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Ejaculatory and orgasmic disorders are prevalent and distressing
for many men with sexual concerns. They are best categorized
into functional, neurological and anatomical problems, with the
emphasis on whether the problem is presented as primarily a sex-
ual or a medical concern for the patient. Ejaculatory and orgasmic
concerns can present with, or be independent of, erection dys-
function. After physiology is explained, taking a sexual history
and relevant physical examination issues are reviewed. An algo-
rithm is described for distinguishing the disorders. Rapid or fast
ejaculation can be managed by behavioural, pharmaceutical or
medical methods. Delayed or inhibited ejaculation is more diffi-
cult to manage. The primary role of the family physician is to
understand the differential diagnosis of these disorders, to not
miss a reversible cause of them, and to refer those disorders that
are difficult to assess and manage. 
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Troubles de l’éjaculation et de l’orgasme en
pratique clinique

Les troubles de l’éjaculation et de l’orgasme sont fréquents et s’avèrent
source de stress pour la plupart des hommes qui éprouvent des difficultés
sexuelles. On les classe en troubles fonctionnels, neurologiques ou
anatomiques et il faut surtout voir si le problème est d’ordre sexuel ou
d’ordre médical pour le patient. Les troubles de l’éjaculation et de l’or-
gasme peuvent être associés ou non au dysfonctionnement érectile. Une
fois la physiologie expliquée, nous nous intéressons à la question des
antécédents sexuels et de l’examen physique approprié. Suit un algo-
rithme permettant de distinguer les différents troubles. L’éjaculation rapi-
de ou prématurée peut se traiter par la thérapie comportementale,
médicamenteuse ou médicale. Par contre, l’éjaculation retardée ou
inhibée est plus difficile à traiter. Le rôle de l’omnipraticien consiste prin-
cipalement à comprendre le diagnostic différentiel de ces troubles afin de
ne pas laisser échapper une cause réversible et de confier à des spécialistes
les cas difficiles à évaluer et à traiter.

While erectile dysfunction (ED) is the sexual disorder
that most often brings men into the physician’s office

(1), ejaculatory and orgasmic concerns are an overlooked
and under-reported area of male sexual functioning. Of
reported sexual problems, the prevalence of ejaculatory
and/or orgasmic disorders approaches 40% (2,3), with pre-
mature ejaculation being the most common disorder. In
busy clinical practice, the ‘sexual concerns’ of the male
patient are often presumed to be related to erection diffi-
culties and intercourse mechanics, when, in fact, a com-
plete, brief sexual history may uncover another etiology,
such as ejaculation, sexual disinterest or pain. For example,
premature ejaculation (and consequential detumescence) is

often interpreted as ED by the patient, and can lead to a
misdiagnosis and inappropriate treatment if a proper sexual
history is not done.

Most men present to a primary care practice with sexual,
versus more medical or organic, complaints related to their
ejaculatory or orgasmic function. In general, younger men
complain of fast or premature ejaculation, whereas older
men present with delayed (or the inability to reach) ejacu-
lation. In a study by Laumann et al (4), regardless of age,
the prevalence of men who felt that they climaxed too ear-
ly was upwards of 30%, whereas the prevalence of those
who were unable to achieve orgasm was less than 10%.
Other men present to the physician primarily with ejacula-
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tory concerns of a medical nature, such as infertility, pain
with ejaculation or hematospermia. It has been stated that
only 2% of men who presented for treatment of subfertility
were diagnosed with ejaculatory dysfunction as the cause of
the subfertility (5).

When a patient has an orgasmic or ejaculatory concern,
it is most helpful for the physician to place it into one of
three categories that dictate different therapeutic streams:

• functional 

• neurological

• anatomical

Functional problems are those that present as sexual dis-
satisfactions in men who are usually intact neurologically.
They are often either issues with the timing of ejaculation
(fast or premature ejaculation, or inhibited or delayed 
ejaculation) or concerns about the quality of the ejacula-
tion or orgasmic experience (ie, decreased orgasmic sensa-
tion, poor ejaculate force or altered ejaculate volume). 

