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Introduction

Definition
Premature ejaculation (PE) is a condition where a man ejaculates earlier than he or his partner would 
like him to. Premature ejaculation is also known as rapid ejaculation, rapid climax, premature climax, 
or early ejaculation.

With the social stigma attached to the nomenclature of ‘premature ejaculation’, there is a trend and 
preference towards the term Rapid Ejaculatory Dysfunction (RED), akin to how the term Erectile 
Dysfunction (ED) swung the stigma away from Impotence.

Prevalence
PE is one of the most common male sexual disorders affecting 20%-30% of men.1  Thirty percent of 
men with PE have concomitant ED.2  A study in Singapore on 243 men aged 18-55 years old noted 
that 20% of the respondents have PE, which is similar to the prevalence in Caucasian population.3  
Current evidence supports an average Intravaginal Ejaculation Latency Time (IELT) of 6.5 minutes in 
18-30 year old men.

Diagnosis
The Second International Consultation on Sexual and Erectile Dysfunction defines PE as “ejaculation 
with minimal stimulation and earlier than desired before or soon after penetration, which causes 
bother or distress, and over which the sufferer has little or no voluntary control”.4  The International 
Society for Sexual Medicine defines lifelong PE as “a male sexual dysfunction characterized by 
ejaculation which always or nearly always occurs prior to or within about one minute of vaginal 
penetration; and inability to delay ejaculation on all or nearly all vaginal penetrations; and negative 
personal consequences, such as distress, bother, frustration and/or the avoidance of sexual intimacy”.5 

In the DSM-5 published by the American Psychiatric Association, premature (early) ejaculation is 
defined as “a persistent or recurrent pattern of ejaculation occurring during partnered sexual activity 
within approximately 1 minute following vaginal penetration and before the individual wishes it”.6

Note the common themes in these definitions:

•	 The time to ejaculation
•	 Inability to control or delay ejaculation
•	 Negative consequences like bother or distress from PE

History
PE can be divided into lifelong (primary) or acquired (secondary).7 Lifelong PE is characterized 
by onset from the first sexual experience and remains a problem throughout life. For lifelong PE, 
ejaculation can happen very fast, before vaginal penetration or very shortly after. For patients with 
acquired PE, they have normal ejaculation prior to the onset of the problem. Time to ejaculation is 
short but is not usually as fast as in lifelong PE.

PE should also be classified as being situational (under specific circumstances or with a specific 
partner) or consistent.

Time to ejaculation and degrees of sexual stimulation should also be noted.

Besides establishing the nature of PE, it is important to find out how PE affects sexual life.
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Physical Examination

In most men with PE, physical examination is likely to be normal. However, a complete physical 
examination may be useful to screen for other sexual dysfunction. This includes a rough 
endocrinological, neurological, vascular examination, and the examination of the external genitalia.

For endocrinological examination, virility can be assessed to look for signs of hypogonadism. For 
neurological examination, lower limb strength and reflexes, including plantar and anal reflexes, should 
be assessed. Lower limb vascularity should be examined to look for signs of vascular disease.

For the external genitalia, the glans should be examined for any deformities. The examiner should 
palpate the shaft of the penis to feel for plaques which is suggestive of Peyronie’s disease. The testes 
should also be felt for the presence of nodules and size.

Instrument

To help diagnose as well as monitor therapy for PE, various instruments have been formulated. 
Intravaginal Ejaculatory Latency Time (IELT) has been used for a long time but may be cumbersome 
for clinicians to use. Premature Ejaculation Diagnostic Tool (PEDT) is a more recent instrument, 
which could be more convenient as it involves the use of a self-administered questionnaire. Other 
instruments include Premature Ejaculation Profile (PEP),8  the Index of Premature Ejaculation (IPE), 
and the Male Sexual Health Questionnaire Ejaculatory Dysfunction (MSHQ-EjD).9

IELT

IELT or Intravaginal Ejaculatory Latency Time refers to the time between penetration into the vagina 
and ejaculation. Ideally, it should be timed with a stop watch. As it takes two persons to perform sexual 
intercourse, the timing can be done by the man or his partner. Certain studies have shown that IELT 
timed by the partner tend to be shorter than that done by the man himself, sometimes by as much 
as half.

