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IntroductionPremature ejaculation (PE) is a common male sexualdysfunction, with an incidence of around 30%, even thoughthe incidence varies with the diagnostic criteria used [1].The diagnosis of PE is based on three components: shortIELT, inability to delay ejaculation, and negative personalconsequences. PE can be classified mainly into lifelong PEand acquired PE [2]. Erectile dysfunction, prostatitis,thyroid dysfunction, and psychological problems were also

Abstract
Background: Premature ejaculation (PE) is a common male sexual dysfunction encountered in day to

day clinical practise. The management strategies of PE vary widely. In this nationwide online
survey among sexual medicine practitioners of India we are assessing common practise
pattern followed in the evaulation of PE.

Methods: The study used anonymous self-responsive questionnaire survey among sexual medicine
practitioners of India. The survey questionnaire containing various aspects of management
of PE was prepared. Data collected and basic descriptive statistics were calculated.

Results: Response rate in our study was 100 (44%). 50% of our respondents work in tertiary care
level. 11% were in exclusive sexual medicine practise. Majority of the respondent diagnose
PE based on patient symptoms and only 7% used objective time based criteria. Only 30% of
sexual medicine practitioners used PE diagnostic tool. Psychological disorders (81%),
hypertension and diabetes (7%) and Prostate related problems (2%) are the common co-
morbidities associated with PE as per our survey. 49% of them opined that 20-50% of PE had
ED. 57% of respondents say that oral pharmacological agents are the most common
treatment modality employed for their PE patients. Dapoxetine is the most commonly
prescribed oral agent by majority (49%) of the participants in our study.

Conclusions: The majority of sexual medicine practitioners in India diagnose PE by patient’s symptoms.
Oral dapoxetine is the most commonly used treatment for PE. Through this nationwide
survey, we will be able to understand how contemporary sexual medicine practitioners in
India manage patients with PE.
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considered as possible causes for acquired PE [3].Pathophysiology of PE is poorly understood. There areseveral proposed pathological mechanisms for thedevelopment of PE which include 5HT1A hypersensitivity,5HT2C receptor hyposensitivity, genetic factors, biologichypersensitivity and hyper-excitability of glans penis [4,5].American urology association defines PE as “Ejaculationoccurring sooner than desired causing distress to one orboth partners” [6]. International Society for Sexual Medicine(ISSM) defines Premature ejaculation as “A male sexualdysfunction characterized by ejaculation which always ornearly always occurs prior to or within about one minuteof vaginal penetration(lifelong PE), or, a clinicallysignificant and bothersome reduction in latency time, oftento about 3 minutes or less (acquired PE) and; inability todelay ejaculation on all or nearly all vaginal penetrations;
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and negative personal consequences, such as distress,bother, frustration, and/or the avoidance of sexual intimacy”[7]. Some experts advocate importance of time where asothers argue that the associated distress has to be givenimportance while making the diagnosis of PE [8].Non pharmacological therapy like squeeze technique andstop and start techniques are the mainstay of treatment forPE for many years and masters and Johnson reportedexcellent response to these techniques. But later studiesfailed to replicate these results [9]. Later topical anaestheticagents become the treatment of choice. Identification ofejaculation delaying properties of SSRIs opened a newarmamentarium for the treatment of PE [10]. Discovery ofPE specific action of dapoxetine emerged as a new treatmentoption for PE and became the drug of choice for PE [11].The practice pattern varies widely among the sexualmedicine practitioners. In order to find out how PE ismanaged in day to day practise we conducted online surveyamong sexual medicine practitioners in India.Through thisnationwide survey, we will be able to understand howcontemporary sexual medicine practitioners in Indiamanage patients with PE. So we hope that this study willhelp doctors to know about the management of PE in day today clinical practice and improve patient care.
Materials and MethodsA specifcally designed survey questionnaire containingvarious aspects of management of PE was prepared. Thequestionnaire consisted of questions about responderdemographics, clinical profile, diagnosis and managementof PE. The questionnaire prepared was scrutinisedindependently by three other researchers, and correctedthe ambiguity of the questions and the final version isapproved by all of them. The survey questionnaire isdesigned to explore practice characteristics and attitudes,as well as diagnostic approach and treatment of PE. Thesurvey assessed several practice-related factors and askedquestions of how the doctors handled various issues relatedto management of PE in their clinical practice.We collected the details of sexual medicine practitionerswith modern medicine qualification (M.B.B.S and above)registered with various association of sexual medicinepractitioners (CSEPI and IASMP). After Ethical Committeeapproval, we send the survey questionnairecontainingvarious aspects of the management of PE online by e-mail/WhatsApp to 225 sexual medicine practitioners with a shortintroduction about the study. We initially received filledsurvey response from 79 sexual medicine practitioners.We send reminder to non responders and finally we couldget total 100 responses from sexual medicine practitionersduring one-month survey period. Eight sexual medicinepractitioners replied that they are not in active patient

