erection testing or other specialized investigations may 

be useful when the diagnosis remains uncertain, a vascular problem is strongly suspected or 

treatment has repeatedly failed. 

They should not be the automatic first step after one unsuccessful wedding night. 

A young man should not leave a clinic more frightened because an extensive investigation 

has made a temporary anxiety problem appear like a major disease. 

Good medicine uses the least burdensome evaluation capable of answering the relevant 

clinical question. 

 

The Unani Understanding of Sexual Performance Difficulty 

Classical Unani medicine has its own language for sexual capability. 

A broad traditional category is Zu'f-i-Bah, or sexual debility. 

Importantly, official CCRUM Standard Unani Treatment Guidelines explicitly list Umur 

Wahmiyya—psychological factors—among the causes associated with Zu'f-i-Bah. Even 

more importantly, one of the traditional principles of treatment is Izala-i-'Awariz Nafsani, 

meaning addressing psychological disturbances.  

This is highly relevant to honeymoon impotence. 

It demonstrates that responsible Unani sexual medicine does not have to interpret every 

erection problem as loss of semen, weakness of the penis or deficiency of sexual power. 

The traditional system itself recognizes a psychological dimension. 



 

 

 

Honeymoon Impotence Is Not Automatically “Weak Quwwat-e-Bah” 

A man who has strong desire, normal masturbation erections and sudden failure only during 

first-night intercourse may not have general sexual debility. 

Labeling him immediately as Zoaf-e-Bah or “sexual weakness” can increase fear. 

Instead, Unani assessment should consider whether Umur Wahmiyya and psychological 

disturbance are central to the presentation. 

This allows traditional Unani principles to be applied much more intelligently. 

 

Harakat-o-Sukoon Nafsani: Mental Activity and Peace 

Among the Asbab Sitta Daruriyya, or Six Essential Factors of health, Unani medicine includes 

Harakat-o-Sukoon Nafsani—mental activity and peace. 

CCRUM's standardized terminology recognizes psychological activity and mental repose as 

fundamental determinants of health.  

This traditional principle is especially relevant to performance anxiety. 

The groom who enters intimacy in a state of fear, self-criticism and mental overactivity is not 

in an ideal state for sexual arousal. 

Therefore, addressing mental calm is entirely compatible with classical Unani preventive 

principles. 

 

Ilaj Nafsani: Psychological Treatment in the Unani System 

CCRUM also formally describes Ilaj Nafsani, or psychiatric/psychological treatment, within 

Unani medicine. 

This may include modification of mind-related processes, attention to sleep and verbal 

psychotherapeutic approaches.  

For honeymoon impotence, this is one of the strongest areas for genuine integration. 

Modern medicine calls it psychological counselling, sex therapy or CBT. 

Unani medicine recognizes psychological treatment and the restoration of emotional 

equilibrium. 

The terminologies differ, but both systems acknowledge that the mind can significantly 

influence physical sexual function. 



 

 

 

Mizaj and Individualized Care 

Mizaj can also be considered as part of traditional Unani assessment. 

The patient may be evaluated in the context of sleep, nutrition, physical activity, emotional 

state and general constitution. 

CCRUM itself states that basic Unani theories are being scientifically studied and interpreted 

using modern physiological, biochemical and genetic parameters.  

Therefore, I would not claim that one particular Mizaj pattern has been scientifically proven 

to cause wedding-night ED. 

Mizaj is a traditional constitutional framework—not a replacement for modern sexual-health 

diagnosis. 

 

Ilaj-bil-Ghiza: The Role of Diet 

Dietotherapy is an established Unani therapeutic modality. CCRUM formally recognizes Ilaj-

bil-Ghiza among the major approaches of Unani treatment.  

Good nutrition supports general physical and metabolic health. 

A newly married man who is sleep-deprived, undernourished or metabolically unhealthy 

may certainly benefit from improved diet. 

But there is no special food that can guarantee erection on the wedding night. 

Milk, nuts, dates, eggs or other traditional strengthening foods may be nutritious when 

appropriate. 

