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INTRODUCTION
Premature Ejaculation (PE) is the most frequent male
sexual disorder but, despite its high frequency, as a
medical disorder it is poorly understood. Patients are
often unwilling to discuss their symptoms and many
physicians are not educated enough on effective treat-
ments. As a result, patients may be misdiagnosed or
mistreated (1).
The ISSM Committee defines lifelong PE as an ejaculation
that always or nearly always occurs prior to, or within
about 1 minute of, vaginal penetration from the first sex-
ual encounter, together with the inability to retard ejac-
ulation during vaginal penetration which results in neg-
ative personal consequences such as distress, bother,
frustration, and/or the avoidance of sexual intimacy (2).
Based upon this definition, timing, a feeling of loss-of-
control and, couple distress are the main aspects to be
taken into account when facing a patient with PE. 
In fact, PE has been associated with significant bother,
interpersonal problems and dissatisfaction with sexual
intercourse for both males and their partners (3-5).
Therefore patient’s and their partner’s satisfaction play a
crucial role in a PE diagnosis and physiopathology more
than in other sexual dysfunction (6) and PE could even
be categorized as a partner-oriented and indeed partner-
generated male sexual dysfunction, because the symp-
toms are strictly related to partner’s sexual physiology
and to the female sexual response (7). Furthermore, data
from previous studies show that all female sexual
domains (including desire, arousal, lubrication, orgasm)
become significantly impaired when partners of men
affected with PE (8, 9).
Despite some efforts to understand in detail the clinical
characteristics of PE patients and their partners, to date
it has proven difficult to provide a definitive clinical pro-
file of a PE patient and the impact on their partner. 
The absence of this clinical information makes the pro-
filing and management of the couple more complex.
The primary objective of this study was to extrapolate the
clinical features of PE patients and their partners in order
to arrive at a profile that can be of assistance to physicians
in treating couples, one of whom is an PE patient.

The aim of the study is to extrapolate clini-
cal features of Premature Ejaculation (PE)

patients and female partners of men affected with PE, in order
to get a profile that can be of assistance for physicians within
the dynamics of a couple, one of which is a PE patient. An
observational, non-interventional, cross-sectional epidemiolog-
ical study entitled IPER (Italian Premature Ejaculation
Research) was conducted and included two different cohorts of
subjects that were randomly sampled from a patient dataset 
of selected General Practitioners: 1. IPER-M sub-cohort (1.104
subjects) was made of male subjects in which they were then
distinguished patients with or without PE based on the score of
the PEDT questionnaire; IPER-F sub-cohort (1.109 subjects)
was made of female subjects from an independent sample of
women (therefore not the partners of the IPER-M males) in
which they then distinguished those partners of a male subject
with PE or not. In addition to an identical general question-
naire to explore demographic aspects and habits, each sub-
cohort was then evaluated using validated questionnaires. 
No differences were noted between PE+/PE- patients in terms
of alcohol consumption, smoking habits, physical activity nor
stress condition in everyday life, employment, socio-economic
class and marital status. 
While the prevalence of PE proportionally increased with age,
excluding the 50-59 and 70-80 years decades, in the IPER-M
group an overall statistically significant difference for the
mean age between the PE+ and PE- groups (p = 0.002) was
detected, but without reaching any difference amongst the dif-
ferent age classes in the IPER-F group. The PE+ patients
reported a significantly lower frequency rate of sexual inter-
course, worse QoL (p = 0.006 and p < 0.0001, respectively),
and increased anxiety status (p < 0.0001 for both subgroups). 
This study shows that, rather than talking with a patient
affected by PE it would be advisable to introduce the concept
of couple counseling with the person patient and his partner,
because it is only through classification of both partners as
one couple and a full understanding of their mutual sexual
experience that PE treatment can be optimized and its results
measured accurately.
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PATIENTS AND METHODS
An observational, non-interventional, cross-sectional epi-
demiological study Italian Premature Ejaculation Research
(IPER) was conducted on a cohort of adult males (IPER-M)
and females (IPER-F) that were randomly sampled from a
patient dataset of selected General Practitioners (GPs)
throughout Italy, applying the same methodology for both
cohorts. Main criteria for patient enrollment and study
design have been previously described (10, 11). 
The inclusion criteria were adult men and women
between the ages of 18 and 80, sexually active of any eth-
nicity, even if the subjects were predominantly Italian.
Those who were unable to fill in questionnaires due to
cognitive or linguistic problems or with a clear indication
of no sexual activity at the time of questionnaire admin-
istration were excluded. All participants, after signing an
informed consent form, received a series of questionnaires
to be returned anonymously to their GPs in a sealed enve-
lope that was then opened by an independent staff respon-
sible for processing the data.
A general questionnaire was administered for both IPER-
M and IPER-F cohorts. The IPER-M study population
was asked to complete in the following validated self-
administered questionnaires: Premature Ejaculation
Diagnostic Tool (PEDT), International Index of Erectile
Function (IIEF-5), Sexual Quality of Life Questionnaire-
Male) (SQoL-M), Self-rating Depression Scale (SDS) and
Self-rating Anxiety Scale (SAS). 
The female patients from the IPER-F study cohort were
asked to report on their partner’s ejaculation time (self-
reported Intravaginal ejaculation latency time - IELT) and
presence of sexual dysfunction (including no interest in
sex, lack of or delayed orgasm, pain during ejaculation,
anxiety and lubrication problems). Patients were also
asked to complete the following validated questionnaires:
adapted from Female Sexual Distress Scale (FSDS-R-PE),
Sexual Quality of Life Questionnaire-Female (SQoL-F), SDS
and SAS. The study did not involve any treatment or
invasive diagnostic procedure. Per Italian law the survey
was conducted in accordance with the Privacy Act and
with the Declaration of Helsinki in all aspects which
were applicable. Each subject was informed about the
purpose of the investigation and was recruited after sign-
ing an informed consent form.

