
 

Comprehensive Clinical and Integrative 

Analysis of Female Hypoactive Sexual 

Desire Disorder: Modern Pathophysiology 

and Unani Therapeutic Paradigms 

Introduction to Female Sexual Dysfunction and the 

Evolution of Nomenclature 

The phenomenon of female sexual dysfunction, specifically characterized by the persistent 

loss of sexual desire, represents a highly complex, multidimensional interplay of 

neurobiological, endocrinological, psychological, and relational factors. Historically, the 

medical, psychiatric, and sociocultural conceptualization of this condition was fraught with 

reductionist, patriarchal, and often pejorative terminology. For decades, the colloquial and 

informal terms "frigidity" or "frigidness" were utilized by both the general public and medical 

practitioners to describe women experiencing a lack of sexual interest, arousal, or the 

inability to achieve orgasm. These terms were highly stigmatizing, as they implicitly placed 

the burden of dysfunction solely on the psychological state or moral character of the female 

patient, suggesting an inherent emotional coldness or deliberate withholding of affection. 

This paradigm routinely ignored the vast and multifaceted physiological, hormonal, and 

environmental etiologies of the condition. Other historical descriptors utilized in early 

medical literature included sexual aversion and sexual apathy, which similarly failed to 

capture the nuanced biological underpinnings of female sexual health. 

The formal clinical classification of this condition has undergone a significant and necessary 

evolution, reflecting a deeper, more sophisticated understanding of female sexual anatomy, 

neurobiology, and psychological well-being. The disorder was first formally recognized in 

the diagnostic nomenclature in the Diagnostic and Statistical Manual of Mental Disorders, 

Third Edition (DSM-III), published in 1980, under the diagnostic label "Inhibited Sexual 

Desire Disorder". This represented a pivotal shift, as it was the first time an authoritative 

psychiatric body formally recognized low sexual desire as a distinct clinical entity requiring 

medical and psychological intervention, moving away from the unscientific concept of 

frigidity. This terminology was subsequently modified in the revised third edition (DSM-III-

R). 

By the publication of the DSM-IV-TR, the condition was universally categorized as 

Hypoactive Sexual Desire Disorder (HSDD), a diagnosis applied uniformly to both men and 

women who experienced a persistent lack of sexual fantasies and desire that caused marked 

personal distress. However, as neuroimaging and clinical sexology advanced, the psychiatric 

and medical communities recognized that male and female sexual desire and arousal 

mechanisms operate distinctly differently. 

 



 

In men, desire and physiological arousal (erection) are often distinctly separate, sequential 

phases. In women, however, desire and subjective arousal are highly overlapping and 

frequently indistinguishable phases of the sexual response cycle. Consequently, in the DSM-

5, the broad category of HSDD was bifurcated. The diagnosis for females was reclassified as 

Female Sexual Interest/Arousal Disorder (FSIAD), merging the previously separate desire 

and arousal disorders into a single, more accurate clinical syndrome. Concurrently, the term 

Male Hypoactive Sexual Desire Disorder was retained for men. 

Despite this diagnostic and semantic shift in the DSM-5, the term HSDD remains widely and 

predominantly utilized in clinical gynecological practice, pharmacological research, and 

general medical literature to describe the most common sexual problem identified among 

women. Epidemiological data indicates that HSDD accounts for approximately 64% of all 

sexual concerns reported by women in clinical surveys, making it a critical focus for women's 

health. A formal clinical diagnosis of HSDD or FSIAD requires a persistent or recurrent 

deficiency or complete absence of sexual thoughts, sexual fantasies, and receptiveness to 

sexual activity that lasts for a minimum duration of six months. Crucially, to meet the 

threshold for clinical intervention and differential diagnosis, this absence of desire must cause 

clinically significant personal distress, interpersonal difficulty, or sorrow. Furthermore, the 

lack of desire cannot be exclusively attributed to another severe psychiatric disorder (such as 

severe major depressive disorder), severe relationship distress, or the direct physiological 

effects of a substance, illicit drug, or prescription medication. 

Era/Publication 
Primary Terminology 

Utilized 
Clinical Implications and Historical Context 

Pre-1980s 

(Historical) 

Frigidity, Sexual 

Apathy, Sexual 

Aversion 

Highly stigmatized, non-specific colloquialisms 

implying inherent emotional coldness or 

deliberate dysfunction. Lacked any 

pathophysiological basis. 

DSM-III (1980) 
Inhibited Sexual 

Desire Disorder 

The first formal recognition of low sexual desire 

as a distinct, quantifiable clinical entity requiring 

professional medical or psychiatric attention. 

DSM-IV-TR 

(2000) 

Hypoactive Sexual 

Desire Disorder 

(HSDD) 

Characterized by a lack of sexual fantasies and 

desire causing marked distress. Applied uniformly 

to both sexes, failing to account for gender-

specific arousal cycles. 

DSM-5 (2013) 

Female Sexual 

Interest/Arousal 

Disorder (FSIAD) 

Split from male HSDD to accurately reflect the 

highly overlapping nature of the desire and 

arousal phases inherent in the female sexual 

response cycle. 

 



 

Modern Pathophysiology: The Dual-Control Model of 

Sexual Response 

To effectively treat the loss of intimacy and sexual desire, one must first understand the 

underlying neurochemical architecture of human sexuality. The contemporary 

neurobiological understanding of HSDD is firmly grounded in the Dual-Control Model of 

sexual response. This paradigm, widely accepted in modern sexology and 

neuroendocrinology, posits that sexual desire is not a static state or a simple on/off switch. 

Rather, it is a highly dynamic, precarious equilibrium dictated by the continuous, real-time 

balance between competing excitatory and inhibitory neural pathways within the central 

nervous system. 

The Neurochemistry of Excitatory Pathways 

Excitation is the "accelerator" of the sexual response. It is primarily driven and modulated by 

specific neurotransmitters, steroid hormones, and neuropeptides that facilitate sexual 

motivation, reward-seeking behavior, and the focused attention required to process erotic 

stimuli. 

 Dopamine: This catecholamine is the paramount neurotransmitter responsible for 

sexual reward, incentive salience, and motivational drive. Dopaminergic pathways, 

specifically those originating in the ventral tegmental area and projecting to the 

nucleus accumbens within the brain's reward circuitry, are absolutely critical for the 

anticipation of sexual pleasure and the initiation of sexual behavior. A state of low 

dopamine inherently leads to a state of low motivational drive across all biological 

imperatives, including sexuality. 