Neurological disorders consist of either central or
peripheral neurological interruptions in the two-phase ejac-
ulatory process of seminal emission and propulsatile ejacu-
lation. Most are caused by traumatic injury to the nerves
(spinal cord injury or abdominal and/or pelvic surgery) or
neurogenical disease processes (multiple sclerosis, diabetes
mellitus and other peripheral neuropathies). Orgasm is
often affected adversely.

Anatomical disorders may be congenital or acquired,
usually interfere with ejaculation more than orgasm, per se,
and present most often to the physician as infertility (ie,
obstructive azoospermia) or ejaculatory pain.

Sexual neurophysiology dictates that erection is primari-
ly a parasympathetic phenomenon, and ejaculation a sym-
pathetic phenomenon, although neither process is that
simple. Detumescence following ejaculation is due to the
activation of the sympathetic nervous system. Most neuro-
logically intact men undergo a sequential process of sexual
arousal, penile tumescence and rigidity, and ejaculation
accompanied by orgasm. Erection, ejaculation and orgasm,
while related, are separate neurological events and can
occur alone or out of sequence, especially in pathological
conditions. For example, men with generalized ED second-
ary to surgery often discover that continued manipulation
of a flaccid or semierect penis can lead to orgasm, with or
without the expulsion of semen. It is, therefore, more useful
to assess ejaculatory and orgasmic concerns as an entity that
is separate from erection, while remaining cognizant of any
changes to sexual interest or erection that may further clar-
ify the etiology of the ejaculatory or orgasmic concern.
Treatments of ejaculatory and orgasmic concerns are often
coincidental with treatment of concomitant ED because
the reduction of anxiety that occurs with reliable erectile
ability allows for improved sexual satisfaction. 

To better understand the category into which the clini-
cian can place the patient, the physiology and definitions of
sexual dysfunctions should be reviewed.

ORGASM AND EJACULATION: 
WHAT IS THE DIFFERENCE?

Ejaculation
Ejaculation is, basically, the complex process of sperm trans-
port from the epididymis to the urethral meatus, resulting in
the expulsion of semen. Ejaculation usually results in penile
detumescence, after which a refractory period then ensues
where arousal and/or orgasm is not possible again until a
specific amount of time has passed. Both time for detumes-
cence and the refractory period are age- and medication-
dependent. Ejaculation may occur with or without an
orgasm and/or erection. Both erection and ejaculation are
spinal reflexes that are dependent on the removal of
supraspinal (cerebral) inhibition for their triggering (6).

Ejaculation occurs in two phases: seminal emission and
propulsatile ejaculation. Seminal emission is the process of
sperm transport from the epididymis to the prostatic ure-
thra, followed by closure of the bladder neck, and is under
sympathetic control. Promoted by high sexual arousal, this
phase has an element of voluntary control by the man. The
engorgement of the prostate from vasocongestion of arousal
emits pleasant afferent signals leading to preorgasmic sensa-
tions. The seminal vesicles and the prostate contribute the
bulk of the seminal fluid, and the seminal bolus is delivered
to the ejaculatory ducts. With concomitant and intermit-
tent closure of the external sphincter and entrapment of the
seminal bolus in the prostatic urethra, increased intraprosta-
tic pressure results. Men recognize this is as a feeling of ‘no
return’, or ejaculatory inevitability. This point, assumed pre-
viously to be the result of distention of the posterior urethra
by the seminal bolus, must have additional afferent triggers,
as radical prostatectomy patients can attest. In any case, the
second phase of ejaculation, propulsatile ejaculation, is trig-
gered. Propulsatile ejaculation consists of seminal vesicle,
prostatic, urethral and pelvic floor muscle contractions that
propel the seminal bolus out the end of the urethral meatus
with considerable force. This is mediated by both parasym-
pathetic and somatic input, and there is virtually no volun-
tary control of this phase. Disease, trauma or medications
that interfere with the specific components of the auto-
nomic or somatic nervous system have predictable results
on the respective phases of ejaculation.