Statistics
A descriptive statistical analysis was applied to present
results. When appropriate, intra-group comparisons
were performed by !2 tests for categorical variables or by
variance analysis (ANOVA) for continuous variables.
Multiple logistic regression models were used to identify
independent risk factors for PE.
The statistical significance level (p) was 0.05 or less or all
statistical tests. Data were normally distributed in line
with an asymmetry and kurtosis analysis.
Data were analyzed using SAS software, version 9.2 (SAS
Institute Inc., Cary, NC, USA).

RESULTS
For the IPER-M sub-cohort a total of 2.571 male patients
were sampled and 1.104 (43%) were recruited into the

study. For the IPER-F sub-cohort 3.104 female subjects
were sampled and, of those, 1.109 were included in the
study. 
Table 1 describes demographics and general characteris-
tics of both IPER-M and IPER-F sample cohorts. The
mean age of the IPER-M sample was 45.6 years ± 16.9,
with 39.6% of the sample aged less than 45 years old.
The mean age of the IPER-F cohort was 45.1 years ± 15.4
SD, with 44% of the sample aged less than 45 years old. 
No differences were noted between the PE+/PE- patients
in both IPER-M and IPER-F sub-cohorts in terms of alco-
hol consumption?, smoking habits, physical activity or
stress conditions in everyday life as well as employment
status, socio-economic class and marital status. 
Instead a greater amount of PE+ patients with a lower

Table 1. 
Demographics and general characteristics of the study population. 
A: Iper-M Sub-cohort

