
80

ADRIAN-GEORGE VLAICU1, CRISTIAN DELCEA2*

1"Carol Davila" University of Medicine and Pharmacy in Bucharest, Romania 
2Department of Advanced Studies in Sexology, Sexology Institute of Romania, Cluj-Napoca, Romania

Corresponding author email: office@sexology.ro

SEX THERAPY IN THE TREATMENT  
OF PREMATURE EJACULATION

Abstract
Premature (rapid or early) ejaculation is a disorder that creates great personal distress in all aspects 
of the men’s life suffering from this condition, and also for their partners and for the relationship in 
general. The present article aims to create a general description of the known information for this 
sexual disorder and especially sex therapy techniques and methods used in the treatment of premature 
ejaculation.
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INTRODUCTION

Premature ejaculation is a frequent sexual 
dysfunction with a prevalence in the general 
population of men anywhere between 20% 
and 30%, but the real percentage may be 
higher because of under diagnosis and men’s 
withholding of the truth and medical avoid-
ance. Premature ejaculation creates significant 
torment for men, their partner and their rela-
tionship. [1, 2]

Definition and sub-types of premature 
ejaculation 

The Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition (DSM-5) iden-
tifies premature ejaculation as a persistent or 
recurrent pattern during partnered sexual 
activity which implies ejaculation within 
approximately 1 minute following vaginal 

penetration and before the individual wishes 
it. In addition, the pattern must have been pres-
ent for at least 6 months and must have been 
experienced on almost all or all occasions of 
sexual activity. The sexual dysfunction causes 
clinically significant distress in the individual, 
is not explained by a nonsexual mental disor-
der or as a consequence of severe relationship 
distress and is not attributable to the effects of 
a substance, medication or another medical 
condition. [4, 5]

The International Society for Sexual 
Medicine (ISSM) developed a consensus in the 
definition for lifelong premature ejaculation 
which implies that the disturbance has been 
present since the individual became sexu-
ally active, while acquired premature ejacu-
lation means that the disturbance began after 
a period of relatively normal sexual function. 
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Also premature ejaculation can be subtyped as 
generalized (not limited to certain types of stim-
ulation, situations, or partners) or situational 
(only occurs with certain types of stimulation, 
situations or partners). Premature ejaculation 
can be mild (ejaculation occurs within approxi-
mately 30 seconds to 1 minute of vaginal pene-
tration), moderate (15-30 seconds), or severe 
(ejaculation occurring prior, at the start or 
within 15 seconds of vaginal penetration). [3, 5]

Risk factors and etiology of premature 
ejaculation

Ongoing clinical and empirical research 
of premature ejaculation suggests two distinct 
etiologies (organic and psychogenic) that inter-
twine. Risk factors of premature ejaculation 
include physiological or pathophysiological, 
psychological, relationship factors, cultural and 
other socio-demographic factors. Physiological 
and pathophysiological risk factors include 
lower urinary tract symptoms (LUTS), thyroid 
function problems, medication, recreational 
drugs and aging. Psychological risk factors 
incorporate anxiety, guilt pertaining to partner 
interactions, as well as man’s own low perfor-
mance expectations, lower self-confidence, low 
sexual self-efficacy and relationship efficacy. 
Premature ejaculation can be caused by the 
negative impact of the couple’s relationship 
problems. Furthermore, cultural and socio-de-
mographic factors may place an additional 
burden on the man, variables such as religion, 
socioeconomic status, nationality, geographical 
region, age, race, ethnicity, sexual orientation 
and degree of physical and emotional ability 
may affect an individual’s sexual performance 
and can cause premature ejaculation. [1, 2, 3]

Assessment and diagnosis of premature 
ejaculation

A correct assessment of premature ejacu-
lation is an essential part in understanding the 
individual’s personal struggle with this sexual 
dysfunction and it should begin with an anal-
ysis of the man’s medical, psycho-social and 
sexual history. It is of great benefit if the man’s 
partner is also investigated on the same crite-
ria. Medical history should include organic 

disorders, prescribed or recreational medica-
tions taken, the exact dose, and the duration 
of administration. Referral to an urologist is 
necessary for a physical examination, special-
ized tests and blood studies. Psycho-social 
history includes the complete assessment of 
cognitions, behaviors and relational prob-
lems. It is also important to assess the levels 
of sexual awareness and performance anxi-
ety. It is essential to look for a lack of sexual 
knowledge, unrealistic sexual expectations, 
the feeling of emasculation resulted from an 
unsuccessful sexual interaction, anxiety about 
the size and function of the penis and general 
physical attractiveness. A complete sexual 
history should include past and present levels 
of sexual activity and a history of abuse or 
trauma.  [1, 6, 7]

