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Abstract
Sexual dysfunction is a major problem besetting the sexual life of couple. It is a disturbance in the sexual desire and responses of married adults. Therefore, this study examined risk factors and consequences of sexual dysfunction among married adults in Ibadan Metropolis, Oyo State. Descriptive survey method was used for the conduct of this study. The population consisted of all married adults in Oyo State while the target population comprised married adults selected from 6 districts in Ibadan Metropolis. Simple random and convenient sampling procedures were used to select 250 respondents that participated in the study. Questionnaire designed by the authors was used to gather data from the consented respondents. Analysis of the data collected was done using descriptive and inferential statistics at 0.05 level of significance. The findings of this study revealed that substance abuse, stress, diabetes, alcohol consumption, sexually transmitted diseases were risk factors of sexual dysfunction among married adults in Ibadan Metropolis. It was also found that constant conflict, depression, anxiety and body pains are some of the consequences of sexual dysfunction. The result also indicated that the gender of respondents had no significant influence on the risk factors as well as consequences of sexual dysfunction while significant differences were noted based on age. It was concluded that married adults should seek the help of counsellors to reduce the trauma associated with sexual dysfunction.
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Introduction
Family is the fundamental unit of the society. Healthy family is the bedrock of healthy society. Marriage and martial relationships are the beginning of a family. Marriage is a loving relationship that exists between husband and wife. Traditionally, it is a social institution practically organized for matured man and woman to promote mutual growth and enduring affection.  The purposes of marriage include procreation, sexual gratification, companionship, religious injunction, economic empowerment, political demands among others. The benefits of marriage can be felt physically, emotionally, socially and financially. The success of a marital relationship fundamentally depends on the sexual relationships and satisfaction between the couples; while unresponsiveness to the sexual needs of partner in a relationship can cause disharmony and irreversible damage. The roles of sex as a medium of communication and spousal interaction cannot be quantified. Oniye (2008) remarked that ignorance of the sexual needs of individuals in marriage can lead to broken homes and extra-marital affairs. Inability to perform up to the partner’s expectation in a sexual relationship is termed as a weakness. A good sexual life is an essential part of marital stability. It depicts couples’ overall health condition. Bilal and Rasool (2020); Ziaee et al. (2014) regarded sexual satisfaction as marital satisfaction which significantly contributes to overall life satisfaction. Shakeriana, Nazari, Masoomi, Ebrahimi and Danai (2014); Yabiku and Gager (2009) opined that sexual satisfaction leads to marital satisfaction and marital stability.
Sexual dysfunction is a major problem besetting the sexual life of couple. It is a disturbance in the sexual desire and responses of married adults. It makes some purposes of marriage to be forfeited. Sexual dysfunction is any problem that prevents enjoyment and satisfaction from sexual activity. According to Moreau, Kågesten and Blum (2016) sexual dysfunctions are problems related to orgasm which eventually results into lack of sexual desire and pleasure. It is described as repeated or chronic impairment of the normal responses to sexual intercourse which distresses a person and shows a distinct sexual deviation. It can be expressed as inability or unusual difficulty to reach orgasm which eventually causes distress. Mitchell et al. (2015) referred to it as difficulty to respond sexually and inability to experience sexual pleasure. Bernhard (2002; Camara et al. 2021) also viewed sexual dysfunctions as anomaly in the level of desire, arousal and orgasm which is as a result of several factors, that leads to intense discomfort and reduce the quality of marital life and relationships.  Simons and Carey (2001) stated that complete and adequate sexual functioning comprised the state of desire, arousal, orgasm and resolution. Thus, sexual dysfunction implies impairment in any of the stages. Pasqualotto, Pasqualotto, Sobreiro and Lucon (2005) added that it involves disorder of sexual response cycle or sexual related pains. Sexual dysfunction in men are of different types which include but not limited to orgasmic disorder, premature ejaculation, erectile dysfunction while orgasmic disorder, genital pain disorder, sexual arousal disorder and hypoactive sexual desire disorder are particularly common among the women (Rosen, 2000; Simons & Carey 2001; Manjula, Munivenkatappa, Navaneetham and Philip (2021).
Sexual dysfunction is customarily underrated in developing countries including Nigeria. This is because of the notion and stigma attributed to individual complaining of such problem. Also, reporting such occurrences is regarded in many cases as a taboo in the African tradition. This prompts some couple to keep the abnormality and suffers in silence. Although, it exists in both gender (Rosen, 2000; Simons & Carey, 2001). From the literature, it could be deduced that sexual dysfunction is largely present among women than men. For instance, Amidu, Owiredu, Gyasi-Sarpong, Woode, and  Quaye (2011); Faubion and Rullo (2015) agreed that sexual dysfunction is frequently present among female than male. The study of McCool-Myers, Theurich, Zuelke, Knuettel and Apfelbacher (2018) showed that reproductive-age women are affected with sexual dysfunction.  Maasoumi, Elsous, Hussein, Taghizadeh, Baloushah (2019) similarly reported that sexual dysfunction is highly prevalent among female. Meanwhile, it is not absent among male. Vanvo, Hoang and Nguyen (2017) recorded erectile dysfunction as a major sexual dysfunction among married men. Studies of (Kaminetsky, 2008; Abu, Atim and Ripiye 2019; Oyelade, Jemilohun & Aderibigbe 2016; Van Hemelrijck, Kessler, Sollie, Challacombe & Briggs, 2019; Nicolosi, Moreira, Shirai, Tambi, and Glasser, 2003) also confirmed sexual dysfunction among men. Sexual dysfunction is a complex phenomenon. It can be influenced by various factors of biological, cultural, psychological, historical and spiritual. Literature (Butt, Lema, Mukaindo, Mohamoud & Shabani, 2019; Shiferaw, Akalu & Aynalem (2020) pointed to factors such as hormonal status, age, mental health condition, chronic conditions, religion and customs could influence sexual dysfunction.