 Norepinephrine: Working in tandem with dopamine, norepinephrine promotes 

central nervous system arousal, heightened alertness, and the focused cognitive 

engagement necessary to process and respond to erotic visual, tactile, or auditory 

stimuli. It prepares the sympathetic nervous system for the physical exertion of sexual 

activity. 

 Steroid Hormones (Androgens and Estrogens): Systemic hormones such as 

testosterone and estradiol do not directly cause spontaneous arousal; rather, they act 

as vital, long-term neuromodulators. They prime the central nervous system by 

facilitating the release of, and upregulating receptor sensitivity to, the excitatory 

neurotransmitters dopamine and norepinephrine. Testosterone, in particular, lowers 

the threshold required for sexual stimuli to register as arousing in the brain. 

 Neuropeptides: Alpha-melanocyte-stimulating hormone (α-MSH) and oxytocin play 

critical roles in enhancing pair-bonding, trust, and sexual desire. Oxytocin, often 

referred to as the "cuddle hormone," is released during physical intimacy and orgasm, 

reinforcing the emotional connection and promoting future desire. 

 



 

The Neurochemistry of Inhibitory Pathways 

Conversely, inhibitory pathways act as the "brakes" of the sexual response. These pathways 

exist from an evolutionary standpoint to prevent chronic overstimulation and to suppress 

reproductive drives during states of extreme stress, physical threat, severe illness, or 

immediate post-coital satiety. 

 Serotonin (5-HT): While serotonergic signaling is incredibly complex and vital for 

mood stabilization, its overarching activity is generally considered highly inhibitory 

in the specific context of sexual desire and arousal. Elevated serotonin levels in 

specific synaptic clefts blunt libido, decrease genital sensation, and profoundly delay 

or prevent orgasm. This mechanism explains the notoriously high rates of iatrogenic 

sexual dysfunction associated with Selective Serotonin Reuptake Inhibitors (SSRIs). 

 Progesterone: Often operating antagonistically to estrogenic excitation, elevated 

progesterone can exert dampening effects on sexual motivation. This is frequently 

observed clinically during the luteal phase of the menstrual cycle, during pregnancy, 

or as a side effect of taking synthetic progestins in certain formulations of hormonal 

contraceptives. 

 Opioids and Endocannabinoids: These endogenous neuromodulators participate 

heavily in the refractory period immediately following orgasm. They contribute to the 

inhibitory signaling cascade that downregulates desire, inducing a state of calm and 

sexual satiety. 

HSDD is theorized to manifest clinically when there is either a primary deficiency in 

excitatory signaling (a broken accelerator), a chronic excess of inhibitory signaling (a stuck 

brake), or, most commonly, a complex combination of both. Advanced functional 

neuroimaging (fMRI) studies of women formally diagnosed with HSDD strongly corroborate 

this Dual-Control Model. When exposed to standardized erotic stimuli in a clinical setting, 

women with HSDD demonstrate markedly decreased neuronal activation in brain regions 

associated with processing sexual stimuli and reward (such as the medial prefrontal cortex). 

Concurrently, these scans reveal significant hyperactivation in higher-order cortical regions 

responsible for moral judgment, self-monitoring, and internal self-focus. This hyperactive 

inhibition essentially functions as an overriding neurological "brake" that actively suppresses 

sexual motivation, rendering the patient unable to respond to normally arousing stimuli. 

 

 

 

 

 



 

Neurochemical Agent 
Role in Dual-

Control Model 
Primary Physiological/Psychological Effect 

Dopamine 
Excitatory 

(Accelerator) Drives sexual motivation, anticipation of reward, 

and incentive salience. 

Norepinephrine 
Excitatory 

(Accelerator) 

Promotes physiological arousal, alertness, and 

focused attention on erotic stimuli. 

Testosterone/Estradiol 
Excitatory 

Modulators 

Prime the central nervous system, lower the 

threshold for arousal, maintain genital tissue 

health. 

Serotonin (5-HT) 
Inhibitory 

(Brake) 

Dampens sexual desire, reduces genital 

sensitivity, delays or completely inhibits 

orgasmic release. 

Endogenous Opioids 
Inhibitory 

(Brake) 

Mediate post-orgasmic satiety and the refractory 

period, terminating the arousal cycle. 

The 5 Principal Etiologies of Low Libido in Women 

The etiology of female sexual dysfunction is rarely, if ever, singular. Because the female 

sexual response is heavily reliant on both optimal physiological function and a secure 

psychological environment, diagnosing the root cause requires a comprehensive, trauma-

informed biopsychosocial assessment. Clinical literature and modern sexology generally 

categorize the myriad reasons women lose interest in intimacy into five principal, frequently 

overlapping domains. 

1. Hormonal and Endocrine Disruptions 

Fluctuations in the female endocrine system—whether natural life-cycle transitions or 

pathologically induced—profoundly impact the neurochemical balance of the Dual-Control 

Model and the physical integrity of the reproductive organs. 

 The Menopausal Transition: The precipitous, systemic drop in circulating estrogen 

levels during perimenopause and post-menopause is arguably the most common 

primary driver of acquired HSDD in older demographics. Hypoestrogenism leads 

directly to vulvovaginal atrophy, a condition characterized by the severe thinning, 

drying, and inflammation of vaginal tissues, accompanied by a drastically reduced 

capacity for natural lubrication. This physiological degradation frequently results in 

dyspareunia (painful intercourse).  

 



 

Dyspareunia initiates a devastating negative psychological feedback loop: the 

anticipation of severe physical pain triggers the brain's inhibitory pathways, creating 

sexual aversion and completely extinguishing sexual desire to protect the body from 

trauma. While many women maintain active sex lives post-menopause, those 

suffering from untreated atrophy almost invariably experience a lagging libido. 

 Pregnancy and the Postpartum Period: The extreme hormonal volatility 

experienced during pregnancy, combined with the radically elevated prolactin levels 

biologically required for lactation and breastfeeding, effectively suppresses the 

hypothalamic-pituitary-ovarian axis. This profound hormonal suppression, coupled 

with the sheer physical exhaustion, chronic sleep deprivation, and rapidly altered 

body image associated with caring for a newborn, severely dampens the libido. The 

body enters a state of reproductive preservation focused on the infant, essentially 

turning off the biological drive for further procreation. 

 Iatrogenic Hormonal Disruption via Contraceptives: While widely utilized, certain 

formulations of hormonal contraceptives—particularly those with a high synthetic 

progestin or low androgenic profile—can significantly suppress a woman's 

endogenous testosterone production. They do this by increasing the hepatic 

production of sex hormone-binding globulin (SHBG), which binds to free 

testosterone, rendering it biologically inactive. This chemical suppression of 

excitatory hormones can result in a blunted libido, mood lability, and in some women, 

chronic vaginal irritation which leads to a markedly decreased willingness to initiate a 

sexual experience. 