PE+ Group (n = 119) PE- Group (n = 990)
Age
Median (SD) – 45.6 (± 16.9)
Body Mass Index (kg/cm^2) p < 0.6522
Median (SD) 25.58 (3.72) 25.74 (4.81)
Smoking habits (cig./day) p = 0.5588
Never (n. %) 293 (41.50%)         62 (38.50%)
< 10 (n. %)) 108 (15.29%)         20 (12.42%) 
> 10 (n. %) 136 (19.26%)          36 (22.36%)
ex smoker (n. %) 169 (23.93%)          43 (26.70%)
Alcohol consumption p = 0.1428
Never (n. %) 139 (19.85%) 22 (13.75%)
Occasional (n. %) 437 (62.42%)         103 (64.37%)
Regular (n. %) 124 (17.71%)          35 (21.87%)
Physical activity p = 0.2073
Never (n. %) 248 (35.42%)         68 (43.03%)
Low (n. %) 152 (21.71%) 30 (18.98%)
Moderate (n. %) 223 (31.85%) 49 (31.01%)
Intense (n. %) 77 (11.00%) 11 (6.96%)
Stress condition (everyday life) p = 0.3307
Never (n. %) 44 (6.24%) 9 (5.59%)
Low (n. %) 279 (39.57%)   52 (32.29%)
Moderate (n. %) 314 (44.53%)   83 (51.55%)
Intense (n. %) 68 (9.64%)    17 (10.55%)
Marital status p = 0.0978
Never married (n. %) 257 (36.35%)  42 (26.25%)
Married (n. %) 398 (56.29%)  102 (63.75%)
Divorced (n. %) 43 (6.08%) 13 (8.12%)
Widower (n. %) 9 (1.27%) 3 (1.87%)
Kind of cohabitation p = 0.0443
No stable partner (n. %) 147 (21.64%)  33 (21.29%)         
No cohabitation (n. %) 145 (21.35%) 20 (12.90%)
stable cohabitation (n. %) 102 (65.80%) 102 (65.80%)
Education p = 0.5670
No education (n. %) 1 (0.14%)
Primary (n. %) 43 (6.09%)       12 (7.50%)         
Secondary (n. %) 178 (25.21%)    47 (29.37%)
High (n. %) 367 (51.98%)  72 (45.00%)
Degree (n. %) 117 (16.57%)  29 (18.12%)
Economic condition p = 0.3177
Insufficient (n. %) 64 (9.10%)   11 (6.91%)
Quite insufficient (n. %) 180 (25.60%) 41 (25.78%)         
Sufficient (n. %) 432 (61.45%) 96 (60.37%)
Good (n. %) 27 (3.84%) 11 (6.91%)
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BMI (22-25) (median 24.87) and PE- subjects with a
higher BMI (26-30) (median 25.06) were included in the
IPER-M, though without reaching a statistically signifi-
cant difference. On the contrary, a higher BMI (PE+ 25.3
± 4.17 vs PE- 23.37 ± 3.99; p < 0.0001) was recorded in
the IPER-F PE+ sub-cohort. Furthermore, a general
lower educational level (p < 0.0001) was reported in the
PE + group of the IPER-F sub-cohort, while no differ-
ences were observed in this parameter in patients with or
without PE in the IPER-M group.
Table 2 reports the PE prevalence stratification data
based on age class in the IPER-M and IPER-F sub-
cohorts, according to the self-estimated IELT (< 1
minute). It is important to underline that within the
IPER-M group, with the exception of 50-59 years and
70-80 years, the prevalence of PE proportionally

increased with age. For each age class, the PEDT score
and the self-estimated IELT by the patients showed a
similar epidemiological trend increasing with age when
the cut-off value for PE diagnosis was considered < 1
minute. It is worth highlighting that the same data is
confirmed when women from the IPER-F sub-cohort
reported the age of their PE partner.  
On the contrary, within the IPER-F group, an overall sta-
tistically significant difference for the mean age between
the PE+ and Pe- groups (48.6 ± 14.9 yrs and 45.1 ± 14.1
yrs, respectively; p = 0.002) was detected, but without
resulting in any differences amongst the different age
classes.
Table 3 reports data on sexual attitudes in both the IPER-
M and IPER-F sub-cohorts. It is interesting to note that
PE+ patients from the IPER-M sub-cohort reported a sig-
nificantly lower frequency rate of sexual intercourse than
the PE- population and similar findings were also
observed in the IPER-F group. Moreover, it was also
revealed that PE+ categories in both IPER-M and IPER-F
cohorts expressed a more frequent lack of sexual inter-
est, lack of orgasm and pain during intercourse, based
upon the questionnaire’s response of “Often” and
“Always”, when compared with the PE- population.
Table 4 reports data concerning overall quality of sexual
life as evaluated by the SQoL questionnaire. The IPER-M
sub-cohort showed a significantly worse QoL in PE+
subjects when compared to PE- patients (68.27 PE+ vs
89.90 PE-; p = 0.006, respectively). Similar findings
were recorded for the PE+ category of IPER-F group
(74.88 PE+ vs 86.13 PE-; p < 0.0001, respectively). 
Results reported in anxiety and depression scales in both
sub-cohorts are presented in Table 5 Interestingly, with-
in both the IPER-M and IPER-F cohorts, the PE+ cate-
gories presented a statistically significant higher score in
the Z-SAS questionnaire with regards to anxiety status

