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KEY POINTS

e Premature ejaculation (PE) and delayed/inhibited ejaculation (DE) may result from a mix of biolog-
ical and psychogenic factors.

e Medical issues should be investigated when the problem has recently been acquired.

e Addressing ejaculatory latency may be the immediate concern, but communication between sexual
partners is important to mutual sexual satisfaction.

e Treatment success for PE based on an integrated approach is high. Treatment success for DE
based on psychobehavioral strategies is moderate.

INTRODUCTION

This review discusses 2 ejaculation disorders that
represent disturbances in psychosexual respond-
ing, premature ejaculation (PE) and delayed/
inhibited ejaculation (DE). Both disorders are
related to the timing/occurrence of ejaculation
(ie, ejaculation latency [EL]) during partnered sex,
and men with either condition can often be treated
successfully and achieve (or regain) a satisfying
sex life.

These 2 conditions are discussed separately,
touching briefly on definition, prevalence, cause/
risk, diagnosis, and treatment. Although a holistic
approach is taken for each problem—considering
biological, psychological, relationship, and cultural
issues—various therapeutic tools may be more
suited to or preferred by some patients and prac-
titioners than others. However, efficacy and pa-
tient satisfaction—outcomes that are clearly
intertwined—remain the primary concerns of
treatment.

Ejaculation/Orgasm as Part of the Sexual
Response Cycle in Men

Within the framework of the sexual response,
orgasm (and ejaculation) in men is both a biolog-
ical (reproductive) and psychological (reward)
endpoint. Sexual interest and arousal are essential
precursors to ejaculation and indicate the man’s
“readiness” to respond within a perceived sexual
situation. This readiness depends on both internal
(hormonally "primed" diencephalic brain struc-
tures) and external (appropriate/desirable partner
and situation) cues. During the sexual activity,
levels of arousal gradually increase, eventually
culminating in the 2 phases of ejaculatory
response. The first phase is emission, represented
by urethral distension and bladder neck closure,
and is associated with the man’s subjective expe-
rience of “ejaculatory inevitability,” the feeling that
impending ejaculation cannot be stopped. The
second phase is semen expulsion via striate/
smooth muscle contractions in the groin region
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that give rise to the experience of orgasm, medi-
ated through sensory fibers that course to the
brain. Although often perceived as one and the
same, ejaculation and orgasm are 2 distinct
events. Ejaculation is a peripherally mediated spi-
nal neural response, whereas orgasm is a central
“response to/perception of” the peripheral ejacu-
latory response. In this article the author refers pri-
marily to ejaculation problems, recognizing that in
most cases the issue involves distress about both
ejaculation and orgasm.

Conceptualizing the Problem of Ejaculatory
Disorders

The problem of ejaculatory disorders can be
expressed simply: in response to penile stimulation,
the time (latency) that it takes men to reach ejacula-
tion varies, across different men (interindividually)
and within the same man on different occasions
(intraindividually). Interindividually means some
men consistently reach ejaculation quickly, others
take substantially more time, and still others require
along time, even finding it difficult to ejaculate at all
(Fig 1). Intraindividually means latencies may vary
across situations, partners, and episodes.

The sources for interindividual and intraindivid-
ual variation in ELs are different. Interindividual
variation may result from various formative psy-
chosexual experiences during critical stages of
sexual development and/or from biological differ-
ences—probably genetic or epigenetic in origin—

Frequency

in the neurophysiological substrates that mediate
ejaculation.” Intraindividual variation is likely the
result of contextual (psychobehavioral) factors
such as levels of desire/arousal, the amount/type
of stimulation, the specific type of sexual activity
(intercourse, masturbation, and so forth), partner
characteristics, cognitive-affective states (eg, anx-
iety), and other factors related to the situation,
partner, or relationship.

Men with PE have very short ELs compared with
other men, and they struggle to delay or control
their ejaculation, as they perceive it as happening
too quickly (see Fig. 1). Men who have DE have
long latencies compared with other men, strug-
gling to reach orgasm and sometimes giving up
in frustration or when their partner is exhausted.
For both disorders, men feel a lack of control
over the timing of ejaculation (in either delaying
or advancing it), and as a result they experience
bother/distress, not only about their sense of inad-
equacy but also about how their condition affects
their partner (Table 1).

DISCUSSION: PREMATURE EJACULATION
Defining Criteria, Premature Ejaculation
Subtypes, and Prevalence

Defining diagnostic criteria

Contemporary diagnostic criteria for PE have
incorporated 3 elements: a short EL; the lack of
ability to delay ejaculation (ie, ejaculating before
wanting to); and negative consequences for the
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Fig. 1. Sample distribution of ejaculatory latencies, illustrating men with short, typical, and long latencies.
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Table 1

Premature Ejaculation

Comparison and contrast of premature and delayed ejaculation

Delayed Ejaculation

Ejaculatory Latency Short, <1 or 2 min

Prolonged, >15-20 min, or giving up

Ejaculatory Control

Lack of ability to delay ejaculation

Lack of ability to hasten ejaculation

Bother/Distress

Related to self, partner, relationship

Related to self, partner, relationship

Subtypes

Lifelong, acquired, and subjective?