2. Psychological Stress and Mental Health Disorders 

The psychological state of a woman is inextricably linked to her capacity for sexual desire. 

Unresolved mental health conditions are incredibly potent activators of the brain's inhibitory 

neural pathways. 

 Depression and Anxiety: Both clinical depression and generalized anxiety disorders 

consume immense cognitive and emotional bandwidth, severely impairing the 

psychological capacity for sexual arousal. Depression directly blunts the 

dopaminergic reward pathways, causing anhedonia (the inability to feel pleasure in 

normally pleasurable activities, including sex). Anxiety creates a state of chronic 

hypervigilance, preventing the parasympathetic nervous system from initiating the 

relaxation response necessary for sexual engorgement and lubrication. 

 Chronic Psychosocial Stress: Chronic stress—whether tied to financial instability, 

occupational demands, or familial caregiving—elevates systemic cortisol levels. The 

hypothalamic-pituitary-adrenal (HPA) axis operates in a biological trade-off with the 

reproductive axis. Under chronic, unrelenting stress, ancient survival mechanisms 

override reproductive and sexual motivation; the body essentially determines that the 

environment is too hostile for reproduction, thus shutting down the libido. 

 



 

 Trauma, Abuse, and Body Image: A history of physical, emotional, or sexual abuse 

can literally hardwire the nervous system to perceive intimate touch or sexual 

vulnerability as an active, imminent threat. This results in profound, deeply ingrained 

sexual aversion. Additionally, poor body image, dysmorphia, and low self-esteem 

inhibit the crucial ability to remain cognitively present, mindful, and open to 

experiencing physical pleasure during sexual encounters. 

3. Physical Weakness, Fatigue, and Medical Conditions (Zauf-e-Badan) 

In both modern allopathy and traditional Unani medicine, the concept of generalized physical 

weakness or underlying chronic disease is a primary culprit for sexual dysfunction. The body 

requires a baseline of metabolic energy and vascular health to participate in sexual activity. 

 Chronic Illness: Conditions such as unmanaged diabetes, hypertension, and severe 

cardiovascular disease cause profound endothelial dysfunction and microvascular 

damage. This directly impairs the necessary pelvic blood flow required for genital 

engorgement and clitoral sensitivity, making arousal physically difficult or 

impossible. 

 Neurological Disorders: Conditions affecting the central or peripheral nervous 

system, such as multiple sclerosis (MS), neuropathy, or spinal cord injuries, can sever 

or damage the neural pathways that transmit sexual sensations from the genitals to the 

brain, directly causing physiological dysfunction and subsequent loss of interest. 

 Gynecological Pathologies: Endometriosis, uterine fibroids, chronic pelvic 

inflammatory disease (PID), and recurrent urinary tract infections can cause chronic 

pelvic pain. Similar to the dyspareunia caused by menopause, this chronic pain creates 

an association between the pelvic region and suffering, effectively killing sexual 

desire. 

4. Relational and Interpersonal Dynamics 

For the vast majority of women, established emotional intimacy and relational security serve 

as the absolute prerequisites for physical intimacy and sexual desire. 

 Relationship Discord: A fundamental lack of emotional connection, simmering 

unresolved conflicts, deep-seated trust issues (such as recovering from infidelity), and 

poor communication regarding sexual needs and boundaries are major, highly 

prevalent contributors to secondary, acquired HSDD. If a woman feels emotionally 

unsafe, unappreciated, or disconnected from her partner outside the bedroom, she is 

highly unlikely to experience spontaneous sexual desire within it. 

 

 

 



 

 Partner Sexual Dysfunction: Concerns regarding a partner's sexual performance—

such as dealing with untreated male erectile dysfunction (ED) or severe premature 

ejaculation (PE)—can create an incredibly anxiety-provoking environment. The 

pressure to perform or the anticipation of another failed or frustrating sexual 

encounter actively suppresses the female partner's desire, leading to mutual sexual 

avoidance. 

5. Iatrogenic and Pharmacological Factors 

A vast array of commonly prescribed medications list sexual dysfunction as a primary side 

effect, yet this is often overlooked during routine medical consultations. 

 Psychotropics: As previously noted, Selective Serotonin Reuptake Inhibitors (SSRIs) 

and Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs) used to treat depression 

and anxiety are notorious for flooding the synaptic clefts with inhibitory serotonin, 

leading to severe libido suppression and anorgasmia (inability to climax). 

 Antihypertensives and Antihistamines: Certain blood pressure medications (like 

beta-blockers) can restrict peripheral blood flow, impairing physical arousal. 

Furthermore, chronic use of over-the-counter antihistamines can systemically dry out 

mucous membranes, directly causing vaginal dryness and subsequent discomfort 

during intercourse. 

Etiological 

Category 
Specific Clinical Drivers 

Pathophysiological or Psychological 

Mechanism 

1. Hormonal Menopause, Postpartum, 

Hormonal Contraceptives. 

Hypoestrogenism leading to vulvovaginal 

atrophy and dyspareunia; suppression of 

free testosterone. 

2. Psychological 

Depression, Chronic Stress, 

Trauma History, Low Self-

Esteem. 

Elevation of cortisol, suppression of 

dopaminergic reward pathways, 

hypervigilance, and sympathetic nervous 

system overdrive. 

3. 

Medical/Weakness 

Diabetes, Cardiovascular 

Disease, Neurological 

Damage, Endometriosis. 

Vascular insufficiency impairing genital 

engorgement, neural transmission failure, 

and chronic pelvic pain. 

4. Relational 

Unresolved Conflict, Lack 

of Emotional Intimacy, 

Partner Dysfunction. 

Emotional disconnection creating a 

psychological barrier to physical 

vulnerability and relaxation. 

5. Pharmacological 
SSRIs, Beta-Blockers, 

Certain Antihistamines. 

Artificial elevation of inhibitory serotonin, 

reduction in peripheral blood flow, and 

systemic mucosal drying. 

 



 

The Unani Medical Paradigm: Zauf-e-Bah and Humoral 

Pathology 

While modern allopathic medicine views HSDD primarily through the microscopic lens of 

specific neurotransmitters, precise hormonal assays, and psychosocial variables, the Unani 

System of Medicine offers a profoundly holistic, time-tested epistemological framework that 

views the patient as an integrated whole. In classical Unani terminology, the overarching 

clinical concept of sexual dysfunction, diminished libido, and sexual debility in both men and 

women is denoted as Zauf-e-Bah. 

