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ABSTRACT
Objective: Premature ejaculation is one of 
the most common forms of male sexual 
dysfunction. Recent clinical and genetic 
evidence suggests that it can be classified 
into 4 subtypes, which may have distinct 
clinical profiles. Psychological factors, such 
as anxiety, may play a specific role in the 
acquired subtype. The objective of this 
study was to assess the association between 
psychological factors, particularly anxiety 
and marital disharmony, and the various 
subtypes of premature ejaculation.

Method: The case records of 28 men 
presenting with premature ejaculation to 
a clinic for psychosexual disorders in India 
between January 2012 and January 2013 
were reviewed. The patients were classified 
into 4 subtypes (lifelong, acquired, natural 
variable, and premature-like ejaculatory 
dysfunction) and compared in terms of 
demographic and clinical profile.

Results: Performance anxiety during 
intercourse was significantly associated 
with the acquired subtype of premature 
ejaculation (P = .011, Fisher exact test). Marital 
disharmony was equally common in the 
lifelong and acquired subtypes of premature 
ejaculation (P = not significant, Fisher exact 
test) and, in most cases, could be attributed 
to the distress caused by premature 
ejaculation itself.

Discussion: Our results are consistent with 
existing literature that shows an association 
between anxiety and premature ejaculation, 
particularly the acquired subtype. Anxiety 
may play a causal or perpetuating role 
in these patients. If replicated, such a 
finding would have important therapeutic 
implications.
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Premature ejaculation is one of the most common forms of male sexual 
dysfunction.1 Broadly speaking, premature ejaculation refers to persistent 

or recurrent ejaculation occurring before, at, or shortly after penetration 
and causing distress to the patient and his partner. Some cases of premature 
ejaculation have a medical cause, but most appear to be related to unknown 
physiologic or psychological factors. Occasional rapid ejaculations, especially 
during initial sexual experiences, do not qualify for a diagnosis of premature 
ejaculation.1,2

A question that has been raised in the literature is whether premature 
ejaculation is a single condition, or whether it can be meaningfully divided 
into categories. The earliest such proposal divided premature ejaculation into 
2 groups: primary or lifelong and secondary or acquired.3 Lifelong premature 
ejaculation was characterized by persistent rapid ejaculation from the beginning 
of sexual activity, whereas acquired premature ejaculation developed following 
a period of normal ejaculatory function. This classification was adopted by the 
DSM-IV, which also added 2 specifiers: situational (when premature ejaculation 
occurs only in 1 context, such as with 1 partner) and generalized.4 Waldinger 
and Schweitzer5,6 proposed a new taxonomy of premature ejaculation based on 
clinical presentation. This classification provides 4 subtypes of “true” premature 
ejaculation (2 of which have already been described): (1) the lifelong type that 
is linked to putative genetic factors6,7;  (2) the acquired type that may be caused 
by endocrine, urologic, or psychological factors; (3) natural variable premature 
ejaculation in men who have occasional rapid ejaculations; and (4) premature-
like ejaculatory dysfunction in men who have a normal ejaculation latency but 
who subjectively report rapid ejaculation. More detailed specifications of these 
subtypes can be found in the articles cited previously.5,6 This classification is 
more useful in general practice than the simple “primary/secondary” dichotomy, 
as it minimizes the risk of overdiagnosing premature ejaculation.

As a psychological cause has been proposed for the acquired subtype, 
a higher frequency of relevant factors, such as anxiety and marital discord, 
would be expected in this group. However, the association between premature 
ejaculation and marital discord is complex, and the direction of causality is not 
clear. Similarly, despite evidence linking anxiety to premature ejaculation, there 
is no simple 1-to-1 relationship between them.

We tested the hypothesis that psychosocial factors such as anxiety and marital 
discord would be significantly associated with acquired premature ejaculation 
by examining the case records of 28 male patients who presented with premature 
ejaculation and retrospectively classifying them into 4 subtypes.

