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Abstract
Introduction The biopsychosocial paradigm recognizes that
sexual development and sexual difficulties may have multi-
factorial etiologies related to physical, psychological, and
social factors. While physical and psychological factors are
acknowledged and identified, the influence of social factors
often receive less attention in clinical settings.
Aim This study aims to determine how social, cultural, and
religious factors and media influence may influence sexual
development, sexual relationships, and sexual function.
Method Review of the most recent literature addressing social
and cultural factors related to sexuality was conducted.
Conclusions The impact of culture should be recognized and
addressed and clinical recommendations are provided.

Keywords Sociocultural . Culture . Ethnicity . Cultural
sensitivity . Sexual dysfunction . Sexual function . Sexuality .

Religious beliefs

Introduction

The biopsychosocial paradigm recognizes that sexual difficul-
ties may have multifactorial etiologies related to physical,
psychological, and social factors [1]. While physical and

psychological factors are acknowledged and identified, and
have been extensively researched, the recognition of social
factors, which include cultural and religious identification,
media influence, and association with sexual and political
sub-cultures, has not received the same degree of attention,
yet may all influence sexual development, sexual relation-
ships, and sexual function. This chapter will review the
most recent literature addressing social and cultural factors
related to sexual disorders and will provide clinical
recommendations.

Aspects of sexuality that are influenced by culture include
values, such as decisions regarding appropriate sexual
behaviors, suitable partner or partners, appropriate age of
consent, as well as who is to decide what is appropriate.
Sociocultural beliefs across the globe influence the answers
to each of these questions and in many cases these charac-
teristics are seen as integral to culture. In describing some
cases where culture has affected sexuality, specific cultural
beliefs should not be used to create stereotypes regarding
specific cultures, rather, to gain an appreciation for the affect
culture can have on sexuality.

A Changing World

Characterizations of sexuality have traditionally been influ-
enced by both religious and philosophical writings [2].
However, in recent years, altering beliefs and a significant
change of attitude have been seen with regards toward same
sex marriage (SSM). The legal status of same sex couples was
not even placed on the ballot to vote on in the USA only two
decades ago [3] while today SSMhas been legalized in several
countries. Additionally, consensual non-monogamy, swing-
ing, and polyamory appear to have become more prevalent.
In the 1970s, there was an estimated 1–2% of married couples
that had at one time been involved in swinging [4]. This
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number has risen to as high as 8 million people currently
involved in swinging in the USA [5–7]. Furthermore,
Canada has legalized swinger clubs in 2005 [7]. A survey of
375 primarily female undergraduate participants from Poland
and the UK found that even with more liberal beliefs toward
sexuality, monogamy and polygamy are still seen as more
favorable than open and swinging relat ionships.
Unauthorized infidelity was found to be viewed as significant-
ly more negative [8]. It is important to be aware of the chang-
ing perceptions toward sexuality even where they may con-
flict with one’s own beliefs.

Acculturation and Immigration

Acculturation or the process of adaptation that occurs when an
immigrant raised in one culture arrives in another country with
a different culture is another manner by which sociocultural
influences can be examined. With more than 3 % of the cur-
rent worldwide population being immigrants [9, 10], investi-
gation of acculturation has become a very powerful tool in
examination of sexuality within cultural minorities and immi-
grant population.

During the process of acculturation, a family may attempt
to retain their patriarchal traditions. This may include the
idea of a Bvirtuous^ woman that may clash with the
Bhypersexualized^ media and culture to which they are
exposed. Becoming westernized is synonymous with promis-
cuity in many communities. In some cases, the addition of a
new language gives a woman a way to express issues that
were taboo in her language of origin [11]. Evaluating the
client’s level of acculturation may be useful in determining
how best to discuss sexuality in context of culture of origin.

Religious Beliefs Affect Sexuality

An additional sociocultural factor that is intricately associated
with sexuality is religious beliefs and traditions. Values and
traditions regarding sexual meaning, ritual, and practice are
essential parts of many religions. Factors such as sexual guilt
and shame have been reported in the literature in association
with religious influences [12, 13]. However, the degree to
which religious beliefs and observance affects sexual function
is still unknown [13].