To understand this, one must parse the terminology: Bah translates directly to virility, lust, 

venereal passion, and the inherent faculty of sexual potency. It represents the vital energy 

dedicated to procreation and intimacy. Zauf, conversely, signifies a state of profound 

weakness, depletion, or debility. Therefore, Zauf-e-Bah is the clinical manifestation of a 

depleted sexual faculty. 

Unani scholars, exhibiting a highly sophisticated understanding of systemic pathology 

centuries before the advent of modern endocrinology, distinguished clearly between 

structural, localized dysfunction and secondary dysfunction mediated by broader systemic 

illness. Accordingly, Zauf-e-Bah is classically categorized into two primary forms: 

1. Zauf-e-Bah Asli (Haqeeqi): This represents true, primary, or intrinsic sexual 

debility. This diagnosis is rendered when the dysfunction arises from a direct 

structural abnormality, localized tissue trauma, or functional impairment of the 

reproductive organs themselves (e.g., severe congenital deformities, localized tissue 

atrophy, or severe local circulatory insufficiency to the pelvic region). 

2. Zauf-e-Bah Shirki (Ghair Haqeeqi): This represents secondary, extrinsic, or 

sympathetic sexual debility. This is vastly more common. In this state, the sexual 

organs are structurally sound and fundamentally capable of functioning, but the 

debility arises as a secondary consequence of diseases or imbalances affecting other 

vital organ systems—specifically the heart (Qalb), the brain (Dimagh), or the liver 

(Kabid). This overarching systemic weakness is referred to as Zauf-e-Aaza-e-Raeesa 

(weakness of the principal or vital organs). Psychological disturbances such as 

profound grief, severe clinical depression, and unrelenting chronic stress fall squarely 

under this category, as they deeply disrupt the vital spirit (Rooh) originating from 

these principal organs, thereby cutting off the vital energy needed to sustain the sexual 

faculty. 

 

 

 



 

Temperament (Mizaj) and the Pathogenesis of Frigidity in Women 

Central to all Unani diagnostic and therapeutic theory is the foundational concept of Mizaj 

(Temperament). A person's Mizaj is determined by the specific, individualized balance and 

quality of the four humors circulating within their body: Dam (Blood), Balgham (Phlegm), 

Safra (Yellow Bile), and Sauda (Black Bile). Health is the equilibrium of these humors; 

disease is their qualitative or quantitative derangement. 

According to classical Unani pathophysiology, the inherent, baseline temperament of the 

female sex is generally considered to be Barid Ratab Mizaj (Cold and Moist Temperament) 

relative to the hotter, drier temperament of men. Because of this specific cold and moist 

temperament, the female body naturally produces a certain profile of metabolic wastes. 

Regular menstruation acts as a vital, primary expulsive mechanism (Quwat-e-Dafai) designed 

by nature to clear these accumulated wastes and maintain humoral balance. 

However, during the menopausal transition, during periods of profound physical exhaustion 

(such as postpartum), or during episodes of severe emotional debility, the expulsive power of 

the uterus becomes significantly weakened. Consequently, metabolic wastes—which may be 

classified as Ghaleez (viscous and thick) or Raqeeq (dilute and watery)—are not properly 

eliminated. They begin to deposit toward the uterus and admix with the circulating blood. 

This accumulation of morbid matter in the potential spaces and cavities of the pelvis 

fundamentally alters the Mizaj of the reproductive organs, shifting them into a state of 

pathology. 

Most critically, this accumulation of morbid, heavy wastes actively suppresses the Hararat-e-

Ghareeziya (Innate Heat) of the body. Hararat-e-Ghareeziya is a core Unani concept; it is the 

fundamental, vital metabolic fire required to drive all physiological functions, including 

cellular digestion, immune response, and crucially, sexual arousal and desire. When this 

innate heat is suppressed or smothered by the dominance of abnormal Sauda (black bile) or 

an excess of coldness and moisture, the patient falls into a state of Sard Mizaji (pathologically 

cold temperament). 

This state of Sard Mizaji is the Unani equivalent of "frigidity." It is clinically characterized 

by a profound decline in organic digestive function, feelings of general, unshakeable 

weakness (Zabool), vulvovaginal dryness, atrophy of the genital tissues, and a near-complete 

cessation of sexual desire and responsiveness. The Unani understanding of a suppressed 

Hararat-e-Ghareeziya due to humoral stagnation maps with remarkable elegance onto the 

modern physiological understanding of hypoestrogenism, reduced pelvic vascular 

engorgement, and downregulated dopaminergic (excitatory) signaling. 

 

 

 



 

Unani 

Diagnostic 

Category 

Clinical Description Modern Allopathic Correlate 

Zauf-e-Bah 

Asli 

Primary sexual debility originating 

directly from structural damage or 

localized failure of the reproductive 

organs. 

Localized vulvovaginal atrophy, 

severe endometriosis, pelvic nerve 

damage. 

Zauf-e-Bah 

Shirki 

Secondary sexual debility caused by 

weakness in the principal organs (Zauf-e-

Aaza-e-Raeesa) or psychological 

disturbance. 

Depression, chronic fatigue 

syndrome, cardiovascular 

insufficiency, systemic illness. 

Barid Ratab 

Mizaj 

The baseline "Cold and Moist" 

temperament inherent to female 

physiology, which requires regular 

metabolic clearing. 

The baseline female 

endocrinological state, dependent 

on regular menstrual cycles for 

hormonal resetting. 

Sard Mizaji 

Pathologically cold temperament 

characterized by suppressed Hararat-e-

Ghareeziya (innate heat), resulting in 

absolute loss of libido and genital 

dryness. 

Hypoestrogenism, downregulated 

sympathetic nervous system 

arousal, clinical HSDD. 

Diagnostic Methodologies: Bridging Modern and 

Traditional Frameworks 

Modern Clinical Assessment of HSDD 

The modern diagnostic protocol for Hypoactive Sexual Desire Disorder mandates a highly 

sensitive, trauma-informed, biopsychosocial evaluation by the healthcare provider. 

 Validated Screening Tools: Due to the often brief nature of clinical encounters, 

practitioners frequently utilize validated, standardized psychometric tools to rapidly 

identify the presence of HSDD. Tools such as the Decreased Sexual Desire Screener 

(DSDS) help establish a baseline diagnosis, while broader questionnaires like the 

Female Sexual Function Index (FSFI) are utilized to meticulously quantify 

dysfunction across specific domains: desire, subjective arousal, physical lubrication, 

orgasmic capacity, and the presence of pain. 

