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Editorial Note 
It is with great joy that we introduce this inaugural edition of African Gender Studies 

Quarterly (AGenSQ), a journal established to provide a dedicated platform for rigorous, 

interdisciplinary scholarship on gender and its intersections with African societies and 

the broader Global South. As a quarterly publication, we are committed to fostering 

critical dialogue and advancing knowledge that is both theoretically grounded and 

contextually relevant. 

In this first issue, we are pleased to present a collection of articles that exemplify the 

depth and diversity of gender scholarship. The opening paper, "A Biopsychosocial 

Perspective on Sexual Disorders and Dysfunctions: Implications for Diagnosis and 

Intervention," offers a comprehensive examination of sexual health through biological, 

psychological, and sociocultural lenses, emphasizing the need for culturally informed 

care in African contexts. The authors make a compelling case for destigmatising sexual 

health discussions and integrating multidisciplinary approaches to treatment. 

The second article, "Love in the Digital Age: Rethinking Courtship and Romance in 

Contemporary Society," explores how technology, shifting gender roles, and evolving 

social norms are transforming intimate relationships. By examining phenomena such as 

digital dating, emotional labour, and self-love, this paper illuminates the complex terrain 

of modern romance and its implications for psychological well-being. 

Following this, "Cultural Influences on the Perception, Regulation, and Communication 

of Sexual Content" investigates the powerful role of media in shaping sexual attitudes 

and behaviours. Drawing on psychological theories, the authors critically analyse how 

different media forms from social media to pornography influence sexual socialisation, 

particularly among young people, and advocate for enhanced media literacy and 

psychological interventions. 

The fourth contribution, "Marriage, Sexuality, and Cultural Norms in Indigenous 

Nigerian Films: A Comparative Analysis of Yoruba, Hausa, and Igbo Cinema," employs 

qualitative content analysis to examine how indigenous films reflect and reinforce 

cultural values surrounding marriage and sexuality. The study reveals persistent gender 

double standards while noting emergent progressive shifts, demonstrating the 

pedagogical function of cinema in sustaining or challenging societal norms. 

The fifth article, "Gendered Constructed Strategies in Conflict Resolution: Challenges 

Faced by Female Secondary School Leaders in Chivi, Zimbabwe," illuminates how 

gender shapes leadership in educational settings. Through rich qualitative data, the 

authors identify three distinct gendered strategies employed by female school heads: the 

motherly care approach, the relational strategy, and the inclusive gender-sensitive 

approach.  

The sixth article, "Political Education and Voters' Behaviour in Nigeria," establishes a 

strong positive relationship between political education and voter behaviour. Notably, 
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with women constituting 64.5% of respondents, the findings invite critical reflection on 

gendered patterns of political participation and the need for gender-sensitive civic 

education approaches. 

We believe these articles have been thoroughly reviewed, and the recommendations 

offered will help to properly formulate effective solutions to identified issues. This 

inaugural issue has done well by providing a space where both emerging and established 

scholars alike have engaged to present themes that demand attention and open 

engagement. We sincerely hope that this collection will not only inform but also invite 

deeper reflection and continued scholarship on the evolving intersections of gender and 

its dynamics as they affect Africa and the rest of the third world. 

Dr. O. A.T.Olatunji, 

Editor, African Gender Studies Quarterly, 

Associate Professor / Reader @ Department of Psychology, 

Faculty of the Social Sciences, 

Federal University, Oye Ekiti, Ekiti State, 

Nigeria. 
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Abstract 

Sexual disorders and dysfunctions are conditions that disrupt satisfaction in sexual activity and 

often affect self-esteem, intimate relationships, and overall quality of life. These disorders 
encompass difficulties related to sexual desire, arousal, orgasm, pain during intercourse, and 

certain paraphilic behaviors. Although often underreported due to stigma and cultural 

sensitivities, sexual dysfunction represents a significant public health concern affecting 

individuals across different age groups and sociocultural contexts. The aetiology of these 
conditions is multifaceted, involving interactions among biological, psychological, and 

sociocultural factors. Biological contributors may include hormonal imbalances, neurological 

or vascular impairments, chronic health conditions, and medication side effects. Psychological 
influences such as performance anxiety, past traumatic experiences, negative body image, 