METHOD
The outpatient case records of 28 male patients diagnosed with premature 

ejaculation, who attended the Marital and Psychosexual (MAPS) Clinic of 
the Department of Psychiatry at Jawaharlal Institute of Postgraduate Medical 
Education and Research, Pondicherry, India, between January 2012 and 
January 2013, were reviewed by a clinician, and patients were classified into 
1 of the premature ejaculation subtypes (lifelong, acquired, natural variable, 
and premature-like ejaculatory dysfunction) on the basis of the clinician’s 
appraisal of the available information. The MAPS clinic evaluation also 
includes an assessment of symptom profile and comorbid psychiatric diagnoses 
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based on the ICD-10-CDDG (Clinical Descriptions and 
Diagnostic Guidelines) criteria. On the basis of Waldinger 
and Schweitzer’s proposal,5 we expected to find an excess of 
psychological or secondary physical factors in the acquired 
subtype compared to the other groups.

Statistical analyses were conducted using the WinPEpi 
version of the OpenEpi program (www.OpenEpi.com). All 
tests were 2-tailed, and a significance level of P < .05 was 
considered statistically significant.

RESULTS
A total of 28 men with premature ejaculation underwent 

detailed evaluation in the specified period. The mean ± SD 
age of the patients was 31.86 ± 5.92 years (range, 22–44 
years). The mean duration of complaints was 3.18 ± 3.27 
years (range, 2 months–10 years). A majority of the men 
(17/28) were married. Ten of the 17 married men with 
premature ejaculation reported marital disharmony or 
conflict, which was directly attributed to their symptoms in 
8 patients (80%).

Comorbid diagnoses were present in 15 of the 28 patients. 
The most common comorbidity was psychogenic erectile 
dysfunction (n = 10). Other conditions reported by patients, 
in order of frequency, were Dhat syndrome (n = 6), nicotine 
dependence (n = 5), anxious-avoidant personality disorder 
(n = 5), generalized anxiety disorder (n = 2), and depression 
(n = 2). Six patients reported a family history of psychiatric 
disorder: alcohol dependence in 5 and depression in 1.

Among men with comorbid erectile dysfunction and 
premature ejaculation, half (n = 5) reported that erectile 
dysfunction preceded the onset of premature ejaculation, 
while the remaining half described both symptoms as 
beginning at almost the same time. There was no significant 
difference between patients with and without erectile 
dysfunction in terms of demographic or clinical variables.

Ten of the 28 patients reported prominent symptoms of 
anxiety immediately before or during intercourse, which 
accompanied their symptom of premature ejaculation. 
These symptoms included anticipatory anxiety (n = 7), 
tremors (n = 5), palpitations (n = 4), breathlessness (n = 2), 
and increased perspiration (n = 1). When men with and 
without anxiety were compared in terms of demographic 
and clinical variables, there were no significant differences 
between the 2 groups.

Patients’ charts were examined retrospectively and 
classified into 1 of the 4 subtypes of premature ejaculation on 
the basis of available information. The majority of patients 

fell into the lifelong (n = 12, 42.86%) and acquired (n = 10, 
35.71%) subtypes. Five men (17.86%) fell into the natural 
variable premature ejaculation category, and 1 (3.57%) had 
premature-like ejaculatory dysfunction.

When the lifelong and acquired premature ejaculation 
groups were compared, men with acquired premature 
ejaculation were significantly more likely to experience 
symptoms of anxiety during intercourse (70% [7/10] vs 
8.33% [1/12], P = .006, Fisher exact test). They had a shorter 
mean duration of illness (Mann-Whitney Z = 2.09, P = .037), 
but did not differ in terms of marital disharmony (4/8 vs 5/8, 
P = not significant, Fisher exact test), demographic variables, 
psychiatric comorbidity, or family history of mental illness.

When the acquired premature ejaculation group was 
compared with all “nonacquired” premature ejaculation 
patients as a whole, the association with anxiety remained 
significant (7/10 vs 3/18, P = .011, Fisher exact test). No other 
significant differences were identified when comparing these 
2 groups.

Two patients in the natural variable group (40%) 
also reported anxiety, but due to the small sample size, 
meaningful comparisons between this group and other 
subtypes could not be made. Four of these patients were 
single and had premature ejaculation in the context of initial 
sexual experiences, while the fifth was recently married.