B: Iper-F Sub-cohort

B: Iper-F Sub-cohort

Table 2. 
PE Prevalence according to self-estimated IELT (< 1 minute) 
within IPER-M (A) and IPER-F (B) study populations.
A: Iper-M Sub-cohort

PE+ Group (n = 119) PE- Group (n = 990)
Age p = 0.002
Overall - 45.1 (± 15.4)
Median (SD) 48.6 (± 14.9) 45.1 (± 14.1)
Body Mass Index (kg/cm^2) p < 0.0001
Median (SD) 25.3 (± 4.17) 23.37 (± 3.99)
Smoking habits (cig./day) p = 0.0881
Never (n. %) 79 (66.66%) 543 (54.86%)
< 10 (n. %) 15 (12.61%) 136 (13.68%)
> 1 (n. %) 12 (9.90%) 129 (13.00%)
Ex smoker (n. %) 13 (10.81%) 182 (18.43%)
Alcohol consumption p = 0.1185
Never (n. %) 62 (52.29%) 460 (46.48%)
Occasional (n. %) 46 (38.53%) 473 (47.73%)
Regular (n. %) 11 (9.17%) 57 (5.78%)
Physical activity p = 0.4138
Never (n. %) 71 (60.00%) 515 (51.99%)
Low (n. %) 17 (14.54%) 151 (15.24%)
Moderate (n. %) 27 (21.81%) 47 (4.89%)
Intense (n. %) 4 (3.63%) 277 (27.87%)
Stress condition (everyday life) p = 0.9916
Never (n. %) 5 (4.50%) 40 (4.07%)
Low (n. %) 37 (31.53%) 312 (31.37%)
Moderate (n. %) 62 (51.35%) 519 (52.54%)
Intense (n. %) 15 (12.61%) 119 (12.00%)
Marital status p = 0.2348
never married (n. %) 19 (16.51%) 209 (21.10%)
Married (n. %) 92 (76.14%) 671 (67.83%)
Divorced (n. %) 4 (3.66%) 77 (7.78%)
Widower (n. %) 4 (3.66%) 33 (3.27%)
Kind of cohabitation p = 0.0651
no stable partner (n. %) 17 (14.28%) 76 (7.72%)
no cohabitation (n. %) 19 (16.32%) 208 (20.98%)
stable cohabitation (n. %) 83 (69.38%) 706 (71.29%)
Education p < 0.0001
no education (n. %) 0 3 (0.33%)
Primary (n. %) 26 (21.81%) 55 (5.63%)
Secondary (n. %) 27 (22.72%) 199 (19.95%)
High (n. %) 45 (38.18%) 526 (52.87%)
Degree (n. %) 21 (17.27%) 207 (21.19%)
Economic condition p = 0.9355
Insufficient (n. %) 10 (8.25%) 73 (7.37%)
quite insufficient (n. %) 29 (24.77%) 265 (26.78%)
Sufficient (n. %) 77 (64.22%) 619 (62.42%)
Good (n. %) 3 (2.75%) 33 (3.40%) 

PE+ PE-
N 139 641
Mean age (SD) 47.9 (15.1) 43.2 (16.2)
< 20 (%) 1 (1%) 9 (1.4%)
21-29 (%) 13 (9.5%) 98 (15.3%%)
30-39 (%) 17 (11.9%) 120 (18.7%)
40-49 (%) 31 (22.4%) 126 (19.7%)
50-59 (%) 32 (22.9%) 144 (22.4%)
> = 60 (%) 45 (32.4%) 144 (22.4%)