depression, and low self-esteem may further exacerbate sexual difficulties. Additionally, 

sociocultural factors, including relationship conflicts, rigid gender expectations, religious 
beliefs, and societal stigma surrounding sexuality often shape individuals’ attitudes toward 

sexual expression and discourage help-seeking behaviour. Accurate diagnosis requires a 

comprehensive, culturally sensitive clinical assessment that integrates medical and 

psychosocial perspectives. Standardized evaluation tools such as the Female Sexual Function 
Index (FSFI) and the International Index of Erectile Function (IIEF) are often employed to 

support systematic assessment and guide clinical decision-making. Treatment approaches are 

typically multidimensional, combining psychological interventions, medical management, 
physiotherapy, and, increasingly, digital health technologies that expand access to care and 

education. This paper underscores the importance of adopting a biopsychosocial framework in 

understanding and managing sexual disorders and dysfunctions. By emphasising culturally 

informed care, reducing stigma, and promoting open discussions about sexual health, such an 
approach can enhance therapeutic outcomes and contribute to improved psychological well-

being, relational satisfaction, and overall quality of life. 
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INTRODUCTION 

Sexuality, personal and intimate, is of the 
utmost importance to the makeup of human 

beings. However, for many, sexual 

functioning can become a source of genuine 

hurt and frustration, thereby making what 
we call sexual disorders and dysfunctions. 

These are significant public health issues 

affecting many people of all genders and 
ages worldwide. By such problems, we 

allude to the persistent or recurrent 

disturbances in sexual desire and arousal or 
in the capacity to attain orgasm or to pass 

through ejaculation or even experiencing 

pain during intercourse. These are not 

merely physical symptoms but also 
significantly affect one’s quality of life, 

self-esteem, and intimate relationships 

(American Psychiatric Association, 2013). 
Hence, understanding sexual disorders goes 

beyond the clinical and therapeutic stance 

because they impinge on reproduction, 

relationship stability, and mental health. 

Quite obviously, sexual difficulties touch a 
great population and hugely affect the 

quality of life and relationships. Thus, there 

is this pressure to bridge the gap between 
the frequency of the sexual difficulties and 

the minority that actually goes for 

professional help. This shows that there are 
really serious and basic issues in the way we 

perceive, diagnose, and provide accessible 

and comprehensive treatment for sexual 

health concerns. 

Having clear and consistent ways to classify 
sexual dysfunctions is essential for 

research, setting diagnostic standards, and 

creating effective treatment plans. Each 
classification requires a simple definition of 

a sexual difficulty. The sexual dysfunctions 

are mainly categorised by the sexual 

difficulty that occurs along the four stages 
of the sexual response cycle, i.e., desire, 

arousal, orgasm, and resolution, and also 

conditions concerned with sexual pain. A 
person could have lived with the issue for 

life, or it comes about later in life from a 
certain period where everything was 

functioning normally. It could be situational 

or dependent on certain circumstances or 
specific partners, or it could be more 

generalized. Being able to understand the 

dysfunction we are dealing with calls for 

understanding the sexual dysfunction in the 
context of the relationships they are 

associated with. An absence of sexual 

response in some cases could be a rational 
or protective reaction to certain difficult 

situations (such as relationship conflicts or 

high-stress levels) rather than being her or 

his personal failure. Hamzat et al. (2025) 
noted that expressed emotions towards 

adolescents could affect how they handle 

their sexuality and other related dysfunction 

in their lives 

This paper aims to explore sexual disorders 

and dysfunction thoroughly, moving 

beyond just looking at the symptoms. We 
aim to examine the many factors that 

contribute to these issues. Our main goals 

include defining and categorising common 

sexual dysfunctions, carefully examining 
the different pathways that lead to them, 

and examining established theories that 

help explain how they develop and persist. 
Our approach is primarily based on a review 

of existing academic research. This 

integrated view will consistently highlight 

how biological factors, psychological 
states, and social and cultural influences all 

work together to shape a person’s sexual 

health. The main argument of this paper is 
that to understand and effectively manage 

sexual disorders truly, we need a holistic 

perspective one that smoothly combines 
biological, psychological, and social 

aspects, moving beyond simple 

explanations to embrace the full, rich 

complexity of human sexuality. 