Lifelong and acquired

man, his partner, or the relationship.>= At this
time, no broad consensus exists regarding opera-
tionalizing the first criterion, that is, how to define a
“short ejaculatory latency.” The American Psychi-
atric Association’s Diagnostic and Statistical
Manual of Mental Disorders 5th edition (DSM-5)
sets an EL threshold of 1 minute after vaginal
penetration,? whereas the International Society of
Sexual Medicine (ISSM) defines 2 types of PE (life-
long and acquired), with the distinguishing fea-
tures being the time of onset within the man’s
sex life and the EL following heterosexual penetra-
tion. The ISSM defines lifelong PE as occurring
before or within about 1 minute of vaginal penetra-
tion and acquired PE as a “clinically significant and
bothersome reduction in latency, often to about
3 minutes or less.”® In contrast, the World Health
Organization’s International Classification of Dis-
eases 11th edition (ICD-11) identifies 3 forms of
PE—lifelong, acquired, and subjective—but does
not specify an EL for any of the subtypes..” Finally,
in a recent reexamination of the PE diagnostic
criteria, the American Urologic Association (AUA)
concluded that an EL up to 2 minutes is supported
by recent evidence for men with lifelong PE.>® In
addition, the AUA definition for acquired PE sug-
gested that the typical EL should fall under about
2 to 3 minutes or alternatively, be reduced by
about 50% relative to prior estimations.

So which, if any, EL criterion should be used?
The goal of any diagnostic procedure is to reduce
errors of inclusion and exclusion, that is, including
men in the diagnosis who do not have the problem
and excluding men from the diagnosis who do
have the problem. A latency criterion is therefore
relevant because it has the potential to reduce
diagnostic errors. However, studies have demon-
strated that (the lack of) ejaculatory control—
rather than EL—plays the more central role in pre-
dicting PE status, lack of sexual satisfaction, and
its associated distress/bother.>'° Accordingly,
EL might best be viewed as a characterization of
PE “risk” rather than as a precise determinant of
PE or non-PE status. Specifically, an EL of less
than 2 minutes captures the idea that the man
ejaculates “shortly after penetration,” and when

used in conjunction with the other 2 criteria for
PE, poor ejaculatory control and bother/distress,
diagnostic errors are likely to be minimized.>=2

Lifelong versus acquired premature ejaculation
As noted earlier, ISSM, AUA, and ICD criteria for
PE distinguish between 2 subtypes: lifelong and
acquired. Lifelong PE has been present
throughout the man’s sexual life and typically has
no clear cause (see next section). Acquired PE oc-
curs after some period of normal ELs and results
from psychological/relationship or pathophysio-
logic changes such as pelvic trauma, disease, or
medication. Because data supporting a specific
EL criterion for acquired PE are limited, thresholds
have been set based on clinical expertise.?>°
However, it is worth noting that recent studies sug-
gest that the current distinction between lifelong
and acquired PE may not be as robust as once
presumed.® 1112

Prevalence of premature ejaculation

The prevalence of lifelong PE in the general popu-
lation of men has been estimated anywhere from
5% to 40%, depending on how PE is defined,
who makes the judgment (practitioner vs patient),
which populations are sampled, and whether the
man seeks treatment. Estimating PE prevalence
based on a single question about “ejaculating
before desired” yields percentages as high as
30% to 40%,”%'2 but an affirmative response to
this query does not categorize the man as having
PE, as the man may not fulfill other criteria
regarding lack of ejaculatory control and bother/
distress. The true prevalence of lifelong PE is un-
doubtedly much lower, and recent studies on
community samples that include these other 2
criteria (control and bother/distress) place it closer
to 4% to 10%.”'* The prevalence of acquired PE
has not been adequately documented at this time.

Risk Factors for and Cause of Premature
Ejaculation

Anintegrated approach to PE encourages the prac-
titioner to understand biological, psychological, and
sociocultural factors associated with PE, particularly
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insofar as they affect sexual function, sexual satis-
faction, and the relationship.

Biological factors
Biological factors attempt to account for consis-
tent interindividual variations in EL. These factors
may be either physiologic or pathophysiologic.
Physiologic factors are inherent to the system—
part of the person’s hardwired neurophysiology.
Pathophysiological factors are disruptions of
normal biological processes, such as disease,
trauma (eg, injury or surgery), and medication.
For men with lifelong PE, no clear pathophysio-
logic condition accounts for short ELs, although
many have been suggested.’® On the other
hand, physiologic explanations for lifelong PE as-
sume that interindividual ejaculatory variability re-
sults from differences in the “hard wiring” of the
reflexive components of ejaculation, presumably
being genetic or epigenetic in origin. Thus far,
however, no clear and robust anomalies in geno-
type, sensorimotor response, or neurotransmitter
function have been identified in men with lifelong
PE or in animal models of persistent rapid ejacula-
tors. Thus, cause-effect relationships between
biological factors and lifelong PE remain elusive.
In contrast, men who acquire PE later in life typi-
cally suffer from some sort of precipitating or sus-
taining pathophysiology. Examples include lower
urinary tract symptoms, endocrine problems,>'®
and, although somewhat rare, use of medications/
drugs. Relationship factors might also play a role,
but to date, documentation for such effects tends
to be “case study” or anecdotal material. Men with
erectile dysfunction (ED) seem to be at greater risk
for PE (or vice versa), although for such men, deter-
mination of which problem—PE or ED—is primary
and which is secondary, is not often clear.

