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Introduction
Premature ejaculation (PME) is the most 
common sexual disorder of man that affects 
approximately 20%–30% of men at some 
point in their lifes.[1] A multinational survey 
conducted in a large sample of 12133 men 
reported the prevalence of PME 24.0% 
in the United States, 20.3% in Germany, 
and 20.0% in Italy.[2] Hospital‑based 
studies in patients attending a sexual clinic 
in India have found the prevalence of 
30% and 77.6%, respectively, in eastern 
India  (Kolkata) and North India  (Delhi).[3,4] 
Epidemiological studies conducted in the 
rural area of Haryana and Mysore reported 
the prevalence of PME 4.6% and 8.76%, 
respectively.[5,6]

The Diagnostic and Statistical Manual of 
Mental Disorders, Fifth Edition  (DSM‑5) 
defines PME as “A persistent or recurrent 
pattern of ejaculation occurring during 
partnered sexual activity within or 
approximately 1  min following vaginal 
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Abstract
Context: Premature ejaculation  (PME) is a common sexual disorder. Drugs used commonly 
used for its treatment have various side effects and disadvantages. Yoga is being increasingly 
studied in a variety of medical disorders with positive results. However, its evidence for 
patients with PME is very limited. Aims: The aims of this study were to investigate the 
effect of yoga on ejaculation time in patients with PME and to compare it with paroxetine. 
Settings and Design: This was a nonrandomized nonblinded comparative study in a tertiary care 
center. Materials and Methods: Among patients with PME, 40 selected paroxetine and 28 yoga. 
Intravaginal ejaculation latency time (IELT)  was measured in seconds once before and three times 
after intervention. Statistical Analysis Used: Mean, standard deviation, paired and unpaired t‑tests, 
and repeated measures ANOVA were used for statistical analysis. Results: IELT was significantly 
increased in both groups  –  paroxetine  (from 29.85  ±  11.9 to 82.19  ±  32.9) and yoga  (from 
25.88 ± 16.1 to 88697 + 26.9). Although the effect of yoga was slightly delayed in onset, its effect 
size (η2 = 0.87, P < 0.05) was more than paroxetine (η2 = 0.73, P < 0.05). One‑fifth of the patients 
in the paroxetine group (19.5%) and 8% in the yoga group continued to have the problem of PME at 
the end of the trial. Conclusions: Yoga caused improvement in both intravaginal ejaculation latency 
time and subjective sexual experience with minimal side effect. Therefore, yoga could be an easily 
accessible economical nonpharmacological treatment option for the patient with PME.
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penetration and before the individual 
wishes it. This symptom must have been 
present for at least 6 months and must 
experience on almost all  (approximately 
75%−100%) occasions of sexual activity. It 
causes clinically significant distress in the 
individual.”[7]

PME affects various aspects of a man’s 
life such as health, emotions, and 
relationships.[8] It is particularly detrimental 
to his self‑esteem and often leads to anxiety, 
embarrassment, and depressed feelings.[9]

Selective serotonin reuptake 
inhibitors  (SSRIs), local anesthetics, 
phosphodiesterase inhibitors, and tramadol 
have commonly used drugs for the 
treatment of PME.[10]

Pharmacological treatment is not always 
effective and often leads to a variety of 
side effects such as headache, nausea, nasal 
congestion, flushing, dizziness, fatigue, and 
constipation.[11,12]
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Moreover, they can adversely affect other phases 
of sexual cycle and therefore overall sexual 
experience.[10,13] For example, local anesthetics work quickly 
but can cause anorgasmia in both males and females 
because of penile hypoesthesia and vaginal numbness.[14] 
Among nonpharmacological interventions, psychological 
therapies such as psychoanalytical and behavioral therapies 
have not been found much effective for PME.[10,12,15]

Yoga is a very ancient interdisciplinary system of India and 
has been in practice from 2700 BC. Yoga therapy is defined 
as a form of treatment to practice meditation, breathwork, 
and asanas or poses with the goals of improving mental 
and physical health holistically.[16,17] The National Institutes 
of Health has recently reported that among natural and 
complementary therapies, yoga has the highest potential for 
growth.[18]

There are very few studies which have explored the effect 
of yoga in PME, and those tried to compare its effect to 
pharmacotherapy are minimal in number. This study tried 
to explore the effect of yoga on intravaginal ejaculation 
latency time  (IELT) in patients with PME and also 
compared it to paroxetine, a commonly prescribed SSRI 
drug for this condition. For selecting useful yoga postures/
techniques for PME patients in this study, investigators 
studied previous research, relevant yoga literature, and also 
consulted yoga experts.[19‑23]

Materials and Methods
Sample and setting

Male individuals aged ≥18 years visiting the department of 
psychiatry and medicine for the problem of early ejaculation 
were approached for participation in the study. Inclusion 
criterion included the following: diagnosis of PME as per 
DSM‑5, good general health with no clinically relevant 
abnormalities, heterosexual relationship with a consistent 
partner, willing to be sexually active during the study 
period, and tried investigational drug  (paroxetine) within 
the past 1 month. The following subject was excluded from 
the study: use of any medication including psychotropics 
which may cause sexual dysfunction or are contraindicated 
or have a reported interaction with paroxetine; seropositive 
for the human immunodeficiency virus, hepatitis B surface 
antigen, or hepatitis C; a comorbid psychiatric condition 
which may either affect sexual functioning or their 
ability to adhere to study protocol; the history of alcohol 
dependence or nonalcohol psychoactive substance use 
disorder; and history of pelvic/retroperitoneal surgery or 
radiotherapy, multiple sclerosis, spinal cord injury.