THEORETICAL AND CONCEPTUAL 

FRAMEWORK 
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To truly make sense of sexual disorders and 
dysfunction, we need a solid theoretical 

foundation that recognises their many 

different roots.  

1. Psychodynamic Theory: particularly 

influenced by the ground-breaking work of 
Sigmund Freud, offers deep insights into 

the often-unconscious processes and early 

life experiences that might contribute to 
sexual dysfunction. Freud’s idea of 

psychosexual development, moving 

through oral, anal, phallic, latency, and 
genital stages, suggests that unresolved 

conflicts  

Or lingering issues from any of these earlier 

life phases can show up as sexual 

challenges in adulthood. For example, 
difficulties in successfully navigating the 

oedipal complex or the lasting effects of 

early childhood trauma might 
unconsciously block healthy sexual 

expression or lead to specific dysfunctions 

(Freud, 1962). While we acknowledge that 

psychodynamic ideas can be tough to test 
directly through experiments, they 

powerfully highlight the profound, often 

hidden, impact of past experiences and 
unconscious motivations on a person’s 

current sexual functioning. 

2. Cognitive-Behavioural Theories (CBT): 

provides an incredibly useful way to 
understand how a person’s thoughts, 

feelings, and actions work together in a 

continuous loop to influence sexual 

function. The cognitive part of this theory 
focuses on unhelpful beliefs, persistent 

negative thoughts, and paralyzing 

performance anxiety.  

All of these can unfortunately create a self-
fulfilling prophecy of sexual failure (Beck, 

1976). For instance, if someone has 

catastrophic thoughts about their sexual 

performance, it can quickly make their 
anxiety worse, which then directly prevents 

physical arousal. The behavioral side of 

CBT looks at learned patterns, like avoiding 
sexual situations or following unhelpful, 

ingrained “scripts” for sex. As a result, CBT 

interventions typically involve actively 
challenging and changing irrational 

thoughts, developing new and healthier 

ways to cope, and doing structured 
behavioral exercises designed to help 

people re-establish healthy and satisfying 

sexual patterns gradually. 

Finally, Human Sexual Response Models 

offer a crucial physiological and 
psychological roadmap for understanding 

the step-by-step progression of sexual 

activity.  

3. The Biopsychosocial Model: is a core, 
widely accepted framework that suggests 

our sexual health, and conversely, any 

dysfunctions, come from a dynamic 

interaction between biological, 
psychological, and social factors (Engel, 

1977). On the biological side, this includes 

things like intricate brain functions, shifting 
hormone levels, the health of our blood 

vessels, and even the often-overlooked 

effects of various medications or long-term 

illnesses. Psychologically, it covers a 
person’s unique life experiences, their 

deep-seated beliefs about sex, their current 

emotional state (like feeling anxious or 
depressed), past traumas, and the subtle but 

powerful dynamics within their 

relationships. Socially, cultural norms, 
strong religious beliefs, how someone was 

raised, and broader societal pressures all 

significantly shape sexual attitudes and 

behaviors, often leading to distress or 
dysfunction. This comprehensive model 

strongly emphasizes that any truly effective 

assessment and treatment plan must 
carefully consider all three of these 

interconnected areas. 

4. The traditional four-phase model: as 

proposed by Masters and Johnson (1966), 

represents a linear succession: Desire (the 
initial urges of sexual connection, inclusive 

of thoughts or fantasies), 

Arousal/Excitement (when blood is 
engorged in the genitalia: a female’s 

genitals are lubricated, and a male has an 

erection), Orgasm (characterized by 
involuntary rhythmic contractions of the 
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skeletal muscle with release of tension), and 
Resolution (being the body’s return to an 

unaroused state).  However, with research 

over the years, especially from Helen 
Singer Kaplan’s work (1979), it is 

suggested that the sexual responses of 

women are often more intricate and non-

linear.  