Psychological factors
The term “psychological,” particularly with respect
to sexual dysfunction, has sometimes been misun-
derstood to refer to the “psychoanalytic” and
“developmental/learning” approaches to sexual
response, perhaps because these approaches
have been associated with giants in the field —Sig-
mund Freud and later Masters and Johnson—who
shaped much of the classic thinking about sexu-
ality. Although these earlier interpretations have
generally lost favor, to the extent that they sug-
gested a psychosexual developmental process
for PE, they remain underresearched even today.
Nevertheless, ample evidence from men’s self-
report suggests that their ELs are influenced by
numerous contextual factors, including psycho-
logical (eg, level of emotional arousal), behavioral
(eg, coital position), partner-related (eg, perceived

attractiveness), and/or situational (eg, new partner
or unusual place).'>'®7 Given that men perceive
such factors to affect their arousal and subsequent
ELs, treatment strategies have sometimes tar-
geted these factors as starting points for remedia-
tion. Unfortunately, well-designed studies
investigating the role of psychobehavioral factors
on PE are limited, a situation perhaps exacerbated
by 3 decades of successful pharmacologic (selec-
tive serotonin reuptake inhibitors [SSRIs]) man-
agement of PE.

Interplay between biological and psychological
factors

Biological and psychological causes do not
necessarily represent mutually exclusive path-
ways, as it is not possible to extricate psycholog-
ical processes from the biological substrates that
underlie and/or mediate them." Preprogrammed
“hard-wired” biological systems that govern pe-
ripheral and spinal reflex processes may be differ-
entiated from the programmable/reprogrammable
“soft-wired” biological substrates that underlie
psychological processes such as attention,
thoughts, expectations, and feelings/anxieties
that derive from past experiences and immediate
context. It is not fruitful, however, to conceptualize
psychological processes as somehow indepen-
dent of basic biological functioning.

In summary, a man’s EL range may be preset by
biological factors, but psychological variables such
as sexual desire, expectation, anxiety, attention,
and arousal likely influence the intraindividual varia-
tion within that preset range. Furthermore, psycho-
logical and biological processes can exert
reciprocating effects on one another: anxiety might
impair sexual response, and sexual failure orimpair-
ment might lower self-confidence and increase anx-
iety, thereby intensifying the problem. 820

Relationship and cultural factors

It has oft been stated that PE is a couple’s prob-
lem. The partner of a man with PE may share in
the distress, self-doubt, and sexual dissatisfaction
associated with the short-lived physical/sexual in-
timacy common to PE,?"?? all of which can stress
the dyadic relationship. A partner having their own
sexual issues (eg, sexual aversion) might also
exacerbate the PE problem or interfere with treat-
ment. In addition, culturally derived gender/sex
role expectations may place further burden on
the man with PE (and his partner) to follow specific
sociosexual scripts that are counterproductive to
ensuring mutual sexual satisfaction. Although
neither relationship nor cultural factors usually ac-
count for the short ELs of PE, these factors may be
highly relevant to how the couple conceptualizes
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the impairment and their willingness to seek and
use treatment.?’

Treating Premature Ejaculation

Although its cause is not well understood, PE is
considered a manageable problem. Although the
immediate goal of most treatments is to increase
the man’s EL, a broader and often desirable goal
is to help the couple attain a more satisfying sexual
relationship.

Assessment/diagnosis

Diagnosing PE typically involves 2 steps: (1)
ensuring that the man truly has PE, including a
medical evaluation if pathophysiologic factors
are suspected for a recently acquired condition;
and (2) probing biological/medical, psychologi-
cal, and relationship factors that are related to
the problem and/or that might enhance or inter-
fere with treatment outcomes. Regarding the first
step, men sometimes complain of ejaculating
before they wish, despite having a “normal” EL.
So, the EL should be relatively short (less than
1-2 min) and not fall within or near the normal
range of about 6 to 10 minutes postpenetra-
tion.%23 In addition, the practitioner should verify
that the rapid end to sexual activity results from
an inability to delay ejaculation, not from loss of
erection or some other reason (eg, fear of inter-
ruption). Regarding the second step, both life-
long and acquired PE should generate a brief
discussion of relationship and psychological
functioning that might include questions about
the man’s life experiences with PE, relationship
quality with the partner, partner’s sexual health
and problems, and if relevant, cultural expecta-
tions.2" A diagnostic interview may be supple-
mented  with  standardized  assessments
(Table 2), given as a previsit or postvisit assign-
ment to support the PE diagnosis and assess
relationship functioning.

Treatment Options Overview

Several options are available for the treatment of
PE: (1) pharmacologic approaches that tempo-
rarily decrease penile sensation and/or centrally
inhibit the ejaculatory response (2) surgical ap-
proaches that permanently decrease sensory
input to the penis; and (3) psychobehavioral ap-
proaches that have the multiple goals, including
attenuating penile input, increasing awareness of
sexual arousal cues and developing control over
ejaculation, establishing a positive framework for
change, and encouraging patient-partner interac-
tions that enhance sexual satisfaction. Because
these treatments have been extensively reviewed

Men’s Orgasmic Difficulties

elsewhere, the author provides only a broad over-
view that includes benefits and limitations of the
various options (Table 3).

Pharmacologic options

Topical ointments, cremes, gels, and sprays
reduce sensory input to the penis, thus delaying/
inhibiting ejaculatory response. Preparations that
contain lidocaine or prilocaine or various proprie-
tary preparations double the EL for most men
with PE (eg, 2-5 min), increase the man’s ejacula-
tory control, and improve the quality of sex life.?*
They offer an expedient and inexpensive way for
increasing EL, but unless used with a condom,
they may cause vaginal discomfort, hyposensitiv-
ity, or numbness.

Oral medications have varying effects on delay-
ing ejaculation.®>2%2° Box 1 provides an open ac-
cess link to drug doses and efficacy.?® Several
points are relevant to understanding their use in
the treatment of PE.

Treatment regimens: oral medications may
involve either daily dosing or “on-demand” use,
that is, taking the drug several hours before antic-
ipated sexual activity.