DISCUSSION
In our study sample, the most common subtypes of 

premature ejaculation were the lifelong and acquired variants. 
These results are at variance with a study from China,8 
which found that the premature-like and natural variable 
subtypes were the most common; however, the same group 
had reported higher rates of lifelong and acquired premature 
ejaculation in an earlier sample.9 Such differences could be 
explained either by the small size of our sample or by the 
sampling method, which used patient self-report rather than 
systematic screening of a larger sample of men.

Situational factors proved to be important in men with 
natural variable premature ejaculation; 4 had symptoms 
during their initial sexual experiences, which were not 
persistent, and 1 was newly married. Two of these men 
reported anxiety related to performance. The exact 
relationship between initiation of sexual activity, performance 
anxiety, and premature ejaculation in this subgroup needs to 
be investigated in a larger sample.

Erectile dysfunction was the most common comorbidity 
reported in this group and preceded the onset of premature 
ejaculation in half of those who reported it. However, patients 
with comorbid erectile dysfunction did not differ from those 
without it in our sample. This finding may reflect the small 
sample size of our study and needs to be replicated in larger 
samples given the association between acquired premature 
ejaculation and erectile dysfunction reported in an earlier 
study.9

Marital discord was common among married men with 
premature ejaculation in our sample. When the relationship 
between premature ejaculation and marital disharmony 
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subtypes.

Patients with acquired premature ejaculation have  ■
significantly higher rates of performance anxiety.

Patients with acquired premature ejaculation may respond  ■
well to pharmacologic or psychological interventions aimed 
at lowering this anxiety.
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was assessed, we found a direct link between premature 
ejaculation and conflict in 8 of 10 couples experiencing 
discord. This result is consistent with findings from a study 
suggesting that marital discord and partner dissatisfaction 
are generally the consequence, rather than the cause, of 
premature ejaculation.10

The most significant finding in our study was the high 
rate of anxiety (70%) in patients with the acquired form of 
premature ejaculation, which was significantly higher than 
in patients with lifelong premature ejaculation or in patients 
with other forms of premature ejaculation taken together. 
Given the apparent association of premature ejaculation with 
autonomic dysfunction,11,12 anxiety is a plausible mechanism 
to explain either the onset or the persistence of premature 
ejaculation. A study found a significant association 
between premature ejaculation and social phobia,13 another 
condition in which performance anxiety is prominent. 
Earlier studies also found a specific association between 
premature ejaculation and anxiety14,15 and a link between 
“free-floating anxiety” and premature ejaculation.16 One 
possibility is that, in a patient who is already anxiety prone, 
premature ejaculation generates performance anxiety, which 
in turn aggravates premature ejaculation, creating a positive 
feedback loop.17 Alternately, serotonergic dysfunction may 
underlie both anxiety and premature ejaculation, as shown 
by the effectiveness of serotonin reuptake inhibitors in these 
conditions.2

The results of this study must be interpreted in light 
of certain limitations. First, as patients were assessed on 
the basis of self-report and clinical history, intravaginal 
ejaculation time could not be accurately measured. Second, 
the recruitment of the study sample from a general hospital 
setting could have led to a bias in favor of patients with more 
persistent or severe symptoms. Third, the classification of 
patients into subtypes was based on a clinician’s review of 
existing information, as no structured instrument for this 
purpose has been developed. Fourth, although Waldinger 
and Schweitzer’s description of the subtypes suggests that 
they are mutually exclusive, this may not be the case; for 
example, a patient initially diagnosed with natural variable 
premature ejaculation could later evolve into acquired 
premature ejaculation. This possibility can be examined only 
through longitudinal studies.

Our findings are at variance with those of an earlier study, 
which found that anxiety levels, including performance 
anxiety, were higher in patients with primary (lifelong) 
premature ejaculation.18 The reason for this discrepancy is 
unclear.

Further research is required to confirm the association 
between performance anxiety and acquired premature 
ejaculation and its genetic and biological correlates. If 
replicated, such a finding would have important therapeutic 
and prognostic implications. Patients with lifelong premature 

ejaculation may respond better to specific medications, such 
as serotonin reuptake inhibitors, that delay ejaculation, while 
patients with acquired premature ejaculation might respond 
best to medications or psychotherapeutic interventions 
aimed at lowering anxiety related to sexual performance.
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