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Abstract

Background: Patients with premature ejaculation (PE) are often concerned and distressed about their sexual performance. Hence, they may
be more willing to exploit their refractory period to employ sexual coping strategies in order to improve their unsatisfactory sexual intercourse
compared with patients without PE.
Aim: The study sought to verify the sexual coping strategies of patients with PE in the daily sexual activities.
Methods: We included both patients with PE and individuals without PE and analyzed their sexual behaviors and attitudes by means of detailed
interviews and questionnaires.
Outcomes: The main outcomes were perceived intravaginal ejaculatory latency time recording, Premature Ejaculation Diagnostic Tool score,
and sexual frequency, attitudes, and behavior log.
Results: A total of 182 young patients with PE (age 31.2 ± 6.2 years) and 92 individuals without PE (age 30.7 ± 5.1 years) were included in the
study. A total of 53.3% of patients with PE vs 17.4% of individuals without PE reported engaging in multiple sexual intercourse sessions within
a single day in the past 4 weeks. PE patients who engaged in multiple intercourse sessions displayed better performance during the second
attempt but performed poorly compared with individuals without PE. Scores for the first attempt in PE vs second attempt in individuals with
PE vs without PE were the following: intravaginal ejaculatory latency time, 2.4 ± 1.6 vs 4.8 ± 5.7 vs 9.9 ± 9.4 (P < .001); Premature Ejaculation
Diagnostic Tool, 14.9 ± 3.1 vs 12.7 ± 4.8 vs 5.2 ± 2.5 (P < .001); satisfaction, 2.9 ± 1.0 vs 3.1 ± 0.8 vs 3.7 ± 1.4 (P < .001). A total of 57.1% of
patients held a negative attitude toward precoital masturbation, for reasons such as a reduced sexual desire (21.2%), the belief that masturbation
is harmful (17.6%), concerns about erectile function (15.7%), fatigue (9.8%), and other mixed reasons (35.3%).
Clinical Implications: Engaging in multiple intercourse sessions within a day is more common among the young PE population, and using
precoital masturbation as a coping strategy is not universally applicable among patients with PE.
Strengths and Limitations: This is the first study to explore symptom-coping strategies in patients with PE compared with individuals without
PE. However, the conclusions cannot be generalized to the entire male population.
Conclusion: Patients with PE, compared with individuals without PE, are more inclined to engage in multiple sexual intercourse sessions within
a single sexual session, likely in an attempt to compensate for their first unsatisfactory sexual encounter. Moreover, the majority of patients with
PE here studied hold a negative attitude toward using precoital masturbation as a coping strategy for symptoms.
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Introduction

Premature ejaculation (PE) is a common male sexual dys-
function, with an estimated prevalence ranging from 5% to
30%.1–7 The substantial variation in prevalence is primarily
attributed to the adoption of different definitions in epidemi-
ological research.8–11 As of now, a widely accepted definition
of PE involves 3 dimensions7,12: (1) a lack of control over
ejaculation, (2) a short ejaculatory latency period, and (3)
distress to the individual and/or sexual partner.13 However,
due to a lack of targeted research on these criteria, the
definition of PE has remained substantially stagnant, without
significant updates in the recent years.14

Normal ejaculatory function is the foundation for ensur-
ing that males can successfully complete sexual intercourse
and that both partners can achieve a satisfactory sexual
experience.15 The presence of PE significantly diminishes the
intensity of pleasure16 and the patient’s sexual satisfaction17

and sexual self-esteem, and it increases the focus on the
patient’s own sexual performance and increases the sexual
distress experienced by the partner.18,19 Interestingly, unex-
plored anecdotal observations of clinical practice suggest that
some patients with PE engage in multiple sexual intercourse
sessions within a single day. Indeed, following ejaculation,
males experience a refractory period during which the respon-
siveness to sexual stimulation diminishes.20–22 This manifests
as a reversible reduction in both central drivers, such as sexual
interest and desire, and peripheral receptivity, such as the
responsiveness of the penis to sexual stimulation. In fact,
theoretically, after the first ejaculation, if a male engages in a
second sexual intercourse within a relatively short time frame,
an extended intravaginal ejaculation latency time (IELT) usu-
ally occurs: this is likely due to a heightened control over
ejaculation, attributed to a decreased responsiveness to sexual
stimulation compared with the first intercourse.
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Therefore, we pose the first scientific question: do patients
with PE, in comparison with men with normal ejaculatory
control, exhibit a greater inclination toward engaging in mul-
tiple sexual encounters within a single sexual session or a
single day?

