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Abstract: Sexual disorders can affect the general well-being of individuals including their relationships with their 
spouses/partners. This study was carried out to assess the frequency of sexual challenges among Nigerians with a view to 
increasing awareness and improving sexual health in the country. The study was an anonymous online survey carried out using 
Google Forms. Statistical analyses including rates and comparative analyses were carried out using MINITAB statistical 
software version 19. Of all respondents, 24% experienced sexual challenges of which 25.8% are female while 21.1% are male. 
Sexual challenges were significantly more common (p = 0.005) among women who had previously terminated a pregnancy for 
non-medical reasons (56.3%) compared to those who had not (19.6%). Lack of interest was the commonest sexual challenge 
reported by respondents occurring in 62.5% of all those who had sexual challenges and 81.3% of female respondents who had 
sexual challenges. Premature ejaculation (75%) was the most common sexual challenge reported by the male respondents. Only 
12.5% sought care from a health facility and the most common reason for not seeking care from a health facility was lack of 
awareness about where to get care (18.1%). Sexual challenges are common among Nigerians and negatively impact their 
well-being, particularly their relationships with their spouses/partners. There is a need to increase awareness about sexual 
challenges and improve the quality of available services. 
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1. Introduction 

Sexual health is an important aspect of the health of 
individuals that affects their general well-being. Sexual 
disorders can take various forms, all of which require proper 
investigation and management in order to improve the 
well-being of affected individuals. Based on ICD-11, 
disorders of sexual function are classified into four main 
types namely, disorders of desire, arousal, orgasm and sexual 
pain [1]. These disorders are not uncommon and may affect 
both men and women, and their partners or spouses. Previous 
reports have shown that the prevalence of sexual disorders 
varies widely ranging from as low as 21.2% among men and 
14% among women [2] to as high as 56.1% in men (erectile 
dysfunction) [3] and 80% in women [4]. 

Sexual disorders are more common among people with 
sedentary lifestyles, those with medical conditions such as 

diabetes, hypertension or previous pelvic surgery (including 
prostate), those taking medications [5, 6] and also among 
those who have experienced certain harmful traditional 
practices such as female genital cutting [7]. Other issues that 
may result in sexual disorders include gender based violence 
including previous sexual abuse, uncaring partners that do 
not pay attention to their partner’s sexual needs, excessive 
domestic chores, competition in polygamous settings and 
other social issues [8]. Physiological changes that occur with 
increasing age in both men and women (including 
menopause) may also be associated with sexual disorders [9]. 

Sexual disorders can affect the lives of individuals 
physically, psychologically or socially. Physical effects are 
mainly related to pain, infections as a result of bruising of the 
genital tract due to vaginal dryness, and subfertility [10]. 
Psychological issues that may arise due to sexual disorders 
include dissatisfaction with their sexual health, low 
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self-esteem, anxiety, and depression [5, 6, 10]. The main 
social issues experienced by individuals who have sexual 
disorder include marital/relationship discord that may result 
in divorce or a breakdown of such relationships, violence or 
extramarital affairs [6, 11]. Although these disorders affect 
the well-being of individuals, many do not seek treatment at 
health facilities for various reasons including lack of 
awareness of services, belief that sexual disorders are 
spiritual or one’s destiny, stigma, economic or sociocultural 
reasons [5, 8, 9, 11, 12]. There is also a widespread belief 
that individuals especially women should not discuss sexual 
issues with anyone including one’s spouse [2, 8-10, 13]. As a 
result of these beliefs, many people who have sexual 
disorders either do not seek treatment or seek treatment from 
sources outside health facilities such as religious institutions 
[11] especially as they may think that medical practitioners 
cannot offer any assistance for sexual disorders [2, 10]. 

This study was carried out to assess and document the 
frequency of sexual disorders among Nigerians and their 
attitudes relating to sexual disorders with a view to raising 
awareness on these issues and improving the sexual health in 
the country. 