Neurotransmitter reuptake inhibitors (including
SSRIs), known mostly for their antidepressant
use, can effectively delay or inhibit ejaculation.
Because neither clomipramine (a tricyclic antide-
pressant) nor any of the traditional SSRIs has
received regulatory agency approval for PE, they
must be prescribed “off-label.”

Daily dosing of drugs that affect serotonergic
activity, such as clomipramine, paroxetine, sertra-
line, fluoxetine, citalopram, and clomipramine, is
effective in delaying ejaculation in most men,
with paroxetine having the strongest effect (6- to
8-fold increase) (see Box 1). On-demand use of
oral medications 2 to 5 hours before sexual activity
imparts fewer side effects than daily dosing but is
also associated with a lower efficacy. Dapoxetine,
a drug developed specifically for on-demand
treatment of PE (not available in the United States),
is generally less effective than off-label paroxetine,
delaying ejaculation by about 1 to 3 minutes.?*2”

Other pharmacologic options are available if the
aforementioned reuptake inhibitors are ineffective.
Tramadol, a centrally acting synthetic opioid anal-
gesic and weak inhibitor of reuptake of gamma
aminobutyric acid, norepinephrine, and serotonin,
has shown moderate success in the treatment of
PE.?® In addition, a1-adrenoceptor antagonists,
widely used in the treatment of lower urinary tract
symptoms, have shown some efficacy for PE
(eg,%°). However, these drugs are less optimal
due to their side effects and/or lower treatment
efficacy.
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Table 2

Medical/Psychological Assessments

Examples of useful assessment instruments for premature ejaculation and relationship functioning

Index of Premature
Ejaculation (IPE)

10-item tool assessing control
over ejaculation,
satisfaction with sex life,
and distress in men with PE.
(Althof et al., 2006, pp. 474-
475, copyrighted, special
access.)

Premature Ejaculation
Diagnostic Tool (PEDT)

5-item tool providing

diagnostic relevance to PE.
Reliable, easy, fast. (Jannini
et al., 2013) http://www.
baus.org.uk/Resources/
BAUS/Documents/PDF %
20Documents/Patient%
20information/PEDT.pdf

Premature Ejaculation
Prevalence & Attitudes
(PEPA)

Assesses basic PE parameters in
5 questions, including
whether PE is considered a
problem by the man and/or
his partner. (Patrick et al.,
2005, p. 361)

Male Sexual Health
Questionnaire (MSHQ)

25-item questionnaire
measuring erection,
ejaculation, and satisfaction
with a focus on ejaculatory
function. Greater cultural
sensitivity compared with
some tools. (Rosen et al.,
2007)

Relational Assessments

Dyadic Adjustment Scale
(DAS)

A self-report measure of

relationship adjustment and
both partner’s perception of
satisfaction. (Spanier, 1989)

http://trieft.org/wp-content/
uploads/2010/09/DAS+1.pdf

Golombok Rust Inventory of
Sexual Satisfaction (GRISS)

28-item questionnaire that
assesses sexual satisfaction
and dysfunction; may be
used to track improvement
over time as the result of
medication or therapy. (Rust
& Golombok, 1985) http:/
www.psychometrics.cam.ac.
uk/productsservices/
psychometric-tests/GRISS

Self-Esteem and
Relationship
Questionnaire (SEAR)

Short questionnaire for

measuring sexual
relationship, confidence,
and self-esteem. (Cappelleri
et al., 2004) http://www.
nature.com/ijir/journal/v16/
n1/fig_tab/3901095t1.html

Data from Refs.>0->¢
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Table 3

Treatment Advantages

Some advantages and disadvantages of various treatment options for premature ejaculation

Disadvantages

Pharmacologic

Penile Topical Robust empirical support

Effective for most men

Fairly rapid effect
Very targeted treatment
Minimum side effects

Inexpensive for some options

Intrusive during sex activity

Partner genital numbness during sex
Required during every episode/encounter
Manages, does not cure the problem
Numbness may linger for a while

Oral Medications  Robust empirical support

Easy administration
Inexpensive

Good efficacy for most drugs

Adverse effects (GI, insomnia, ED)
Requires daily dosing for maximal effect
On-demand requires about 2-h lead
Needed for every episode/encounter
Manages, does not cure the problem
Not effective for some men

Robust effect
Very targeted treatment
Effect is long-lasting

Surgical

Potential ED, loss of penile sensation

Not available in many regions of the world
Expensive (generally not insured)

Higher risk for complications

No adverse effects
Potential ongoing effect

Psychobehavioral

Address relationship fallout

Can improve mutual satisfaction

Increased sense of self-efficacy

Requires investment of time/effort

Takes longer to achieve results

Best when partner is involved

Requires effort to incorporate techniques
Results are less reliable/consistent

May involve greater cost burden

Abbreviation: Gl, gastrointestinal.

Treatment of PE and comorbid ED is an option for
men having both problems (about one-third of men
with PE). If one problem is primary over the other,
that problem should be treated first. More
commonly, no clear temporal order in discernible,
so these men may benefit from both an SSRI and a
proerectile drug such as a phosphodiesterase-5 in-
hibitor (PDE-5i). Because SSRIs can exacerbate an
erectile problem, the addition of a PDE-5i helps the
man maintain his erection and reduce performance
anxiety, whereas the SSRI delays ejaculation.*°

Surgical approaches

Although considered a last resort for men nonre-
sponsive to pharmacologic treatment, surgical
procedures include selective dorsal neurectomy
and glans penis augmentation using a hyaluronic
acid gel.®" Both act by immediately and perma-
nently reducing sensory input to the penis.
Although these procedures have gained traction
in Asian countries, due to possible irreversible
side effects such as penile sensory loss and ED,
most professional societies consider them “exper-
imental” and do not recommend them for PE
treatment.