 

 



 

 The Clinical Interview: A thorough, compassionate medical, psychiatric, and 

relationship history is the cornerstone of diagnosis. The clinician must ascertain 

whether the loss of desire is generalized (occurring across all situations and partners) 

or situational (occurring only with a specific partner), and whether it is lifelong 

(primary) or acquired (secondary). 

 Targeted Physical Examination: A physical pelvic examination is performed at the 

clinician's discretion, primarily to rule out structural anomalies, dermatoses of the 

vulva (such as lichen sclerosus), severe thinning of vaginal tissues indicative of post-

menopausal atrophy, or localized pain generators (such as vulvodynia or clitoral 

adhesions) that may be causing secondary sexual aversion. 

 Laboratory Testing Parameters: Interestingly, and contrary to popular belief, 

routine endocrine profiling—specifically the measurement of serum testosterone 

levels—is explicitly not recommended by leading medical guidelines for the purpose 

of establishing a diagnosis of HSDD in otherwise healthy-appearing women. 

Extensive research has shown that peripheral serum androgen levels do not correlate 

reliably with the subjective experience of female sexual desire. Blood tests are, 

instead, selectively reserved to rule out systemic metabolic disruptors. A clinician 

may order thyroid panels, lipid profiles, liver function tests, or an HbA1c to rule out 

thyroid dysfunction, hyperprolactinemia, hepatic disorders, or undiagnosed diabetes 

as the root cause of the fatigue and low libido. 

Unani Diagnostic Principles 

The Unani diagnostic approach, in contrast to the allopathic reliance on isolated blood 

markers, relies heavily on the holistic assessment of the patient's individual Mizaj and overall 

humoral balance. The skilled Unani practitioner conducts a detailed, multi-sensory 

evaluation. 

 Nabaaz (Pulse Diagnosis): By assessing the rhythm, volume, tension, and speed of 

the pulse, the practitioner determines the dominance of specific humors and the 

strength of the vital organs (heart, brain, liver). A weak, slow pulse may indicate 

suppressed Hararat-e-Ghareeziya. 

 Baul (Urine) and Baraz (Stool) Analysis: Visual and olfactory examination of 

bodily excretions provides direct evidence regarding the efficiency of the body's 

digestive and expulsive powers (Quwat-e-Dafai), indicating whether morbid wastes 

are being properly eliminated or are stagnating in the body. 

 

 

 

 



 

 Comprehensive Inquiry: Alongside physical assessments, the practitioner conducts 

a deep inquiry into the patient's dietary habits, emotional state, sleep patterns, and 

detailed menstrual history. The ultimate goal of this exhaustive evaluation is to 

identify definitively whether the Zauf-e-Bah is rooted in an excess of coldness, 

moisture, or abnormal black bile (Sauda), and to determine precisely which vital 

organs (Aaza-e-Raeesa) are depleted and require urgent tonification. 

Allopathic Pharmacological Interventions 

The modern allopathic treatment paradigm for HSDD is necessarily multifaceted, attempting 

to combine targeted pharmacotherapy with behavioral and psychological interventions to 

address both the biological and environmental roots of the disorder. 

 FDA-Approved Pharmacotherapy for HSDD: In recent years, the pharmacological 

landscape for female sexual dysfunction has expanded, validating the condition as a 

treatable biological issue. Currently, two primary medications are approved by the 

FDA specifically for the treatment of acquired, generalized HSDD in premenopausal 

women. 

o Flibanserin (Addyi): A daily oral medication initially developed as an 

antidepressant. Flibanserin operates fundamentally as a 5-HT1A receptor 

agonist and a 5-HT2A receptor antagonist. By modulating these specific 

serotonin receptors, it effectively attempts to lower inhibitory serotonergic 

tone in the brain while indirectly boosting the release of the excitatory 

neurotransmitters dopamine and norepinephrine in the prefrontal cortex. 

o Bremelanotide (Vyleesi): An on-demand, self-administered subcutaneous 

injection utilized prior to anticipated sexual activity. Bremelanotide functions 

as a melanocortin receptor agonist, directly activating the excitatory neural 

pathways associated with sexual arousal and reward. 

 Off-Label and Hormonal Therapies: Because the FDA-approved options are 

limited to premenopausal women and carry side effects, clinicians frequently utilize 

off-label psychotropics. Bupropion (a norepinephrine-dopamine reuptake inhibitor) is 

frequently prescribed to counteract the libido-crushing effects of SSRIs, as it directly 

boosts the excitatory neurochemicals. Buspirone may also be utilized. For 

postmenopausal women suffering from vulvovaginal atrophy, systemic or localized 

Menopause Hormone Therapy (estrogen creams, rings, or patches) is the gold 

standard to restore tissue integrity and eliminate dyspareunia. In highly select cases, 

physiologic doses of transdermal testosterone may be prescribed off-label if estrogen 

therapy alone fails to restore systemic libido. 

 

 

 



 

 Psychological and Behavioral Therapy: Pharmacotherapy is rarely sufficient in 

isolation. Modalities such as Cognitive Behavioral Therapy (CBT), mindfulness-

based cognitive therapy, and dedicated sex therapy or couples counseling are 

considered foundational treatments. These therapeutic modalities help dismantle 

deep-seated psychological inhibitory pathways, reframe negative cognitive loops 

regarding body image or performance anxiety, process past trauma, and repair 

fractured relational intimacy. 

Unani Pharmacotherapy: Restoration of Vitality and 

Libido 

While allopathic medicine often seeks to override inhibitory neural pathways chemically, 

Unani medicine approaches the treatment of Zauf-e-Bah through the principle of holistic 

restoration. The goal is not merely to force sexual excitation temporarily, but to 

systematically restore the Hararat-e-Ghareeziya (innate heat), aggressively expel stagnating 

morbid humors, and deeply tonify the vital organs. Drugs utilized specifically for this 

purpose in the Unani pharmacopeia are classified functionally as Muqawwi-e-Bah 

(aphrodisiacs and sexual tonics), Muqawwi-e-Aaza-e-Raeesa (tonics for the principal vital 

organs), and Muqawwi-e-Asaab (nervine tonics). 

Key Botanical Interventions 

1. Ashwagandha (Withania somnifera) Ashwagandha is a premier, widely researched 

adaptogenic herb utilized extensively in both Unani and Ayurvedic medical traditions. Its 

primary mechanism of action in the context of female sexual dysfunction is the profound 

modulation of the Hypothalamic-Pituitary-Adrenal (HPA) axis. By significantly and reliably 

reducing serum cortisol levels (the primary biological stress hormone), Ashwagandha 

dismantles the biochemical pathways of chronic stress that actively inhibit sexual desire. 