Furthermore, because a refractory period also occurs after
ejaculation through masturbation, some doctors and peers
recommend precoital masturbation as a coping strategy for
symptoms of early ejaculation.23 However, it is worth noting
that there has been no prior research exploring whether
patients with PE would be willing to implement this coping
strategy.

Therefore, the second scientific question we propose is the
following: what is the attitude of patients with PE toward pre-
coital masturbation as a coping strategy? This scientific ques-
tion is of utmost importance because the patients’ perception
determines whether this coping strategy can be successfully
promoted within the PE population. If patients have a strong
negative attitude toward this strategy, forcibly implementing
it may lead to adverse effects on the patients, such as the
generation of negative emotions and erroneous beliefs that
may also possibly worsen their sexual function. Anxiety may
ensue, due to concerns about sexual performance, leading to
reduced reception of sexual stimuli and, ultimately, resulting
in a comorbid erectile dysfunction (ED), a condition often
referred to as the loss of control over erection and ejacula-
tion.12

In summary, to address the 2 scientific questions posed
previously, we studied patients with PE and individuals with
normal ejaculation function, analyzing their sexual activ-
ity characteristics. Moreover, we explored the attitudes of
patients with PE toward precoital masturbation.

Methods

Sample size calculation

We used PASS 15 (NCSS) to calculate the sample size. Based
on our clinical practice, we preliminarily estimated that
approximately 50% of individuals with PE and 30% of those
without PE had engaged in multiple sexual intercourse in
the past 4 weeks. The target power and alpha are 0.9 and
0.05, respectively, with a ratio of 2:1 for the PE group to
the non-PE group. Ultimately, our calculations determined
that a minimum of 176 individuals with PE and at least 88
individuals without PE would be required.

Participants

This study was approved by the Ethics Committee of the Third
Affiliated Hospital of Sun Yat-sen university (trial registration
number: II2023-196-02). Both patients with PE and controls
subjects were recruited from the outpatient clinic of infertility
and sexual medicine. Inclusion criteria for patients with PE
were (1) age ≥18 years; (2) at least 1 attempt of vaginal
intercourse in the past 4 weeks; (3) self-reported PE; (4)
Premature Ejaculation Diagnostic Tool (PEDT) score ≥11; (5)
no abuse of alcohol and no use of medications and illegal
drugs that affect ejaculation and erection in the past 4 weeks;
(6) no ED; (7) self-reported normal sexual desire; and (8)
being in a stable, heterosexual sexual relationship. Exclusion
criteria for patients with PE were (1) having significant mental
or psychological issues, (2) diseases affecting sexual activity
(ie, diabetes, spinal cord lesions, immobilization, prostatic

inflammation/infection, hypo- and hyperthyroidism, hypog-
onadism, etc.), (3) having external genitalia developmental
abnormalities; and (4) other ejaculation disorders besides PE.

Conversely, as in other studies,24 patients from the control
group were mainly recruited among those who visited the
department for the preconception reproductive and sexual
health screening. In this case, the inclusion criteria were (1)
age ≥18 years; (2) at least 1 instance of vaginal intercourse in
the past 4 weeks; (3) self-reported absence of PE; (4) PEDT
score ≤8; (5) having not taken any medication that affects
ejaculation function in the past 4 weeks; (6) no ED; (7)
self-reported normal sexual desire; and (8) having a stable,
heterosexual relationship. Exclusion criteria for the control
group were the same as those for the PE group.

Procedure

All participants gave their informed consent and underwent
comprehensive and detailed interviews and physical exami-
nations to ensure that they met the inclusion and exclusion
criteria, followed by the completion of questionnaires. The
questionnaires included (1) clinical basic information; (2)
PEDT (for patients with PE who engaged in multiple sexual
intercourse within a sexual session/day, we separately assessed
their first time and second time within the past 4 weeks using
the PEDT); (3) Erection Hardness Score (EHS); (4) IELT; (5)
sexual satisfaction rating (self-reported on a 5-point Likert-
type scale from very unsatisfying [1] to very satisfying [5]);
(6) information related to frequency of sexual intercourse;
and (7) a clinical colloquium exploring and recording the
reasons for not engaging in multiple sexual intercourse within
a day (specifically for patients with PE who did not attempt
the second sexual intercourse within a day in the past 4
weeks), the willingness to ejaculate through masturbation
before sexual intercourse to prolong the subsequent duration
of intercourse, and the reasons for not wanting to ejaculate
through masturbation before intercourse.