management now.The data was coded for each question and basic descriptivestatistics like frequency distribution, measures of centraltendencies, and measures of distribution were calculatedfor all sections.
ResultsWe received 100 completed survey reports online showinga response rate of 44% (100/225) of participants in ourstudy. Among the sexual medicine practitioners respondedin our study 37% were psychiatrist, 24% urologist, 7%gynaecologist and 3% were internist. Majority of ourrespondents were males 95% and 36% of our respondentsare having 15 or more years of clinical experience, 15 % ofour respondents work in primary care level, whereas 50%in tertiary care level. Majority practice in urban areas84%.The demographic of the sexual medicine practitionersresponded in our study is given in table 1.“Decrease in the time” is the most common symptomdescribed by the patient with PE as per our respondents.Majority of the respondent diagnosed PE based on patientsymptoms and only 7% used objective time based criteria(figure 1). Only 30% of sexual medicine practitioners usedPE diagnostic tool and lack of time is a major hurdle to usePE diagnostic tool in day-to-day clinical practice (figure 2).Some of the sexual medicine practitioners in our studybelieve that it is a clinical diagnosis based on patientssymptoms and associated distress.Majority (46%) of sexual medicine practitioners opinedthat the cut-off time of IELT to diagnose PE should be lessthan 1 minutes (figure 3). 22% of the respondents reportedthat more than 40% of their malepatients with sexualdysfunction is having PE and PE is most commonly seen inthe age group of 30-50 years. Most of them opined thatsecondary PE is the most common type of PE they see inday today practice. Psychological disorders (81%),hypertension and diabetes (7%) and Prostate relatedproblems (2%) are the common co-morbidities associatedwith PE as per our survey. 49% of them opined that 20-50% of PE had ED (figure 4). Only 10% or less of PE patientsbring their spouses during medical consultation as per 69%of our respondents and 84% of respondents routinelyenquire about the sexual function of the female partner,where as only 66% evaluate the partner if they suspect sexualdysfunctionand only 53% routinely treat the sexualdysfunction of the partner (figure 5 and 6).57 % of respondents say that oral pharmacological agentsare the most common treatment modality employed fortheir PE patients. But behavioural therapy is the initialtreatment advised by 54% of the sexual medicinepractitioners (figure 7). Dapoxetine is the most commonly
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Table 1: Demographic features of the participants of the study

Figure 1: Basis of diagnosis of PE Figure 2: PEDT usage in clinical practice
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Figure 3: Pattern of cut of values of IELT used by the study participants
to diagnose PE

Figure 4: Percentage of PE patients who had ED also as per
participants’ experience

Figure 5: Percentage of PE patients who brings their spouse will
coming for consultation

Figure 6: Percentage of sexual medicine practitioners who enquire,
evaluate and treat sexual dysfunction in the female partners of patients
with PE.

Figure 7: Treatment of PE – initial treatment and most commonly used
treatment modality Figure 8: Response to various treatment modalities in PE