 For women, sexual response might involve 
phases that overlap and happen in a varied 

order, a pattern especially common in long-

term relationships. Also, desire can often be 
reactive instead of purely spontaneous, 

signifying that desire might emerge and 

grow during sexual activities themselves, 

often propelled by motives that may have 
nothing to do with sex: to feel close to a 

significant other, to please him, or even as a 

way of unwinding (Basson, 2005; 
Carvalheira et al., 2010) Further, an 

important contrast between men and 

women is that for women, physical signs of 
arousal (such as genital lubrication) might 

not automatically correspond to their 

feelings of sexual excitement; in women, 

thoughts and emotions can have a profound 
effect on their subjective feelings of sexual 

excitement much more so than just the 

physical signs alone.(Birnbaum, n.d.; 

Brotto et al., 2010).  

These foundational models remain essential 

for accurately classifying and diagnosing 

specific sexual dysfunctions based on 

which part of the sexual response cycle is 

affected. 

Definition and Diagnostic Categorization 

Sexual disorders, also known as sexual 

dysfunctions, are conditions that prevent 

individuals or couples from achieving 
satisfaction during coitus. They may be 

lifelong or acquired, generalised or 

situational, and due to biological, 

psychological, or social factors. The most 
widely utilized classification systems in 

clinical and research settings are the 

Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM-5), and the 

International Classification of Diseases, 

Eleventh Revision (ICD-11). 

Now, according to DSM-5 and ICD-11, the 

DSM-5 gives specific diagnostic features 

for sexual dysfunctions. These include the 

presence of symptoms for a minimum of six 
months, significant distress caused by the 

symptoms, and that the dysfunction is not 

explainable by a non-sexual mental 
disorder, extreme relationship distress, or 

other stressors. Sexual dysfunctions are also 

categorized under a distinct chapter in the 
ICD-11 and emphasize the duration, 

distress, and lack of other medical causes. 

The major categories include; 

1. Sexual Desire Disorders: 

 Hypoactive sexual desire disorder 

(HSDD): characterized by a persistent or 
recurrent deficiency in sexual thoughts and 

interest. It is more commonly diagnosed in 

females but can also occur in males. Low 
desire is normal as a function of age, but is 

not a disorder unless it causes distress. 

2. Arousal Disorders: 

Female Sexual Arousal Disorder: Marked 

by an inability to attain or maintain 

sufficient lubrication and genital swelling 
upon the onset or continuation of sexual 

excitement or activity. 

Erectile Disorder: Marked by a repeated 

inability to attain or maintain an erection 
sufficient for satisfactory sexual 

performance. It is more common in older 

males and frequently coexists with other 

medical conditions. 

3. Orgasmic Disorders 

Delayed Ejaculation: Markedly delayed or 
inability to ejaculate in men despite proper 

stimulation and desire. 

Female Orgasmic Disorder: Difficulty or 

inability to have orgasm during sexual 
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activity. A variety of psychological and 

interpersonal factors influences it. 

4. Sexual Pain Disorders 

- Genito-Pelvic Pain/Penetration Disorder: 

Comprises vaginal penetration issues, 

pelvic pain, fear of or anxiety about pain, 

and tensing of the muscles of the pelvic 
floor. It occurs only in women and exists 

across different age groups. 

5. Paraphiliac Disorders: 

   - Exhibitionistic Disorder: Is a disorder 

that constitutes intense sexual arousal by 
exposing one’s genitals to an unsuspecting 

person. 

-Pedophilic Disorder: It is characterised by 

recurrent sexual urges, fantasies, or 

behaviours toward prepubescent children. 
Diagnosis requires that the individual be at 

least 16 years old and at least 5 years older 

than the child. 

Discussion 

 Gender Differences and Age-Related 

Prevalence: 

Sexual disorders manifest differently across 
genders. Desire and arousal disorders are 

reported more often by women, while men 

preferentially report erectile and ejaculation 
disorders. Age has a general effect on 

prevalence, as older individuals are more 

likely to develop arousal-type dysfunctions 
secondary to physiological changes. 

Causes of Sexual Disorders 

The aetiology of sexual disorders is 
multifactorial and comprises biological, 

psychological, social, and substance-related 

factors. They occur independently or 
interplay and produce various kinds of 

sexual dysfunction. To diagnose accurately, 

treat effectively, and reduce stigma, it is 
necessary to understand causation. 