PE+ PE-
N 90 789
Mean age (SD) 48.6 (14.9) 43.7 (14.1)
< 20 (%) 0 7 (0.8%)
21-29 (%) 5 (5.9%) 91 (11.5%)
30-39 (%) 13 (14.8%) 170 (21.6%)
40-49 (%) 22 (24.4%) 210 (26.7%)
50-59 (%) 25 (28.1%) 174 (22.1%)
> = 60 (%) 24 (26.7%) 137 (17.3%) 
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(Z-SAS score > 45) compared to the PE- group (IPER-M:
12.7 PE+ % vs 5,1 PE-, p < 0.0001; IPER-F: 30.95% vs
15.34%, respectively; p < 0.0001). On the contrary, with
regards to depression status (Z-SDS score > 50), no sta-
tistically significant difference between the PE+ and PE-
groups in both IPER-M and IPER-F sub-cohorts was
revealed (p = 0.5237 IPER-M and p = 0.4967 IPER-F,
respectively).

DISCUSSION
Data from this large observational, non-interventional,
cross-sectional, epidemiological study help us to get clin-
ical profiles of patients affected by PE and its impact on
their partner, providing important details to treat the
couple as a whole in an optimal way.
As far as we know, this study has some peculiarities in
the selection methodology of the samples that distin-
guish it from many previous publications. In particular,
the sample extraction method guarantees an excellent
representation of the real population of patients affected
by this disorder. Secondly, the female sample of this
study is not made up, as in previous publications, of the
partners of the male patients analyzed, but rather by an
independent sampling of women who reported having a
partner with premature ejaculation. This distinction has
allowed us to validate certain data (prevalence data, sex-
ual attitudes, etc.) on two cohorts of totally independent
subjects. 
Finally, the major strength of this study is that sexuality
and neuro-psychic comorbidities have been evaluated by
using validated questionnaires which provided a very
precise general and sexual profile of the sample.
Overall, what analysis of the data tells us is that in cou-
ples where one patient suffers from PE there is a signifi-
cant problem of sexual dissatisfaction, which is accom-

Table 3. 
Sexual attitudes according to PE status.
A: Iper-M Sub-cohort

Table 4. 
Mean Scores at SQoL Questionnaires
A: Iper-M Sub-cohort

IPER-M PE+ PE-
Frequency of intercourse N (%) N (%) P < 0.001
No sexual intercourse 64 (18.4%) 102 (11.5%)
Less than once per month 57 (16.4%) 116 (13.1%)
2 to 3 times per month 111 (31.9%) 256 (28.9%)
Once per week or more 116 (33.3%) 412 (46.5%)
Pain during intercourse N (%) N (%) p = 0.021
Never 205 (82.0%) 660 (88.6%)
Sometimes 38(15.2%) 76 (10.2%)
Often 6 (2.4%) 9 (1.2%)
Always 1 (0.4%) 0 (0.0%)
Lack of orgasm N (%) N (%) p = 0.006
Never 211 (81.5%) 631 (83.2%)
Sometimes 27 (10.4%) 103 (13.6%)
Often 15 (5.8%) 16 (2.1%)
Always 6 (2.3%) 8 (1.1%)
No interest for sex N (%) N (%) p = 0.001
Never 197 (62.7%) 592 (71.2%)
Sometimes 78 (24.8%) 193 (23.2%)
Often 24 (7.6%) 27 (3.2%)
Always 15 (4.8%) 19 (2.3%)

Table 5. 
Anxiety and depression profile according to ZSAS and ZSDS
questionnaires.
A: Iper-M Sub-cohort

PE+ Group PE- Group
Anxiety (Z-SAS questionnaire) p < 0.0001
Normal - Total score  < 45 (n. %) 123 (87.2%) 603 (95%)
Mild - Total score 45-59 (n. %) 15 (10.6%) 31 (4.9%)
Moderate - Total score 60-74 (n. %) 3  (2.1%) 1  (0.2%)
Depression (Z-SDS questionnaire) p = 0.5237
Normal - Total score  < 45 (n. %) 131 (91.0%) 620 (95.5%)
Mild - Total score 45-59 (n. %) 9 (6.3%) 28 (4.3%)
Moderate - Total score 60-69 (n. %) 4 (2.8%) 1 (0.2%)