Orgasm
Orgasm is not as well defined neurologically as is ejacula-
tion. It has been variously interpreted as a central interpre-
tation of the genital events of ejaculation as well as a
learned, local reflex with afferent (peripheral and cerebral)
and efferent (sacral) limbs. Orgasm does not require intact
genitalia (as seen with prostate removal and transsexual
penectomy), and may be triggered by cerebral afferents
alone (as in sleep and tantric sex experiences). Orgasm like-
ly involves an intricate coordination of several nervous sys-
tems with hormonal modulation (6-9). A limited amount
of testosterone appears to be crucial for attainment of
orgasmic release. It has been noted that with conscious sex-
ual arousal, orgasm may occur with damage to the sympa-
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thetic ganglia, but does not usually occur when there has
been damage to the pudendal nerve (10). Orgasm may vary
in intensity and duration, depending on many biopsychoso-
cial factors such as duration of arousal, muscular tone of the
pelvic floor, time lapse from last orgasm, general health,
drug or alcohol consumption, intensity of arousal, and emo-
tional intimacy and/or comfort with the partner. 

CLINICAL DEFINITIONS OF EJACULATORY
AND ORGASMIC CONCERNS

Sexual dysfunctions
Timing concerns: Fast or premature ejaculation is defined
as ejaculation before or very soon after intromission that
causes personal distress: this disorder is often considered
psychogenic in nature. Inhibited or delayed ejaculation is
defined as difficulty reaching ejaculation or orgasm despite
long and adequate stimulation (as seen with the side effects
of some antidepressant medications, in hypogonadal states
and with neurological problems).
Ejaculation without orgasm: Often referred to as anhedo-
nic ejaculation, the ejaculatory process occurs with very lit-
tle sensation of seminal fluid passage and/or weak or absent
orgasmic sensation. This is usually associated with neuro-
logical disease (multiple sclerosis and peripheral neuropa-
thy) or, occasionally, psychiatric disorders.
Orgasm without antegrade ejaculate: Orgasmic sensation
that is not accompanied by antegrade ejaculation (asper-
mia) is due to three possibilities: failure of seminal emis-
sion, interruption of the pathway for seminal transport or
retrograde ejaculation into the bladder. A loss of seminal
emission can occur with interruption with the sympathetic
outflow to the pelvic plexus (non-nerve sparing retroperi-
toneal lymph node dissection, or abdominal, colon or
pelvic surgery). ‘Dry orgasm’ usually refers to a postproce-
dural result following the removal of semen-producing
organs or the loss or blockage of seminal pathways (ie, sur-
gery or radiation to the prostate). Retrograde ejaculation is
seen most often in men with surgical damage to the blad-
der neck (postsphincterotomy) or neurogenically impaired
closure of the bladder neck (ie, diabetic neuropathy) where
the ejaculate is expelled backwards into the bladder.
Cloudy or frothy urine after orgasm is the typical sign of
retrograde ejaculation.
Altered orgasmic quality: The subjective experience of
orgasm can be altered significantly by medical and surgical
conditions. This can be very distressing to patients and,
unfortunately, is very difficult to manage.
Sexual dissatisfactions: Sexual dissatisfactions typically
include self or partner concerns about the volume of semi-
nal or pre-ejaculate fluid, reduced ejaculatory force, etc.
Very little can usually be done to alter the etiology of these
dissatisfactions, so management is symptom focused.

Medical or organic ejaculatory concerns 
Even though these may present as medical versus sexual
problems, it is important to note that these concerns usual-
ly have sexual repercussions.