In addition to the assessment, there are 
a multitude of diagnostic instruments for 
premature ejaculation which can be used for 
a comprehensive understanding of the indi-
vidual’s disorder. These include the “Index 
of Premature Ejaculation” (IPE); “Premature 
Ejaculation Diagnostic Tool” (PEDT); 
“Premature Ejaculation Prevalence & Attitude” 
(PEPA); “Male Sexual Health Questionnaire” 
(MSHQ). Relational assessment tools can 
also be useful: “Dyadic Adjustment Scale” 
(DAS); “Golombok-Rust Incentory of Sexual 
Satisfaction” (GRISS) and “Self-Esteem and 
Relationship Questionnaire” (SEAR). [1, 4, 5]

Treatment of premature ejaculation
The approach in treating premature ejac-

ulation is typically either a biomedical option, 
a psycho-behavioral treatment option or a 
combined therapy.

Biomedical treatment of premature ejacu-
lation incorporates multiple drugs with vari-
ous results. The usage of local anesthetic and 
topical creams, gels or sprays are frequently 
encountered in the treatment of premature 
ejaculation. The role of local anesthetics is to 
diminish local sensitivity at the penis glans. 
The primary active substance in topical local 
anesthetics is lidocaine. However, too much 
application can cause an exaggerated drop in 
the man’s local sensitivity and the transfer of 
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the substances to the partner can create vaginal 
numbness. To avoid the transfer it is recom-
mended the use of a condom. [4, 5, 9]

The use of selective serotonin reuptake 
inhibitors (SSRIs) is another medical option 
for treating premature ejaculation. This 
class of medication is used primarily for its 
antidepressant use but it has been shown to 
have a positive effect on delaying the ejaculatory 
response. Until now, this type of medication 
was used daily, but recent studies have shown 
increased effectiveness in on demand use, 
meaning the man administrates the medication 
several hours before the initiation of sexual 
activity. Dapoxetine (Priligy®) has emerged 
as one of the most effective oral treatments for 
premature ejaculation because of its very strong 
inhibition of serotonin reuptake transporter 
and also a small half-life, resulting in a better on 
demand usage. Patients should be informed not 
to discontinue the selective serotonin reuptake 
inhibitor medication abruptly because of the 
discontinuation syndrome that is characterized 
by symptoms of tremor, nausea and dizziness. 
The discontinuation should be carried out 
slowly within 2 to 3 months. [5, 6, 7]

Another treatment option is the 
combination of anti-ejaculatory and pro-erectile 
drugs, because approximately a third of men 
with premature ejaculation also report erectile 
problems. 

These men are good candidates for 
treatment with both selective serotonin reuptake 
inhibitors (SSRIs) and a phosphodiesterase- 5 
(PDE-5) inhibitor such as sildenafil (Viagra®). 
Other studies indicate that on demand use  
of clomiapramine or on demand use of  
tramadol can be useful in the treatment of 
premature ejaculation but further studies 
need to be performed to assess long term 
effectiveness. [1, 5, 8]

Psycho-behavioral treatment options
Psycho-behavioral treatment options 

include behavioral, cognitive, affective and 
relational approaches. Men with premature 
ejaculation describe as having two moments 
during sexual activity: no excitement and the 
point of ejaculatory inevitability. One of the 

roles of psycho-behavioral treatment is to focus 
the man’s sexual experience on perceiving and 
staying in the mid-range sexual excitement 
and to concentrate on their sexual arousal. [1]

Behavioral techniques
Behavioral techniques, which were first 

popularized by Seman, Kaplan and Masters 
and Johnson, continue to play an important 
role in the treatment of premature ejaculation. 
These are sometimes called premature ejac-
ulation exercises. The aim of this exercises is 
to help men learn to tolerate increasing levels 
of stimulation while being in control of their 
ejaculatory reflex. These exercises or tech-
niques are as follows: the new sensate focus 
technique, stop-start technique, slow-fast tech-
nique, squeeze technique and quiet vagina 
technique. There are multiple variations and 
applications of these techniques but the main 
principles remain the same. [1, 2, 9]

The new sensate focus technique has two 
goals: reducing performance anxiety and 
improving communication between partners. 
The exercises are designed for the partners 
to focus on the sensual aspects of intimacy 
rather than on sexual performance. The goals 
of sensate focus techniques are to help each 
partner to become more aware of his or her 
own sensations, to focus on one’s own needs 
for pleasure, not worry about the partner’s 
problems, communicate sensual and sexual 
needs, wishes and desires, increase aware-
ness, expand the repertoire of intimate sensual 
behaviors, learn to appreciate foreplay as a goal 
rather than a means to an end. Other goals are 
to create positive relational experiences, build 
sexual desire, enhance the level of love, caring, 
commitment, intimacy, cooperation and sexual 
interest in the relationship. [1, 3, 10]