Furthermore, it directly influences the delicate balance of monoamine neurotransmitters in 

the brain, stabilizing serotonin and upregulating dopamine levels. The presence of active 

biochemical constituents known as withanolides provides robust nervine support, enhancing 

systemic energy, facilitating hormonal balance, and drastically improving overall sexual 

wellness by alleviating the "Zauf" or debility. 

2. Turbud / Gokhru (Tribulus terrestris) Tribulus terrestris has demonstrated profound, 

scientifically validated efficacy in modern clinical trials for the treatment of female HSDD. In 

traditional Unani philosophy, it is highly valued for its ability to relax smooth muscles, 

improve pelvic vascular circulation, and act as a potent Muqawwi-e-Bah. A rigorous, 

randomized, double-blind, placebo-controlled clinical trial investigated its efficacy in 67 

premenopausal women formally diagnosed with HSDD. The intervention group received a 

standardized dosage of 7.5 mg/day of Tribulus terrestris extract (administered practically as 

7.5 ml of a standardized syrup containing 3.5g of ethanolic extract per 5ml, taken twice daily) 

for a duration of four full weeks.

 



 

The clinical results, quantified via the Female Sexual Function Index (FSFI), were highly 

statistically significant. As detailed in Table 3 below, the botanical intervention resulted in 

uniform, comprehensive improvements across every single domain of the female sexual 

response cycle, far exceeding the performance of the placebo. 

FSFI Domain 

Measured 

Pre-Treatment 

Mean Score 

Post-Treatment Mean 

Score (4 Weeks) 

P-Value (Statistical 

Significance) 

Total FSFI Score 21.25 ± 4.72 26.80 ± 3.03 p < 0.001 (Highly 

Significant)  

Desire Baseline Deficient Significant Improvement p < 0.001  

Arousal 3.61 ± 0.92 4.21 ± 0.67 p = 0.037  

Lubrication 4.15 ± 1.13 4.66 ± 0.87 p < 0.001  

Orgasm 3.21 ± 0.98 4.20 ± 0.72 p < 0.001  

Satisfaction 3.44 ± 1.15 4.61 ± 0.93 p < 0.001  

Pain (Higher score = 

less pain) 
4.19 ± 1.56 5.07 ± 1.01 p = 0.041  

Crucially, the study monitored for adverse side effects such as gastrointestinal upset or 

cramping. The frequency of side effects was found to be statistically identical between the 

Tribulus and placebo groups, establishing Tribulus terrestris as an exceptionally safe and 

highly efficacious non-pharmacological intervention for female low libido. 

3. Zanjabeel (Ginger - Zingiber officinale) and Aqar Qarha (Anacyclus pyrethrum) These 

herbs possess profound, inherent heating properties that are utilized clinically to directly 

stimulate and raise the Hararat-e-Ghareeziya. Ginger contains potent bioactive constituents 

such as gingerol and shogaol, which act as aggressive nervine stimulants, significantly 

improving peripheral blood circulation and directly counteracting the Sard Mizaji (cold 

temperament) that suppresses the female libido. Aqar Qarha acts simultaneously as a nervine 

stimulant and possesses potent natural antidepressant effects, thereby directly addressing the 

psychological and neurological etiology of Zauf-e-Bah Shirki. 

4. Safed Musli (Chlorophytum borivilianum) and Saffron (Crocus sativus) These are 

considered foundational herbs in both Unani and Ayurvedic traditions for treating 

reproductive debility. Safed Musli is renowned as a premier adaptogen and aphrodisiac, 

utilized to rebuild depleted tissues, enhance vitality, and restore the vital humors necessary 

for sexual energy. Saffron acts as a powerful exhilarant (Mufarih) for the heart and brain, 

lifting depressive states, improving pelvic blood flow, and enhancing overall mood and 

sexual receptivity. 

 



 

Compound Unani Formulations and Institutional Research 

The Unani pharmacopeia rarely relies on single herbs in isolation. It instead depends heavily 

on meticulously crafted polyherbal compound formulations designed to achieve a synergistic 

therapeutic effect while simultaneously mitigating the potential harsh side effects of any 

single constituent herb. The efficacy and safety of these formulations are continuously 

validated by institutions such as the Central Council for Research in Unani Medicine 

(CCRUM) and Jamia Hamdard University in New Delhi, which conduct extensive 

standardization efforts and clinical trials bridging traditional wisdom with modern scientific 

rigor. 

 Majoon Supari Pak: This is a hallmark, widely prescribed Unani compound 

formulation specifically targeted at comprehensive female reproductive health. It is 

fundamentally designed to address systemic weakness of the uterus (Zauf-e-Rahem) 

and serves restorative functions following the physical trauma of pregnancy or during 

the depleting menopausal transition. Clinical evidence and historical literature support 

its use in improving overall female fertility, regulating hormonal imbalances, and 

managing various debilitating gynecological disorders safely. By strengthening the 

structural integrity of the reproductive organs and restoring localized blood flow, it 

indirectly yet effectively resolves the physiological barriers to sexual desire. 

 Habb-e-Asgand: A carefully standardized polyherbal pill formulation that utilizes 

natural honey as a binding and synergistic agent. While it is renowned in Unani 

practice for its potent anti-inflammatory properties—often prescribed for conditions 

like rheumatoid arthritis—its primary constituent, Ashwagandha, makes it a potent 

adaptogenic therapy for combating the systemic fatigue, chronic pain, and stress that 

invariably precipitate a drop in libido. Extensive oral toxicity studies, including acute 

and long-term 90-day trials conducted in Wistar rats, have definitively confirmed that 

Habb-e-Asgand produces absolutely no overt hematological, biochemical, or 

histological toxicity at therapeutic equivalent doses (115 mg/kg), powerfully 

confirming the exceptional safety profile of traditional Unani prescriptions when 

properly formulated. 

 Habb-e-Marwareed: Utilizing authentic pearl (Marwareed) as a chief medicinal 

ingredient, this formulation is highly indicated for the treatment of Sailan-ur-Rahem 

(leucorrhea or chronic, excessive vaginal discharge). In Unani pathology, excessive, 

non-physiological discharge indicates Zauf-e-Rahem (weakness of the uterus) and a 

highly irregular, pathological distribution of the body's humors. By resolving 

underlying pelvic infections, toning the uterine musculature, and boosting the 

localized immune response, Habb-e-Marwareed effectively eliminates the physical 

discomforts, odors, and pain that lead directly to sexual avoidance and secondary 

frigidity. 

