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Abstract

Background Healthy and satisfying sexual life isimportant component of overall quality of life mi This
study aims to assess the bio-sexual profile of sviwkmales with sexual dysfunction .Methods: A digtive
research design was adopted for this study. Sampjrirposive sample of 60 wives of males diagnosét
psychogenic sexual dysfunction ware recruited basedertain inclusion criteria. Setting: Data weontlected
from andrology and sexual health clinic at EL-Maniniversity hospital. Tools: Two tools were usedcbllect
the data: structured interview schedule and fermaj@ial profile tool. Results: findings show that thean age
of the women was 28. 73 £5. 74 years, duratiomafriage ranged from one month to 20 years witlhean of
5.77+ 5 years. Forty three point three percent lemeived secondary education, 58.3% were houseswive
93.3% living in urban areas. Regarding to obstatrimd gynecological profile, 33.3% had no childréd.3%
had genital mutilation, and 88.3% have regular rireat cycle, 98.3% delivered by vaginal deliveridés.
addition, 56.4 % use IUDs as a family planning rod#)38.3% had complains from genital tract infects
well as,53.3% (n= 32) had sexual complains suchvaginal dryness (35%),difficulty to a achieve
orgasm(25%);lack of sexual desire (21.7%) ; alsoralation to types of sexual complains amongrthei
husband ,58.3 % had erectile dysfunction,26.7% panature ejaculation compare to 1.7% due to lack
sensation during sexual practice, regarding ttepabf sexual desire among couples, the studijrfgs reveals
that 56.7% reported at least once per week, 38:8f% the study sample were moderately satisfieth witxual
relation with their husbands ..Conclusion and rem@mdation: Wives of males with sexual dysfunctisnnot
receive more attention as male sexual dysfunctiohealth care facilities in Egypt So, increasingrageness
among health care providers towered the impachaé sexual dysfunction on their wives sexualtiefs is
essential.

Key wards: male sexual dysfunction, marital relation, se>praffile, female sexual problems.

1. Introduction

A healthy and satisfying sex life is an orn@nt component of overall wellbeing for midli women.
studies have shown a strong positive assooiatietween sexual function and health-relatgmlity of
life ( Holly and Rebecca,2016). Sexual probleare common estimated to affect 22—for 43Pbwomen
worldwide (Shifren,  Monz, Russo, Segreti, andlbbhannes,2008). Sexual dysfunction is more pratvate
women (43%) than men. It is estimated that, 25%-é&f3%@men suffer from sexual dysfunctions (Safardej
2006). Partner-related factors are indeed impoxantributors to FSD etiology. It is also plausibitat temporal
stability and patterns of causal relationships ketwspecific sexual functions might differ as acfion of
relationship status. Previous studies suggest ghaher-specific factors, such as relationship tiluma and
sexual compatibility, affect FSF (Witting, SanttiMarjonen, Lern, and Johansson etal, 2008). GatsAdraham
(2010) reported that there are certain factors ¢hat affect sexual relation such as poor relatipnslith the
partner, ignorance about sexuality and sexual fgaena low sexual drive, and male performance etpxin
addition, physical illnesses, the fear that sex agigravate an existing illness, excessive alcaoisel or clinical
depression are also factors that can impact sepelationship. In addition, It is difficult to diagse
psychological and interpersonal dimensions of sefkuaction and dysfunction in women because thaitigers
seek medical help for their sexual disorders atdtges. Sexual relation of the couples is aftedtee to lack of
awareness of sexual function and dysfunction dimoeiss Moreover, they suggested that integratiod an
discussing sexual issues among both couples iflmoyder happened (Althof and Needle, 2013).

