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Ejaculation 

 Source : Perelman M. “The ‘Ejaculatory Tipping Point’: A Model for the Etiology, Diagnosis, and Treatment 

of Delayed/Retarded Ejaculation.” 12th World Congress of the International Society for Sexual Medicine, 

Cairo, Egypt, September 2006). 

Spectrum of Ejaculatory Disorders 
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Hyposensitivity of MPO of hypothalamus – 5-HT2C 

Hypersensitivity of MPO area of hypothalamus – 5-HT1A 

Stages of normal ejaculatory 

physiology 

 Emmission 

– Bladder neck closure 

– Deposition of seminal fluid into posterior urethra 

 Ejection 

– Expulsion of seminal fluid from the urethra 

– Relaxation of the external sphincter 

– Co-ordinated pelvic floor, bulbospongiosis contarction 

 Orgasm  

– A sensory experience associated with all these events 
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Ejaculatory Dysfunction 

 30% of men say they have a problem controlling 

ejaculation 

 90% of ejaculation problems are PE 

 5-10% of men complain of severe PE (anteportal) 

 Prevalence PE 8-31%, delayed 2-4% 
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PE 

Time 

Rapid ejaculation and 
associated orgasm 

with normal erection 

Normal response 

Adapted from Donatucci CF: Etiology of ejaculation and pathophysiology of premature 

ejaculation. J Sex Med 2006, 3(suppl 4):303–308 

Short plateau 
phase 

Steep 
excitement  
phase with 

normal erection 

PE Compared With Normal Male Sexual Response 
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Premature Ejaculation 
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PE – a neurobiological event 

ISSM definition of PE 

 

 Ejaculation which always or nearly always occurs 

prior to or within about 1 minute of vaginal 

penetration (1° lifelong), 3 minutes (2° acquired) 

 Inability to delay ejaculation on all or nearly all 

vaginal penetrations 

 Negative personal consequences, such as distress, 

bother, frustration &/or the avoidance of sexual 

intimacy 
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Interpersonal 
difficulty related to 

ejaculation 

Satisfaction with sexual 
intercourse 

Timing  
(IELT) 

Personal distress related 
to ejaculation 

Control over  
ejaculation 

Intravaginal Ejaculation Latency Time (IELT)  is closely related to the 
main clinical characteristics of PE. Perceived control over ejaculation 
the the key issue for PE is closely related to the IELT and triggers the 
other clinical symptoms and consequences of PE.  

Dimensions Important for PE 

 

Patrick DL, et al.J Sex Med. 2007 ,4:780-788 

Giuliano F et al Eur Urol. 2008, 53:1048-1057.  
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(younger men) 
(older men) 
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Treatment of Premature Ejaculation 
 Incorporate into sexual practice/adjust sexual script 

 Behavioural techniques - stop/start, squeeze 

 Oral medication - SSRI, clomipramine, PDE5i 

 Intra-cavernosal injections 

 Anaesthetic spray (Stud) & condoms (Durex) 

 Pelvic floor exercises 

 Selective neurotomy surgery  
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Dapoxetine - Priligy 

 T max 1.2 hours 

 T ½ 18 hours 

 IELT 30mg 3.48x 

 IELT 60mg 3.68x 

 Side effects: nausea,  

 headache 

 

Inhibited/Delayed/Retarded 

Ejaculation 

 Often a normal part of ageing 

 Younger men - angry, withholding 

 Relationship issues – conception 

 Consider idiosyncratic masturbatory style (traumatic 
masturbatory syndrome) – conditioned inhibition 

 Most can masturbate to orgasm on own 
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Evaluation 

 Differentiate between anejaculation, anorgasmia 

and retrograde ejaculation 

 Physical examination 

 Analyse semen, urine, hormones 

 U/S upper & lower renal tract 
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Non-drug treatment (enhances arousal) 
• Pre & post masturbation/vibration 
• Scrotal/perineal tickling 
• Incorporate into normal practice 
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 1° & 2°, worse with age, 

usually good quality erection & 

ejaculate OK on own 

 3% incidence 

 Biological – SSRI, anti-psychotics, 

diabetes, MS, spinal cord injury, 

radical prostatectomy 

 Psychological – religious issues, 

idiocyncratic masturbatory style, 

performance anxiety 

 Medical & sexual history plus 

genito-urinary examination 

 

 

 Sex therapy, masturbation 

retraining, pelvic floor muscles 

 Ask masturbatory style & 

frequency 

 Partner issues, conception issues 

 Pharmacological treatment 

 Penile vibratory stimulation 

Retrograde Ejaculation 

 Common after benign prostate or bladder neck 

surgery 

 Some disease conditions – diabetes, neurological 

 Ejaculation into the bladder 
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Pharmacotherapy retrograde & inhibited 

ejaculation 

 Alpha 1 adrenergic receptors agonist  

– pseudo-ephedrine (Sudafed) 

 SNRI reboxetine (Edronax) & buproprion 

 Tricyclic anti-depressant imipramine 

 Dopamine agonist amantadine (Symmetrel) & 

apomorphine 

 Serotonin agonists cyproheptadine (Periactin) & 

Buspirone 

 Oxytocin 

 PDE5i 
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The End 
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