 

 



 

 Majoon-e-Piyaz and Dawa-ul-Khasak: While these formulations have been 

predominantly studied and marketed in the context of treating male erectile 

dysfunction and premature ejaculation, they elegantly demonstrate the Unani clinical 

approach to maximizing vascular engorgement and neuro-stimulation. Formulations 

containing Tukhm-e-Pyaz (onion seeds) have been clinically shown to vastly increase 

systemic antioxidant capacity, reduce oxidative stress on the vascular endothelium, 

and upregulate endogenous sex hormone production, mechanisms that are equally 

beneficial for improving female sexual arousal and genital sensitivity. 

Adjunctive Nutritional Supplementation 

Modern integrative approaches often combine Unani herbalism with targeted nutritional 

supplementation to ensure the biochemical building blocks for sexual health are present. 

Essential vitamins play a crucial role in maintaining libido: 

 Vitamin B3 (Niacin): Critical for energy metabolism, niacin facilitates the 

conversion of enzymes to usable energy necessary for physical stamina during sexual 

activity. Furthermore, it acts as a potent vasodilator, improving peripheral blood flow 

and resulting in enhanced genital engorgement and stronger orgasms. 

 Vitamin D: Often referred to as the sunshine vitamin, adequate serum Vitamin D 

levels are tightly correlated with optimal sexual function. Severe deficiency, which 

affects a massive percentage of the adult population, can result in the significantly 

lowered production of both estrogen and testosterone, directly blunting the libido and 

increasing the risk of depression. 

 Vitamin E: A vital antioxidant essential for maintaining the health of skin and 

mucous membranes, maintaining hormonal balance, and protecting reproductive 

tissues from oxidative stress. It improves blood flow and oxygen delivery to the 

sexual organs, earning it the colloquial moniker of the "sex vitamin". 

 DHEA (Dehydroepiandrosterone): A prohormone generated naturally by the 

adrenal glands that serves as a crucial precursor for the synthesis of both endogenous 

androgens and estrogens, helping to restore the hormonal baseline required for sexual 

excitation. 

Unani Lifestyle and Dietary Management: Asbab-e-Sitta 

Zarooriya 

Unani medicine posits a fundamental philosophy that true health is not merely the absence of 

diagnosable disease, but a state of dynamic, vibrant equilibrium. This equilibrium is achieved 

and maintained exclusively through the rigorous, conscious management of six essential, 

non-negotiable lifestyle factors, known collectively as Asbab-e-Sitta Zarooriya. This 

ancient framework elegantly and comprehensively mirrors the most progressive modern 

tenets of preventative Lifestyle Medicine.  

 



 

According to Unani scholars, a chronic disruption or extreme imbalance in these six factors is 

the primary root cause of all lifestyle disorders, subsequent hormonal imbalances, and 

inevitably, sexual dysfunction. To treat HSDD effectively, a practitioner must address these 

factors alongside prescribing medication. 

The Six Essential Causes Applied to Female Sexual Health 

1. Hawa-e-Mufradah (Atmospheric Air and Environment): Clean, temperate, 

unpolluted air is considered absolutely vital for optimal cellular respiration and the 

continuous generation of Rooh (vital pneuma or life force) within the heart. 

Unpleasing, heavily polluted, or excessively cold or hot air depletes the body's 

Hararat-e-Ghareeziya and induces systemic physiological stress, thereby negatively 

impacting overall vitality and libido. 

2. Makool-o-Mashroob (Food and Drink): The generation of healthy, balanced 

humors depends entirely on the efficiency of digestion. A diet that is disproportionate 

to an individual's specific Mizaj generates morbid, heavy wastes (Fuzlat) that stagnate 

in the body. For a woman suffering from Sard Mizaji (low libido due to coldness), 

excessive consumption of highly sour foods, extremely salty foods, or an 

overabundance of cold water actively suppresses the innate metabolic heat necessary 

to spark sexual arousal. 

3. Harkat-o-Sukoon-e-Badani (Physical Activity and Rest): A highly sedentary 

lifestyle allows morbid humors and metabolic waste to pool and stagnate in the lower 

extremities and pelvic region, severely exacerbating the pathological "cold and moist" 

temperament. Conversely, implementing a routine of moderate, targeted physical 

exercise enhances peripheral blood flow, clears metabolic waste from the tissues, and 

elevates the systemic Hararat-e-Ghareeziya, thereby facilitating the underlying 

physiological mechanisms required for physical arousal. 

4. Harkat-o-Sukoon-e-Nafsani (Psychological Activity and Repose): This factor 

directly and powerfully addresses the "inhibitory" side of the modern Dual-Control 

Model. Unani philosophy perceptively identifies emotional extremes—such as 

profound sorrow, chronic grief, unmanaged anxiety, simmering anger, and even an 

excess of sudden, overwhelming happiness (Farah Mufrat)—as incredibly potent 

suppressants of Hararat-e-Ghareeziya. Managing this psychic movement through 

stress reduction techniques, psychological counseling, and the use of adaptogenic 

nervine herbs is absolutely critical to unblocking the neural pathways of sexual desire. 

5. Naum-o-Yaqzah (Sleep and Wakefulness): Chronic insomnia, poor sleep hygiene, 

or what Unani texts refer to as an "abundance of wakefulness," completely disrupts 

the body's critical restorative and hormonal synthesis phases. This sleep deprivation 

chronically aggravates stress hormones like cortisol and depletes vital neurological 

energy. Unani treatment protocols place massive emphasis on optimizing sleep 

hygiene to restore the central nervous system's capacity to even register sexual 

excitation. 

 



 

6. Istifragh-o-Ihtibas (Elimination and Retention): Optimal health requires the 

precise, balanced retention of vital nutrients and the efficient, timely elimination of 

metabolic wastes through sweat, urine, stool, and normal menstruation. If wastes are 

pathologically retained (for example, due to chronic constipation, anhidrosis, or 

oligomenorrhea), the resulting internal toxemia heavily blunts neurological signaling, 

causes systemic lethargy, and precipitously decreases libido. 

Dietary Therapeutics (Ilaj-bil-Ghiza) and Aphrodisiac Foods 

In strict alignment with the principle of Makool-o-Mashroob, the Unani system advocates for 

specific, targeted dietary modifications to act as natural Muqawwi-e-Bah (aphrodisiacs). The 

strategic, daily consumption of nutrient-dense, circulation-enhancing foods is not considered 

merely adjunctive, but rather a foundational, primary therapy for treating Zauf-e-Bah. 

Aphrodisiacs are defined as foods or natural substances that arouse the sexual instinct, induce 

venereal desire, and increase physical pleasure and performance. 