Moreover, sexual dysfunction is still a taboo sgbjm many countries including Egypt (Hassanin, rhigl
Fathalla, and Shahin, 2010). Due to cultural areligibus values, inadequate sex education tricts
discussion with health professionals aboutuakproblems, and feelings of embarrassment werarthin
causes that hinders women to communicate with hnealte providers . (El Nashar etal., 2007). Sinases are
considered a member in health care team and woek\variety of setting, they have unique opportesitio
assess impact of male sexual dysfunction on ferialigosychosocial aspects to promote women wellgpein
There is a gap in the literature to assess thileod wives of males with sexual dysfunction rasst studies
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shows the impact of medical disorders such as thabeancer patients receiving chemotherapy onasexu
function .So, this study aims to assess bio-sepuadile of wives with husbands with sexual dysfuowot
Significant: Nurses are expected to work with aidtiol approach that includes physical, psycholdgisacial,
sexual and spiritual dimensions of health to supther women to cope with all kinds of problemsheit daily
life. The information gained from this study may umeful to highlight educational needs and pradticdetter
integration of women's sexuality in nursing edumatand practice to provide holistic care. Unfosigthy, the
current nursing curriculum in Egypt rarely includeformation related to impact of male with sexual
dysfunction on wives well being .This deficit shdube addressed and new teaching strategies sheuld b
implemented. Also, this study will contribute tognove nursing practice especially in relation tonitar for
early detection of any sexual problems. Also, firgdirom this study will be a base line data thaeas profile of
wives with male with sexual dysfunction.

2. Methods

2.1 Design: The study adopted a prospective ddaaigesign.

2.2 Setting: Data were collected from the Androlegyl Sexual Health Clinic at EI Manial Universitps$pital,
Which is affiliated to Cairo University, Egypt.

2.3 Sample: A purposive sample of 60 wives of médégnosed as having psychogenic sexual dysfumctio
Wives included in this study based on a certaitiusion criteria; full acceptance to share in thelg, and free
from mental or physical disorders.

2.4 Tools: Four tools were used to collect the needsd:d
a- Structured interviewing questionnaire consistsapnal, gynecological and obstetrical data: inoigd

1) data of couples personal date (age, age atagerrlevel of education, occupation, residency el &g the
habits (smoker, alcoholic, drug abuse, etc.). 2)egplogical and obstetric data (genital mutilatiomenses,
mode of delivery, history of pelvic surgery and f{ge, use of contraceptive method and type, histdr
complication during previous deliveries and itsetyps well as present history of genital tractatifs and type).

b- Female sexual activities: includes date of femaigation of sexual act, sexual desire and its llesexual

arousal, and reaching orgasm.

c- Couples Sexual complaint: includes data about $groalems of males and sexual complaints females.
d- Female satisfaction with MSD: this tool includetsub items 1) this item assesses three domaimsilde
emotional, sexual, and psychological satisfacti®nusing likert scale which ranged from 0-4 wasduisewhich

0 denotes very dissatisfied, 1 denotes moderatsbatisfied, 2 denotes neutral, 3 denotes modgrasisfied,

and score 4 denotes very satisfied. A total score @ considered as the cutoff score of female satisia 2)

This item assesses the sexual communication betiheszouples.

2.5 Procedure: Data were collected by the reseathh®ugh a period of twenty-one months. The datkection
process passed through 2 phases:
a.Preparatory phase: The researcher contacted theahedd nursing directors of the Andrology and &ax

Health Clinic and explained the purpose of the wtbénefits, and then a written approval was oletirAlso,
during this phase the researcher prepare the deiadds for data collection (this phase took aliouat weeks).

b. Data collection phase: Data collection processitedlaby male medical assessment. After the partner
diagnosed as having psychogenic sexual dysfunttyothe physician in the sexual health clinic, hkeadsto
bring his wife to the clinic in the second visit. the second visit the researcher met the maldé&s iwia private
room in the Sexual Clinic to ensure confidentialégd after that the questionnaire was obtaindtke résearcher
asked the wives questions in Arabic and recordeil #inswers. Each subject was interviewed indivlgilugach
subject interview lasted at least 30 minutes.

Pilot Study: A Total of (10%) of women were receditfor the pilot study to assess the tool forcitity,
suitability as well as its fasibility. All women cruited to the pilot study met the criteria of g@mple selection.
The pilot study lasted two weeks in July 2016 anckvealed that the average length of time to ceteplhe
interview questionnaire was approximately 30 misut€he results of pilot study revealed that soren#
needed to be added in the interviewing questioarai., female sexual complaints. So the femaleciaded in
the pilot study was excluded from the total numiifethe sample.

Statistical Analysis Data management was done bingoand entering responses into computer. Therelser
checked all data to avoid any discrepancies, data wxamined for coding and entering error. Subjeetords
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were stored using the Statistical Package for $&eence (SPSS). Descriptive statistics were tiseahalyze
the sample population. Mean, range, standard dewjand frequency distribution were used.