Statistical analysis

Continuous variables are presented as mean ± SD, while cat-
egorical variables are presented as percentages.25 The com-
parison of the continuous variables was performed using
the independent sample t test and the paired t test.25 The
comparison of categorical variables was performed using the
chi-square test. We utilized binary logistic regression analysis
to examine the relationship between the number of days
attempted intercourse after controlling for PE status and
whether there were instances of engaging in multiple sexual
intercourse sessions within a day in the past 4 weeks. All
statistical tests were carried out using the statistical software
R (version 4.2.2; R Foundation for Statistical Computing);
statistical significance was set at P < .05.

Results

A total of 274 participants (mean age 31.0 ± 5.9 years) were
ultimately included in this study, comprising 182 patients
with PE (mean age 31.2 ± 6.2 years) and 92 individuals with
normal ejaculation function (mean age 30.7 ± 5.1 years). As
shown in Table 1, there were no statistically significant differ-
ences between the 2 groups in terms of age, education level,
and lifestyle. In comparison with the PE group, the non-PE
group exhibited a higher body mass index (BMI) and a lower
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Table 1. Demographic characteristics.

All (N = 274) PE (n = 182) Non-PE (n = 92) P value

Age, y 31.0 ± 5.9 31.2 ± 6.2 30.7 ± 5.1 .548
BMI, kg/m2 24.8 ± 3.8 24.4 ± 3.6 25.5 ± 4.0 <.05
Marital status <.001

Married 170 (62.0) 93 (51.1) 77 (83.7)
Unmarried 102 (37.2) 88 (48.4) 14(15.2)
Divorced 2 (0.7) 1 (0.5) 1 (1.1)

Educational level .958
Junior high school and below 62 (22.6) 42 (22.7) 20 (21.7)
Senior school or technical secondary school 78 (28.5) 51 (28.0) 27 (29.3)
Junior college and university 134 (48.9) 89 (48.9) 45 (48.9)

Sexual orientation Heterosexual Heterosexual Heterosexual
Lifestyle

Smoking 57 (20.8) 41 (22.5) 16 (17.4) .323
Drinking 77 (28.1) 55 (30.2) 22 (23.9) .273

Values are mean ± SD or n (%). Abbreviations: BMI, body mass index; PE, premature ejaculation.

Table 2. Characteristics of sexual intercourse between the two groups.

PE Non-PE P value

Individuals who attempted sexual intercourse over the past 4 wk 182 (100) 92 (100)
The number of days attempted intercourse <.001

1-2 d 40 (22.0) 6 (9.2)
3-4 d 46 (25.3) 8 (12.3)
5-6 d 34 (18.7) 37 (56.9)
7-10 d 35 (19.2) 8 (12.3)
11 d 27 (14.8) 6 (9.2)

Individuals who had multiple sexual intercourse attempts in 1 d 97 (53.3) 16 (17.4) <.001
The number of days with multiple intercourse 4.9 ± 3.7 5.5 ± 5.2 .541
Refractory period (the time between first and second attempts, minutes) 58.7 ± 106.0 221.1 ± 253.5 <.05

Values are n (%) or mean ± SD. Abbreviation: PE, premature ejaculation.

proportion of married individuals. The higher proportion of
married men in the non-PE group can be attributed to the
inclusion of individuals undergoing preconception examina-
tions in this group. Although there was a statistically signif-
icant difference in BMI between the 2 groups, the calculated
Hedges’ g effect size is approximately 0.294, which can be
considered small, and in terms of clinical significance, the BMI
difference between the 2 groups was so small that it can be
considered negligible.