In everyday clinical practice, self-estimated IELT is sufficient.

The value of IELT by which PE is diagnosed has not been agreed upon as there is significant overlap of 
IELT between men with and men without PE. Most studies use IELT of 1 or 2 minutes for the diagnosis 
of PE, but Waldinger10 found that some studies use an IELT of as high as 5 minutes.

Going back to the definitions of PE, IELT reflects only time, which is only one of the three components 
in the statements. The other 2 aspects – inability to control and negative impact on quality of life, are 
equally important.

PEDT

Premature Ejaculation Diagnostic Tool (PEDT) is a self-administered questionnaire to help clinicians 
screen and assess PE and its treatment (Appendix I). The use of PEDT has been validated in a study 
by Symonds.11

Investigation

Laboratory investigations are generally not necessary for assessment of PE. Specific investigations can 
be ordered based on findings from history or physical examination, for example, endocrinopathies.
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Treatment
The principles of therapy are essentially:

Lifelong PE – pharmacotherapy. In lifelong PE, behavioural techniques are not recommended for 
first line treatment because they are time-intensive, require the support of a partner, and can be 
difficult to do.

Acquired or Situational PE – pharmacotherapy and/or behavioural therapy. In particular men with 
significant contributing psychogenic or relationship factors may benefit from concomitant behavioural 
therapy.

Behavioural Techniques
Fifty to sixty percent success rates have been reported in the short term for behavioural therapy.12  
A double-blind, randomized, crossover study showed that drug treatment resulted in greater 
prolongation of IELT than behavioural therapy.13  Improvements with behavioral techniques may not 
persist.14  However, both behavioural techniques and pharmacotherapy can be combined to optimize 
the treatment of PE.15

Sexual Counseling

Patients with PE frequently have performance anxiety. Sexual counseling attempts to relieve the 
underlying performance pressure on the man. If PE occurs at intercourse, the couple should be 
instructed that intercourse should not be attempted until PE is treated.

If the man always experiences ejaculation with initial sexual excitement or early foreplay, this probably 
indicates primary or lifelong PE and should be treated as such.

Sexual Therapy

Several techniques have been used to help delay ejaculation:

Stop and Start Method

This technique involves sexually stimulating the man until he feels like he is about to reach orgasm. 
The stimulation is then stopped for about 30 seconds and then started again. This pattern is repeated 
until the man wants to ejaculate. The stimulation is continued until the man reaches orgasm.

Squeeze Technique

The man is sexually stimulated until he recognizes that he is about to ejaculate. At that point, the man 
or his partner gently squeezes the glans of the penis for several seconds. The sexual stimulation is 
then stopped for about 30 seconds and then started again. The couple may repeat this pattern until 
the man wants to ejaculate.16

Pre-coital Masturbation

This is useful if the man is relatively young and can achieve another erection in a few minutes 
following an episode of PE. The man is advised to masturbate (or be stimulated by his partner) 
1 to 2 hours before sexual relations are planned. After which, the interval for achieving a second 
climax often includes a much longer period of latency, and the man can usually exert better control in 
this setting. This strategy may be less effective in an older man, as he may have difficulty in achieving 
a second erection after his first rapid sexual release.
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Pharmaceutical Treatment

Dapoxetine

The most effective pharmacologic modality found to aid a man with PE is the Selective Serotonin 
Reuptake Inhibitors (SSRIs) class of drugs, which are used normally as antidepressants in the clinical 
setting. These agents have been found to cause a significant delay in reaching orgasm in both male 
and female patients. For this reason, medications with SSRI side effects have been used in men who 
experience PE.