3. RESULT

3.1 Personal, gynecological and obstetrical data

The age range of the women was 18-42 years witkeanrage of 28.73 + 5.74 years, while the age rahtjee
husbands was 22-46 years with a mean age of 34+48%3 years. The years of marriage ranged fronotim

to 20 years with mean of 5.77 + 5 years. Congigedccupation, 58.3% of women were house wives|ewhi
41.7% were working as 36.7% of them were governatarhployee and 5% were technical workers. Reggrdin
to the husbands' occupation, 31.7% of them weremovental employee and 68.3% were technical workers
for residence, 93.3% of the couples were livingriban areas, while 6.7% were living in rural ar€2@ncerning
type of housing, 60% were living in large housesarfynbedrooms) and they have a special bedroom?%®3.3
were living in small houses with one bedroom fanthand their children, while 16.7% were living inshands'
or wives' family houses with one bedroom for th&able, 1).

Table (1) Couples Characteristics According to Thetio-demographic data of the couples (n= 60).

o Women Men
Characteristics X > SD X )

Age 28.73 5.74 34.47 6.03
Age at marriage 22.96 4.07 - -
Couples Occupation
Housewife 35 58.3 - -
Governmental employee 22 36.7 19 31.7
Technical work 3 5 41 68.3
Characteristics (Eiee%') %
Residency
Urban 56 (93.3%)
Rural 4 (6.7%)
Type of house
It_)iving in large house (more than one 36 (60%)

edrooms)
Living in small house (one bedroom) 14 (23.3%)
Living in wife's or husband's family house (one
bedroom for them and their children) 10 (16.7%)

Thirteen point three percent of the women cannatl rend write, while 1.7% are able to read and veiily,
while 43.3% had secondary school certificate. Astlie husbands, 18.3% cannot read and write, 3&@%read
and write, and 36.7% had secondary school cettiida this study, the women had not any specibithaAs
for the husbands' habits, 31.7% had no specialthabhile 68.3% were smokers with mean of 25
cigarettes/day,6.7% were adapted on cannabis aigd dFigure, 1)Husbands' Habits (n=60).

Husbands Habits

6
h
No specific Smoking Cannabis and Drug abuse
habits Bango

Regarding to the number of children, 33.3% of tample had no children, 28.3% of them had two chiidiand
5% of them had 4 children. (Figure, 2). The Numiife€Children (no.=60):
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Number of Children
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Ninety three point three percent of the women wreumcised. Eighty eight point three percent anthwere
having regular menstruation. Moreover, Ninety eigbint three percent of the women had deliverednadly.
65% of the women were using different types of raodption; 56.4% were using intrauterine deviceD)IlU
33.3% were using combined contraceptive pills, 7of%hem were using contraceptive injection, wizilé% of
them were using sub-dermal contraceptive implaonaiiNorplant) (Figure,4).

Distribution of the Sample According to Women's kigiof Contraception (n=39).

Types of Contraception

56.4

60 1

20 1 33.3

20 1
| 7.7 2.6

0 = | T T |
Pills IUD InjectioiNorplant

3.2 Female sexual activities

Concerning the frequency of wives' initiation oksal activities, 11.7% of the wives reported tHayt always
initiate sexual activities (all the attempt of sakaontact), for 8.3% most the times (more tharf) hédr 35%
sometimes (about half the times), for 26.7% a fieves$ (less than half), and 18.3% of the samplertedahat
they almost never or never initiated sexual adgsitvith their husbands.

Regarding to feeling of sexual desire or interg6t7% of the wives feel sexual desire at least fovek, 16.7%
feel sexually interested 3 times/week, 11.7% fieat they were sexually interested daily, 8.3% Hatbst never
or never had sexual desire, while 6.7% had a désirsexual contact once or twice in the last 4 kgeleefore
that interview.

Regarding to the level of this desire, 11.7% hay ¥gh level of libido, 21.7% had high level ofsiie, 43.3%
had moderate level of libido, 16.7% of them had level of libido and 6.7% of them had very low ar desire
at all. Considering changes in sexual desire, 438%e wives reported having difference in therisal desire
from the beginning of marriage till that time, a8.2% of these were complaining of decrease in thexual
desire, while 3.8% of them had elevation in theirel of sexual desire.