All participants engaged in sexual intercourse within the
past 4 weeks (Table 2). Non-PE individuals attempted sexual
intercourse on more days in the past 4 weeks compared with
patients with PE. A higher proportion of patients with PE, in
comparison with individuals without PE, attempted multiple
sexual intercourse sessions within a single day in the past 4
weeks (P < .001). The relationship between the number of
attempted intercourse days after controlling for PE status and
whether there were instances of engaging in multiple sexual
intercourse sessions within a day in the past 4 weeks did
not reach statistical significance (P > .05). Among patients
with PE and individuals without PE who attempted multiple
sexual intercourse sessions within a single day, there was no
statistically significant difference in the number of days with
multiple sexual encounters (P = .541). Patients with PE had
a shorter time interval between their first and second sexual
encounters (P < .05).

In patients with PE who engaged in multiple sexual
intercourse sessions, the IELT was longer and the PEDT score
was lower during the second sexual encounter compared
with the first (Table 3, Figure 1). The EHS showed no

statistically significant difference between the first and second
sexual encounters. Although the difference did not reach
statistical significance (Table 3), patients with PE reported
a trend toward higher sexual satisfaction during the second
sexual encounter. For individuals without PE who engaged in
multiple sexual intercourses within a day in the past 4 weeks,
their IELTs for the first and second intercourses was10.3 ± 7.8
minutes and 15.2 ± 10.0 minutes, respectively (P < .001).

Patients with PE who engaged in multiple sexual intercourse
sessions had a longer perceived IELT during the second sexual
encounter within the same sexual session or day compared
with those who did not engage in multiple sexual intercourse
sessions, and their PEDT scores were lower (Table 4, Figure 2).
There were no significant differences in EHS and sexual
satisfaction (Table 4).

Patients with PE who engaged in multiple sexual intercourse
sessions had significantly shorter IELT during the second
sexual encounter compared with individuals without PE, and
their PEDT scores were also significantly higher than those
of individuals without PE (Table 5, Figure 3). EHS and sexual
satisfaction scores were also significantly lower than those of
individuals without PE (Table 5).

The reasons for patients with PE not engaging in multiple
sexual intercourse sessions include decreased sexual desire
(62.4%), estimated insufficient erection hardness (12.9%),
partner refusal (10.6%), and other reasons (5.9%) (Table 6).

Among patients with PE, 57.1% refused to use precoital
masturbation as a coping strategy for early ejaculation symp-
toms. Among the 104 patients with PE unwilling to mas-
turbate, 51 patients provided reasons for their reluctance,
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Table 3. Comparison of sexual characteristics between patients with PE during their first and second sexual attempt.

PE (multiple intercourse) (n = 97)

First attempt Second attempt P value

IELT, min 2.4 ± 1.6 4.8 ± 5.7 <.001
PEDT
Total score) 14.9 ± 3.1 12.7 ± 4.8 <.001
Question 1 3.9 ± 1.2 3.1 ± 1.7 <.001
Question 2 2.6 ± 1.1 2.8 ± 1.2 .268
Question 3 2.4 ± 1.0 1.8 ± 1.3 <.001
Question 4 3.0 ± 1.0 2.5 ± 1.3 <.01
Question 5 3.1 ± 1.3 2.5 ± 1.1 <.001
EHS 3.1 ± 0.3 3.1 ± 0.5 .453
Satisfaction 2.9 ± 1.0 3.1 ± 0.8 .223

Values are mean ± SD. Abbreviations: EHS, Erection Hardness Score; IELT, intravaginal ejaculatory latency time; PE, premature ejaculation; PEDT, Premature
Ejaculation Diagnostic Tool.

Figure 1. In patients with premature ejaculation (PE) who engaged in multiple sexual intercourse sessions within a single day in the past 4 weeks, a
comparison of Premature Ejaculation Diagnostic Tool (PEDT) scores and self-reported perceived intravaginal ejaculatory latency time (P-IELT) between
their first and second sexual encounters.

Table 4. Comparison of sexual characteristics between patients with PE during the second sexual attempt and patients without multiple intercourse.

PE (second attempt, n=97) PE (without multiple intercourse, n=85) P value

IELT (min) 4.8 ± 5.7 1.7 ± 0.8 <.001
PEDT 12.7 ± 4.8 15.9 ±2.7 <.001
EHS 3.1 ± 0.5 3.2 ±0.4 0.374
Satisfaction 3.1 ± 0.8 3.0 ± 1.2 0.441

Values are mean ± SD. Abbreviations: EHS, Erection Hardness Score; IELT, intravaginal ejaculatory latency time; PE, premature ejaculation; PEDT, Premature
Ejaculation Diagnostic Tool.

including decreased sexual desire (21.2%), belief that mastur-
bation is harmful to health (17.6%), concerns about erectile
function (15.7%), perceived fatigue (9.8%), and other mixed
reasons (35.3%) (Table 7).