They should not become magical “performance foods.” 

 

Unani Pharmacotherapy: Where It May Help and Where It May Not 

CCRUM's traditional guidelines list pharmacotherapies for Zu'f-i-Bah.  

In a patient with genuine general debility, associated sexual dysfunction or another 

appropriate Unani indication, physician-supervised Unani medicine may be considered as 

part of an individualized plan. 

However, I would not prescribe a potent aphrodisiac merely because a healthy young groom 

became anxious on his first night. 

If the main problem is performance anxiety, psychological treatment should remain central. 



 

 

Giving increasingly powerful tonics can unintentionally reinforce the harmful belief: 

“My body is defective unless medicine makes me perform.” 

The goal should be restoration of confidence rather than dependence. 

 

“Natural” Sexual Medicines Can Be Unsafe 

Newly married men are particularly vulnerable to advertisements promising: 

“Guaranteed erection in one dose.” 

“Permanent sex power.” 

“100% herbal.” 

“First-night special capsule.” 

These products may be unregulated or of uncertain composition. 

A patient should avoid undisclosed mixtures, especially products promising an immediate 

drug-like erection while claiming to contain only harmless herbs. 

Quality, exact ingredients, contraindications and interactions matter. 

Responsible Unani practice should use standardized, clearly identified medicines rather than 

secret formulations. 

 

Unani Medicine Can Be Most Useful Through a Whole-Person Approach 

For honeymoon impotence, the strongest role of responsible Unani medicine is not simply 

increasing “sexual heat.” 

It is helping restore balance in the patient's overall physical and psychological state. 

That may involve appropriate sleep, balanced diet, exercise, reduction of mental overactivity, 

improvement of general health, correction of unhealthy habits, individualized Mizaj 

assessment, Ilaj Nafsani and carefully selected pharmacotherapy only when there is a 

genuine indication. 

In this form, Unani medicine can complement modern sex therapy rather than compete with 

it. 

 

A Practical Integrative Treatment Pathway 



 

 

For a newly married man with first-night ED, I begin by determining whether this was a one-

time stress-related event or a persistent problem. 

If the situation is strongly situational and the patient otherwise has normal sexual function, 

the first phase is education, reassurance and removal of the requirement for immediate 

penetrative sex. 

The couple is encouraged to rebuild intimacy gradually. 

Where anxiety persists, CBT, psychosexual counselling or couple-based therapy can be used. 

If erection support is clinically helpful, a properly prescribed PDE5 inhibitor may be 

considered temporarily. 

If the history suggests diabetes, vascular disease, hormonal abnormality or persistent 

generalized ED, modern medical evaluation is expanded. 

Unani supportive care can be included according to the individual's constitution and broader 

health—but not as a substitute for diagnosis. 

 

The Latest Evidence Supports Couple-Based Care 

One of the most encouraging recent findings comes from a 2026 study of unconsummated 

marriages involving psychogenic ED. 

Sixty-six couples received structured couple-based behavioural treatment that included 

assessment, discussion of how psychogenic ED develops, improvement of foreplay, 

desensitization and gradual progression toward intercourse. 

All participating couples continued treatment until vaginal penetration was achieved, and 

men's IIEF sexual-function domains improved significantly. Because this was not a 

randomized comparison against another treatment, it should not be interpreted as proof 

that one protocol works for every couple—but it strongly supports the value of a partner-

inclusive approach.  

This is especially relevant to newly married couples because the difficulty occurs within a 

relationship, not in the man alone. 

 

Dr. Nizamuddin Qasmi's Specialized Approach to Honeymoon Impotence 

When a newly married patient consults me at Saira Health Care, I do not begin by asking 

how “strong” his penis is. 

I begin with his experience. 

Was this his first sexual encounter? 



 

 

Was he anxious before intercourse? 

Was he exhausted after the wedding? 

Does he have a normal erection during masturbation? 

Are morning erections present? 

Does he lose the erection specifically when penetration is attempted? 

Is he worried about hurting his wife? 

Does she experience pain, fear or difficulty allowing penetration? 