Traditional values that may restrict access to knowledge
about sex or stress restricted and limited sexual behaviors
may impact sexuality through their influence on emotions
including guilt and anxiety [14••]. In the presentation of guilt,
shame, or anxiety, discussion of religious beliefs may expose
underlying conflicts. A woman’s self-worth may be affected
by how she perceives herself in others’ eyes. She may feel that
others are judging her now that she is sexually active. This
contributes to how she views herself, and if her self-image is
negatively affected, her sexual problems will be perpetuated

[15]. Finally, the extent to which normative sexual behaviors
may be considered pathological may be governed by religious
and cultural beliefs, such that both men and women may re-
port feelings of guilt due to masturbatory habits [16, 17].

Culture Defines Sexuality

Lo and Ko [18] assert that women in Asia rarely consid-
er a lack of sexual desire to be abnormal because
Asian women are not entitled to have sexual desire.
Additionally, cultural beliefs such as the Hispanic
American male’s machismo and female’s Bmarianismo^
[19•] as well as the Iranian women’s maintaining an ex-
pected Bkhanoum-like^ image (maintenance of her
family’s honor) [20•] have been implicated in affecting
sexual satisfaction. The concept of marianismo, rooted in
Catholicism, places the Latino woman in a role of sexual
morality, honor, self-sacrifice, passivity, and care-taking
while machismo defines a male’s role of masculinity
[19•]. The Hispanic males role of machismo can be tem-
porarily fulfilled by having intercourse but ultimately on-
ly pregnancy, either premarital or during marriage, is
authentic proof of his machismo or manliness [21].

The idea of gender stereotypes within a culture can be
seen with the Hijra of India. Chakraborty [22] describes
the Hijra of North India as a world of the Bother^; the
Bother^ being women or men who do not fit expected
gender norms, such as women who fail to menstruate
and transgender males. These individuals are seen as vul-
gar in their culture and are forced to live in their own
isolated communities. The existence of the class defined
as Hijra has the potential of causing undo stress to the
Indian male, due to fear of possibly being perceived as
Hijra, and subsequently being expected to undergo the
process of nirvana or rebirth as a women followed by
possible castration by a Guru [22].

In an interview with 50 Bangladeshi men, power over
women was described as Bnatural^ and Bnormal.^ Sexual in-
tercourse, described as a Bgame^ (khela), is the only compe-
tition of the sexes, and therefore, this is the only game a man
may lose to a woman, a threat to his natural power over the
woman [23]. The shame of Blosing^ or ejaculating before the
woman wants to stop threatens the masculine sexuality.
Negativity toward premature ejaculation is also seen among
Muslims men in the UK, who describe premature ejaculation
as a punishment [24].

A clinician can examine underlying cultural beliefs that
may cause a client’s understanding of normal sexuality or
sexual function to deviate from Western definitions which
lean more heavily on empirical evidence and research-based
concepts. Additionally, they may address sources of anxiety
that may be stem from cultural expectations.
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Culture Influences the Appropriate Number of Partners
Within a Marriage

Cultural influences on decisions regarding the appropriate
number of partners have been seen worldwide. The belief that
polygamy is legitimate by Shari’ah law is considered norma-
tive in Indonesia, especially by Islamist and Salfi groups. The
majority of Indonesians do not support this practice [25]. The
number of years of education has been shown to impact
rates of polygamy among West African Women. Southern
Ghana, Southern Nigeria, and Southwestern Kenya all
showed higher levels of education as well as lower levels of
polygamy [26]. In the setting of polygamy, clinicians should
be aware of influences additional parties may have on the client.

Culture Defines Age of Consent

Currently, there are an estimated 700 million women and 156
million men that were married under the age of 18 [27, 28].
Early age marriage was found to be associated with education
and economic status in Nepal [29]. Although Islamic/Arabic
cultures are portrayed as more repressive to sexual relation-
ships, they approve of sexual intercourse at younger ages if
married. Although there is no age restriction to marriage in
Saudi Arabia, reaching puberty is generally accepted as
marriageable. In some cases, a girl may be married before
puberty with the condition that consummation does not take
place until after puberty, with the risk of legal action if the
husband does consummate the marriage earlier [30].
Maswikwa et al. found that countries that had anti-child
marriage laws had 40 % less child marriages as well as
25 % lower teenage pregnancies [31].