The experience of sexual dysfunction can be as a result of various reasons. Lewis et al. (2004) opined that the risk factors of sexual dysfunction are psychological disorder, cardiovascular problem, urinary disorder and diabetes mellitus. In a similar vein, Faubion and Rullo (2015); McCabe et al. (2016); Oyelade, Jemilohun and Aderibigbe (2016) viewed that the factors that contributed to the occurrence of sexual dysfunction among men and women are heart disease, diabetes, urinary tract problem, chronic illnesses, and substance abuse. It was further noted that the medications used to ameliorate these ailments could trigger the incidence of sexual dysfunction. Kaminetsky, (2008); Derby (2000) added that sedentary lifestyles, obesity, smoking and consumption of alcohol are factors that can predict sexual dysfunction.
The consequences of sexual dysfunction are enormous. Its impacts can be felt physically, psychologically and socially (Cuenca,  Sampietro-Crespo, Virseda-Chamorro and Martín-Espinosa, 2015). It promotes marital discord and marital instability. Its manifestation results into depression, anxiety and social withdrawal. It is attributed with a decrease in quality of life (Faubion & Rullo, 2015). Sexual dysfunction sometimes leads to quarrel in the matrimonial home (Nyarko & Amu, 2015). The resultant of sexual dysfunction when not managed properly is domestic violence. Manjula, Munivenkatappa, Navaneetham and Philip (2021) observed that sexual dysfunction predicts marital distress and also affects interpersonal functioning. It is a cankerworm in the lives of couple. It hinders sexual enjoyment and disrupts mutual relationship of couples. It is a problem that generates social and psychological concerns which hinder mutual marital success. The impact of sexual dysfunction on the health of the partner is evident. The emotional feeling is disrupted, the psychological well-being is not balanced and romantic relationship is not adequate. Nelson (2006) argued that the partner of the victim of sexual dysfunction suffers painfully. Faubion and Rullo (2015) reported emotional neglect, negative body image and distractions as outcome of sexual dysfunction. 
Based on the aforementioned, it is highly imperative to seek a solace in order to reduce the emotional and psychological trauma associated with sexual dysfunction. Hence, counselling services is largely required. Counselling is a helping and therapeutic relationship between an individual who is distressed and another who is professionally trained to provide relief through special techniques and skilled sessions. Sexual counselling is needed to manage and make necessary adjustments in sexual behaviour. It is equally required to provide strategies to cope with sexual disorders. Okomo (2017) pointed that sexual counselling helps an individual suffering from sexual dysfunction to safely return to active sexual activities. Kockott (2007) proved that sexual counselling is effective in improving sexual satisfaction. In addition to this, Pereira, Arias-Carrión, Machado, Nardi and Silva (2013) noted that sexual dysfunctions are managed and treated with sex therapy. Sexual counselling can be carried out as a group procedure among married adults and can be achieved individually in a couple setting. In the field of psychology, the sex therapy treatment proposed by Masters and Johnson (1966); Heiman and Lopiccolo (1988) have been proved to be widely recognised and commonly used. Other techniques that are also effective which could be employed during sexual counselling include Cognitive Behaviour Therapy (CBT), Bibliotherapy, Erotic Stimulation, Systematic Desensitization, Sexual Fantasies Training among others. 
Sexual behaviour of married adults significantly determines the stability of the union. Sexual intimacy is paramount in any marital relationship; inability to derive satisfactory pleasure is damaging and dangerous to the well-being and stability of the home. Sexual dysfunction has been researched over time; despite, the effect of this abnormality keeps disrupting the pleasant relationship of the married in Nigeria. Therefore, this research would be relevant to married adults in Ibadan, Oyo State. It investigated awareness of married adults in Ibadan Metropolis on the risk factors and deleterious effects of sexual dysfunction. People residing in the community need to be constantly reminded of relevant information regarding the sexual life.
Research Questions 
	The following questions were raised for this study: 
1. What are the risk factors of sexual dysfunction among married adults in Ibadan, Oyo State?
2. What are the consequences of sexual dysfunction among married adults in Ibadan, Oyo State?
Research Hypotheses
The following hypotheses were formulated and tested for the study:
1. There is no significant difference in the risk factors of sexual dysfunction among married adults in Ibadan, Oyo State on the basis of age. 
2. There is no significant difference in the risk factors of sexual dysfunction among married adults in Ibadan, Oyo State on the basis of gender. 
3. There is no significant difference in the consequences of sexual dysfunction among married adults in Ibadan, Oyo State on the basis of age.
4. There is no significant difference in the consequences of sexual dysfunction among married adults in Ibadan, Oyo State on the basis of gender. 