Inability to ejaculate: Men who are not able to undergo sem-
inal emission or propulsatile ejaculation are considered an-
ejaculatory. The etiology is almost invariably neurogenic,
and men with spinal cord injuries are the best example.
Sperm retrieval methods are required for fertility. Aspermia
(when ejaculation takes place without an antegrade ejaculate
being produced) and azoospermia (an ejaculate that is void of
spermatozoa) are different clinical entities from anejacula-
tion.
Low volume or discoloured ejaculate: A low volume ejac-
ulate may alter fertility potential, and the cause needs to be
investigated. Discolouration of the semen is usually due to
prostatic blood: persistent hematospermia needs urological
workup.
Dissociated orgasm and ejaculation: When orgasm is expe-
rienced and ejaculatory fluid is expelled at a distinctly later
time (via gravity), a neurogenic cause can usually be identi-
fied.
Ejaculatory pain: This pain is most often the result of an
inflamed pathway (acute prostatitis, for example). It may
also be referred pain or part of a complex pelvic pain syn-
drome, which requires a specialist to assess and manage.

ASSESSING COMMON EJACULATORY 
AND ORGASMIC PROBLEMS

The role of the physician is twofold. The first is not to miss
a reversible cause of ejaculation or orgasmic dysfunction,
and the second is to provide a differential diagnosis that
will dictate further investigations and/or referral. Because of
the complexity of these issues, the primary care physician
cannot be expected to be an expert in the treatment of
these disorders. However, he or she can undertake a proper
assessment, alter those factors that may be contributing to
the dysfunction, and manage patients to their professional
level of comfort and expertise. 

In assessing ejaculatory and/or orgasmic concerns, the
distinction between entities is made from looking at the
individual central and peripheral components as well as the
capacity for inhibitory release. This understanding is
required to differentiate whether the concern is functional,
neurological or anatomical, and to assist in the formulation
of an investigative and treatment strategy. For example,
addressing abnormalities of the inhibitory release mecha-
nism is the key to treating the functional difficulties
(although the physiological component of functional prob-
lems must also be addressed). Anatomical and neurological
orgasmic and/or ejaculatory difficulties require adaptation
to, or overcoming of, the additional organic pathology with
various medical or operative options, as well as dealing with
the consequential secondary sexual component. 

A full sexual and medical history and physical examina-
tion are necessary in the assessment of these concerns. 

The sexual history
The questions below should be directed toward eliciting the
patient’s chief complaint.
1. Is this a sexual complaint (ie, is it interfering with
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sexual satisfaction, relationships and/or quality of life)?

2. Is the ejaculatory concern a cause of, or a
contributing factor to, infertility?

3. Are there pain, blood or other medical and/or
organic concerns with the process of ejaculation?

Sexual complaints are the most common, although they
may overlap with infertility or medical concerns. If the
complaint is sexual, patients often have difficulty articulat-
ing the difference between ejaculation and orgasmic con-
cerns, and may well have both.

The next task is to clarify and classify the patient’s chief
complaint. Figure 1 may be helpful in directing the remain-
ing queries. Providing simple definitions of ejaculation and
orgasm may be helpful (ie, “Do you reach a point where you
are very highly aroused and fluid comes out the end of your
penis?” “Do you experience a very pleasant feeling of sexual
release at any time?”), especially if the patient uses lay
words such as “when I come”.

Once the problem has been identified, a more detailed
description will help unveil the etiology.
• Duration: How long has the problem been present?

Did it start abruptly or has it been gradual?

• Situation or generalized: Is the difficulty always
present, or only in certain situations (with a partner,
alone with attempts at masturbation, during the day

and/or at night)? Depending on the problem,
physicians may ask whether the problem improves or
worsens with particular sexual acts (hand, oral or
intercourse stimulation).

• What is the rest of the man’s sexual response
(desire, erection, freedom from sexual pain)?: Is the
ejaculation or orgasmic concern tied to another
problem that maybe the primary sexual issue that was
missed? For example, a man with delayed orgasm due
to hypogonadism will also have low sexual desire,
small ejaculate volumes and a loss of morning
erections (he may also have ED). Not asking these
questions may cause the physician to miss a reversible
medical cause of the patient’s orgasmic disorder.