Discussion

In this study, compared with a group of aged-matched individ-
uals without PE, young patients with PE exhibited poor sexual
performance, which subsequently led to lower sexual satisfac-
tion, consistent with previous research findings.15,17,26 Our
results demonstrated that a higher proportion of patients with

PE engaged in multiple sexual intercourse sessions within a
single day in the past 4 weeks compared with individuals with-
out PE. Furthermore, among patients with PE who engaged
in multiple sexual intercourse sessions within a single day,
their second sexual performance was significantly better than
the first, characterized by a significant prolongation of IELT
and a significant decrease in PEDT scores and in subscores
obtained from the specific questions dealing with the personal
feeling of control over the mechanism of ejaculation. This
suggests that patients with PE exhibited enhanced control
over ejaculation during the second sexual encounter. Previous
studies have indicated that patients with PE tend to pay
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Figure 2. Comparison of Premature Ejaculation Diagnostic Tool (PEDT) scores and self-reported perceived intravaginal ejaculatory latency time (P-IELT)
between patients with premature ejaculation (PE) during the second sexual attempt and PE patients without multiple intercourse.

Table 5. Comparison of sexual characteristics between patients with PE during the second attempt and individuals without PE.

PE (second attempt, n=97) Non-PE (n=92) P value

IELT (min) 4.8 ± 5.7 9.9 ± 9.4 <.001
PEDT 12.7 ± 4.8 5.2 ± 2.5 <.001
EHS 3.1 ± 0.5 3.5 ± 0.5 <.001
Satisfaction 3.1 ± 0.8 3.7 ± 1.4 <.001

Values are mean ± SD. Abbreviations: EHS, Erection Hardness Score; IELT, intravaginal ejaculatory latency time; PE, premature ejaculation; PEDT, Premature
Ejaculation Diagnostic Tool.

Figure 3. Comparison of Premature Ejaculation Diagnostic Tool (PEDT) scores and self-reported perceived intravaginal ejaculatory latency time (P-IELT)
between patients with premature ejaculation (PE) during the second attempt and individuals without PE.

excessive attention to their own sexual performance, that
sexual dignity is of utmost importance to them, and that early
ejaculation symptoms often lead to feelings of shame.17–19

Therefore, we demonstrated that, when engaging in sexual
activities, patients with PE are more inclined to have multiple
sexual encounters within a single day, possibly using it as a
coping strategy to address early ejaculation symptoms as an
attempt to compensate for their first unsatisfactory sexual

experience and improve their sexual performance (Figure 4).
In contrast to the viewpoint expressed by Li et al,27 we
contend that, despite a slight increase in satisfaction during
the second sexual encounter for patients with PE, there still
exists a significant disparity in sexual satisfaction when com-
pared with individuals without PE. Additionally, the IELT was
significantly lower, and PEDT scores were significantly higher,
indicating that although patients with PE exhibit better sexual
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Table 6. The reasons for patients with PE not engaging in multiple sexual intercourse sessions in 1 day.

Reasons why patients with PE did not have multiple attempts of sexual intercourse within the same day n (%)

“I haven’t thought about trying to have sex for a second time.” 7 (8.2)
“The hardness of the erection after the first ejaculation is insufficient for a second round of sexual intercourse.” 13 (12.9)
“After the first ejaculation, there’s an absence of sexual desire or urge on the same day.” 53 (62.4)
“My spouse is not interested in or refuses to engage in a second round of sexual intercourse.” 9 (10.6)
Other reasons 5 (5.9)

Abbreviation: PE, premature ejaculation.

Table 7. The attitudes of PE patients toward ejaculating through masturbation before sexual intercourse.

No Yes

All patients with PE (n = 182)
“Are you willing to masturbate and ejaculate before sexual intercourse, in order to prolong the
duration of vaginal intercourse?”

104 (57.1) 78 (42.9)

Reasons that they are not willing to masturbate (n = 51)
Sexual desire decreases after ejaculation 11 (21.2)
Masturbation is harmful 9 (17.6)
Worry about erectile function 8 (15.7)
It’s tiring 5 (9.8)
Other reasons 18 (35.3)

Values are n (%). Abbreviation: PE, premature ejaculation.