The Triangle of Love

The triangular theory of love developed by Sternberg [32]
includes three major components: (1) passion, (2) intimacy,
and (3) commitment. Generally Western relationships are
based on these components. Initially, there is passion and
idealization, a development of intimacy and attachment,
culminating in commitment and marriage. Traditionally,
faith-based cultures may bypass one or more of these phases
in cases where the family or community arranges the
marriages. Here a couple may only become acquainted,
perhaps gain a friendship while gaining no intimacy. This
creates a moment where a fundamental shift from complete
lack of intimacy to complete sexual intimacy presents. This
can lead to a knowledge and communication gap between the
partners with regard to sexual expectations [33].

Sexual motives vary from culture to culture. In cultures
where sexuality is viewed as an expression of love, devotion,
and intimacy, sexual dysfunction may be seen as a threat to
the relationship. Where sexuality is viewed as a source of

pleasure, disruption of sexual function leads to decrease
in quality of life and satisfaction. However, when moti-
vation is reproduction and a marital duty, sexual
dysfunction has a completely different meaning and
individuals will present with different sexual problems.
French men and women associated sexual activity with
pleasure (44 %) and love (42.1 %) while rarely with
procreation, children, and motherhood (7.8 %) [34].
In Mozambique, women see sexual encounters as plea-
surable and successful when the purpose is to become
pregnant [35].

Sexual Education—Sexual Imagery

Sexual education has been shown to impact sexual func-
tion. When sexual education is lacking, it may be to the
detriment of a healthy sexual relationship, such as with
unconsummated marriages [36]. Unconsummated mar-
riage is social phenomenon as opposed to a specific
sexual dysfunction and refers to a situation whereby a
married couple has not engaged in intercourse. As the
expectation to have intercourse for the first time on the
wedding night exists in traditional and faith-based cul-
tures, as opposed to in modern Western society, the
phenomenon is common in traditional populations.
While reasons for unconsummated marriage may vary,
from a specific sexual dysfunction to psychological and
dynamic factors, lack of education about sex, knowl-
edge of genital anatomy, or the physiology of sex are
common contributors [36].

Prospective marriages in the Ultra-Orthodox Jewish
culture are traditionally set up by a matchmaker. After
receiving parental approval, the boy typically meets the
girl in a public place to converse. This process lacks phys-
ical intimacy and the couple may decide to become en-
gaged after a number of meetings [37]. For many
Orthodox Jews, the first sexual education they receive
follows engagement. Responses from 380 Orthodox
Jewish women, most of whom were virgins on their wed-
ding night, found that 50 % felt insufficiently prepared for
married sexual life [38]. Additionally, insufficient knowl-
edge of sexual intercourse has been shown to contribute
to development of vaginismus among Arab women [39].

Sexual education may come from many different
sources. In Iran and Turkey, sexual information was
most commonly gained from friends or the media. In
China, a survey of medical students found that 59 %
gained sexual knowledge from magazines and booklets,
25 % from radio and movies, 12 % through school, and
3–4 % from parents [40]. A small survey of low income
Black, Hispanic, and Multiracial 17–18-year olds in the
USA found that 78 % of males and 50 % of females
had viewed pornography more than 10 times in the past
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year while 11 % of males viewed pornography many
times a day. Pornography viewing was described as a
method of enhancing sexual education for both genders
[41•].

Ybarra [42] describes sexual media as virtually impossible
for youth to avoid. Exposure to sexual material was found to
relate with having sex and coercive sex. An increase in sexual
violence victimization was also observed. Interestingly,
Ybarra [42] found that longer standing forms of media such
as TV and movies as opposed to Internet affected sexual be-
havior outcomes [42] Pizzol et al. found that among 1565
students 77.9 % of whom viewed pornography, 10 % reported
reduced sexual interest toward potential real-life partners and
9.1 % described an addiction to pornography [43]. In addition
to teenagers actively viewing sexual imagery, in 2008 it was
revealed that 20 % of US teenagers sexted, taking an active
role in disseminating sexually explicit images via mobile
phone and the internet [44, 45].