Psychobehavioral treatment options
Psychobehavioral approaches typically combine
behavioral, cognitive/affective, and relationship/

couple’s strategies,?’ integrated and tailored to

meet the individual’s or couple’s needs. Any of
these approaches may be combined with pharma-
cotherapy to optimize treatment outcomes.

Behavioral approaches date back more than half
a century. Specific techniques vary but all are
designed to help the man modulate levels of sex-
ual arousal first by learning to recognize sensa-
tions associated with increasing arousal and
imminent ejaculation. When these sensations are
noted, men are instructed to cease penile stimula-
tion until the sensation passes—at which point the
process begins anew. The techniques are then
transferred to penetrative sex with the help of the
partner, where they may be supplemented with
ancillary strategies that modulate the man with
PE’s arousal and/or enhance the partner’s arousal
to better synchronize sexual response.

These methods impart moderate benefits for
most men with PE®? (see Box 2 for an open access

Box 1
Quick reference link for pharmacologic efficacy
in premature ejaculation treatment

Open access: https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4108949/
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Box 2
Quick reference link for behavioral efficacy in
premature ejaculation treatment

Open access: https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4599555/

link to a summary of behavioral effects) unless they
are suffering from anteportal ejaculation or very
short ELs. Because these procedures are relatively
straightforward, couples may learn them under the
guidance of a nonspecialist, through tele-
counseling, or even using bibliotherapy (eg,*°).

Cognitive approaches, unlike behavioral strate-
gies, play no direct role in lengthening EL but
rather address the patient’s negative fallout from
sexual impairment. These interventions—usually
requiring a therapist knowledgeable about sexual
issues—help instill a positive attitude and support
the patient’s motivation for change.'®?' Some
cognitive techniques focus on identifying and
countering self-defeating thoughts that may exac-
erbate the PE, whereas others assist men in using
positive (“affirming”) thoughts and in developing
awareness of negative feelings/anxieties during
sexual interactions, which then can be rechan-
neled into positive feelings/actions.'®2’

Relationship approaches view PE as embedded
in the couple’s relationship and thus assume that
PE may be better managed with the cooperation
of the partner, not only in implementing behavioral
techniques (described earlier) but also in address-
ing the broader impact of the PE on the couple’s
interactions (eg, guilt, blaming, avoidance, and
so forth). They can also help the couple to better
understand their respective experiences as related
to the dysfunction and focus on enhancing
communication, intimacy, and mutual
satisfaction.?'34

Taking a Multimodal Approach

Both clinical experience and data suggest that
combining pharmacologic and psychobehavioral
approaches to PE may result in better out-
comes.*>3¢ Specifically, increasing EL by using a
pharmacologic option may offer a renewed sense
of self-efficacy for the man. At the same time,
addressing sexual/relationship satisfaction may
increase adherence to protocols, improve
communication between partners, help the man
learn techniques for controlling arousal and ejacu-
lation, expand the sexual repertoire so both part-
ners are satisfied, and develop positive
cognitive-affective frameworks that emphasize
mutual pleasuring and prepare for the possibility
of relapse. The addition of psychobehavioral

strategies to supplement pharmacologic treat-
ments increases ELs by an additional 1 to 3 mi-
nutes, with mutual sexual satisfaction, anxiety,
and adherence to protocols also showing
improvement.2

DISCUSSION: DELAYED EJACULATION
Defining Criteria, Delayed Ejaculation
Subtypes, and Prevalence

Defining diagnostic criteria

Although there are no consensus guidelines for
diagnosing DE, several common threads run
through various diagnostic criteria. DSM-5° de-
fines DE as a marked delay or infrequency of ejac-
ulation occurring in about 75% to 100% of
partnered sexual activity, accompanied by a
desire not to delay the ejaculation. DSM-5 further
characterizes the condition as clinically distress-
ing, includes relevant qualifiers such as “acquired”
or “lifelong,” and “generalized” or “situational,”
and indicates the practitioner should consider 5
other factors: partner; relationship; individual
vulnerability (eg, history of abuse); psychiatric co-
morbidity (eg, depression) and stressors; cultural/
religious influences; and medical factors. The ICD-
11 defines “male delayed ejaculation” as the
“inability to achieve ejaculation or an excessive
or increased latency of ejaculation, despite
adequate sexual stimulation and the desire to
ejaculate.”* The pattern of delayed ejaculation is
associated with clinically significant distress.
Finally, AUA, as DSM-V, distinguishes between
lifelong and acquired DE,® defining lifelong as the
“consistent, bothersome inability to achieve ejacu-
lation, or excessive latency of ejaculation, despite
adequate sexual stimulation and the desire to
ejaculate,” and acquired identically except
including the phrase “or an increased latency of
ejaculation.”

As with PE, the diagnostic criteria for DE sug-
gest 3 conditions: (1) a prolonged EL or absent
ejaculation; (2) the inability to ejaculate sooner
despite the desire to do so; and (3) a condition
that causes bother or distress. None of the defini-
tions operationalizes a “prolonged EL,” although
suggestions have been offered based on data indi-
cating a typical EL between 6 and 10 minutes for
most men (standard deviation [SD] = &+
4 min).82® Using 2 SDs greater than the mean as
a criterion threshold for DE yields an EL around
18 to 20 minutes, which includes the highest
2.3% of the population. One recent study reported
that men who express the “desire to ejaculate
sooner during intercourse” typically had median
ELs of 15 minutes, and when “an inability to ejac-
ulate sooner” was added to this criterion, the
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median EL increased to 20 minutes, similar to the
value based on statistical parameters noted
earlier.” However, one problem with using a tem-
poral criterion such as 20 minutes is that some
men never reach orgasm, terminating sexual activ-
ity due to frustration, exhaustion, loss of erection,
and/or partner discomfort.