Does the couple have privacy? 

Has the family placed pressure on them to consummate immediately? 

Does he smoke or have diabetes? 

Is libido normal? 

Is premature ejaculation present? 

Is he trying to conceive immediately? 

Has he already taken an unknown sexual medicine? 

These questions allow me to understand whether the problem is predominantly situational, 

predominantly physical or mixed. 

 

What “Special Treatment” Means at Saira Health Care 

For me, special treatment does not mean prescribing a secret first-night medicine. 

It means finding the actual barrier to comfortable sexual intercourse. 

A healthy man with situational anxiety may primarily need reassurance and psychosexual 

guidance. 

A man with persistent ED may need a metabolic and hormonal evaluation. 

A couple with female penetration pain requires couple-based assessment rather than 

stronger erection medicine. 

A patient with premature ejaculation requires PE-specific management. 

A newly married couple trying for pregnancy may need fertility education as well as sexual 

treatment. 



 

 

A man whose sexual difficulty is dominated by catastrophic thinking may benefit most from 

CBT or structured counselling. 

Where appropriate, individualized Unani treatment can support sleep, general health, 

mental balance and sexual wellbeing. 

That is what I consider integrated sexual medicine. 

 

Contribution of Saira Health Care in Sexual Disorders and Infertility 

At Saira Health Care, our focus on sexual disorders and infertility is particularly relevant to 

unconsummated marriage because these problems often overlap. 

A couple may initially consult because they cannot complete intercourse. 

Several months later they may describe themselves as infertile, even though sperm and 

ovulation have never had an opportunity to interact naturally. 

Other couples achieve penetration but experience ED only during fertile days because 

conception pressure has transformed intimacy into a medical task. 

Some men develop premature ejaculation or performance anxiety. 

Some women develop fear and painful penetration. 

Our contribution is therefore broader than prescribing medicine. 

We aim to offer confidential sexual-health assessment, couple counselling, fertility-related 

guidance, modern medical evaluation when necessary and responsible individualized 

Unani supportive care. 

The goal is to restore both sexual function and the relationship around it. 

 

Important Scientific Clarifications About Honeymoon Impotence 

Honeymoon impotence is not a formal unique disease with one cause. It is better 

understood as ED or inability to consummate occurring in the context of early marriage, 

often with strong situational anxiety. 

It is often psychogenic, but not always. Selected older clinical cohorts found organic 

vascular abnormalities in a meaningful minority of referred patients, so persistent ED 

deserves proper evaluation.  

One failed wedding-night attempt does not diagnose ED. Fatigue, anxiety, unfamiliarity and 

relationship context can temporarily affect erections. 

Marriage does not medically need to be consummated on the first night. 



 

 

The bride should not be blamed. Pain, vaginismus or anxiety can also contribute, and 

unconsummated marriage can be a couple-level sexual problem.  

Advanced penile testing is not necessary for every young groom. History, examination and 

targeted laboratory assessment come first.  

CBT and psychosexual therapy are important evidence-based treatments. Current EAU 

guidance strongly supports cognitive-behavioural approaches when indicated and partner 

involvement can be valuable.  

PDE5 medicines may help selected patients but do not cure anxiety by themselves. ASRM 

recognizes their potential role in restoring confidence in psychogenic ED.  

Unani medicine itself recognizes psychological factors in sexual debility. CCRUM's 

treatment framework explicitly includes Izala-i-'Awariz Nafsani—addressing psychological 

factors.  

Testosterone is not a casual sexual-performance medicine. In men planning fertility, 

external testosterone can suppress sperm production substantially.  

 

Frequently Asked Questions 

What is honeymoon impotence? 

It is a commonly used term for erectile difficulty occurring during the first sexual encounters 

of marriage, particularly when the man feels intense performance pressure. It often has a 

strong psychogenic or situational component, but persistent symptoms should be 

appropriately evaluated. 

Is honeymoon impotence permanent? 

Usually not when it is primarily situational. Many men improve substantially once fear, 

performance pressure and couple communication are addressed. Treatment is particularly 

effective when the actual cause is identified. 