Cultural Impact on Sexual Dysfunction

In addition to influencing sexuality, culture has also
been shown to affect the presentation of sexual dysfunc-
tion. The 5th edition of the Diagnostic and Statistical
Manual of Mental disorders (DSM-5) includes four male
and three female sexual disorders. Male sexual disorders
include the following: (1) delayed ejaculation, (2) erec-
tile disorder, (3) premature (early) ejaculation, and (4)
male hypoactive desire disorder. The female sexual dis-
orders include the following: (1) sexual interest/arousal
disorder, (2) genito-pelvic pain/penetration disorder, and
(3) female orgasmic disorder. In addition, a new group
of associated features includes among others: cultural or
religious factors (e.g., inhibitions related to prohibitions
against sexual activity or pleasure; attitudes toward sex-
uality), which orient the clinician to assess for the im-
pact of culture and religious factors on the individual’s
sexual functioning [46, 47].

While sexual dysfunction is seen worldwide, the pre-
senting symptoms as well as expectations in treatment
may vary. Western-defined dysfunction may present
with a culturally appropriate explanation and treatment
such as was the case in areas of rural Iran where pa-
tients with unconsummated marriages believed that they
were Blocked^ and required to be Bopened^ by a tradi-
tional healer [48]. Yasan et al. [49] explains how a
newlywed suffering from vaginismus—involuntary con-
traction of the pelvic floor muscle group leading to
painful and/or impossible vaginal penetration—has an
enormous social pressure to consummate the marriage
on the first night of marriage or soon thereafter. An
unconsummated marriage could expose these women to
a loss of social status and additional trauma.

Cultural beliefs do not always correlate with the
practitioner’s views. For example, practice of Bdry sex^
observed in Sub-Saharan Africa as well as Asia and
Latin America is described as a voluntary modification
of the vagina to create a virgin like state, to represent a
woman’s youthfulness as well as create more friction for
more enjoyable intercourse. This practice correlates with
the Zulu of South-Africa tradition describing copious
lubrication to be seen as a product of disease or infi-
delity [35, 50–52]. Western clinicians are more prone to
see vaginal dryness presented as a dysfunction such as
with a lack of sexual arousal [53, 54].

While sexual dysfunction such as unconsummated mar-
riages may present within both Western and non-western cul-
tures, there are sexual dysfunctions that may present as dis-
tinct dysfunctions practically unseen anywhere else in the
world.

Kumar et al. [55] describes an outbreak of Koro af-
fecting thousands of people that took place in India in
2010. Patients, typically young unmarried males, pre-
sented with B(1) tingling sensation that starts from the
thigh and goes to the abdomen or other parts of the
body. (2) Shortening of the penis. (3) Severe degrees
of anxiety with increased worrying about his genitalia,
restlessness, help seeking behavior, increased sweating
and a fear of death^ [55]. Although recently Koro has
presented with sociocultural origin, the Bphysiological
disappearance of the penis^ is termed by some authors
as a universal syndrome due to it having been described
in Europe during medieval times in Europe [56, 57].

Cultural influences may be seen with regards to de-
layed treatment of sexual dysfunction among Muslim
women due to ideals of modesty, as well as preference
of same gender therapist [58••]. Ribner [59] explains
that it may be critical to incorporate religion into the
therapy and, in some cases, even involve clergy. It is
important to explore these expectations and avoid mis-
representation in the development of culturally appropri-
ate care. Failure to address cultural dissonance may lead
to patients failing to return for follow-up appointments,
leaving them as an underserved population [60].

Interview in a Culturally Appropriate Way

Sexual health assessments should include a cultural intake and
follow guidelines such as the recommendations from the 4th
International Consultation on Sexual Medicine presented in
Table 1 [61].

Evaluation of the importance and effects of culture re-
quires cross-cultural scales that currently do not reflect
cultural diversity very well [62]. Lacking these cross-
cultural scales, clinicians must use verbal interviews to
gain a sensitivity of the patients’ culture [63]. Broad
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direction has been advised to include four points [64]: (1)
awareness of differences, (2) knowledge of the client’s
culture, (3) distinguishing between pathology and culture,
(4) use of a culturally appropriate therapy.