2. Methodology 

The study was an anonymous online survey using Google 
Forms that was circulated to contacts via WhatsApp between 
April and September 2020. The sample was one of convenience 
based on the authors’ contacts who were also encouraged to 
share the survey link to their own contacts who are Nigerians 
and are based in Nigeria. A structured questionnaire was used to 
obtain information from the respondents. Data obtained from 
respondents included information on their general biodata (age, 
sex, religion, education, marital status, place of residence, 
number of children). In addition, information was obtained 
about their experiences of sexual health challenges, the effects 
of these challenges on their lives, and how they have addressed 
the challenges, with some options provided in addition to space 
for other responses that were not listed in the options. The 
questionnaire also sought information about their other 
reproductive health experiences such as knowledge and use of 
contraceptive methods, previous induced abortions for 
non-medical reasons. The questionnaire was pre-tested among 
contacts who were not health professionals and based on their 
inputs, modifications were made in order to ensure that the 
desired responses were obtained. The statistical analyses 
included rates and comparative analyses, and these were carried 
out using MINITAB statistical software version 19. The rates 
used in this paper are percentages. Statistical tests of association 
included chi-squared test, student’s t-test, and 95% confidence 
intervals. The level of significance used for all the tests of 
association was a p- value of less than 0.05. 

The limitations of the study are the convenience sampling 
and the use of an online survey both of which resulted in 
respondents being only those who are educated and have 
access to the internet. However, it is hoped that this study will 
serve as a catalyst for more robust population-based studies in 

this important and often neglected aspect of health. As 
challenges are self-reported, they are referred to as sexual 
challenges in this paper. 

3. Results and Discussion 

3.1. Results 

There were 106 responses and of these, six respondents 
were not resident in Nigeria (1 from Canada, 1 from United 
Kingdom, 1 from Kenya, 1 from Australia, and 2 from United 
States of America). The non-resident responses were excluded 
and the analysis carried out on the data obtained from the 100 
Nigeria-resident respondents. 

The respondents were made up of 62 women (62%) and 38 
men (38%) and majority had a Master’s degree (51%) while 
the rest had a first degree (32%), PhD (7%) and Professional 
Fellowship (5%). Majority were Christians (62%) while the 
rest were Muslims (38%) and most of them were married 
(76%) while the rest were single (17%), divorced (4%), 
widowed (2%) or separated (1%). The age of the respondents 
ranged from 22 to 60 years with a mean of 41.2 years and a 
median of 41 years (standard deviation = 7.41). 

The number of children that respondents had ranged from 0 
to 10 with a median of 2 and a mean of 2.22 (standard 
deviation = 1.83). Those who did not have any children were 
18% while those who had between 1 and 4 children comprised 
75% and the rest (7%) had 5 or more children. 

Majority of the respondents (76%) did not have any sexual 
challenges while the rest (24%) reported that they had sexual 
challenges. Sexual challenges were present among 25.8% of 
the female respondents and 21.1% of the male respondents. 
The chi-squared test did not show significant association 
between the sex of the respondent and the presence of sexual 
challenges (p = 0.59). There was also no significant 
association between the presence of sexual challenges and 
marital status (p = 0.13), religion (p = 0.67), or number of 
children (p = 0.81). The mean age of respondents who had 
sexual challenges was 42.7 years (standard deviation = 6.48) 
and 40.7 years (standard deviation = 7.66) among those who 
did not have sexual challenges. The difference in the mean 
ages (2.02 years) between these 2 groups of respondents was 
not statistically significant (p = 0.21) based on the t-test. There 
was no significant association between age and presence of 
sexual challenges among women (p = 0.58) or men (p = 0.19). 

Sexual challenges were reported by a significantly higher 
proportion (p = 0.004) of those who had previously aborted a 
pregnancy for non-medical reasons (41.7%) compared to 
those who had not had a previous non-medical abortion 
(14.5%). This difference was mainly among the female 
respondents in whom sexual challenges were present in 56.3% 
of those who had aborted a previous pregnancy for 
non-medical reasons compared to 19.6% of those who had not 
had an abortion for such reasons (p = 0.005). This statistically 
significant difference was not present in the male respondents. 

The details of the types of sexual challenges reported are in 
table 1 below. 
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Table 1. Types of sexual challenges among respondents. 

Sexual challenge Male Female Total 

Lack of interest 2 (25.0%) 13 (81.3%) 15 (62.5%) 
Vaginal dryness 0 5 (31.3%) 6 (25.0%) 
Premature ejaculation 6 (75.0%) 0 9 (37.5%) 
Painful intercourse 1 (12.5%) 4 (25.0%) 5 (20.8%) 
Lack of orgasm 0 4 (25.0%) 4 (16.7%) 
Delayed orgasm 1 (12.5%) 1 (6.3%) 2 (8.3%) 
Excessive desire 2 (25.0%) 1 (6.3%) 3 (12.5%) 
Partner not interested 1 (12.5%) 0 1 (4.2%) 
No more intimacy with spouse 0 1 (6.3%) 1 (4.2%) 
Erectile dysfunction 1 (12.5%) 0 1 (4.2%) 
More sexual desire with others 1 (12.5%) 0 1 (4.2%) 
Total number of respondents with sexual challenges* 8 16 24 

*The total number of respondents with sexual challenges is not equal to the sum of those with each type of challenge as over half of the respondents (62.5%) had 
more than one type of sexual challenge. 