Dapoxetine is a short acting SSRI developed specifically for the treatment of PE. An integrated 
analysis of two randomized clinical trials reported that Dapoxetine, 30 and 60 mg, improved IELT 
significantly compared with placebo.17  It has been documented that Dapoxetine, in the recommended 
doses of 30 mg and 60 mg taken 30-60 minutes prior to an intercourse, significantly increased the 
IELT duration to 3.03 minutes and 3.15 minutes respectively, compared to placebo (1.66 minutes). 
Additionally, it also improved other parameters of sexual satisfaction. It is an approved SSRI for 
treatment of PE in Singapore by Health Science Authority (HSA) in 2010.18  Approval for the indication 
of PE has also been given in several European Union countries, South Korea, Australia, New Zealand, 
Philippines and Malaysia.

Dapoxetine is rapidly absorbed (Tmax 1.5 hrs) following oral administration. It acts by inhibiting 
neuronal reuptake of serotonin and the subsequent potentiation of the neurotransmitter’s action at pre- 
and postsynaptic receptors. Dapoxetine may be effective at first dose (i.e. on demand) for PE when 
given 1-3 hours prior to sexual intercourse.

Dapoxetine is rapidly excreted. Dapoxetine plasma concentrations at 24 hours are <5% of peak levels. 
There are no specific pharmacodynamic data about the duration of effect of Dapoxetine. However, 
clinical data indicates that it is effective when intercourse occurs 3 hours after taking it.

The recommended starting dose for all men is 30 mg, taken as needed approximately 1-3 hours prior 
to sexual activity.

One side effect of Dapoxetine is postural hypotension and/or syncope. Patients should be advised 
to take Dapoxetine with at least one full glass of water and not to take it if they are dehydrated. Other 
common side effects are nausea, dizziness, diarrhea and headache. However, these side effects only 
led to discontinuation of the drug in very few patients (1.3%, 3.9% and 8.2% of patients on placebo, 
Dapoxetine 30 mg and Dapoxetine 60 mg respectively).

If the effect of 30 mg is insufficient and the drug is well tolerated, the dose may be increased to the 
maximum recommended dose of 60 mg. If the man has postural hypotension on the 30 mg dose, dose 
escalation should not be performed.

In a double-blind placebo-controlled trial by McMahon, Dapoxetine showed significant improvements 
in IELT compared to placebo, beginning at 4 weeks after treatment, and more improvements up to 
week 12.19  For optimized individual response, the patient should continue with therapy up to 12 weeks 
to observe for efficacy.

Other Serotonin Reuptake Inhibitors (SRIs)

Other serotonin reuptake inhibitors have been used for treatment of PE, but these are used off-label. 
Various doses and dosing regimens have been used and evaluated. Some studies have employed 
continuous daily dosing while others use a situational dosing regimen whereby the medication is only 
taken prior to sexual activity.20 Common side effects include fatigue, drowsiness, yawning, nausea, 
vomiting, dry mouth, diarrhea and perspiration. They are usually mild and gradually improve after 
2-3 weeks. Decreased libido, anorgasmia, anejaculation and ED have also been reported.
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Non Selective Serotonin Reuptake Inhibitor

Clomipramine (Anafranil®) 25-50 mg/day or 25 mg 4-24 hours pre-intercourse

Selective Serotonin Reuptake Inhibitors (SSRIs)

Fluoxetine (Prozac®) 5-20 mg/day

Paroxetine (Paxil®) 10, 20, 40 mg/day or 20 mg 3-4 hours pre-intercourse

Sertraline (Zoloft®) 25-200 mg/day or 50 mg 4-8 hours pre-intercourse

Topical Therapies

Topical therapies involve the use of creams or gels to numb the glans penis, desensitizing it with the 
effect of delaying ejaculation.

Local anaesthetic creams like Lidocaine 2.5%, EMLA cream or Prilocaine 2.5% are applied 20-30 
minutes pre-intercourse. Prolonged use of local anaesthetic creams (30-45 minutes) may result 
in loss of erection due to numbness of penis. A condom is required to avoid diffusion of the local 
anaesthetic cream into the vaginal wall, causing numbness in the partner.