When conducting a sexual health interview, the inter-
viewer must cultivate an environment in which the cli-
ent’s sociocultural and religious values can be properly
examined with awareness and sensitivity. The fear of
appearing to be uninformed or ignorant of another’s
cultural norms leads to hesitancy in approaching sensi-
tive topics. Political correctness, especially regarding the
immigrant and minority populations within Western
countries, is a source of hesitation in addressing aspects
of the client’s sexuality that may be important for treat-
ment. While clinicians must make a conscious effort to
increase their knowledge and awareness of their pa-
tients’ culture, an open conversation is most effective
in examining the patient’s personal cultural values.
Hanson et al. [65] has found that of 149 psychologists
studied, 27 % rarely or never referred their clients to a
therapist more culturally appropriate. Additional re-
sources should be reviewed to expand the clinician’s
sensitivity [14••, 62, 66••]. Acculturation should be in-
cluded in discussions regarding client’s culture, an area
which culture-centered research is currently lacking
clear consensus. Assumptions of a client’s cultural
values due to appearances will inhibit proper evaluation
of client specific goals and expectations.

Sensitivity to a culture does not indicate agreement with the
client’s beliefs rather it is a method by which to accept that
there are differences in values. Introspection of one’s own
feelings and beliefs is needed to allow for the client’s needs
to be addressed without influence from the clinician’s precon-
ceptions. This includes acknowledgement of one’s own limi-
tations in providing proper care.

While a client may not expect all clinicians to understand
all values and practices of all cultures, the client does expect a
sensitive atmosphere in which to discuss them. Generally, the
client is happy to discuss the values, rituals, and practices of
their culture.

A clinician should be aware of issues that may pres-
ent in the treatment of religious clients. These include
restrictions against premarital sex, as well as certain
sexual practices even after marriage. These may include
restrictions on masturbation, condom use, sexual posi-
tions, and extra-vaginal ejaculation. Always ask the cli-
ents directly regarding their personal practices, as as-
sumptions may prove to be incorrect. Use the couples
input to create and modify the treatment plan as needed
[12, 14••, 67]. Additionally, the couple may want to
consult their religious leaders during the course of plan-
ning and treatment for input.

Conclusions

The impact of culture must be addressed when ap-
proaching sexuality. Clinicians should be aware and
attempt to gain an understanding of the different cul-
tural beliefs with which their clients may present.
These principles affect all aspects of sexuality includ-
ing beliefs regarding an appropriate partner or partners,
appropriate age of marriage, appropriate sexual behav-
iors as well as how they should be approached by the
clinician. Cultural sensitivity and awareness is an im-
portant aspect of any clinician-client relationship and
must be used to develop a culturally appropriate treat-
ment for the client. While social factors and culture
contribute to sexuality, its effect in relation to accultur-
ation is still unknown, making the interview an impor-
tant part of learning about the client’s cultural influ-
ences that must be addressed.
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Table 1 Recommendations of the 4th International Consultation on Sexual Medicine

Recommendation LOE/Grade

Evaluate patients and their partners in the context of culture. 4/Grade C

Evaluate distressing sexual symptoms regardless of whether they are a recognized dysfunction. 4/Grade C

Conduct a culturally sensitive interview that acknowledges cultural factors and language barriers and includes
agreement on what language and style would feel most comfortable for the client or couple.

4/Grade C

Assess heterosexual couples presenting with unconsummated marriage for the presence of female (vaginismus)
or male sexual difficulties (e.g., premature ejaculation) and impact on each other.

4/Grade C

Develop culturally and religiously sensitive assessment skills. 4/Grade C

Suspend preconceptions about clients’ race/ethnicity/gender/sexuality and that of their family members. 4/Grade C

148 Curr Sex Health Rep (2016) 8:144–150

Author's personal copy



References

Papers of particular interest, published recently, have been
highlighted as:
• Of importance
•• Of major importance

1. Berry MD, Berry PD. Contemporary treatment of sexual dysfunc-
tion: reexamining the biopsychosocial model. J Sex Med.
2013;10(11):2627–43.

2. Agocha, V. Bede, Marysol Asencio, and Carlos Ulises Decena.
Sexuality and culture. 2014.

3. Yi J. (Re) drawing the lines on marriage and sexuality. The Political
Quarterly. 2013;84(4):497–505.

4. Jenks RJ. Swinging: a review of the literature. Arch Sex Behav.
1998;27(5):507–21.

5. Matsick JL et al. Love and sex: polyamorous relationships are per-
ceived more favourably than swinging and open relationships.
Psychology & Sexuality. 2014;5(4):339–48.