Lack of interest was the commonest sexual challenge reported 
occurring in 62.5% of all those who had sexual challenges and 
81.3% of female respondents who had sexual challenges. 
Premature ejaculation (75%) was the most common challenge 
reported by the male respondents who had sexual challenges. 
Lack of interest was not significantly associated with any of the 
other sexual challenges based on the chi-squared test. However, 
lack of interest was completely absent among those who reported 
having excessive desire (0%) compared to those who did not 
report excessive desire 71.4% and this difference was statistically 
significant (p = 0.02) based on the chi-squared test. Among those 
who had lack of interest, there were more women (86.7%) 
compared to men (13.3%) and the difference was statistically 
significant (p = 0.007). Although those who reported lack of 
interest were slightly older (43.8 years) than those who did not 
report lack of interest (40.9 years), the difference was not 
statistically significant (p = 0.34). There was no significant 
difference (p = 0.93) between the ages of those who reported 
premature ejaculation (42.6 years) and those who did not (42.8 
years). There was also no significant association between age and 
vaginal dryness (p = 0.77), pain (p = 0.16), lack of orgasm (p = 
0.50), delayed orgasm (0.94), or excessive desire (0.43). Erectile 
dysfunction and other types of sexual challenges did not have 

enough data for a test of comparison. Among respondents who 
reported that they had lack of interest, several had multiple sexual 
challenges including vaginal dryness (20%), premature 
ejaculation (26.7%), painful intercourse (20%), lack of orgasm 
(26.7%), delayed orgasm (13.3%), and more desire with others 
rather than partner/spouse (6.7%). 

The presence of sexual challenges was significantly 
associated with non-use of contraceptives (p = 0.02) with 
34.8% of those not using contraceptives reporting that they 
had sexual challenges compared to 14.8% of those using 
contraceptives. Among respondents who had sexual 
challenges, non-use of the male condom was significantly 
associated with lack of interest (p = 0.03) but the male condom 
was not associated with any of the other sexual challenges 
based on the chi-squared tests. Among those who had sexual 
challenges, lack of interest was present among 28.6% of those 
using male condoms compared to 76.5% of those not using 
male condoms. 

Among respondents who had sexual challenges, more than 
a third (37.5%) did not seek any care and only 12.5% sought 
care from a health facility while the rest used traditional 
medicine, spiritual care, diet and lubricants as detailed in table 
2 below. 

Table 2. Type of care sought for sexual challenges. 

Type of care sought Male Female Total 

No care 3 6 9 (37.5%) 
Traditional medicine, herbs, local aphrodisiacs 2 3 5 (20.8%) 
Health facility care 1 2 3 (12.5%) 
Diet – fruit juices, foods 0 2 2 (8.3%) 
Lubricants 0 2 2 (8.3%) 
Spiritual care 1 2 3 (12.5%) 
Total number of respondents with sexual challenges 8 16 24 

 

Among those who used traditional medicine, all of them used 
some oral medication (100%) in addition to vaginal preparations 
(60%), preparations used to bath or steam (40%), and creams or 
lotions applied to the skin (20%). There was no significant 
association between the sex of the respondent and the type of care 
sought and there was no significant association between the type 
of sexual challenges and not seeking care based on the 
chi-squared tests of association (all p values were >0.05). Among 

those who received care for the sexual challenges, 37.5% felt that 
they care was effective and there was no need for additional care, 
25% felt that it was partially effective and that they would need 
additional care while 25% felt that the care was ineffective and 
that they would need to seek alternative care. The rest (12.5%) 
did not respond to this question. There was no significant 
association between the type of care sought and the perception of 
the effectiveness of the care received based on the chi-squared 
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tests (all p values were >0.05). The reasons given for not seeking 
care for sexual challenges from a health facility were not 

significantly associated with the sex of the respondent. Details 
are in table 3 below. 

Table 3. Reasons for not seeking care from a health facility. 