• What is the effect of the problem on the sexual
relationship (sexual frequency, overall affection)?:
Are there any sexual concerns of the partner? How
has each partner reacted (positive, negative,
blaming, supportive) to the problem? Part of the
assessment should include the current sexual
context, because successful therapy will depend on
whether the physician’s therapeutic intervention
may be incorporated realistically into the man’s
sexual life. Is this a true sexual dysfunction or is it a
symptom of relationship discord? If it is the latter,
the couple needs counselling before any therapeutic
intervention can begin.
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Figure 1) Differential diagnosis of ejaculatory and orgasmic concerns. Reproduced with permission from Elliott, S. Assessing orgasmic and ejaculatory
problems in clinical practice. Medical Aspects of Human Sexuality, March 2001, page 27. Copyright 2001 Quadrant HealthCom Inc. All rights reserved

Elliott_Shrunk to 7.qxd  8/20/02  3:00 PM  Page 70



 

• How motivated is the man (and his partner) to
continue with investigations, therapy or referral?:
Referrals to infertility specialists or other medical
specialists may be necessary. If this is a functional
issue that the physician feels is beyond his or her
expertise, will the patient be open to seeing a
qualified sex therapist?

The medical history
Medical conditions and drugs may interfere with ejacula-
tion and orgasm. These influences, in turn, may interfere
with sexual drive and sexual arousal, further compounding
the problem. Both central and peripheral system disorders
are well known to influence both orgasm and ejaculation.
Complex neurotransmitters influence ejaculation; the neu-
rotransmitter serotonin plays a central role. The serotonin-
selective reuptake inhibitor (SSRI) antidepressants are
known for their ejaculatory-delaying side effect, as are oth-
er antihypertensive and antipsychotic medications (10).
Dopamine is centrally prosexual, but there have been no
studies to prove that dopaminergic drugs improve ejaculato-
ry latency times, per se, in men. Because seminal emission is
a sympathetic nervous system event, sympathomimetics
with ephedrine-like action (eg, pseudoephedrine) are
known to enhance the ejaculatory reflex.

Physical examination and investigations
The physical examination is necessary to rule out obvious
anatomical and organic contributions. The physical exami-
nation is therapeutically beneficial, legitimizing the ejacu-
latory or orgasmic concern as a medical problem, and
addresses concerns about sexually transmitted diseases and
genital appearance.

A careful examination of the abdomen and genitalia
needs to be done. Patency of the urethral meatus, size and
firmness of the testicles, the presence or absence of sper-
matic cord structures, and foreskin retractability should be
observed during the general genital overview. A rectal
examination must be done to rule out prostatitis and other
pathological conditions. Aside from testicular changes,
additional hypogonadal body signs include the loss of body
hair and muscle bulk, softening of the skin and gynecomas-
tia. If a neurological cause is suspected, a neurological geni-
tal assessment is necessary. Sensory evaluation of the genital
dermatomes, pinprick sensitivity of the glans, and rectal
determination of anal tone and voluntary anal contraction
are necessary. Intact pinprick sensation to the glans penis
(signifying intact, upgoing, lateral spinothalamic spinal cord
pathways) and voluntary anal contraction (demonstrating
downgoing corticospinal pathways) are prognostic for the
potential to experience genital orgasm (but do not rule out
the potential for cerebrally generated orgasm). A positive
bulbocavernosus reflex signifies an intact sacral reflex,
which bodes well for ejaculation (and reflex erection)
potential. Other signs of peripheral neuropathy or general
cardiovascular compromise should be looked for. 

In the field of ejaculatory disorders, investigations are gen-

erally limited except for those involving ejaculatory pain and
infertility. Ejaculatory pain must be investigated because there
is usually an infectious (ie, prostatitis) or obstructive (stric-
ture, stones, etc) cause. Infertility secondary to ejaculatory dif-
ficulties must be addressed in three stages: sexual ejaculatory
capacity, volume of ejaculate, and semen quality of antegrade
or retrograde specimens. Retrograde ejaculation can be
assessed by looking for the presence of spermatozoa in the
urine obtained after masturbation to orgasm. Serum hormone
and gonadotropin levels may be assessed with the clinical sus-
picion of hypogonadism, hyperprolactinemia or fertility issues.
Fertility issues need to be assessed by a urologist.