6. Vaillancourt KT, AL Few-Demo. Relational dynamics of swinging
relationships: an exploratory study. The Family J (2014):
1066480714529742

7. Kimberly C. Permission to cheat: ethnography of a swingers’ con-
vention. Sexuality & Culture. 2016;20(1):56–68.

8. Grunt-Mejer K, Campbell C. Around consensual nonmonogamies:
assessing attitudes toward nonexclusive relationships. J Sex Res.
2016;53(1):45–53.

9. Besharov DJ, Lopez MH. Adjusting to a world in motion: trends in
global migration and migration policy. Oxford: Oxford University
Press; 2015.

10. http://www.unfpa.org/migration
11. Espín OM. BMaking Love in English:^ language in psychotherapy

with immigrant women. Women & Therapy. 2013;36(3–4):198–
218.

12. So H-w, Cheung FM. Review of Chinese sex attitudes & applica-
bility of sex therapy for Chinese couples with sexual dysfunction. J
Sex Res. 2005;42(2):93–101.

13. Ribner DS. Determinants of the intimate lives of Haredi (Ultra-
Orthodox) Jewish couples. Sexual and Relationship Therapy.
2003;18(1):53–62.

14.•• Kellogg Spadt S, Rosenbaum TY, Dweck A, Millheiser L, Pillai-
Friedman S, Krychman M. Sexual health and religion: a primer for
the sexual health clinician (CME). J SexMed. 2014;11(7):1607–18.
quiz 1619. An overview of how specific religions view sexuality
and its implications. Examines Catholicism, Judaism,
Hinduism, Islam, Buddhism and Mormonism/Latter-Day
Saints (LDS) Church.

15. Rosenbaum. Applying theories of social exchange and symbolic
interaction in the treatment of unconsummated marriage/relation-
ship. Sexual and Relationship Therapy. 2009;24:1,38–46.

16. Aneja J et al. Can masturbatory guilt lead to severe psychopathol-
ogy: a case series. Indian J Psychol Med. 2015;37(1):81.

17. Carvalheira A, Leal I. Masturbation among women: associated fac-
tors and sexual response in a Portuguese community sample. J Sex
Marital Ther. 2013;39(4):347–67.

18. Lo SS, KokWM. Sexual behavior and symptoms among reproduc-
tive age Chinese women in Hong Kong. J Sex Med. 2014;11(7):
1749–56.

19.• Kiran MH, Gisela Leija S, Lewis F, Sanchez B. Unveiling sexual
identity in the face of marianismo. J Fem FamTher. 2015;27(2):72–
92. This paper describes the effect cultural values have on
Latina women with regards to marianismo and machismo.
Includes organized system by which Latina women in the U.S.
can explore their cultural narrative with a therapist.

20.• Rashidian M, Hussain R, Minichiello V. ‘My culture haunts me no
matter where I go’: Iranian-American women discussing sexual and
acculturation experiences. Cult Health Sex. 2013;15(7):866–77.An
interesting exploration of the acculturation process for 24
Iranian-American women. Describes the process of leaving
Iran, exploring the U.S. and developing a new self-
identification as acculturation takes effect.

21. Stevens EP. Machismo and marianismo. Society. 1973;10(6):57–
63.

22. Chakraborty K. The North Indian Hijra identity: sexual and gender
stratification. Studies in Humanities and Social Sciences.
2015;14(1).

23. Khan SI, Hudson-Rodd N, Saggers S, Bhuiyan MI, Bhuiya A,
Karim SA, et al. Phallus, performance and power: crisis of mascu-
linity. Sexual and Relationship Therapy. 2008;23(1):37–49.

24. RichardsonD,Wood K, Goldmeier D. ORIGINALRESEARCH—
EJACULATORYDISORDERS: a qualitative pilot study of Islamic
men with lifelong premature (rapid) ejaculation. J Sex Med.
2006;3(2):337–43.

25. Smith BJ. Sexual desire, piety, and law in a Javanese Pesantren:
interpreting varieties of secret divorce and polygamy,
Anthropological Forum. Vol. 24, vol. No. 3: Routledge; 2014

26. Fenske J. African polygamy: past and present. J Dev Econ.
2015;117:58–73.

27. Svanemyr J et al. Research priorities on ending child marriage and
supporting married girls. Reprod Health. 2015;12(1):80.

28. http://www.unicef.org/media/files/Child_Marriage_Report_7_17_
LR.pdf

29. Sah RB et al. Factors affecting early age marriage in Dhankuta
Municipality, Nepal. Nepal J Med Sci. 2014;3(1):26–30.