PE+ Group (n = 119)PE- Group (n = 990)
Anxiety (Z-SAS questionnaire) p < 0.0001
Normal - Total score  < 45 (n. %) 82 (69.04%) 838 (84.65%)
Mild - Total score 45-59 (n. %) 32 (27.38%) 140 (14.15%)
Moderate - Total score 60-74 (n. %) 5 (3.57%) 12 (1.19%)
Depression (Z-SDS questionnaire) p = 0.4967
Normal - Total score  < 45 (n. %) 106 (88.75%) 896 (90.43%)
Mild - Total score 45-59 (n. %) 10 (8.75%) 84 (8.54%)
Moderate - Total score 60-69 (n. %) 3 (2.50%) 10 (1.02%) 

IPER-M PE+ PE-
Frequency of intercourse N(%) N (%) p < 0.001
No sexual intercourse 16 (15.5%) 94 (13,2%)
Less than once per month 14 (12.4%) 101 (10,9%)
2 to 3 times per month 33 (34.9%) 220 (25.9%)
Once per week or more 31 (33.3%) 372 (48 .5%)
Pain during intercourse N (%) N (%) p = 0.0247
Never 71 (79.6%) 659 (84.2%)
Sometimes 17(17.8%) 87 (11.2%)
Often 6 (2.4%) 26 (4.6%)
Always 1 (0.0%) 0 (0.0%)
Lack of orgasm N (%) N (%) p = 0.009
Never 75 (82.4%) 660 (85.1%)
Sometimes 10 (11.6%) 105 (12%)
Often 3 (3.7%) 15 (1.8%)
Always 2 (2.3%) 8 (1.1%)
No interest for sex N (%) N (%) p = 0.001
Never 52 (61.3%) 618 (72.6%)
Sometimes 21 (24.3%) 212 (25.4%)
Often 8 (9.5%) 12 (1.2%)
Always 3 (3.9%) 10 (0.8%)

IAll subjects PE+ subjects PE- subjects
n 950 N 150 N 664
Mean 85,32 Mean 68,27 Mean 89,90
St.Dev 20,09 St.Dev 22,66 St.Dev 16,16

All subjects PE+ partner PE- partner
n 992 N 95 N 897
Mean 85,05 Mean 74,88 Mean 86,13
St.Dev 16,42 St.Dev 19,15 St.Dev 15,73
Median 91,7 Median 79,6 Median 92,6

B: Iper-F Sub-cohort

B: Iper-F Sub-cohort

B: Iper-F Sub-cohort
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panied by a progressive reduction in the frequency of
sexual contact as well as the onset of a state of anxiety for
both partners. 
From a general point of view, neither the patient nor the
partners in the study present a personal profile or lifestyle
that highlights risk factors which correlate with the pres-
ence of PE. Our study confirms data already reported in
the literature, whereby PE is not affected by marital or
income status (12). On the contrary, with regards to data
concerning lifestyle, some of our data conflicts with pre-
viously published studies (13). In particular, in our
series, obesity does not seem to characterize the PE
patient, including, as well as, lack of physical activity,
alcohol consumption and smoking status. Instead, a cer-
tain correlation with psychological factors such as emo-
tional problems and stress is confirmed (14, 15).
What is, instead, very important to highlight from an
epidemiological point of view, is that our series reveal,
contrary to conclusions in the literature, that there is a
certain linear correlation between the prevalence of PE
and age, which is confirmed by the two independent
samples of the IPER-M and IPER-F sub-cohorts. We are
aware of the novelty of this data, although it was already
presented in a recent publication (10) of the PEPA sur-
vey, to date the most representative epidemiological
study, which reported increased PE prevalence with age
up to 45-50 years. However beyond this age range no
further increase was reported and this result could be
explained by the fact that the PEPA study had been con-
ducted as an internet survey and perhaps 45-80 years
old subjects were not fully representative of the general
population (16).
Data from previous studies show that both men with PE
and their partners are more likely to report low satisfac-
tion with their sexual relationship, low satisfaction with
sexual intercourse, difficulty relaxing during intercourse,
and less frequent intercourse (3, 17). 
This data is largely confirmed by our study in which first
of all, there was a strong reduction in the interest in sex-
ual activity in both the PE patients and partners, as
demonstrated by the low weekly frequency of sexual
relations. 
Once again the relevance of the data is strengthened by
the fact that an identical trend comes from two sub-
cohorts of completely independent subjects, who are
not partners in a couple. As clearly demonstrated by the
data concerning the sexual attitudes of study popula-
tions and by the results of the SQoL questionnaire, a
couple in which there is a male subject affected by PE
has a strongly altered sex life from a qualitative point of
view in that there is a high risk of not achieving orgasm
for both partners. 
This data, in our opinion, obviously closely correlates
and explains the reduction in the frequency of sexual
intercourse found in both sub-cohorts IPER-M and
IPER-F in our study, since it is easy to imagine that a
couple who does not have a satisfying sex life tends to
reduce the frequency of intercourses. This finding con-
trasts with data from other Authors who showed that sex
drive and overall interest in sex do not appear to be
affected by PE (18). 
In our view, what remains extremely difficult to explain