Methodology
The descriptive survey research design was used for this study. The population of this study is all married adults in Oyo State and the target population is married adults in Ibadan. This study was conducted in Ibadan, the capital of Oyo State, Nigeria. Ibadan is located in the South-Western region in Nigeria. It is the third most populous city after Lagos and Kano in Nigeria. The city is best known for agriculture, handicraft, trade and commerce. The local government areas in this city are Ibadan North, North-East, North-West, South-East and South-West. A multistage random sampling method was employed to select the respondents for this study. The simple random sampling was employed to select 2 Local Government Areas (LGAs) from the 5 LGAs that make up the city of Ibadan. The selected LGAs are Ibadan North-East and North-West. In each of the LG selected, the authors randomly selected three districts where respondents were chosen for the study. Thus, 6 districts were selected for the study. The districts comprised Orita Bashorun, Iwo road, Monatan, Dugbe, Onireke and Ologuneru. A total of 250 respondents were conveniently selected to participate in this study. The authors administered the questionnaire to the respondents. The male and female respondents were informed of the aim of the study and only the consented participated in the study. The participants are married men and women who are in good health with marriage duration of not less than one year. The participants are between 18-70years who could read and write English language because the questionnaire was not translated into any local language.
The instrument for the study was questionnaire; developed by the authors and administered to a total of 250 married men and women in Ibadan. It was a three-part questionnaire. The first part was designed to elicit information on the demographic characteristics of respondents; the second part entailed information on the risk factors of sexual dysfunction while the third section comprised the consequences of sexual dysfunction. The second and third sections were arranged on a four point scale of Strongly Agree (4 points), Agree (3 points), Disagree (2 points) and Strongly Disagree (1 point). The benchmark was determined at 2.50. The instrument was content validated by 6 experts from the department of Counsellor Education, Faculty of Education, University of Ilorin, Nigeria. The reliability of the questionnaire was also carried out using test-retest method. The questionnaire was administered twice on sampled married adults in Kwara State at an interval of four weeks. The data of the two administrations were correlated using Pearson’s Product Moment Correlation which yielded correlation coefficient of 0.79. The administration of the questionnaire to the respondents was monitored by the authors. The respondents from each district were allowed to respond to the items of the questionnaire without time limit. The copies of the questionnaire were retrieved after the administration for the data analysis.  The data collected was analysed using descriptive and inferential statistics. The statistical significant level was 0.05.