Considering the wives' level of arousal during sactivities, for 6.7% it was very high and strofgy 26.7%
high and strong, for 36.7% satisfactory level, 2086 it was quite low and weak, and for 10% it wasyvow
and weak. Concerning the frequency reaching org&8% of the wives reach orgasm each sexual contact
13.3% reach orgasm most times (more than halfneégi of sexual contact), 30% sometimes (about half t
times), and 31.7% few times (less than half timasy] 16.7% almost never or never reach orgasmé;ahpl
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Distribution of the Sample According to the Sex@elivities (n= 60).

Characteristics Freq. %
(n=60)

Pattern Of Wives' Starting Or Sexual Initiation

Always (all the times) 7 11.7

Most times (more than half) 5 8.3

Sometimes (about half) 21 35

A few times (less than half) 16 26.7

Almost never or never 11 18.3

Every day 7 11.7

3 days/week 10 16.7

At least once/week 34 56.7

Only once or twice/4 weeks 4 6.7

Almost never or never 5 8.3

Level of Sexual Desire or Interest

Very high 7 11.7

High 13 21.7

Moderate 26 43.3

Low 10 16.7

Very low or none at all 4 6.7

The Changes in Sexual Desire

No change in sexual desire 34 56.7%

Excessively decreased 25 41.6 %

Increased 1 1.7 %

Level of Sexual Arousal

Very high/strong 4 6.7

High/strong 16 26.7

Satisfactory 22 36.7

Quite low/weak 12 20

Very low/weak 6 10

Frequency of Reaching Orgasm

Always (all the times) 5 8.3%

Most times (more than half) 8 13.3%

Sometimes (about half) 18 30 %

Few times (less than half) 19 31.7%

Almost never or never 10 16.7%

3.3 Sexual complaint
Regarding to husbands’ sexual problems, 58.3% hadtile dysfunction (ED), 26.7% had premature

ejaculation, and 1.7% lack sensation during seaagl
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(Table, 3) the Husbands' Sexual Problems (n= 60).

Characteristics (EL%%) %
Hypoactive sexual desire 12 20
Erectile dysfunction 35 58.3
Premature ejaculation 16 26.7
Anorgasmia 3 5
Hyperactive desire 2 3.3
Lack of sensation during sexual act 1 1.7

Regarding to the women's sexual complaints, 95%hefsample had sexual complaints as 43.8% of them
complaint of lack of sexual desire, 35% had vagdrghess; and 5% had lack of genital sensatiomduséexual
contact.

(Figure 6) the Female Sexual Complaints (n=57).

Female sexual complaints
43.8%
33.3%
28.3%
21.7%
6.7%

I - C
Lackof Vaginal Dyspareunia Difficulty to Lackof An-orgasmia Lackof
Sexual Dryness Achieve Sexual Genital
Desire Orgasm Interest Sensation

2.5 Female satisfaction with MSD

Regarding to the satisfaction of emotional closemsntimacy, 38.3% of the wives were very s&isof
the emotional closeness with their husbands, a8fb ®f them were very dissatisfied. As for the $atigon of
sexual relation between the couples, 28.3% wertralgusatisfied and dissatisfied, while 5% weredumtely
dissatisfied. Considering the general psychologieltionship, 26.7% of the wives were very satidfiand
6.7% were moderately dissatisfied. (table, 4)
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Female Satisfaction In Relation To Male Partneruae®ysfunction (n= 60).

Characteristics Frea. %
(n=60)

Intimacy and Emotional Closeness between the Csuple
Very satisfied 23 38.3%
Moderately satisfied 22 36.7%
Neutral 8 13.3%
Moderately dissatisfied 5 8.3%
Very dissatisfied 2 3.3%
Satisfaction of Sexual Relation between the Couples
Very satisfied 5 8.3%
Moderately satisfied 23 38.3%
Neutral 17 28.3%
Moderately dissatisfied 3 5%
Very dissatisfied 12 20%
Psychological Relation between the Couples
Very satisfied 16 26.7%
Moderately satisfied 13 21.7%
Neutral 14 23.3%
Moderately dissatisfied 4 6.7%
Very dissatisfied 13 21.7%

Concerning adequate sexual communication, 43.38eofvomen were always discussing with their husbamd
sexual and marital issues, while 26.7% of them weneer discussing these issues with their husbands.
(table, 5) Sexual Communication between the Couples$0).