In Korea and other areas of the Far East, SS cream (a combination of nine ingredients, mainly herbal; 
SS stands for Super Secret) has been shown to desensitize the penis, decrease the vibratory 
threshold, and help men with premature ejaculation to significantly delay their ejaculatory response.21

Phosphodiesterase Type 5 Inhibitors (PDE5i)

The treatment of Erectile Dysfunction (ED) has been revolutionalized with the advent of PDE5i. ED 
and PE frequently overlap. When both are present, ED should be treated first. In the PE patient with a 
definite etiological cause, the etiology should be cured first. The choices for therapeutic approach of 
ED and PE are:

PDE5i

PDE5i + SSRIs or topical therapy

Pharmaceuticals + sex therapy (behavioural therapy)

PDE5i can be used in older patients with PE or those with concomitant ED. A randomized clinical trial 
compared the use of PDE5i (Sildenafil) on PE22, and found that IEFT was not significantly improved. 
However, Sildenafil increased confidence, perception of ejaculatory control and overall sexual 
satisfaction as well as reduced anxiety and decreased refractory time to achieve a second erection 
after ejaculation.

Intracavernosal Prostaglandin E1 Injection

Intracavernosal prostaglandin E1 (PGE1) or Alprostadil has been an effective treatment for ED. 
Very little is known whether PGE1 per se can delay ejaculation in lifelong PE patients. PGE1 
relaxes the cavernosal smooth muscles and inhibits anti-erectile adrenergic neurotransmission in 
the cavernosum. By this mechanism, PGE1 does not directly overcome PE but rather, it facilitates 
erection. Studies have shown that men suffering from ED and PE have a longer erection duration with 
PGE1, and they felt encouraged by being able to satisfy their partners at that critical time when they 
needed to continue with a few more strokes for their partners’ orgasm.23 Most men in this group were 
referring to their ability to hold several intravaginal strokes after the ejaculation rather than delaying 
the ejaculation per se. Older small-scale studies24 have described the use of PGE1 as primary 
treatment for PE, but there is a risk of priapism.
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Surgical Treatment
No recommended surgical treatment per se exists for PE. However, chronic preputial infection or 
inflammation/balanitis or an uncorrected phimosis may occasionally be found and correction of 
the latter may help resolve PE. Abnormal penile curvatures can contribute to the condition if left 
uncorrected. A urological opinion under these circumstances is mandated. Denervation techniques 
are still largely experimental and not currently deemed appropriate.

Appendix I – PEDT (Premature Ejaculation 
Diagnostic Tool)

This is a questionnaire to help identify men who have a problem with ejaculating too soon during sexual activity. 
Even if you do not have difficulties, please answer all the questions.

•	 Please  mark  the box that best represents your answer for each of the questions below.
•	 Please mark only one box for each question.
•	 Remember there are no right or wrong answers to these questions.
•	 While your experiences may change from time to time, what we’re interested in here is your general experience 

with intercourse.

Definition:
Ejaculation here refers to ejaculation (release of semen) after penetration (when your penis enters your partner)

Not 
difficult 
at all

Somewhat 
difficult

Moderately 
difficult

Very 
difficult

Extremely 
difficult

1. How difficult is it for you to delay ejaculation? ❑ 0 ❑ 1 ❑ 2 ❑ 3 ❑ 4

Almost 
never or 
never
0%

Less than 
half the 
time
25%

About half 
the time
50%

More than  
half the 
time
50%

Almost 
always or 
always
100%

2. Do you ejaculate before you want to? ❑ 0 ❑ 1 ❑ 2 ❑ 3 ❑ 4

3. Do you ejaculate with very little stimulation? ❑ 0 ❑ 1 ❑ 2 ❑ 3 ❑ 4

Not at all Slightly Moderately Very Extremely

4. Do you feel frustrated because of ejaculating 
before you want to? ❑ 0 ❑ 1 ❑ 2 ❑ 3 ❑ 4

5. How concerned are you that your time to 
ejaculation leaves your partner  sexually 
unfulfilled?

❑ 0 ❑ 1 ❑ 2 ❑ 3 ❑ 4

Pfizer LTD ©; 27 July 2005

A PEDT score is obtained by adding the total numbers of these 5 questions.

•	 PEDT score ≥ 11 : Has PE
•	 PEDT score = 9 or 10 : Probable PE
•	 PEDT score ≤ 8 : No PE
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