Lifelong versus acquired delayed ejaculation
Practitioners may distinguish between lifelong
and acquired DE. Lifelong has been present
throughout the man’s sexual life and has no clear
cause, whereas, paralleling PE, acquired DE oc-
curs after some period of normal ELs and results
from pathophysiologic, psychological, or relation-
ship changes. As with PE, the lack of ability to
have some control over the timing of ejaculation
and the related distress probably play more
important roles in diagnosing a man with either
lifelong or acquired DE than any specific EL
threshold.

Prevalence of delayed ejaculation

DE has not attracted the same level of pharma or
media attention as ED or PE. Unlike PE and ED,
no pharmaceutical companies have to date vigor-
ously studied or pursued promising biomedical
treatments for DE, and no medications have
received regulatory agency approval for its treat-
ment. Except perhaps for those men/couples con-
cerned with procreation, most men whose sexual
relationships are upended by their difficulty reach-
ing ejaculation have remained hidden from view,
receiving little or no attention from the popular or
medical press, or even the research community.
Given this lack of visibility, together with inconsis-
tent criteria for defining DE, the lack of expedient
biomedical treatment, and the assumption that
diminished ejaculatory function is a natural conse-
quence of aging, it is not surprising that relatively
little is known about DE prevalence. Nevertheless,
in the past, DE had been reported at fairly low rates
in the literature, typically around 3% to 5% and
thus had been considered uncommon. Several
recent clinical and community samples have
placed the incidence substantially higher, by
some estimates closer to 10% to 15% of
men. 33839 |n one recent community sample the
percentage of men indicating the “desire to ejacu-
late sooner” during partnered sex was around 7%
to 8%, nearly identical to results from the National
Health and Social Life Survey (NHSLS) in the
United States.*® When a second condition of
“lacking the ability to ejaculate sooner” was added
to the criterion, the prevalence dropped to about
3% to 4%, similar to the long-assumed prevalence
for this dysfunction.®”

Men’s Orgasmic Difficulties

Risk Factors for and Cause of Delayed
Ejaculation

DE may be caused by any number of factors,
including an inherently higher threshold for reach-
ing ejaculation, lack of adequate arousal, and/or
lack of adequate stimulation.

Physiologic/pathophysiologic risk factors

Some men report lifelong difficulty reaching ejacu-
lation. Just as men with lifelong PE, men with life-
long DE may well be biologically predisposed to
having a higher threshold for orgasm—although
evidence for any genetic or inherent biological ab-
normality is lacking. In some instances, a patho-
physiologic condition may account for DE (thus
acquired/secondary DE), as procedures or dis-
eases that interfere with sympathetic or somatic
innervation to the pelvic/genital region can affect
ejaculatory function.®®*" In addition, most ejacula-
tory problems increase with aging, so men with an
inherent (biological) predisposition toward longer
ELs who have functioned adequately most of their
lives may begin to experience difficulty as they
age. This increase may be due in part to an overall
age-related decrease in general health and sta-
mina, making intercourse more physically chal-
lenging (Box 3). Prolonged EL may also be due
to the increased prevalence of specific diseases

Box 3

How physically challenging is having sex and
might this account for acquired delayed
ejaculation?

For a man weighing 155 pounds, intercourse
(top position) burns an estimated 120 to 150 cal-
ories assuming about 30 minutes of activity.
Heart rate is around 110 to 120 bpm during
orgasm.

For a man weighing 180 pounds, intercourse
burns an estimated 140 to 170 calories assuming
about 30 minutes of activity. Heart rate may in-
crease by another 10% to 15%.

For a man weighing 200 pounds, intercourse
burns an estimated 150 to 180 calories assuming
about 30 minutes of activity. Heart rate may in-
crease by 30% over the man weighing 155
pounds, perhaps as high as 130 to 140 bpm dur-
ing orgasm.

How do the aforementioned parameters
compare with other physical activities? Caloric
use during sex is equivalent to about 30 minutes
of leisure cycling, kayaking, or brisk pace
walking. Heart rate during orgasm equates
with the bpm for moderately intense exercise
for a 50-year-old man.
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and/or medications that inhibit ejaculatory
response (Table 4 for such medications).83°

Psychological and relationship factors

DE might be conceptualized as a problem in the
stimulus — arousal pathway. That is, DE may
result from (1) a lack of adequate penile stimula-
tion, (2) lack of subjective arousal to physical and
psychological stimulation, and/or (3) active inter-
ference with the arousal process.® Regarding the
first possibility, partnered sex may not provide suf-
ficient penile stimulation due to any number of fac-
tors, for example, an age-related decrease in
penile sensitivity, or a particular masturbation style
(pressure, speed, and so forth) that does not simu-
late partnered sex.*! Regarding the second possi-
bility, the man may experience insufficient
subjective sexual arousal despite adequate phys-
ical stimulation. For example, disparity in arousal
may distinguish partnered sex from masturbation,
the latter sometimes involving particular sexual
fantasies and erotic materials and arousal “re-
sources” that may not be available during part-
nered sex.*’ Regarding the third possibility,
specific thoughts and emotions during partnered
sex may actively inhibit or interfere with the arousal
process in men. For example, anxiety/fear

regarding adequate performance, pleasing the
partner, hurting or defiling the partner, unwanted
impregnation, or even semen loss (eg, Dhat syn-
drome, a pathologic fear that semen loss leads
to loss of vitality) might inhibit arousal/ejaculation.
Shame, embarrassment, and guilt surrounding the
sexual act may also interfere with arousal.®>*?
Although the putative role for such factors has
been based primarily on clinical experience or
case reports, they highlight the need for well-
designed research investigating psychological
and relationship involvement in the cause or main-
tenance of DE.