Reasons for not seeking care from health facility Male Female Total 

Don’t know where to get care 2 0 2 (18.1%) 
Uncomfortable discussing details 0 1 1 (9.1%) 
Too busy 0 1 1 (9.1%) 
It is not important to me 0 1 1 (9.1%) 
I don’t think it is a medical issue (lack of interest) 0 1 1 (9.1%) 
I don’t need it 1 0 1 (9.1%) 
Seems to be menopausal effects 0 1 1 (9.1%) 
Concerned about side effects of any treatment 0 1 1 (9.1%) 
Prefer natural remedies 1 0 1 (9.1%) 
Poor patient - provider relationships 1 0 1 (9.1%) 
Total* 5 6 11 

*Some respondents did not give any reason for not seeking care from a health facility. 

Majority of the respondents who had sexual challenges 
reported that it had some effect on the quality of their lives 
with almost half of respondents reporting more than one effect 

as detailed in table 4 below. One-fifth (20.8%) of respondents 
who had sexual challenges reported that it did not have any 
effect on their quality of life. 

Table 4. Effect of sexual challenges on the quality of life of respondents. 

Effect of sexual challenges on quality of life Male Female Total 

Strained relationship with partner 4 6 10 (41.7%) 
Get angry easily 2 7 9 (37.5%) 
Feel unhappy 2 6 8 (33.3%) 
Low self esteem 2 1 3 (12.5%) 
Working excessively 1 1 2 (8.3%) 
Have multiple sex partners 1 0 1 (4.2%) 
Husband has extra-marital relationship for 10 years 0 1 1 (4.2%) 
No effect 1 4 5 (20.8%) 
Total number of respondents who have sexual challenges* 8 16 24 

*The total number of respondents with sexual challenges is not equal to the sum of those who reported some effect of the problem as 45.8% of the respondents 
had more than one type of effect. 

There was no significant association between sex of the 
respondent and any of the effects of the sexual challenges on 
the quality of life based on the chi-squared tests (all p 
values >0.05). There was also no significant association 
between not seeking care and the effect of the sexual 
challenges on the quality of life based on the chi-squared tests 
(all p values >0.05). There was no significant association 
between the effects of sexual challenges and vaginal dryness, 
premature ejaculation, or painful intercourse (all p 
values >0.05). Although lack of interest was not significantly 
associated with other effects of sexual challenges, it was 
significantly associated with low self-esteem (p = 0.02) with 
none of the respondents who had lack of interest reporting low 
self-esteem compared to 33.3% of those who did not have lack 
of interest but had other sexual challenges. 

3.2. Discussion 

This study revealed that about a quarter (24%) of the 
respondents reported having some sexual challenges with more 
women (25.8%) reporting such challenges compared to men 
(21.1%). This is similar to previous reports that showed that 
sexual disorders are more common among women than men [1, 
3, 13], although a previous study among older adults in Nigeria 
revealed that more men reported sexual challenges than women 

probably because sexual challenges are perceived as a normal 
ageing process [14]. The overall prevalence of sexual 
challenges among men and women in this study is similar to 
what has been reported previously [15] but lower than findings 
from previous studies in Nigeria [4-6, 8] and elsewhere [1, 3, 10, 
13, 16, 17]. There are also reports of lower prevalence of sexual 
challenges than has been found in this study [18]. Although 
sexual challenges are associated with age especially among 
those who have medical conditions [5, 10, 15] and particularly 
among men [19], this study did not find any significant 
difference between the mean ages of those who had sexual 
challenges (42.7 years) and those who did not have such 
challenges (40.7 years). The lack of association with age in this 
study may be due to the sampling method which involved 
seeking responses from known contacts and their own contacts. 
In addition, the use of an online survey may also have excluded 
the older age groups who may not use the internet as much as 
younger people. There have also been other reports that did not 
find any association between sexual disorders and age and these 
reports have also suggested that this was due to limited age 
range with exclusion of older people in their samples [8, 9]. In 
addition some reports have found decreasing sexual disorders 
with increasing age among women probably because of 
decreasing frequency of sexual intercourse [4, 8, 10, 16]. There 
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have been reports of sexual challenges being more common 
among divorced or separated individuals [5, 6] and those who 
have more children [4, 9, 13], however, this study did not find 
any significant association between sexual challenges and 
marital status or number of children. This study also found that 
sexual challenges were more common among women who had 
previously aborted a pregnancy for non-medical reasons, in 
keeping with previous reports [20, 21] that suggested that this 
may be as a result of feelings of guilt, anxiety or depression 
because of the abortion, relationship problems due to the 
abortion or leading to abortion. However, some other 
researchers did not find any association between previous 
abortion and sexual challenges [9]. 