 Pomegranate (Rumman): Highly regarded as a superfood in both traditional Unani 

texts and modern nutritional science, the pomegranate is densely packed with 

powerful antioxidants that dramatically enhance endothelial function and increase 

nitric oxide production. Clinical studies indicate that regular consumption of 

pomegranate juice can actually elevate endogenous testosterone levels in both men 

and women, directly priming the neuroendocrine system to be highly responsive to 

sexual arousal. 

 Nuts and Seeds (Almonds, Walnuts, Hazelnuts): Sweet almonds are specifically 

and repeatedly indicated in classical Unani texts to boost the Hararat-e-Ghareeziya 

and combat weakness. From a modern biochemical perspective, these specific nuts 

are extraordinarily rich in L-arginine, an amino acid that serves as the direct 

biological precursor to nitric oxide. Nitric oxide is the primary molecule responsible 

for the vasodilation required for genital vasocongestion, lubrication, and improved 

blood flow during arousal. They also provide the dense, healthy unsaturated fats 

absolutely necessary for robust steroid hormone synthesis. 

 Dark Chocolate: Long considered an aphrodisiac, high-quality dark chocolate 

(containing 70% or more cocoa) contains significant levels of phenylethylamine 

(PEA). PEA acts as a potent central nervous system stimulant, chemically mimicking 

the neurochemistry of infatuation and early romantic love. It significantly enhances 

mood and induces mild euphoria by triggering rapid dopamine release in the brain's 

reward centers. Furthermore, its exceptionally high flavonoid content significantly 

improves long-term cardiovascular health and peripheral blood flow. 

 Avocados and Berries: Avocados are rich in heart-healthy unsaturated fats and 

folate. Folate is a crucial vitamin necessary for the biological production of 

histamine—a compound heavily released during the orgasmic phase of the sexual 

response cycle, making orgasms more attainable and intense.  

 



 

Berries, particularly strawberries, blackberries, and blueberries, provide highly potent, 

targeted antioxidants that reduce systemic vascular inflammation, ensuring that micro-

vessels remain open for optimal blood flow to the pelvic organs during stimulation. 

 Thermogenic Spices (Cinnamon, Nutmeg, Ginger, Chili Peppers): Thermogenic 

spices are heavily utilized in Unani dietetics specifically to counteract the Barid (cold) 

temperament that causes frigidity. They act as rapid, natural vasodilators, stimulating 

peripheral circulation and enhancing tactile sensitivity across the skin and within the 

genital region. Compounds like capsaicin found in chili peppers can directly enhance 

bodily sensations and trigger a mild endorphin release, mirroring the physical flush of 

sexual arousal. 

Aphrodisiac 

Food 

Category 

Specific 

Examples 

Unani Mechanism 

of Action 

Modern Nutritional/Biochemical 

Mechanism 

Thermogenic 

Spices 

Ginger, 

Cinnamon, 

Chili Peppers, 

Nutmeg  

Rapidly increases 

Hararat-e-

Ghareeziya (innate 

heat), effectively 

dispelling cold and 

stagnant humors. 

Acts as a vasodilator; capsaicin 

enhances nerve ending sensitivity 

and mimics the physiological flush 

of arousal. 

Antioxidant-

Rich Fruits 

Pomegranate, 

Blueberries, 

Strawberries  

Purifies the blood 

(Dam), reduces toxic 

heat, and deeply 

supports the vital 

organs. 

Drastically enhances nitric oxide 

availability, improves endothelial 

function, and maximizes pelvic 

micro-vascular blood flow. 

Nutrient-

Dense Fats 

Sweet Almonds, 

Walnuts, 

Avocados  

Tonifies the nervous 

system (Asaab), 

generates sustained, 

vital metabolic heat. 

Provides the direct lipid precursors 

required for steroidogenesis 

(hormone creation) and supplies L-

arginine for necessary vascular 

engorgement. 

Cacao 

Derivatives 

Dark Chocolate 

(Minimum 70% 

Cocoa)  

Acts directly as a 

powerful exhilarant 

(Mufarih) to lift the 

spirits of the heart 

and brain. 

Contains Phenylethylamine (PEA), 

which aggressively stimulates the 

dopaminergic reward pathways, 

enhancing mood and desire. 

 

 



 

Conclusion 

The clinical and psychological reality of female Hypoactive Sexual Desire Disorder 

(HSDD)—a condition historically misunderstood, minimized, and marginalized under the 

highly pejorative and scientifically inaccurate umbrella of "frigidity"—is now rightly 

understood as a highly complex, interconnected biopsychosocial phenomenon. A woman's 

loss of interest in intimacy is almost never a simple choice or a permanent character flaw; 

rather, it is the predictable biological outcome of distinct physiological, psychological, and 

environmental stressors overwhelming the body's capacity for sexual response. The modern 

Dual-Control Model provides an exquisitely accurate neurochemical map, highlighting the 

incredibly delicate, precarious balance between the dopaminergic excitatory pathways that 

drive desire, and the serotonergic and cortisol-driven inhibitory pathways that suppress it. 

Concurrently, the ancient Unani System of Medicine provides a highly robust, remarkably 

sophisticated, and parallel epistemological framework. By clinically understanding HSDD 

not as an isolated pelvic issue, but as a systemic manifestation of Zauf-e-Bah Shirki 

(secondary sexual debility) and a profound suppression of Hararat-e-Ghareeziya (innate 

metabolic heat) secondary to humoral imbalance, Unani medicine offers a deeply holistic, 

highly effective path to restoration. The Unani paradigm correctly identifies that female 

sexual health is inextricably linked to the strength of the vital organs, the efficiency of 

metabolic clearing, and the warmth of the body's baseline temperament. 

The most efficacious therapeutic strategy for treating the five main causes of low libido—

hormonal collapse, psychological trauma, physical weakness, relationship discord, and 

iatrogenic pharmaceutical injury—lies in the seamless integration of these two paradigms. 

While modern pharmacology offers targeted, often rapid neuro-receptor modulation through 

agents like Flibanserin, these medications often fail to address the root lifestyle causes of the 

disorder. Conversely, Unani interventions—ranging from the highly evidence-based, 

clinically validated application of botanicals like Tribulus terrestris and Withania somnifera, 

to the administration of complex tonifying formulations like Majoon Supari Pak, and the 

rigorous, uncompromising adherence to the lifestyle dictates of the Asbab-e-Sitta 

Zarooriya—directly address the foundational metabolic, psychological, and physiological 

deficits driving the disorder at its core. Ultimately, the true restoration of female libido 

requires moving far beyond treating isolated, localized symptoms. It demands the 

comprehensive rejuvenation of the entire neuroendocrine, vascular, and emotional matrix of 

the patient, a task for which the integrative application of modern sexology and traditional 

Unani medicine is uniquely and perfectly suited. 

 

 

 

 