Does failure on the first night mean I am impotent? 

No. One unsuccessful encounter does not diagnose erectile dysfunction. 

I get normal morning erections but cannot perform with my wife. What does this mean? 

This pattern can suggest a strong situational or psychogenic component, particularly when 

erections are also normal during masturbation. It is useful information but does not 

absolutely exclude every physical contributor.  

I am attracted to my wife. Why does my erection disappear? 



 

 

Attraction and erection are not identical. Anxiety, self-monitoring and sympathetic stress 

responses can interfere with erection even when desire is strong. 

Does my wife need to think I am not attracted to her? 

No. Psychogenic ED frequently has nothing to do with attraction. Clear communication is 

important because partners often misinterpret erection difficulty as rejection. ASRM 

specifically recommends explaining this distinction.  

Do we have to have intercourse on our wedding night? 

No. There is no medical requirement to do so. Gradual intimacy is often healthier when 

either partner is anxious or exhausted. 

Can we take several days before trying penetration? 

Yes. There is nothing abnormal about allowing physical intimacy to develop gradually. 

What is spectatoring? 

It means observing and judging your sexual performance instead of experiencing sexual 

sensations. It can intensify performance anxiety and interfere with erection.  

Can CBT help? 

Yes. Current EAU guidance recommends CBT as an important psychological approach to ED 

when indicated and encourages partner involvement.  

What is Sensate Focus? 

It is a psychosexual technique that gradually shifts attention away from erection, penetration 

and orgasm goals toward non-demand touching, sensation and intimacy. A small 2024 

randomized study found promising effects on aspects of sexual functioning and intimacy.  

Can sildenafil or tadalafil help? 

They may help selected men with ED, including psychogenic ED, particularly as temporary 

support while confidence and anxiety are addressed. They should be medically prescribed.  

Will I become dependent on sildenafil? 

It is not physically addictive in the usual sense, but some men can become psychologically 

convinced they cannot perform without it. This is one reason combined psychosexual 

treatment may be preferable when anxiety is central. 

Should I take testosterone? 

Not unless testosterone deficiency has been properly diagnosed and treatment is clinically 

indicated. Men wanting children require particular caution because external testosterone 

can severely suppress sperm production.  



 

 

Does masturbation cause honeymoon impotence? 

Ordinary masturbation does not cause permanent erectile dysfunction. The relevant issues 

are the patient's overall sexual pattern, anxiety, pornography use where problematic and the 

context of partnered intimacy. 

Can pornography cause the problem? 

It may contribute in some men through unrealistic expectations, guilt or highly specific 

patterns of stimulation, but it is not a universal cause of ED. 

Can female vaginismus make the husband lose his erection? 

Yes, repeated painful or unsuccessful penetration attempts can increase the man's anxiety 

and subsequently affect erection. Both partners should be assessed when intercourse 

remains impossible. 

Does honeymoon impotence cause infertility? 

It does not directly damage sperm. However, persistent inability to have intercourse can 

prevent natural conception because sperm cannot be deposited in the vagina during the 

fertile period. 

Do I need semen analysis? 

Only when fertility evaluation is clinically appropriate. Semen analysis evaluates sperm; it 

does not diagnose why an erection failed on the wedding night. 

Can Unani medicine help honeymoon impotence? 

Yes, particularly through a whole-person supportive approach involving Harakat-o-Sukoon 

Nafsani, Ilaj Nafsani, sleep, diet, physical health, Mizaj assessment and selected supervised 

treatment when appropriate. Official CCRUM guidance recognizes psychological factors 

within sexual debility and specifically includes their treatment.  

Can a Unani aphrodisiac alone cure psychogenic ED? 

Not reliably. When performance anxiety is central, counselling, psychosexual therapy and 

couple work are often fundamental. Unani medicine should complement rather than replace 

these approaches. 

When should we seek professional help? 

Seek evaluation when repeated attempts remain unsuccessful, anxiety is increasing rather 

than improving, erection difficulties occur in other situations as well, the wife has significant 

pain or inability to tolerate penetration, or the situation is producing substantial marital 

distress. 