The most common sexual challenge reported was lack of 
interest (sexual desire disorder) which was present in 62.5% 
of all those who had sexual challenges and it was also the 
most common sexual challenge among women (81.3%). This 
is in keeping with previous studies that found disorders of 
desire to be the commonest sexual challenge among women 
[1, 4, 12, 13]. Among men, premature ejaculation was the 
most common challenge reported occurring in two-thirds of 
men who had sexual challenges in keeping with a previous 
report [19]. Erectile dysfunction was not common in this 
study (12.5%) probably because it is more common in older 
men [1, 3, 5, 6, 18] who were not included in this study due to 
the limitations in the sampling method. Premature 
ejaculation has been reported to be more common in younger 
men [1, 18], however, this study did not find any association 
between age and premature ejaculation similar to some other 
reports [18, 22]. Similarly, this study did not find any 
significant association between age and any other type of 
sexual challenge in contrast to previous studies that reported 
an association between sexual challenges and age [3, 4, 6, 9, 
16, 23]. 

Sexual challenges were reported by a significantly higher 
proportion of respondents who were not using contraceptives 
compared to those who were using contraceptives and further 
analysis revealed that this was a result of higher rates of lack 
of interest among those who were not using the male condom. 
This result is not unexpected given that those who lack interest 
are less likely to have sexual intercourse and thus, they are less 
likely to use male condoms. In addition, the use of 
contraceptives is likely to reduce anxiety about unplanned 
pregnancy and thus increase sexual satisfaction. There have 
been previous reports that did not find any association 
between contraceptive use and sexual challenges [4, 13, 24] 
while other researchers have reported a significant association 
between sexual challenges and use of contraceptives possibly 
due to the effect of hormones [16, 25, 26]. 

Half of the respondents who had sexual challenges did not 
seek care while only a small proportion sought care from a 
health facility (12.5%), and the rest treated the condition with 
traditional medicine, spiritual care, diet and lubricants. The 
most common reason for not seeking care was lack of 
awareness about where to get treatment while other reasons 
included normalization of symptoms and lack of awareness 
about the possible causes and treatment of these issues (not 

important, not a medical issue, caused by menopause, don’t 
need treatment), not being comfortable discussing such issues, 
concern about poor provider attitudes at health facilities, 
concern about side effects of any treatment and preference for 
natural remedies. This finding is similar to what has been 
reported by previous researchers showing a reluctance to seek 
care from health facilities for sexual challenges which may be 
as a result of lack of awareness about availability of services to 
address these issues [10, 24], normalization of symptoms [10, 
13, 14], fear of stigmatization [8], viewing sexual challenges 
as issues that should not be discussed openly [9, 11], or belief 
that sexual challenges cannot be treated medically [5, 10, 25]. 
The belief that sexual challenges are not amenable to medical 
treatment may also contribute to the preference for traditional 
medicine or spiritual care which was reported by a third of the 
respondents. Regardless of the type of care (health facility 
cares inclusive) received for sexual challenges, half of the 
respondents felt that such care was either partially effective or 
ineffective and that they would need additional care, 
suggesting a need for improvement of available services. 

The sexual challenges affected the quality of life of 
three-quarters of those who had these problems and the most 
common effect in both men and women was a strained 
relationship with their partner. Such strained relationships due 
to sexual challenges may lead to emotional stress, extramarital 
relationships, separation, divorce, or intimate partner violence 
as has been reported by previous researchers [6, 8, 11, 27]. 
Many of these respondents whose lives were affected, 
reported that the sexual challenges affected their lives in more 
than one way. It is interesting to note that none of the 
respondents who had lack of interest reported having low 
self-esteem and this may be due to the normalization of such 
symptoms as described above. 

4. Conclusion 

Sexual challenges are common in this environment, 
however, there is low awareness about the possible care that is 
available. There is a need to improve awareness about the 
causes of such problems and the available services in order to 
increase utilization of these services. The significant 
association between sexual challenges and, abortion and 
non-use of contraceptives should be explored further through 
population-based research and should be considered when 
counselling clients. Other areas that need further research 
include the reasons for non-use of health facilities for sexual 
challenges and how to increase demand for these services; the 
capacity of health facilities to provide sexual health services 
and; the relationship between sexual challenges and 
relationship discord including violence. Providers of 
reproductive health and other health services should actively 
seek information about sexual challenges in clients and 
address these issues in a sensitive manner and refer for further 
care as necessary. The capacity of health services to address 
sexual challenges should be improved in order to ensure 
availability of high-quality services, while also increasing 
demand and utilization of services. 
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