Figure 4. Analysis and logical relationships regarding the sexual behavior characteristics of patients with premature ejaculation (PE).

performance during the second sexual encounter, they still fail
to fully compensate their first unsatisfactory sexual experi-
ence. Satisfactory sexual intercourse is influenced not only by
one’s own performance but also by the sexual performance
of the partner and the dynamics within the relationship.28

Furthermore, we speculate that for patients with PE, the first
unpleasant sexual experience may have a strongly negative
impact on subsequent sexual encounters. Therefore, future
research should investigate why the second sexual encounter
of patients with PE cannot fully compensate for the first
unsatisfactory sexual experience.

In comparison with individuals without PE, patients with
PE attempted sexual intercourse on fewer days in the past
4 weeks, indicating that patients with PE engage in sexual
intercourse less frequently than individuals without this
condition, consistent with prior research findings.29 This
could be attributed to patients’ concerns about their sexual
performance, leading to avoidance of sexual activity,30 or it
may be because sexual partners are unwilling to engage in

sexual intercourse, as they cannot derive satisfactory sexual
experiences from their male partners.15 Additionally, it could
be a consequence of poor relationship dynamics resulting
from PE,31 subsequently reducing opportunities for sexual
activity. On the other hand, in our study, among individuals
without PE, the proportion of married individuals is higher
compared with PE patients. Therefore, if cohabitation
were more common among individuals without PE in our
cohort, they would likely have more opportunities for sexual
intercourse. Both patients with PE and individuals without
PE who engaged in multiple daily sexual intercourse sessions
did not significantly differ in number of days with multiple
sexual encounters; this indicates that, while patients with
PE are more likely to engage in multiple sexual encounters
within a single day, there is no difference in the frequency
of engaging in multiple sexual encounters compared with
individuals without PE. Our results demonstrate that the
time interval between the 2 sexual encounters of patients
with PE is shorter than that of individuals without PE,
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contradicting previous observations.32 However, Waldinger’s
research33 has indicated that patients with PE not only
exhibit symptoms of rapid ejaculation, but also experience
premature erections and a hypererotic state during sexual
activity or when exposed to erotic situations, an interesting
observation that supports our findings. A study conducted in
2019 revealed that the refractory period following ejaculation
in patients with PE averaged 330 ± 296.63 minutes.32

Conversely, a study conducted in 2021 demonstrated that
the refractory period following ejaculation in PE patients
averaged 20.16 ± 8.93 minutes.27 These studies underscore
the considerable variability in refractory periods following
ejaculation. Moreover, it is noteworthy that research on
the refractory period is very limited, and future studies
should delve deeper into this phenomenon and its underlying
mechanisms.

The primary reasons why patients with PE did not have
multiple sexual intercourse sessions within a day include a
decrease in sexual desire or drive following the first ejac-
ulation and insufficient erection, consistent with common
features of the refractory period.21 Additionally, it is essential
not to overlook the influence of the sexual partner’s attitude,
which plays a crucial role in determining whether patients
with PE can participate in multiple sexual intercourse sessions.
The poor sexual performance of patients with PE lead to
sexual dissatisfaction, a sense of something disappearing from
the partner relationship, and a diminished feeling of inti-
macy.15 After ejaculation, patients with PE often experience
embarrassment and shame, while their female partners may
express feelings of frustration and anger15 and subsequent
sexual dysfunctions.34 In this context, when the female part-
ner is in a negative emotional state, it becomes challenging
for the male partner to have another opportunity for sexual
intercourse. Therefore, effective communication between both
partners becomes particularly vital, and patients with PE
should receive early diagnosis and treatment. Some patients
with PE refrained from having multiple sexual intercourse
sessions due to a lack of desire for a second sexual encounter,
while a small portion cited other reasons for abstaining from
multiple sexual encounters.