MANAGING EJACULATORY AND 
ORGASMIC DISORDERS 

Functional difficulties
Functional difficulties stem from a lack of balance between
the central brain control and the spinal cord reflexes.
Orgasmic threshold is the critical level of input that allows
ejaculation and orgasm to happen, and is constitutionally,
but also situationally, determined. Poor control or oversup-
pression of the cerebral inhibition is the basis for most func-
tional problems of premature ejaculation and delayed
ejaculation, respectively. However, because ejaculation is pri-
marily a sympathetic event, medications that are adrenergic
or anticholinergic may enhance ejaculation by sensitizing the
nerve endings involved in seminal emission, including clo-
sure of the bladder neck (11). The adrenergic tone that is
generated by performance anxiety acts in the same way. 
Fast or premature ejaculation: Many etiologies for fast or
premature ejaculation have been suggested in the literature,
including varied (and often weakly correlated) psychologi-
cal causes. There is now a growing body of evidence that
suggests organic factors may play a larger role. The latter
include ejaculation reflex hyperexcitability due to impaired
central inhibitory mechanisms, higher cortical representa-
tion of genital sensory stimuli and decreased penile vibrato-
ry thresholds (12). It seems reasonable to deduce that these
factors are highly individualized, and account for the differ-
ences noted between lifelong and acquired, and primary and
secondary fast ejaculators. In general, those men with life-
long, primary disorders are the most difficult to treat. Men
with fast ejaculation are a heterogeneous population and
must be assessed with a biopsychosocial model in mind.

The primary care physician can manage fast ejaculation
through education (the ejaculatory process is biologically
programmed and not abnormal, so it is a decision or wish to
slow it down) and therapeutic intervention. The psycho-
logical intervention for fast ejaculation includes dealing
with personal (guilt, fear and performance anxiety) and
domestic (including partner communication) problems that
can aggravate the heightened ejaculation reflex. Difficult
problems need to be referred to a sex or marital therapist. 

The medical management of fast ejaculation consists of
a three-stream approach that may be used alone or in com-
bination.
1. Reduce the reflex hyperactivity.

Organic and ejaculatory problems in clinical practice
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2. Raise the orgasmic threshold pharmacologically
(reversible).

3. Dampen the genital afferent signals of the
ejaculatory reflex.

The basis of the behavioural approach, which was popu-
larized in the 1950s, is ‘retraining’ the hyperactive reflex
through physiotherapy-like exercises. Men with fast ejacu-
lation do not appear to recognize the premonitory signs of
impending ejaculation, and these exercises focus on this
recognition, which ultimately improves physiological con-
trol. Masking these signs with products that dampen the
afferent signals to the ejaculation reflex would be counter-
productive. These techniques include self- or partner-
stimulation (via gradated higher sexual stimuli) to the
point of inevitability, at which point the ejaculatory urge is
suppressed by either stopping the stimulus (stop-start tech-
nique) or by squeezing the penis directly beneath the glans
(squeeze technique). Vaginal intromission and, finally,
thrusting is allowed only when the ejaculatory control is
improved. Continual and consistent exercises (minimum
three times/week) in those who are well motivated usually
results in increased ejaculatory latency, and the patient
experiences improved self-esteem and continued motiva-
tion. Although follow-up of the original studies that pur-
ported success with these methods showed a decline in gain
over time in the majority of cases, this has not been the uni-
versal clinical experience. Behavioural techniques aimed at
altering the reflex itself, even in conjunction with pharma-
ceutical methods, are necessary for long term improvement,
and may save the patient from pharmacological depend-
ence in the long run. A helpful patient-directed book by
Helen Singer-Kaplan, “PE: How to Overcome Premature
Ejaculation” (13) is very useful when combined with weekly
office visits to keep the patient encouraged.