The start-stop technique or method implies 
that the man, or his partner, strokes his penis 
while he is paying attention to the sensation 
and when he is near the point of ejaculatory 
inevitability, the man is asked to stop stroking 
and concentrate on the dissipation of the sensa-
tion of near orgasm, but not long enough to 
lose erection. Variations on the method imply 
modification of frequency, using dry or water 
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based lubricant for stroking the penis, and 
also the usage of Kegel exercises (which are 
contractions of the pelvic floor muscles) at the 
moment of ejaculatory inevitability that may 
help in achieving a better ejaculatory control.
(1)(3)(8)

Another exercise is the slow-fast penile 
stimulation in which the man strokes the penis 
until he reaches a high level of sexual excite-
ment and then slows down rather than stop-
ping completely. Variations on the technique 
can be with the female partner in the superior 
position using the man’s penis to touch the 
vagina without penetration and slowing down 
or stopping before the point of ejaculatory 
inevitability. [1, 6, 9]

The squeeze technique is also a form of 
controlling ejaculation in which the man begins 
stimulating himself or begins normal sexual 
activity with a partner and when he reaches the 
point of ejaculatory inevitability the man or his 
partner can squeeze the end of the penis with 
firm pressure until the sensation dissipates. 
Then the sexual activity can be continued and 
the technique repeated as desired. [1, 2, 10]

The quiet vagina technique is an exercise 
where the partner is on top and inserts the 
man’s penis in the vagina but doesn’t move, 
standing still or at most minimal movement, 
while the man concentrates on the level of stim-
ulation and controlling the ejaculatory reflex. 
This technique is also known as non-demand 
coitus. [1, 4, 7])

Cognitive approaches
The cognitive approach implies the correct 

and thorough analysis of the man’s mental 
process towards previous unsuccessful sexual 
interactions. 

These negative preconceptions and ideas 
can help maintain and exacerbate the dysfunc-
tion, while also creating anticipatory anxiety 
towards future sexual activity. 

Rosen, Leiblum and Spector (1994), have 
identified multiple forms of cognitive distor-
tions which appear in men with premature 
ejaculation and include the following: all or 
nothing thinking, overgeneralization, disqual-
ifying the positive, mind reading, fortune 

telling, emotional reasoning, categorical 
imperatives and catastrophizing. All or noth-
ing thinking implies that the man’s cognitions 
towards premature ejaculation are inflexi-
ble, firm and unyielding, thinking that he is a 
complete failure because of his disorder. 

Overgeneralization suggests that the 
man’s rationalization towards premature ejac-
ulation is that if he had trouble controlling 
ejaculation in the past it will surely appear in 
the future. Disqualifying the positive signifies 
that the man thinks that good sexual reinforce-
ments from the partner are only to not hurt his 
feelings. Mind reading attitude and fortune 
telling underlines a lack of communication in 
the couple, while emotional reasoning, cate-
gorical imperatives and catastrophizing imply 
the man’s low self-esteem derived from the 
existence of the disorder. [1, 3, 10]

Affective approaches
The aim of affective approaches in the 

treatment of premature ejaculation is to under-
stand the underlying emotional problems the 
man developed as a result of the disorder and 
work towards reducing the emotional anxiety 
surrounding sexual interactions. The purpose 
is to create a balance between expressing 
suppressed emotions and regulating emotions 
if these are overexpressed. [1, 6, 8]

Relational approaches
The relationship approach in treating 

patients with rapid ejaculation targets the 
man’s relationship with his partner and is better 
managed with the inclusion of the partner. 

Couples counseling techniques focus on 
improving communication between partners’ 
sexual needs, reinforcing positive behaviors 
within the couple’s sexual interactions, 
observing the interactional style between 
partners and looking for patterns representing 
conflicts that may be responsible for their 
sexual disorder. 

The intent is to shift the couple beyond 
an impasse that sometimes occurs when the 
partners adapt to a sexually dysfunctional 
interaction and to work towards change as a 
team. [1, 2, 9]
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CONCLUSION 

Although premature ejaculation is a disor-
der that has been studied for many years, and 
a great amount of information can be found on 
this subject, no treatment has been shown to be 
fully efficient. 

Combination of pharmacological and 
psycho-therapy has proven the most promis-
ing results in treating premature ejaculation, 
offering superior efficacy to drug treatment 
alone.
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