30. Al-Hakami, Husain, and Kenneth McLaughlin. Debateable mar-
riages: marriage and child marriage in Saudi Arabia. Marriage &
Family Review just-accepted. 2016

31. Maswikwa B et al. Minimummarriage age laws and the prevalence
of child marriage and adolescent birth: evidence from Sub-Saharan
Africa. Int Perspect Sex Reprod Health. 2015;41(2):58–68.

32. Sternberg RJ. A triangular theory of love. Psychol Rev. 1986;93(2):
119–35.

33. Ribner DS, Rosenbaum TY. Evaluation and treatment of uncon-
summated marriages among Orthodox Jewish couples. J Sex
Marital Ther. 2005;31(4):341–53.

34. Marie-Hélène Colson MD, Antoine Lemaire MD, Philippe Pinton
MD, Karim Hamidi MD, Patrick Klein MD. ORIGINAL
RESEARCH—COUPLES’ SEXUALDYSFUNCTION: sexual be-
haviors and mental perception, satisfaction and expectations of sex
life in men and women in France. J Sex Med. 2006;3(1):121–31.

35. Bagnol B, Mariano E. Vaginal practices: eroticism and implications
for women’s health and condom use in Mozambique. Cult Health
Sex. 2008;10(6):573–85.

36. RosenbaumTY. Applying theories of social exchange and symbolic
interaction in the treatment of unconsummated marriage/relation-
ship. Sexual and Relationship Therapy Volume. 2009;24(1):38.

37. Milevsky A et al. A phenomenological examination of dating atti-
tudes in ultra-Orthodox Jewish emerging adult women. Mental
Health, Religion & Culture. 2011;14(4):311–22.

38. Friedman M et al. Observant married Jewish women and sexual
life: an empirical study. J Sex Med. 2009;11:1606–19.

39. Muammar T et al. Management of vaginal penetration pho-
bia in Arab women: a retrospective study. Ann Saudi Med.
2015;35(2):120.

40. Malek A, Bina M, Shafiee-Kandjani AR. A study on the sources of
sexual knowledge acquisition among high school students in north-
west Iran. Arch Iran Med. 2010;13(6):537.

41.• Rothman EF et al. BWithout porn… i wouldn’t know half the things
i know now^: a qualitative study of pornography use among a
sample of urban, low-income, Black and Hispanic youth. J Sex

Curr Sex Health Rep (2016) 8:144–150 149

Author's personal copy

http://www.unfpa.org/migration
http://www.unicef.org/media/files/Child_Marriage_Report_7_17_LR.pdf
http://www.unicef.org/media/files/Child_Marriage_Report_7_17_LR.pdf


Res. 2015;52(7):736–46. Interviews with 23 teens Black and
Hispanic teens shows to what extent sexual imagery is available
and being used as a source of education.

42. Ybarra ML, Strasburger VC, Mitchell KJ. Sexual media exposure,
sexual behavior, and sexual violence victimization in adolescence.
Clin Pediatr. 2014;53(13):1239–47.

43. Damiano P, Alessandro B, Carlo F. Adolescents and web porn: a
new era of sexuality. Int J Adolesc Med Health. 2015.

44. National Campaign to Prevent Teen and Unplanned Pregnancy. Sex
and tech: results from a survey of teens and young adults.
Washington, DC: National Campaign to Prevent Teen and
Unplanned Pregnancy; 2008.

45. Rollins J. Sexting cyberchildren: gender, sexuality, and childhood
in social media and law. Sexuality & Culture. 2015;19(1):57–71.

46. DSM-5 American Psychiatric Association. Diagnostic and statisti-
cal manual of mental disorders. Arlington: American Psychiatric
Publishing; 2013.

47. Graham CA. The DSM diagnostic criteria for female sexual arousal
disorder. Arch Sex Behav. 2010;39(2):240–55.

48. Zargooshi J. Unconsummated marriage: clarification of
aetiology; treatment with intracorporeal injection. BJU Int.
2000;86(1):75–9.

49. Aziz Yasan MD, Nurten Akdeniz MD. Treatment of lifelong vagi-
nismus in traditional Islamic couples: a prospective study. J Sex
Med. 2009;6(4):1054–61.