is how it is possible that a couple that has a similar diffi-
culty in a sexual relationship and above all a reduced
quality of the same, tends not to seek help to solve the
problem. In the Global Study of Sexual Attitudes and
Behaviors survey, 78% of men who self-reported a sexual
dysfunction sought no professional help or advice for
their sexual problems, with men more likely to seek treat-
ment for ED than for PE (19). Similarly, in the Premature
Ejaculation Prevalence and Attitudes survey, only 9% of
men with self-reported PE consulted a doctor (20). 
However, the negative impact of PE extends beyond sex-
ual dysfunction with possible serious impact on the psy-
chological profile of both patient and partner, and most
importantly, detrimental consequences on the quality of
life of the couple. Premature ejaculation can have a detri-
mental effect on self-confidence and the relationship
with the partner, and may sometimes cause mental dis-
tress, anxiety, embarrassment and depression (3, 17).
This data is amply confirmed by our study, which clearly
shows that in a population of males affected by PE and of
women partners of men affected by PE, there is a marked
anxiety profile, with a significant percentage of subjects
presenting a level of mild-to-moderate anxiety. On the
contrary, compared to what was verified by other studies
previously published, in our population of the IPER study
there is no profile of a depressive state as demonstrated
by the non-statistical significance of the differences in
PE+ and PE- populations of both sub-cohorts. 
In our opinion, our data is reinforced by the use of a val-
idated questionnaire such as the Z-SDS. Furthermore,
our results showed a two-fold frequency of female sexu-
al distress when the male partner is affected from PE. 
It has been widely accepted that PE represents a dis-
tressing condition, not only for men who suffer from the
condition but also for their female partners and that it
could lead to couple breakups and lower relationship
satisfaction.
In our mind, the most relevant data that emerges from
this research is that, rather than talking about a male
patient affected by PE it would be advisable to introduce
the concept of the person affected by PE as part of a cou-
ple, because it is only through the classification of both
partners and their sexual experience that the results of
the treatment can be optimized. This is important, above
all, in order to involve, once the diagnostic profiling
phase is complete, involving both partners of the whole
couple in the therapeutic process with the aim of opti-
mizing the therapeutic outcome. Moreover, some pre-
liminary studies have shown that a combination of
dapoxetine and behavioral treatment was more effective
than dapoxetine alone in patients with lifelong PE (21).
There are some major limitations in the present study that
must be acknowledged. Firstly, the design of the study
(observational and cross-sectional) has allowed us to take
a fixed picture of the condition of patients, without offer-
ing a dynamic assessment with control over time. 
Secondly, PE in men (IPER-M sample) has been defined
without using the ISSM evidence-based definition but
only based on the presence of IELT < 1 minute. Similarly,
as regards to the female counterpart (IPER-F sample), the
stratification data was based on a non-objective tool pro-
vided by the partner’s self-reported IELT.
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CONCLUSIONS
Data from this large observational, non-interventional,
cross-sectional, epidemiological study shows that in M-F
couples involving a patient with PE there is a significant
problem of sexual dissatisfaction for both partners,
which is accompanied by a progressive reduction in
the frequency of sexual contact as well as the onset of
 anxiety. Taking this into consideration, a full profile of
the quality of a couple’s sex life is essential to optimize
the results of the PE therapy of male partner. 
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