Treating Delayed Ejaculation

A holistic approach to the treatment of DE requires
exploration of physiologic, psychological, and
relationship issues that might affect the man’s sex-
ual response. Although the immediate problem is
that of decreasing the man’s EL, a broader goal
may include helping the couple achieve procre-
ation and/or a more sexually satisfying
relationship.

Assessment and diagnosis
Diagnosing DE should include 2 steps: (1) ensuring
that the man meets the diagnostic criteria for DE,

Table 4
Putative negative effects of various medications on erectile/arousal and ejaculatory function in men
Arousal
and/or Orgasmic
Substance Type Examples Erection Function
Antihypertensives o and B blockers, sympathetic X X
inhibitors
Antidepressants SSRIs, MAOIs, tricyclics X X
Antipsychotics Phenothiazines, X X
thioxanthenes
Antiepileptics Gabapentin, topiramate etc. X X
Anxiolytics/tranquilizers Benzodiazepines X
Hypnotics/sedatives Barbiturates, alcohol X
Muscle relaxants GABA B receptor agonists -
Cancer treatments GRH agonists X -
Immunosuppressive Sirolimus, everolimus X -
Antiandrogens Finasteride, cyproterone X X
acetate, etc.
Steroids Prednisone X ?
Analgesics Opioids, methadone
Other Antihistamines, X ?
pseudoephedrine,
recreational

Abbreviations: GABA, gamma aminobutyric acid; GRH, gonadotrophin-releasing hormone.
From Rowland, David L., "Evaluation of Delayed Ejaculation" (2017). Psychology Faculty Publications. 64. https:/
scholar.valpo.edu/psych_fac_pub/64, with permission.
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including a medical referral if pathophysiologic
factors are suspected for a recently acquired con-
dition® and (2) addressing specific contexts that
may shed light on the cause, relationship dy-
namics, and consequences of the DE. Regarding
the first step, the practitioner should ensure that
the EL is indeed prolonged and lies substantially
beyond the normal EL range for men or, alterna-
tively, that the man terminates intercourse out of
frustration or exhaustion. In addition, the practi-
tioner should assess whether the long EL is

Men’s Orgasmic Difficulties

specific to partnered sex. A brief medical history
can eliminate or, alternatively, identify potential eti-
ologies related to medication, iliness, surgery, or
trauma, particularly if the DE is recently acquired.®
Regarding the second step, brief psychological
and relationship histories can help reveal individual
or relationship idiosyncrasies that might explain
recent changes in EL, especially if normal ejacula-
tion had been possible previously.*? Table 5 pro-
vides an outline of steps that might be followed
in a DE evaluation; Box 4 includes sample

Table 5

Possible steps in the evaluation of delayed ejaculation

Information/Procedure

Step

Goal

Examples

Setting the tone

Establish openness and trust

Normalizing/destigmatizing
the problem

Differential diagnosis

Rule out other sexual
problems

Verify problem of inhibited
ejaculation

e Typical ejaculatory latency

¢ Inability to affect ejacula-
tory latency

e Significant distress

History and scope of the
problem

Obtaining detailed
parameters about
development of the
problem

Lifelong, acquired; onset,
duration, situation,
exacerbation, self-
management, motivation
for change

Medical history/examination

Pathophysiological cause

Physical examination, review
of illnesses, surgeries,
medications, injuries, drug
use, and so forth, including
general life stressors/
transitions that are job-
related, financial, family
based, etc.

Psychosexual evaluation

Identify possible psychological
and relationship
predisposing factors

Current sexual practices and
activities in contexts:

e Predisposing religious and
cultural issues, including
sexual knowledge and
beliefs

e Masturbatory and coital ac-
tivities including fantasy,
use of erotic materials, and
so forth.

e Relationship parameters
involving quality and inti-
macy, communication, part-
ner attractiveness, and
dysfunction

review with patient (and
partner)

Summary of relevant factors to

Gain patient acceptance of the
problem, its cause, and
encourage value/motivation
for change

Verify and align clinical notes
with patient and partner
self-report and perceptions

From Rowland, David L., "Evaluation of Delayed Ejaculation" (2017). Psychology Faculty Publications. 64. https://scholar.

valpo.edu/psych_fac_pub/64, with permission.
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Box 4
Sample questions that might be asked of
patients with suspected delayed ejaculation

e Has the problem been lifelong? Recent?
Developed over a period of time?

e Related to any other life events? Situation
specific? llinesses? Or more generalized?

e Can the man masturbate to orgasm?

e Has there been a noticeable increase in ejacu-
latory latency during masturbation?

e What are the current sexual practices, in
terms of coital and masturbation frequency

e Are there situations when the man is able to
ejaculate with the partner (eg, masturbation,
using erotic materials, specific fantasies, and
so forth).

questions that could generate discussion and
insight regarding the DE problem.

Overview of Treatment Options

Treatment options for DE are limited by the lack of
accepted pharmacologic options. Treatment
therefore relies more heavily on behavioral, cogni-
tive, and relationship approaches.