A. Biological Causes: Biological etiology 
of sexual dysfunction typically 

encompasses hormonal imbalance, 

neurological disorders, vascular disease, 
and chronic illness. Hormones such as 

testosterone, estrogen, and prolactin have a 

role to play in regulating sexual desire and 
function. Hypogonadism, for instance, will 

lead to decreased libido in both sexes. 

Neurological diseases like multiple 
sclerosis, Parkinson’s disease, or spinal 

cord injury can disrupt nerve transmission 

critical to sexual response. Additionally, 

vascular disease, such as atherosclerosis or 
diabetes-related endothelial dysfunction, 

may impair blood flow, contributing to 

erectile or arousal dysfunction. Chronic 
illnesses such as cancer, renal failure, or 

chronic pain syndromes are also associated 

with compromised sexual function due to 
fatigue, pain, or treatment side effects. 

B. Psychological Causes: Psychological 
factors are common and often the primary 

aetiology of sexual disorders. Illnesses such 

as anxiety, depression, and a history can 
significantly influence sexual function. 

Anxiety, particularly performance anxiety, 

can interfere with arousal and orgasm. 
Depression is most commonly expressed in 

losing interest in activities one used to 

enjoy, such as sexual ones, and can be 

exacerbated by antidepressant medication. 
Trauma or sexual abuse histories can lead to 

avoidance symptoms, intimacy phobia, and 

hypervigilance during sex. Cognitive 
distortions, a negative view of the body, and 

low self-esteem make the emotional 

backdrop of sexual dysfunction difficult. 

C. Social and Cultural Factors: Social and 

cultural variables are primarily responsible 
for shaping sexual attitudes and behavior. 

Relationship problems that could lead to 

desire and arousal disorders, such as poor 
communication, conflict of issues, or 

infidelity, are among these factors. Cultural 
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or religious sex attitudes that stigmatise sex 
can produce guilt or shame that inhibit 

sexual expression. Inhibiting sexuality is 

typical in societies with rigid gender roles 
or sexuality taboos, where individuals 

conceal their sexual feelings or experience 

identity-based issues. Abuse, emotional, 

physical, or sexual, within or outside the 
context of a close relationship, can also hurt 

sexual functioning. Several young women 

hide under being a single/ baby mama to 
hide their psychological dysfunction 

(Akinwale et al 2025). 

D. Substance-Induced Sexual Disorders: 
Drugs, alcohol, and certain medications can 

induce or exacerbate sexual dysfunctions. 
Chronic alcohol use is linked with reduced 

libido and erectile dysfunction. Use of 

drugs for recreational purposes, e.g., 
cocaine, opioids, and cannabis, can disrupt 

arousal and orgasmic function. Medications 

such as selective serotonin reuptake 
inhibitors (SSRIs), antihypertensive drugs, 

and antipsychotics have been found to 

cause sexual side effects. Substance-

induced sexual disorders are most 
commonly reversible upon cessation of the 

substance. Still, long-term use may create 

irreversible effects or co-occur with 
psychiatric illness that must be treated at the 

same time. 

Assessment and Diagnosis 

Diagnosis and evaluation of sexual 
disorders must be multi-disciplinary, 

sensitive, and extensive. Since sexual health 
issues are private and often stigmatized, 

clinicians must establish a non-judgmental 

and trustworthy environment to acquire 
accurate information. 

A thorough sexual history is important in 
the assessment of the nature, extent, and 

context of the sexual dysfunction. This 

involves the following questions about the 
onset of symptoms, relationship, emotional 

relationship with partners, prior sexual 

experiences, and current sexual activity. 

The cultural values and individual beliefs 
concerning sexuality should also be 

obtained during the history taking. 

Standardised questionnaires provide 
clinicians with unambiguous data to assist 

in diagnosis and also in progress 
monitoring. Among the questionnaires are 

the Female Sexual Function Index (FSFI) 

and International Index of Erectile Function 
(IIEF), which assess various aspects of 

desire, arousal, lubrication or erection, 

orgasm, satisfaction, and pain. The 
questionnaires help to identify specific 

dysfunctions and are applied in clinical and 

research settings. 