Characteristics (E;%%) %
Pattern of discussing sexual issues
Always 41 68.3%
Sometimes 10 16.7%
Never 9 15%

4. Discussion

Findings of this study discussing within the foliog frame of references: 1) findings related tospeal,
gynecological and obstetrical profile of the stusgmple; 2) sexual activities of study sample; 3uaé
complaints of them and sexual problems of theibhngs; and finally 4) their satisfaction with theartner who
have sexual dysfunction. Considering female agslirigs of this study revealed that the mean agéhef
husbands who have sexual dysfunction is more thamtean age of their wives. This finding is notparted
by Guay et al. (2003) who reported that psychollgiauses of MSD are common in younger men as cadpa
to the older one. They noted that, age disparityvéen couples has a role in male sexual problerhesd
findings are supported also by Giovanni et al. @0@ho found that ED, delayed ejaculation, HSDDd an
decreased the frequency of intercourse are assdaith advanced age of the female partner. Irctmdrary, a
study conducted by Psychology Network (2009) fotimat young men with PE who are married with older
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women are intended to ejaculate sooner than thasgad to younger women. In the current resultehgere no
disparity in age between the couples may be dtlerée causes: all the husband with in adulthood iagegypt
and Arabian countries almost all men prefer to jnémom females who are younger than them; finalhg
sample size was limited to examine this age digpari

Results of the current study revealed that the ndairation of marriage was 5.77 + 5 years. Thesdirfis
indicated that while the incidence of ED and PE @eereased in newly married couples, that of HSBD i
increased among them and vice versa. These findirgsupported by Ter-Petrosyan, (2007), who ragkdid
that relationship habituation that developed framgl duration of marriage without innovation in teexual
pattern may result in reducing the sexual energgléeof one and sometimes both partners to thenmoim
which can cause MSD. Regarding to the number délien, one-third of the wives included had no atgld
This was related to either infertility or new mage, while the rest of the sample had from oneto ¢hildren.
The finding also revealed that the number of ckiidis a contributing variable to MSD as; ED and PE
occurrence increased with couples who had no ehildwhile, HSDD increased with presence of childien
this respect, Teal (2008) was in agreement with fihding in relation to ED and PE as she statatl dine of the
social causes of sexual dysfunction is the needpgmduce to keep the offspring.

Regarding to wives’ occupation more than half & thmales were housewives. Lack of available tinglzusy
life style are affecting the sexual libido for battales and females as a less common cause of HS[2n as
reported by Stephensen (2003). As well, this waagieement with the result of Giovanni et al. (2006 their
assessment of relational factors in male patieatsuting for sexual dysfunction. They noted tHagrée is
increased relational factor correlated with incesaextramarital affairs for the married couplestr&xarital
affairs may be because of the work itself or theireaof work and overwhelming with these work dedsrin
spite of this, Giovanni et al. did not explainhitwork, as an extramarital affair, of one partmed an impact on
the other. Most of the couples of this study wariag in urban areas around Cairo city, while l&ssn tenth of
them were living in rural areas. This may be realatethe rush life style and stressful nature ef tihban areas
especially Cairo city, which may have a vital radecouples sexuality harmful affection. This findimvas in
agreement with Caldwell (2009), who noted in thevey done on rural population, that the incidencd a
prevalence of MSD are very low in rural area theran areas.

Many researchers found an association between laugeer of the children that the couples had andMS
(Lentz, 2007; Van-Voorhees, 2007; Setzler, 2009)pfsingly, no available researchers examinedntiode of
delivery and its association with MSD. However, Gon Baser, Ceyhan, Karasahin, and Acikel (200@ndbin
their study that there is no relation between F&D mode of delivery. Nevertheless, this finding tcadicted
with Hareyan, (2009) who found that healthy womeéthwormal pregnancies who delivered babies vabjinal
are associated with the highest rate of sexualudgsions compared to women who deliver through rpain
cesarean section, who experienced the lowest fasexaal dysfunctions. Earlier, the current stuthdihgs
showed apparent correlations of MSD with FSD. Caersng female genital mutilation (FGM), the resudfs
this study indicated that most of the wives haditgémcutting in their childhood period. Similar fimg was
detected by Dandash, Refaat, and Eyada (2001)foumal that the prevalence of FGM, in Egypt, wa2%a of
girls who live in rural areas were circumcised, pamed with 81.9% of the girls in urban areas. is tontext,
Almroth et al. (2001) reported that males who amariad to wives with FGM, that had some psycholabic
problems and difficulty during penetration.