Result
Research Question 1:	What are the risk factors of sexual dysfunctions among     married adults in Ibadan, Oyo State?

Table 1: Mean and Rank Order of Responses on the Risk Factors of Sexual Dysfunction
	
	As far as I am concerned, the risk factors of sexual dysfunction are: 
	Mean Score
	Rank

	
	brain or spinal cord injury
substance abuse
depression 
sexual fear/guilt
sexually transmitted diseases
high blood pressure
excess intake of cigarette 
lack of balanced diet/nutrition
trauma from sexual abuse
diabetes 
excess intake of alcohol
inadequate sexual education
poor communication between couples
work stress
menopause 
	3.12
3.11
3.10
3.09
3.07
3.03
3.02
3.01
3.00
2.99
2.98
2.98
2.98
2.98
2.88
	1st
2nd
3rd
4th
5th
6th
7th
8th
9th
10th
11th
12th
13th
14th
15th


Table 1 shows the ranking of items on the risk factors of sexual dysfunction according to their mean scores in relation to respondents.







Research Question 2:	What are the consequences of sexual dysfunction among married adults in Ibadan, Oyo State?
Table 2: Mean and Rank Order of Responses on the Consequences of Sexual Dysfunction
	As far as I am concerned, the following are consequences of sexual dysfunction:
	Mean Score
	Rank

	reduced sexual desire
lack of love in the home
low self-esteem 
divorce
mood disorder
communication breakdown
engagement in extra marital affairs
childlessness
depression
body pains
constant conflict
poor interpersonal relationship
anxiety
frustration
increased substance abuse
	3.11
3.10
3.10
3.09
3.08
3.06
3.06
3.05
3.05
3.04
3.01
3.00
2.99
2.95
2.94
	1st
2nd
3rd
4th
5th
6th
7th
8th
9th
10th
11th
12th
13th
14th
15th


Table 2 shows the ranking of items on the cconsequences of sexual dysfunction according to their mean scores in relation to respondents.
Hypothesis 1:	There is no significant difference in the risk factors of sexual dysfunction among married adults on the basis of age.
Table 3: ANOVA Showing the Risk Factors of Sexual Dysfunction among Married Adults on the basis of age
	
	Sum of Squares
	Df
	Mean Square
	F
	Sig.

	Between Groups
	3
246
	889.70
18527.61
	296.57
75.31
	3.938
	0.009

	Within Groups
	
	
	
	
	


(F(3,246)=3.938, p<0.05)
The result indicated that there is a significant difference in the risk factors of sexual dysfunction among married adults in Ibadan on the basis of age (F(3,246)=3.938, p<0.05). 
Table 4: Duncan Multiple Range Test (DMRT) Showing the Difference in the Risk Factors of Sexual Dysfunction among Married Adults on the Basis of Age.
	Age
	Group
	N
	Mean
	Duncan Groupings

	< 20 years
21-30 years
31-40 years
40 years >

	1
2
3
4
	12
135
83
20
	46.75
43.62
47.39
47.75
	B
C
A
A


Table 4 shows the Duncan Multiple Range Test showing the difference noted in the ANOVA on table 3. 
Hypothesis 2:	There is no significant difference in the risk factors of sexual dysfunction among married adults on the basis of gender. 
Table 5: Means, Standard Deviation and t-value of Respondents on the Risk Factors of Sexual Dysfunction among Married Adults based on gender
	Variable
	
	N
	X
	SD
	df
	T
	P- val

	Causes of sexual dysfunction
	Male
	144
	44.90
	8.26
	248
	0.946
	0.055

	
	Female
	
106
	
45.97
	
9.55
	
	
	


(t (248)=0.946, P>0.05)
Table 5 indicated that there is no significant difference in the risk factors of sexual dysfunction among married adults in Ibadan on the basis of gender (t(248)=0.946, p>0.05).