There are some medical tests required to 
rule out physiological etiologies for sexual 
dysfunction. These may involve hormonal 

evaluation, vascular assessment, 

neurological testing, and review of current 
medications. Additionally, psychological 

testing determines the underlying issues of 

depression, anxiety, trauma, or relationship 

stressors that may be responsible for the 
dysfunction. 

The evaluation should be conducted with 
sensitivity to culture. Clinicians must know 

how sexual attitudes, sexual behaviour, and 
acceptance of talking about sexual concerns 

are affected by religious and cultural 

beliefs. Hesitancy to report concerns will be 
encountered in conservative patients, and 

some cultures may normalize clinically 

significant symptoms. 

Even with exposure to clinical guidelines 
and resources, numerous challenges 
remain. Patients may feel shy or unwilling 

to be honest, and therefore underreport. 

Clinicians themselves may not receive 
adequate training or time to conduct 

appropriate sexual screening. Thus, 

improving clinician education and 

integrating sexual health into routine 
assessments represent essential moves 

toward improved diagnosis and care. 



African Gender Studies Quarterly (AGenSQ) Volume 2, Number 1, 2026ISSN:3106-7603(PRINT) 

               ISSN: 3106-7611(ONLINE) 

10 
 

 Treatment and Management 

Approaches 

Treatment and care of sexual disorders are 
an issue of individualised and often 

multidisciplinary care, combining medical, 

psychological, and relational treatments. 
Treatment ought to be aimed at the original 

cause and consider the patient’s choice, 

cultural background, and relationship. 

A. Psychotherapeutic Approaches 

Psychotherapeutic treatment remains the 
mainstay of the therapy of sexual disorders, 

especially the psychological or relational 

ones. Cognitive Behavioral Therapy (CBT) 

helps the patient to become aware of and 
modify skewed thinking, beliefs, and 

behaviors that affect sexual performance 

and gratification. It can cure performance 
anxiety, for example, negative body image, 

or guilt over sex. 

Sex therapy, typically conducted by trained 
sex therapists, employs techniques like 
sensate focus a series of exercises under 

guidance, which reduce performance 

anxiety and rebuild intimacy. It is 

particularly beneficial for couples with 
desire differences, arousal disorders, or 

orgasmic disorders. 

Couples therapy addresses the relational 
issues of sexual dysfunction. It focuses on 
improving communication, conflict 

resolution, and emotional intimacy, which 

can enhance sexual satisfaction. 

B. Pharmacological Interventions 

Pharmacotherapy works for specific types 
of sexual disorders. Phosphodiesterase type 
5 (PDE5) inhibitors such as sildenafil 

(Viagra), tadalafil (Cialis), and vardenafil 

(Levitra) are the first-line treatment for 
erectile dysfunction. They cause improved 

blood flow to the penis that helps in erection 

during sexual stimulation. 

Pharmacologic treatments can be 
administered for hormonal imbalances. 

Testosterone replacement therapy in males 

with hypogonadism and female decreased 
libido, and estrogen therapy for the 

treatment of vaginal dryness and pain in 

postmenopausal women are a few 

examples. Side effects of pharmacologic 
therapy are headache, flushing, dizziness, 

and infrequently, more serious 

cardiovascular complications. Adequate 
education of the patient about the use and 

monitoring for complications is required. 

C. Medical and Physical Treatments 

Physical treatments are helpful for certain 
patients. Vacuum erection devices create a 

suction that helps penile engorgement, 
often used by men who cannot use oral 

therapy. Surgical interventions include 

penile implants for severe erectile 
dysfunction and reconstructive surgery for 

anatomical deformity. 

Pelvic floor physical therapy also suits 
patients, especially women, who have 

genito-pelvic pain/penetration disorder. 
They strengthen pelvic muscles, reduce 

pain, and improve sexual functioning. 

D. Integrated/Multidisciplinary 
Approaches 

The most effective method is one that 
incorporates medical, psychological, and 

social treatments. Consultations among 

urologists, gynecologists, endocrinologists, 

psychologists, and sex therapists are 
coordinated in such a manner that all the 

etiologies are addressed. 

This interdisciplinary approach increases 
the efficacy of treatment as well as patient 
satisfaction. Nonetheless, compliance may 

be affected by barriers including access 

limitations to specialists, expense, and 

unawareness. Enhancing accessibility 
through telemedicine and programs at the 
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community level may enhance 
participation. 