Regarding to contraceptive methods, this studyifigpdevealed that two-thirds of the wives were gdiifferent
types of contraceptive methods as intrauterine agsyiand hormonal contraceptives methods. In thesrou
study only one fifth of the wives were using horrabnontraceptive pills. In a study conducted by Woki
(2010), found that women who use hormonal contréep such as the birth control pills are more ik
experience sexual dysfunction such as reduced edesid arousal than women who use non-hormonal
contraception and women who do not use contraaepiibis controversy might be due to different sargike,
rate of hormonal contraceptive used among bothietuthe pattern of compliance, and different sodtoiral
variables. In relation to female sexual activitigg current study findings revealed that; moré diathe women
have a high to moderate frequency of sexual defsgquency of wives' initiating sexual activitiesnd level of
sexual desire, while more than three quarters exithad low to not at all frequency of reachingasrg. This
finding agreed with Aggrawal (2013), who stateck thhwomen below the age of 40 years were fullyusdly
active with zero percent reporting no sexual aftivi

The current study finding indicated that almosttlté sample complained of having different typesexual
dysfunction, as about half of them had a reduditiotheir sexual desire, about one third of them plained of
lack of vaginal lubrication during sexual act andsequential they complained of dyspareunia. Adogrtb the
findings of a study of 185 women who reported FBEevalence of FSD was 22% in women aged 20 -5Gyea
FSD was detected as a desire problem in 45.3% ofemp an arousal problem in 37.5%, a lubricatiorbmm

in 41.2%, an orgasm problem in 42.0%, a satisfacfooblem in 44.5% and a pain problem in 42.5%
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(Jaafarpour, Khani, Khajavikhan, and Suhrabi 20TBg different in the two studies finding may le¢ated to
the small sample size in this sample and the erabrest of the women inexpressing their sexual coimisla
Moreover, less that tenth of the sample complaioiednorgasmia. This finding agreed with studiesedim
united state which revealed that dyspareunia iagbent symptom among sexually active women. study of
female sexual dysfunction, the finding revealed thetween 8% and 21% of women in the general ptipala
and 10% of those ages 57 to 85 have been estinmtexberience significant dyspareunia. For some gmgm
sexual pain leads to avoidance of sexual intereoorscontact. Other women remain sexually activepite
persistently painful intercourse (Lindau, Schummayinann, et al, 2007; Latthe, Latthe, Say, et &1620
Intimacy between the married couples, and genesalad communication had a great impact in the deherlth
for both. Many researchers emphasized that thertapoe of adequate communication and emotion totaiai
a healthy sexual life for both couples (Becket20Anawalt, 2007; Gelfand, 2008; King, 2008; AAEZBQ9; &
Benuto & Zupanick, 2009). The current study findingvealed that more than three-fourths of the svivere
emotionally intimate to their husbands, while lesmn half of them were complaining of inadequate
communication in sexual matters or discussing éxeial needs. Moreover, more than half of them itegothat
their marital happiness had been affected wittr tgsbands’ sexual problem.

5. Conclusion

Based on the results of the present study it cbeldoncluded that female factors play a criticé io the onset,
exacerbation, and maintenance of male sexual dgifum Increase awareness of females about theakex
knowledge, the impact of emotional closeness beivwbe couples, and taking in consideration the fema
sexual dysfunction that may contributes to psychagenale sexual dysfunction, may help in decreasivgy
incidence of sexual dysfunction, and help in treattrof those males.

5.2 Limitations of the Sudy

1-Small sample size, so generalization of the stumirfigs is limited.

2-Limited researches related to bio-sexual profilevafes of husbands with sexual dysfunction.

3-No private setting was available to conduct thelstwith privacy.

5.2 Recommendations

Based on the study findings, the following are renended:

1-Conducting a qualitative studies to explore of wiwé husbands with sexual dysfunction.

2-Conducting this study in different setting suchrasal versus urban areas to compare the effecexdiad
dysfunctions on wives marital relationships.

3-Assessing bio-sexual profile of wives of husbandth wexual dysfunction has to be assessed whikdirige
those husbands’ sexual problems.

4-Bio-sexual assessment of women must be included abstetrics and gynecological clinics.
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