Pharmacological methods, while successful in prolonging
ejaculatory latencies (probably by increasing the orgasmic
threshold), are dose-related and reversible when the drug is
discontinued. The tricyclical antidepressant clomipramine
hydrochloride (Anafranil, Novartis Phar-maceuticals,
Canada) centrally inhibits 5-hydroxytryptamine (5-HT)
reuptake, and the SSRIs effectively treat fast ejaculation.
Either daily use or on demand use (2 to 6 h before inter-
course) may be effective, but experimentation and individu-
alization of dosing and timing are required; therefore,
follow-up in the office is important. Clom-ipramine
hydrochloride 25 mg to 50 mg is very effective, but has high-
er side effects than the SSRIs, so is best taken on an as need-
ed basis. The SSRI paroxetine hydrochloride (Paxil,
GlaxoSmithKline Inc, Canada) 20 mg to 40 mg once daily,
sertraline hydrochloride (Zoloft, Pfizer Inc, Canada) 50 mg
to 200 mg once daily, and fluoxetine hydrochloride (Prozac,
Eli Lilly, Canada) 20 mg to 40 mg once daily, have also
been tried on an as needed basis, but seem to be less suc-
cessful when administered that way. It appears that paroxe-
tine hydrochloride may be the most effective (12). The
newer SSRIs have not been specifically tested. Erection

enhancement methods (oral phosophodiesterase inhibitors
or intracavernosal injections) have been used to treat fast
ejaculation through the indirect secondary benefit of anxi-
ety reduction when the erection concerns are managed.
Evidence of a direct latency-producing effect by phosphodi-
esterase inhibitors used to treat ED is weak and has been
found only in vitro.

The last method of managing fast or premature ejacula-
tion, dampening the afferent signals, has been the method of
desperation for many young men who seek to avoid recog-
nizing the premonitory signals of ejaculation. The use of
topical anesthetic creams and sprays or multiple condom
barriers to decrease penile sensation, as well as purposeful
avoidance of sexually arousing thoughts, serves to decrease
the afferent arc of the reflex. While successful in the short
term and for demanding individual situations, the conscious
physical and mental distraction from physical and emotion-
al pleasure is unsatisfying in the long term for both the man
and his partner. Because the theory behind this method is
the opposite of the behavioural method, in the end, it will
serve only to reinforce the hypersensitivity of the reflex. It is
the least effective method of long term management, but
may be the only alternative if a short term solution is urgent-
ly required and the other alternatives are not acceptable. 
Delayed ejaculation: Eight per cent of the men in the
Laumann study (4) reported difficulty reaching orgasm,
with men aged 50 to 53 years (14%) showing the most dif-
ficulty (4).