In conclusion, sexual disorder management 
is necessitated by a comprehensive and 

individualised program integrating patient-

centred care and evidence-based treatment. 
Multidisciplinary management not only 

addresses the complexity of sexual 

dysfunctions but also promotes long-term 
outcomes and overall wellness 

Cultural and Gender Variations  

Sexuality is deeply rooted within culture 
and societal norms that massively affect the 

perception, expression, and diagnosis of 

sexual disorders. Cultural perceptions 
determine what is regarded as deviant or 

accepted sexual behavior and go a long way 

in deciding whether people seek help or tell 
symptoms of dysfunction to another person 

(Bhugra & De Silva, 2016). In the very 

conservative societies, sexual disorders are 
thought to be moral lapses or spirit sickness, 

the kinds of things that add to stigma and 

silence (Okulate & Olayinka, 2021). This 

sinking of culture pours into the deep wells 
of underreporting and disintermediation for 

diagnosis and treatment. 

Interpretation and taboos on sexual health 
topics also act as impediments in clinical 
assessments: it is said that even in very 

medical settings, many patients do not feel 

at ease or develop a sense of shame, with 

women staying more prone to this due to 
circumstances that weigh on sexual 

behavior and modesty-gendered in certain 

perspectives (Gott & Hinchliff, 2003). In 
patriarchal societies, female sexual 

dysfunction could somehow be discounted 

or disregarded, whereas male dysfunction is 
medically pathologised owing to social 

imperatives surrounding masculinity and 

performance (Wylie & Barrett, 2007). 

Sexual dysfunctions may present 
differently in each gender, as they depend 
on biological and psychosocial factors. Men 

usually complain of erectile dysfunction or 
delayed ejaculation, while women often 

complain of disorders of arousal, low sexual 

desire, and pain problems (Clayton et al., 
2017). Gender norms set differential levels 

of acceptability or help-seeking behavior in 

the opposite sex. 

Sexual health care poses difficult problems 
for LGBTQ+ persons. Non-
heteronormative sexual identities are often 

seen as reputable pathologies or 

misunderstood by providers without a 
cultural competence, which leads to 

misdiagnosis or overt neglect (Pachankis & 

Jackson, 2021). Transgender persons may, 

in particular, experience sexual dysfunction 
induced by testosterone or estrogen 

treatments, by surgical procedures, or 

simply by body dysphoria, good-sexual-
dysfunction-care-affirming-starved 

(Wierckx et al., 2011). 

To combat these disparities, assessments 
and interventions must be capable of 

recognizing and respecting diversities of 
sexual identity, sexual behaviour, and 

sexuality norms. Clinicians should be 

sensitized to the intersection of gender, 
culture, and sexuality to provide a diagnosis 

and treatment which is inclusive. 

Impact on Quality of Life 

Sexual dysfunctions exert a profound 
impact on emotional and psychological 

well-being, often triggering feelings of 
frustration, shame, inadequacy, and 

depression (Laumann et al., 1999). Such 

emotional responses may increase the 
disorder itself and may generate a vicious 

circle of anxiety-retreat (Rosen & 

Bachmann, 2008). Sexual dysfunctions can 
cause psychological trauma, isolation, and 

even suicidal thoughts when coupled with 

other mental health issues. 

Adding to common distressing issues is 
strained relationships and marriages, since 
sexual intimacy is an essential part of many 
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romantic relationships. The dysfunction 
may interfere with tenderness between the 

partners, disrupt communication, and 

ultimately cause the partners to drift from 
each other (McCabe & Connaughton, 

2014). Furthermore, a severe, unresolved 

dysfunction may give room to infidelity or 

even the breakup of the relationship. 

Sexual problems also affect self-esteem and 
identity, especially when sexuality is 

central to one’s self-concept or cultural 

expectations regarding 
masculinity/femininity. The longer the 

dysfunction lasts, the more confidence a 

person loses and develops a bad self-image 

to increase sexual anxiety (Bancroft, 2009). 