Hypothesis 3:	There is no significant difference in the consequences of sexual dysfunction among married adults on the basis of age.

	
	Sum of Squares
	Df
	Mean Square
	F
	Sig.

	Between Groups
	3
246
	1551.17
19763.96
	517.06
80.34
	6.436
	0.000

	Within Groups
	
	
	
	
	


Table 6: ANOVA Showing the Consequences of Sexual Dysfunction among Married Adults on the basis of age
(F(3,246)=6.436, p<0.05)
It was shown on table 6 that there is a significant difference in the consequences of sexual dysfunction among married adults on the basis of age (F(3,246)=6.436, p<0.05).
Table 7: Duncan Multiple Range Test (DMRT) Showing the Difference in the Consequences of Sexual Dysfunctions among Married Adults on the Basis of Age
	Age
	Group
	N
	Means
	Duncan Groupings

	< 20 years
21-30 years
31-40 years
40 years above
	1
2
3
4
	12
135
83
20
	49.00
43.33
48.33
47.75
	B
C
A
A


Table 7 shows the Duncan Multiple Range Test indicating the significant difference noted in the ANOVA on table 6.
Hypothesis 4:	There is no significant difference in the consequences of sexual dysfunction among married adults on the basis of gender





Table 8: Means, Standard Deviation and t-value of Respondents on the Consequences of Sexual Dysfunction among Married Adults based on gender.
	Variables
	N
	X
	SD
	df
	T
	P-val

	Consequences of sexual dysfunctions
	Male
	144
	44.80
	9.33
	248
	1.620
	0.780

	
	
Female
	
106
	
46.71
	
9.08
	
	
	


(t (248)=1.620, P>0.05)
The table indicated that there is no significant difference in the consequences of sexual dysfunction among married adults in Ibadan on the basis of gender (t (248)=1.620, P>0.05)
Discussion
In this study, it was shown that spinal cord injury, substance abuse, depression, stress, diabetes, alcohol consumption, sexually transmitted diseases were risk factors of sexual dysfunction in men and women. This is similar to the findings of McCool-Myers, Theurich, Zuelke, Knuettel and Apfelbacher (2018), VanVo, Hoang and Nguyen (2017) and McCabe et al. (2016). However, in the study of Oyelade, Jemilohun and Aderibigbe (2016); Nicolosi, Moreira, Shirai, Tambi, and Glasser (2003), alcohol consumption was not found to be a risk factor of sexual dysfunction. This meant that the factors responsible for sexual dysfunction could be social, biological or psychological and sometimes interactions of these factors. It therefore implies that sexual dysfunction arises as a result of anomalies in the functioning of various organs in the body system. Sexual dysfunction might also develop as an outcome of a particular life style or unhealthy living habit. The finding of this study also revealed that men and women suffering from sexual dysfunction are prone to depression, anxiety and body pains. In addition, it was also indicated that sexual dysfunction resulted into frustration and low self-esteem. This finding is in tandem with Cuenca, Sampietro‐Crespo, Virseda‐Chamorro and Martín‐Espinosa (2015) who also found that severe depression and anxiety are the outcome of sexual dysfunction. 
In this study, the gender of respondents had no significant influence on the risk factors as well as consequences of sexual dysfunction. However, differences were noted on the risk factors and consequences based on age. This finding is not surprising as it was found in the study of Oyelade, Jemilohun and Aderibigbe (2016); VanVo, Hoang and Nguyen (2017) that increased age had a significant influence on the risk factors of sexual dysfunction. Since increased age is a risk factor of sexual dysfunction, married adults suffering from sexual dysfunction are susceptible to experiencing low sexual satisfaction, diminished mental health functioning and eventually reduce the overall psychosocial well-being. 
Conclusions
Sexual dysfunction had a negative impact on the sexual relationships and sexual behaviour of married adults. It impinged on the stability of matrimonial home by causing constant conflict, poor communication and mood disorder. The implication of this is that married adults experiencing sexual dysfunction do not only require medical treatment to ameliorate the condition but also need counselling services to reduce the emotional and psychological trauma attributed with sexual dysfunction. Counselling services would provide serene environment for married adults to improve social interaction. It also helps to improve marital relationship.
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