50. Hilber AM et al. Vaginal practices as women’s agency in Sub-
Saharan Africa: a synthesis of meaning and motivation through
meta-ethnography. Soc Sci Med. 2012;74(9):1311–23.

51. Levin RJ. Wet and dry sex—the impact of cultural influence in
modifying vaginal function. Sexual and Relationship Therapy.
2005;20(4):465–74.

52. Adriane MH, Hull TH, Preston-Whyte E, Bagnol B, Smit J,
Wacharasin C, et al. A cross cultural study of vaginal practices
and sexuality: implications for sexual health. Soc Sci Med.
2010;3(70):392–400.

53. Salvatore S. Sexual function after delivery, childbirth-related pelvic
floor dysfunction. Springer International Publishing; 2016. p. 101–4

54. Ebrahimi M et al. Sexual dysfunction in breast cancer: a case-
control study. Archives of Breast Cancer. 2015;2(1):15–20.

55. Kumar R, Phookun HR, Datta A. Epidemic of Koro in North East
India: an observational cross-sectional study. Asian J Psychiatry.
2014;12:113–7.

56. Adeniran RA, Jones JR. Koro: culture-bound disorder or universal
symptom? Br J Psychiatry. 1994;164(4):559–61.

57. Mattelaer JJ, Jilek W. Koro—the psychological disappearance of
the penis. J Sex Med. 2007;4(5):1509–15.

58.•• Vu M et al. Predictors of delayed healthcare seeking among
American Muslim women. J Women’s Health. 2016. An impor-
tant paper that brings attention to how women concerned of
modesty may delay treatment.

59. Ribner DS. Modifying sensate focus for use with Haredi (Ultra-
Orthodox) Jewish couples. J Sex Marital Ther. 2003;29(2):165–71.

60. Moreira Jr ED, Brock G, Glasser DB, Nicolosi A, Laumann EO,
Paik A, et al. Help-seeking behaviour for sexual problems: the
global study of sexual attitudes and behaviors. Int J Clin Pract.
2005;59(1):6–16.

61. Atallah S, Johnson-Agbakwu C, Rosenbaum T, Abdo C, Byers S,
GrahamC, et al. Ethical and sociocultural aspects of sexual function
and dysfunction in both sexes. J Sex Med. 2016;13:591–606.

62. Hall KSK, Graham CA. The cultural context of sexual pleasure and
problems: psychotherapy with diverse clients: Routledge; 2012.

63. López SR, Grover KP, HollandD, JohnsonMJ,Kain CD,Kanel K, et
al. Development of culturally sensitive psychotherapists. Professional
Psychology: Research and Practice. 1989;20(6):369–76.

64. David SR, Kleinplatz P. Culture diversity and sensitivity in sex
therapy. In: New directions in sex therapy: innovative and alterna-
tives. 2nd ed. New York: Routledge; 2012. p. 161–74.

65. Hansen ND, Randazzo KV, Schwartz A, Marshall M, Kalis D,
Frazier R, et al. Do we practice what we preach? An exploratory
survey of multicultural psychotherapy competencies. Professional
Psychology: Research and Practice. 2006;37(1):66–74.

66.•• Russell F. Clinical manual of cultural psychiatry. AmPsychiatr Pub.
2015. Examines cultural psychiatry in depth including inter-
view and assessment guidance. Although this book does not
focus specifically on sexuality or sexual therapy, it supplies a
basis on which cultural therapy can be examined as well as
helps develop an understanding of why a dysfunction may be
present.

67. Ahmed S, Amer MM. Counseling Muslims: Handbook of Mental
Health Issues and Interventions. 2013. p. 346

150 Curr Sex Health Rep (2016) 8:144–150

Author's personal copy


	The Impact of Culture and Ethnicity on Sexuality and Sexual Function
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	A Changing World
	Acculturation and Immigration
	Religious Beliefs Affect Sexuality
	Culture Defines Sexuality
	Culture Influences the Appropriate Number of Partners Within a Marriage
	Culture Defines Age of Consent
	The Triangle of Love
	Sexual Education—Sexual Imagery
	Cultural Impact on Sexual Dysfunction
	Interview in a Culturally Appropriate Way

	Conclusions
	References
	Papers of particular interest, published recently, have been highlighted as: • Of importance •• Of major importance