The significance of sex disorders for work 
and one’s social life is often 

underestimated. A person might be 

distracted or fatigued or the emotional 
manifestation of an interpersonal stressor 

may reduce motivation enough to impair 

job performance or increase absenteeism 

(Derogatis & Meyer, 1979). Also, romantic 
or social relationships may suffer as 

individuals begin withdrawing from social 

activities because of embarrassment or fear 
of being exposed. 

Thus, because of the wide range of effects, 
sexual dysfunction must be considered not 

just a clinical issue but also an important 
quality-of-life issue. A holistic approach to 

treating sexual dysfunction is thus required, 

one in which relational, psychological, and 

lifestyle approaches are intertwined. 

Current Trends and Research 

Developments  

New therapies and fresh hope for the 
sexually-disordered; sexual health is 

rapidly advancing. Mindfulness-based 
therapy has shown to be a workaround for 

sexual desire, arousal, and satisfaction 

issues in women, especially those who have 

undergone trauma (Brotto et al., 2012). 
Neuromodulation therapies have also been 

proposed to rectify cases of psychogenic 
erectile dysfunction and other sexual 

dysfunctions that arise from neural 

dysregulations (Zhao et al., 2021). 

Digital health tools like mobile apps, virtual 

therapy, and telemedicine platforms are 
now being used to provide sexual therapy 

and education in a discrete and easy-to-

access manner (Anderson et al., 2020). 
Such technologies favor those living in 

rural or conservative settings, where face-

to-face interaction is scarce or frowned 
upon. Akinwale et al (2025) in a study on 

psychosocial intervention noted that 

psychological intervention is a critical 

domain for overall health. 

Changing societal attitudes bring with them 
changes in education for sexuality. 

Comprehensive sex education that is 

inclusive in schools and community 
programs has been associated with 

decreased sexual dysfunction, earlier help-

seeking, and better relationship outcomes 

(Kirby, 2008). There is more and more 
advocacy for the inclusion of sexual health 

in a general wellness framework to foster a 

sex-positive and non-judgmental discourse. 

Along with this, the most recent research 
explores the intersectional nature of 

sexuality-that is, how age, disability, race, 

and sexual orientation sites affect sexual 
function and intersect with access to care 

(Meston et al., 2020). This has triggered a 

turn toward models of treatment that are 

culturally informed and individualized. 

As the research in this area continues to 
grow, the integration of technology, 

psychology, and social awareness continues 

to reshape sexual health care, with the result 
being more enhanced, empathetic, and 

inclusive practices. 

 

Conclusion 

Sexual disorders and dysfunctions are 

complicated and deeply personal issues 
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affecting a vast spectrum of persons, 
differing in terms of gender, age, or culture. 

As has also been explored in this paper, 

such disorders can be caused by a multitude 
of reasons, namely biological, 

psychological, relational, social, or cultural. 

More often than not, these factors 

intermingle with each other in complex 
relations that present great challenges in 

treatment and diagnosis. Such disorders 

interfere with sexual satisfaction, interfere 
with the fostering of self-esteem in client 

relationships, as well as with clients’ 

general emotional states. 

To understand sexual dysfunction, one must 

take on a full biopsychosocial approach that 
includes all aspects of the person’s life. 

Beliefs, history, relations, and physiology 

should all be taken into account. 
Consequently, diagnosis requires more than 

just an evaluation of the symptoms; rather, 

it should involve a culturally sensitive 
approach along with using adequately 

validated instruments, such as the FSFI and 

IIEF. In contrast, treatment has to be 

targeted toward the individual and be a 
combination of psychotherapeutic, medical, 

and usually some form of relationship- or 

sex-oriented therapies.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Stigma and cultural taboos have imposed 

great restrictions against open discussion 
and seeking timely help. The establishment 

of sexual health as an integral part of 

general health, thus an area that must be 
destigmatised, sets an immediate demand 

for sexual health training in medical 

settings. 

The ultimate redemption of sexual disorders 
is no longer just a clinical matter; it is the 

restoration of the human spirit, restoring 

confidence in partnerships and therefore 

goes one step further into building an 
inclusive, healthy perception of human 

sexuality itself. Upon creating awareness, 

reducing stigma, and embracing 
comprehensive care, we become a step 

closer to having sexual health identified, 

respected, and supported as an essential part 

of life. 
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