Figure 9: Usual way of SSRI prescription Figure 10: Treatment options in patients with both PE and ED
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prescribed oral agents by majority (49%) of the participantsin our study. In a scale of 0 - 10 where 0 represent “Not alleffective” and 10 represent “100% effective” 72% of therespondents rate the success of squeeze technique as 0 to 5,68% rate the success of stop and start therapy as 0 to 5 and81% rate the success of dapoxetine as 5 to 10 in thetreatment of PE (figure 8).Most of the practitioners (43%) prescribe SSRIs on demandin the treatment of PE (figure 9).  If first oral agent fails,41% of the practitioners prefer to increase the dose, 31%prefer to start combination and 25% prefer to change themedication. Dapoxetine with PDE 5 inhibitor is thecommonly used combination in the treatment of PE bysexual medicine practitioners of India.In patients with combined PE and ED 36% prefer to treatED first, 7% prefer to treat PE first and 57% prefer to treatboth together (figure 10). Cost of the medicine andinconvenience to take daily medication are the majorobstacles in the treatment of PE in real world as per thesexual medicine practitioner’s opinion.
DiscussionIn a Korean study conducted in 2014, which was based onan email survey the response rate was 32.5% [12]. Inanother survey conducted among American urologist themail survey response rate was 23% [13]. In a Korean email-based survey to analyse Korean urologist practice patternthe response rate was 21.8% [14]. In our study, the responserate is 44%.The diagnosis of PE is based on three principles - shortIELT, inability to delay ejaculation and personal distress. Inthe survey conducted among Korean urologists, PEdiagnosis is based on the definition of ISSM in 63.4%, DSM4-TR in 43.8%, ICD-10 in 61.7% and by patient symptomsalone in 23.5% of cases [14]. In the study analysing U.S.urologist’s “Real World” practice patterns in treatingpremature ejaculation, the majority of the respondentsdiagnose PE by patient complaint [13]. Similarly, in ourstudy also majority diagnose PE based on symptoms andonly 7% of respondents uses objective time-based criteria.PEDT which contains 5 questions is used as a tool toobjectivity diagnoses PE. In the Korean Nationwide Surveyamong urologist 42.5% used PE diagnostic tool, a self-administered questionnaire given to patients [14]. In anotherstudy among urologists in South Korea 42% used PEdiagnostic tool in their clinical practise [12]. In our study,only 30% of respondents used PE diagnostic tool in theirpractise.Major reason for not using PE diagnostic tool as per therespondent are as follows: as per 63% of respondents,patients subjective symptoms are more important, as per

40% limitation of counselling time, 27% think it is notnecessary, 16% opined that it has insufficient diagnosticvalue and 16% thinks that it is not useful for decidingtreatment, 12% says that patient did not want this and 4%answered that they are not aware of PEDT [12]. Our resultshows that majority of sexual medicine practitioners stilldiagnose PE based on patient’s symptoms. The majorobstacles to use PE diagnostic tool in our study are lack oftime and majority of sexual medicine practitioners believethat PE is a clinical diagnosis. Few of our respondents arenot aware of PEDT.In the Korean Nationwide Survey 29.8% of participantsopined considering IELTS less than 1 minute appropriateand 22.2% opined less than 2 minute appropriates. 20.7%percentage based their diagnosis of PE on subjectivesymptoms irrespective of IELT [14]. In the other Koreanstudy for the diagnosis of PE appropriate time to ejaculationwas considered less than 1 minute by 12% of respondent, 2minutes by 27% of respondent, 3 minutes by 28% and 5minutes by 13 % [12]. In our study for the diagnosis of PEappropriate time to ejaculation was considered less than 1minute by 46% of respondent, 2 minutes by 32% ofrespondent, 3 minutes by 8% and 5 minutes by 10 %.In the Korean study co-morbidities associated with PE indescending order was as follows: ED (58%), prostatitis(25%), psychological issues (31%), prostatic hypertrophy(2%) and no commodities in 10% [12]. In our studypsychological issues (81%) and hypertension and diabetes(7%) was the common co-morbidities associated with PE.The dictum is to evaluate both the partners together in caseof sexual dysfunction, as sexual dysfunction is a disorderof the couple rather than the individual partner. The chanceof successful treatment outcome also will be less ifunidentified sexual dysfunction is present in the partner. Ina study conducted among American urologist, good numberof them enquire about the partner’s sexual dysfunction butvery few evaluate and offer treatment for the partner [13].In our study, 84% enquire about the partner’s sexualdysfunction and 66% evaluate them but only 53% opinedthat they will offer treatment to them.In the Korean study, it was found that majority of patientopted for pharmacological therapy (87%) compared tosurgical treatment (9.5 %) and behaviour management (3.5%) [12]. For the treatment of PE behaviour therapy wasused by 47.6% and local anaesthetics were used by 53.7%of urologist in the Korean study [14]. In our study, 57% ofrespondents say that oral pharmacological agents are themost common treatment modality employed. But 54% usesbehavioural therapy as the initial treatment.The Korean urologist uses local anaesthetics in 53.7% oftheir cases. Common local preparation they used on
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decreasing order is lidocaine gel (58.8%) severance secretcream (19.4%) and lidocaine-prilocaine cream (12%) [14].Local anaesthetic agents do not produce systemic side effects,but cause local irritation, loss of sensation and even loss ofvaginal sensation in the female partner. In our study, only14% opined that topical agents are most commonly usedin their practise to treat PE.Korean urologists consider that SSRIs are the primarytreatment of choice for PE and 95% of urologist uses SSRIsfor the treatment of the same. Dapoxetine is the mostcommonly prescribed oral agent (87.3%) followed bysertalin (29.7%) fluoxetin (19.7%) and paroxetine (11.6%)[14]. In the other Korean study also Dapoxetine was themost commonly prescribed drug (97%) compared toclomipramine (59%) and other SSRIs (35%) like sertalin,fluoxetine and paroxetine [12]. Even though Dapoxetinewas the most widely prescribed drugs for PE, the patientsatisfaction rate and response rate with dapoxetine was45.0% and 74.6% [15]. In our study also dapoxetine wasthe most commonly (49%) prescribed oral medicationfollowed by paroxetine (23%).SSRIs are effective in prolonging IELT. Daily dose ofparoxetine 20 mg increased IELTS up to 78.3%, sertaline50 mg by up to 313%, fluoxetine 20-40 mg by up to 299%.On demand SSRI dapoxetine increase IELT from 0.9 minutesto 3 minutes [16]. Another study showed that drop outbecause of adverse effect from a 6-week daily SSRI trialwas 12.6%. The common reported side effects of SSRIinclude fatigue, nausea and vomiting, dry mouth,drowsiness, decrease libido and ED [17].The role of PDE-5 inhibitor in the management of PE withoutED is controversial. Some studies report that PDE-5inhibitors have an overall positive effect in patients withPE [18]. In the Korean study, 40.2% of urologist prescribedPDE-5 inhibitors for the treatment of PE [14]. In our study,6% uses PDE-5 inhibitor in people with isolated PE.Behaviour treatments like squeeze technique and stop andstart technique needs partners corporation and there is riskof recurrence. Studies showed that behaviour therapycombined with pharmacological agents is more effectivethan pharmacological agents alone [19].The role of surgical therapy in PE is controversial. Studiesshow that selective neurectomy of dorsal nerve of penisand penis augmentation using hyaluronic acid are safe andeffective [20,21]. In the Korean study, some of the urologistused surgical techniques like SDN (54.3%) and hyaluronicacid gel glans or autologous fat glans augmentation (16.9%)to treat PE. Urologist opined that SDN was done mostcommonly following patients demand. Urologist suggestedSDN to patients with PE who responded to treatment withlocal anaesthetic agents or who have penile hypersensitivity