Delayed ejaculation is difficult to manage. Reversible
causes such as low testosterone, the use of medications that
delay orgasm (especially the SSRIs) and other hormonal
problems that depress sexual function (depression, hypothy-
roidism, hyperprolactinemia) should be ruled out. In
younger patients, over-controlling the inhibitory mecha-
nism is usually the problem. Neurology is usually intact, as
evidenced by nocturnal emissions. The patient tries to com-
pensate for this by overstimulating the genitalia (usually the
erection is quite sustainable) while not being sexually
aroused enough emotionally, which reinforces the original
problem. Focusing on high mental arousal before adding
genital stimulation, and learning to ejaculate to lighter gen-
ital stimulus (through self-stimulation exercises) is
required. Often, referral to a sexual medicine expert or sex
therapist is necessary, especially with lifelong primary
inhibited ejaculation. In men with fertility agendas, referral
to a sexual medicine physician or urologist specializing in
sperm retrieval may be necessary (14). Older men who are
not hypogonadal and who have acquired delayed ejacula-
tion or are unable to ejaculate often report loss of penile
sensitivity, which is an aging phenomenon. Usually, the
pattern of sexual stimulation that has worked for many
years is no longer adequate, and more genital stimulation is
required. The physician can be instrumental in ‘giving per-
mission’ to increase the stimulation within the respectful
context of the established sexual relationahiop. Kegel exer-
cises for men may improve the tone of the pelvic floor and
assist with ejaculation. Pharmacological treatment of
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delayed ejaculation or orgasm secondary to antidepressant
use includes the use of medications before intercourse that
seek to counteract the prevalence of serotoninergic block-
ade, ie, bethanechol chloride (10 mg to 20 mg, 1 to 2 h
before intercourse) and cyproheptadine hydrochloride
(4 mg to 8 mg, 1 to 2 h before intercourse) (15). There is
some anecdotal evidence that the use of ‘sex friendly’ anti-
depressants (bupropion hydrochloride 75 mg once daily,
nefazodone hydrochloride 150 mg 1 h before intercourse),
sympathomimetics such as pseudoephedrine (30 mg to
60 mg or 120 mg slow release) and even yohimbine
hydrochloride 6 mg to 18 mg as needed, may be helpful in
some cases of delayed ejaculation, but studies are not yet
available. It is important to note that sympathomimetics
cannot be used in hypertensive patients, and that yohim-
bine may cause hypotension.

Neurological etiologies of ejaculatory and orgasmic 
disorders
Neurological problems usually cause difficulties with acti-
vating the spinal reflex of ejaculation and may blunt or sig-
nificantly alter the subjective response of orgasm. In rare
cases, they can lower the orgasmic threshold, as seen with
injuries to the lower thoracic, lumbar or sacral cord, which
may cause spontaneous ejaculation or orgasm (16). A prac-
tical review of the sexual consequences of neurological con-
ditions can be found in the article by Elliott (14). The
management of neurological ejaculatory and orgasmic prob-
lems is difficult and should be referred to sexual rehabilita-
tive medicine specialists. Additional information on the
sexual consequences of neurological illnesses can be found
in articles by Waldman and Elias (17) and Smeltzer and
Kelly (18). Ejaculatory disorders that require sperm
retrieval, such as vibrostimulation and electroejaculation,
are elucidated well in the papers by Elliott and Fluker (19),
Oates and Kasabian (20) and Ohl (21).

Anatomical causes of ejaculatory and 
orgasmic disorders (11)
Abnormalities of ejaculatory function usually present to the
physician as infertility. However, ejaculatory symptoms
such as pain or hematospermia should always be investigat-
ed. Congenital causes of ejaculatory dysfunction include
incomplete or altered embryological development of the
epididymis, vas deferens, prostate, ejaculatory ducts or penis
and urethra (hypospadias, epispadias and bladder extro-
phy). Acquired causes include those that are secondary to
surgery or radiation that interfere with the anatomy or the
nervous control of the ejaculatory system, and those that
are secondary to infective processes causing pain or obstruc-
tion. Preliminary investigations (cultures, hormone evalua-
tion and, if appropriate, semen analysis) and basic trials of
appropriate therapies that the primary care physician feels
comfortable with should be done before any referral.

CONCLUSIONS
Ejaculatory and orgasmic disorders are less prevalent than
erection disorders in clinical practice, but may be just as dis-
tressing for the patient. They are most easily classified
according to their functional, neurological or anatomical
categories. Whether the concern is primarily a sexual, or a
medical/organic issue, is delineated by the patient himself.
The most common ejaculatory disorders seen in primary
care are those of sexual or functional difficulties. The most
prevalent one, premature ejaculation, is best assessed by
using the biopsychosocial model. Inhibited ejaculation is
less common than premature ejaculation. Neurological
alterations resulting from various disruptions of the ejacula-
tory pathways result in orgasmic and ejaculatory reflex
abnormalities. Anatomical ejaculatory problems usually
present as infertility or ejaculatory pain. A full sexual histo-
ry, medical history and physical examination are essential
to not missing reversible and other etiological factors that
will dictate further investigations and therapy.
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