 



 

 

My Final Message to Newly Married Men and Couples 

When a newly married man comes to me because he could not achieve intercourse on his 

wedding night, I first want him to understand: 

One difficult night does not define your sexual future. 

You may be attracted to your wife and still feel nervous. 

You may have a healthy penis and still temporarily lose your erection. 

You may want intercourse and still be too exhausted after a wedding to respond normally. 

And you do not need to prove masculinity through immediate penetration. 

The first night of marriage should not be an examination. 

Your wife is not an examiner. 

Your family is not entitled to a result. 

And your erection is not a certificate of manhood. 

If the problem happens, do not panic. 

Do not begin repeatedly testing your erection. 

Do not blame your wife. 

Do not force penetration. 

Do not secretly consume an unknown “first-night power” product. 

Instead, understand what is happening. 

Allow the relationship to become physically comfortable. 

Communicate. 

Focus on affection, sensation and mutual pleasure rather than erection measurement. 

And if the problem persists, seek professional evaluation early rather than allowing shame to 

turn a temporary difficulty into months or years of an unconsummated marriage. 

My training in Unani medicine teaches me to consider Mizaj, Harakat-o-Sukoon Nafsani, 

Naum-o-Yaqzah, diet, physical health and the psychological state of the patient. It is 

particularly meaningful that official Unani treatment guidance recognizes psychological 

factors themselves as causes of sexual debility and includes treatment of those 

psychological disturbances among the principles of care.  



 

 

Modern sexual medicine gives us complementary tools: detailed sexual assessment, CBT, 

couple therapy, Sensate Focus-type approaches and appropriately prescribed PDE5 

medicines when needed. 

Recent 2026 evidence on unconsummated marriages caused by psychogenic ED also 

reinforces the value of couple-based treatment rather than treating the man in isolation.  

At Saira Health Care, my objective is therefore not simply to make a man achieve one 

erection. 

My goal is to help the couple understand why the problem occurred, remove unnecessary 

fear, rule out genuine medical disease, restore sexual confidence and build a healthy 

intimate relationship that does not depend on pressure or secrecy. 

Sometimes the treatment is primarily counselling. 

Sometimes temporary medical support is useful. 

Sometimes the wife also requires sexual-health assessment. 

Sometimes an organic medical condition needs treatment. 

And where appropriate, individualized Unani supportive care can form part of the plan. 

The most important principle remains simple: 

Intimacy should develop through safety, consent, trust and communication—not through 

fear of failing a first-night performance test. 

 

About Dr. Nizamuddin Qasmi 

Dr. Nizamuddin Qasmi 

Founder & Chief Physician, Saira Health Care 

Focused Practice in Sexual Disorders & Infertility 

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 

Dr. Nizamuddin Qasmi's clinical work at Saira Health Care focuses on sexual disorders and 

infertility, including erectile and ejaculatory concerns, performance anxiety, difficulty 

consummating marriage, male reproductive problems, fertility-related sexual dysfunction 
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Medical Disclaimer 

This article is for general medical education and public awareness and does not constitute 

an individual diagnosis, prescription or guarantee of treatment outcome. 

A single episode of erection difficulty during a wedding or honeymoon does not 

automatically indicate erectile dysfunction. Persistent symptoms may arise from 

psychological, vascular, hormonal, neurological, medication-related, relationship or mixed 

causes and deserve individualized assessment. 

Prescription ED medicines should be used only after appropriate clinical review and must not 

be combined with contraindicated medicines such as nitrates. Men trying to conceive should 

not use testosterone casually because external testosterone can suppress sperm production. 

Unani medicines, herbal aphrodisiacs and sexual tonics should not be self-prescribed or used 

to delay appropriate psychosexual or medical evaluation. When inability to consummate 

marriage involves vaginal pain, severe penetration anxiety or another female sexual-health 

problem, the female partner should also receive appropriate evaluation. 

 

http://www.sairahealthcare.com/