Pharmacologic options

In contrast with PE, safe and effective medications
that shorten the EL have remained elusive, and not
for lack of testing, as many serotonergic, adren-
ergic, and dopaminergic agonists and antagonists
have been tried.*> Most such “experimental”
drugs impart weak-to-moderate and/or inconsis-
tent effects and many have undesirable side ef-
fects. Other agents such as testosterone have
also been tested, but with minimal success
(Box 5 provides a link to an open-access article
listing such agents*®).

Psychobehavioral approaches

Psychobehavioral interventions for men with life-
long or acquired DE include a mix of behavioral,
cognitive, and relational approaches and typically
require a psychosexual specialist.?’

Box 5
Quick reference link for experimental drug
testing effects on delayed ejaculation

https:/link.springer.com/article/10.1007/
s11930-020-00287-z

Behavioral approaches for DE were first pio-
neered in the 1970s** and have progressed sub-
stantially since then. Some men with DE report
greater satisfaction from masturbation than inter-
course, perhaps because they experience diffi-
culty ejaculating during partnered sex and/or
because they rely on sexual fantasies and/or erotic
material to enhance their arousal during masturba-
tion. For these men, the absence of their preferred
sexual stimuli during partner sex may result in
insufficient arousal to trigger ejaculation.>®? One
long-standing approach to such situations is that
of “masturbatory retraining,” that is, adjusting
masturbation practices so stimulation is better
aligned with the experience of penetrative sex
with the partner.*>** Adjunctive strategies may
involve suspending or altering masturbatory activ-
ity during treatment (eg, permitting masturbation
only with the nonpreferred hand*?), so the man
learns to redirect his arousal toward partner cues
and stimulation and away from autosexual cues.
The couple may also be encouraged to share fan-
tasies, use various forms of erotica, and engage in
mutual masturbation and/or body movements
more consistent with what is known to trigger ejac-
ulation. Although no large-scale studies have been
conducted to support this particular approach, in-
dividual clinicians have reported positive
outcomes.

Cognitive approaches can “normalize” or help
reframe the problem and thus reduce negative
feelings that might inhibit sexual arousal. For
example, they might help the man reduce anxiety
about the problem or counter misinformation and
assumptions (eg, fear about the partner dissatis-
faction or disapproval) and thus help him focus
more on the erotic cues from the partner/
situation.*5-46

Relationship approaches address the sexual
dynamics embedded in the relationship, with
strategies generally designed to enhance arousal
and mitigate distress.*” Specific approaches
might include sharing sexual fantasies, having
the partner assume behaviors that increase
arousal, and expanding the couple’s sexual
repertoire to ensure mutual satisfaction. Issues
having the potential to interfere with the sexual
satisfaction of both partners—associated with
conception/procreation, anger/resentment, and
relationship control and discord—can also be
explored and addressed. With the partner fully
engaged and taking “co-ownership” of the prob-
lem, outcomes are likely to be more satisfying for
both partners, and potential negative feelings
that might arise from the partner (eg, feeling un-
attractive or unrousing to the man with DE) can
be managed.
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Integrating Treatment Options

As noted previously, combining treatment ap-
proaches may result in better outcomes for any
sexual problem, including DE. For example,
addressing the long EL by finding ways to increase
arousal and/or remove barriers to arousal and
ensuring sexual satisfaction for both the man
with DE and his partner are likely to generate bet-
ter results. So, despite the lack of well-tested
pharmacologic options, psychobehavioral options
can (1) maximize penile sensory input; (2) use
cognitive/affective strategies that enhance, or
remove barriers to, arousal; and (3) encourage
patient-partner interactions that ensure the mutual
sexual satisfaction.

SUMMARY
A Multimodal Treatment Framework for
Ejaculatory Disorders

An integrated treatment approach toward ejacula-
tory disorders —either PE or DE—could follow any
number of paths, and practitioners will undoubt-
edly have their own preferences and methods.
Although avoiding specific formulas, one approach
might use a multisession program (perhaps 3-6
sessions) that draws from a modified PLISSIT
model, a well-known model having 4 levels of inten-
sity beginning with Permission, continuing with
Limited /nformation, Specific Suggestions, and
Intensive Therapy.*® Although much of the progres-
sion through these sessions would focus on “con-
tent” (the information, skills, and techniques
conveyed to the patient), within any treatment envi-
ronment, the practitioner must also attend to “pro-
cess” issues that ensure a strong working alliance
with the patient/couple.?’*” Building such rapport
is particularly important when sensitive sexual is-
sues are involved and includes expressing
empathy, genuineness, and positive regard; devel-
oping the patient’s motivation to change and
adherence to treatment protocols; and supporting
a strong sense of self-efficacy for the patient and
partner.*”4°

CLINICS CARE POINTS

Men's Orgasmic Difficulties

e Patients/couples can select from a range of
treatment options.

e Attention to psychological and relationship
issues may improve treatment outcomes.

Regarding Delayed Ejaculation

e DE may be either lifelong or acquired; the
former is poorly understood.

e Treatment options are limited as no approved
pharmacologic options are available.

e Motivated patients or couples may realize sig-
nificant benefit from behavioral, cognitive,
and relationship strategies under the guid-
ance of a specialist.

e These procedures help enhance arousal, re-
move barriers to arousal, and ensure mutual
sexual satisfaction.

Regarding Premature Ejaculation

e PE may be a lifelong condition that typically
has no clear cause or pathophysiology.

e PE may be an acquired condition of recent
pathophysiologic or relationship origin.

e PE is a very manageable condition.
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