Despite popular beliefs proposing precoital masturbation as
a coping approach for early ejaculation symptoms, as of now,
no study has explored patients’ attitudes toward this strategy,
which are crucial in determining the feasibility and potential
adoption of this approach within the PE population. We
found that 57.1% of patients with PE hold a negative attitude
toward this strategy, indicating their unwillingness to mastur-
bate before sexual intercourse. A number of our patients have
been able to identify the reasons for their reluctance to imple-
ment this coping strategy, with the decrease in sexual desire
after ejaculation being the most frequent one. This reluctance
could be explained by cultural and, likely, biological reasons,
as the drive to engage in sexual intercourse could be reduced
after the postmasturbatory release of sexual tension, which,
in turn, in this particular set of patients, decreases satisfaction
during sexual intercourse. Moreover, 17.6% of patients with
PE refrained from masturbation before intercourse because
they consider it harmful. Perceptions of masturbation are
influenced by social backgrounds and cultural contexts.35

Abstinence from masturbation is related to attitudes toward
it, especially the belief that it is unhealthy.36,37 Previous
research has suggested that the feeling of guilt after mas-
turbation is quite common, and individuals who experience

culpability after masturbation tend to have more problems
about attaining an erection, higher levels of depressive symp-
toms, and poorer interpersonal relationships.35,38 Moreover,
the partner may play a role in this mechanism. Women in
partnered relationships may perceive male masturbation as
a form of cheating and believe that such behavior can have
negative implications on their relationship, potentially leading
to a decreased interest in sexual activities.39,40 Therefore,
recommending precoital masturbation as a coping strategy
for early ejaculation symptoms to patients who perceive it as
unhealthy may potentially harm their erectile function and
negatively impact their interpersonal relationships. In fact,
15.7% of our patients with PE abstain from masturbation
before intercourse due to concerns about erectile function.
Excessive preoccupation with erection significantly increases
the risk of an anxiety-driven ED.41 Once either the male or
female partner is concerned about ED, a vicious cycle ensues,
and the negative attitude toward ED from the female partner
further harms erectile function,41 intertwining with the neg-
ative effects of PE on the partner’s relationship. In summary,
the majority of patients with PE in our cohort hold negative
attitudes toward using precoital masturbation as a coping
strategy for early ejaculation symptoms. Therefore, our results
suggest that, in the PE population, precoital masturbation
may be not a universally applicable strategy for managing PE
symptoms.

This is the first study that compares patients with PE with
individuals without PE, exploring the use of multiple sexual
intercourse sessions as coping strategy for early ejaculation
symptoms. Additionally, to our knowledge, it is the first study
to investigate the acceptance of using precoital masturbation
as a coping strategy for early ejaculation symptoms. However,
our protocol is not without limitations. This study primarily
included a young demographic; therefore, further research is
needed to investigate whether the conclusions drawn apply
to all age groups. Moreover, our conclusions could only be
applied to patient with PE who are capable of engaging
in a second encounter with a day. Additionally, attitudes
toward PE are potentially influenced by cultural factors,42

and attitudes toward masturbation may vary alike. Future
research from other countries should explore whether educa-
tion and designed therapeutic plans would impact this natural
behavior. While the attitude of individuals without PE toward
precoital masturbation is not the primary focus of this study,
investigating their perspective on precoital masturbation can
enhance understanding of this coping strategy, and it is hoped
that future research will further explore this issue. Moreover,
in this real-life research, we utilized perceived IELT, which,
while being less precise than stopwatch-measured IELT, is
more practical in the clinical setting. In fact, interchangeability
between self-reported IELT and stopwatch-measured IELT
in defining PE has been demonstrated.43 Last, evaluating
all instances of the second sexual intercourse with PEDT in
patients with PE engaging in multiple sexual encounters in a
day may introduce a recall bias.

Conclusion

Patients with PE are more inclined than individuals without
PE to engage in multiple sexual intercourse sessions within a
single sexual section or a day, likely attempting to compensate
for the unsatisfactory experience of the first intercourse. For
PE patients who do not perform multiple intercourse within
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a day, the main reasons include decreased sexual desire after
the first intercourse, insufficient penile erection hardness for
the second intercourse, refusal from the sexual partner for a
second intercourse, and the lack of intention to engage in mul-
tiple intercourse. Although theoretically, ejaculating through
masturbation before intercourse can prolong the subsequent
duration of sexual intercourse, a significant 57.1% of patients
are unwilling to accept this approach as a coping strategy
for PE symptoms. The primary reasons for patients with
PE holding negative attitudes toward this method include
decreased sexual desire after masturbation, concerns about
the detrimental effects of masturbation on health, worries
about erectile function, and perceived physical fatigue.
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