diagnosis by penile vibration perception threshold test [14].Korean urologist opined that 56% of PE patients whounderwent SDN are satisfied and only 3.4 % dissatisfied.They observed a recurrence of PE in 10% of cases [14].In the study conducted among American urologist 90%opined that in people with both PE and ED they will treat EDfirst which is consistent with AUA guideline [13]. In theKorean study, 60% answered that they will treat ED first inthose having both ED and PE. Other studies also showedthat in patients with both PE and ED, it is more effective totreat ED first [22,23]. In our study only 36% only opinedthat they will treat ED first and majority opined that theywill treat both PE and ED together.Major obstacles in the pharmacological treatment was costof the medicine (42%) followed by patients resistance totake medication daily (38%) [12]. In the Korean study, theyfound that the high price of the oral medication is a majorobstacle in treating PE [14]. In our study also we found thatcost of medication is an important issue.Through this nationwide survey, we will be able tounderstand how contemporary sexual medicinepractitioners in India manage patients with PE.
Limitation of the studyLimitation of our study includes a small sample size andhigh proportion of non-responders. But most of the mailedsurveys in this aspectis showing similar or even lowerresponse rate. Our study did not include all the sexualmedicine practitioners in India. Study with large samplesize and on real patients with PE may be conducted as partof further understanding the problem.Our study is the first of its kind conducted among sexualmedicine practitioners in India as per our knowledge. In theabsence of other practice pattern survey among Indiansexual medicine practitioners we believe that our studyshows light into the contemporary management pattern ofPE. But additional research is needed in this area tounderstand further aspects of PE management which willhelp us to provide better care for our patients with PE.
ConclusionPremature ejaculation (PE) is common male sexualdysfunction encountered in day to day clinical practise. Themanagement strategies of PE vary widely. In our nationwideonline survey among sexual medicine practitioners of India,we found that majority of our sexual medicine diagnose PEbased on symptoms. The most commonly used treatmentfor PE as per our study is oral dapoxetine.We hope that ourstudy will help to throw more light into the contemporarymanagement of PE in India and may help us to improve thecare delivered to people with PE. This is the first study of its
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kind conducted among Indian sexual medicinepractitioners.
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