Procedure

The flowchart of the study procedure is shown in Figure 1. 
After informed consent obtained, patients were given a 
choice to select the type of treatment  (yoga or paroxetine 
25–75 mg) for the treatment of PME. During the first 

2  weeks  (preparatory phase) of the study, individuals in 
both groups were educated about the study procedure and 
recording of IELT. Subjects who chose yoga as a treatment 
option were trained under the direct supervision ofa yoga 
expert. Patients in the yoga group were also provided 
pictures of yoga postures and audio‑visual instructions in 
mobiles. During the next 12  weeks  (intervention phase), 
participants were assessed at least three times at 4  weekly 
intervals  (6  weeks, 10  weeks, and 12  weeks) with the 
recording of IELT and side effects of treatment.

Ethical consideration

The study was approved by the institutional ethics committee 
as a pilot study (letter no 5370‑320/Academic‑III/MCA/2017). 
Before data collection and intervention, the consent of both 
patient and his partner was obtained. No patient was coerced 
in any manner to participate in the study. They were informed 
about their right to withdraw from the study without any 
subsequent effect of their routine clinical care. The study 
followed a naturalistic observational design  (nonrandomized 
nonblinded) where intervention applied was already in use as 
routine clinical practice and was based on participants’ choice.

Results
Sixty‑eight individuals participated in the study, and 62 
completed the study. Six individuals were excluded from 

Figure 1: Study flowchart
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the study due to noncompliance, the unwillingness of either 
patient or partner, and lost to follow‑up. Data could be 
obtained from 36 participants in the paroxetine group and 
26 participants in the yoga group. Table  1 shows the yoga 
postures and techniques used in this study.

Patients in both the groups were comparable in terms of 
their age, and no difference was found in their mean age, 
t = 0.79, P = 0.43 [Table 2].

Mean IELTs of participants in both the groups are given in 
Table  3. Both the groups found an increase in their IELTs 
after the intervention phase started. Mean IELTs in both the 
groups at different time points in the study were significant 
as analyzed by repeated measures ANOVA: η2  =  0.870, 
P  ≤  0.005, and η2  =  0.729, P  ≤  0.005, respectively, in 
the yoga and paroxetine groups. A  comparison of mean 
IELTs between the two groups did not find any significant 
difference during any time point in the study, P > 0.05.

As shown in Figure  2, the effect of yoga on IELT was 
comparatively slower in onset in the first 8  weeks but 
comparable to paroxetine toward the end of the study. 
A comparison of mean IELTs before and after intervention 
found a significant difference in each group: Difference 
of means (DM) (standard deviation) 52.61  (5.4) s and 
62.81  (4.9) s, respectively, in the paroxetine and yoga 
groups [Table 4].

In nine participants (7 in the paroxetine group and 2 in the 
yoga group), IELT did not increase beyond 1 min. It means 
that 19.5% in the paroxetine group and 7.7% in the yoga 

Table 1: Yoga postures and techniques followed in the protocol
Serial number Name of yoga practice Repetitions Doses per day
1 Simhagarjanasana Five times with 10 s Simha Mudra hold Two times per day with empty stomach
2 Kashtha Takshanasana Ten times Two times per day with empty stomach
3 Malasana Two times with 10 s posture hold Two times per day with empty stomach
4 Uttanasana Two times 10 s posture hold Two times per day with empty stomach
5 Utthita Parsvakonasana Two times with 10 s posture hold Two times per day with empty stomach
6 Ekpad Rajkapot asana Two times 10 s posture hold Two times per day with empty stomach
7 Baddha Konasana Two times 10 s posture hold Two times per day with empty stomach
8 Janusirasana Two times 10 s posture hold Two times per day with empty stomach
9 Mandukasana Two times 10 s posture hold Two times per day with empty stomach
10 Nadi Shodhan pranayama Five times Three times per day with empty stomach
11 Bhramari pranayama Five times Three times per day with empty stomach
12 OM chanting 8-10 times Three times per day
13 Aswini mudra Three times (10 s each time) Three times per day
14 Vajroli mudra Three times (10 s each time) Three times per day
15 Yoga nidra (relaxation practice) 10 to 15 min Twice per day

Table 2: Comparison of age between the two groups
Study group Number of patients Mean age±SD Independent sample t‑test

t CI P
Yoga 26 30.38±4.79 −0.793 −3.439-1.486 0.431
Paroxetine 36 31.36±4.77
SD=Standard deviation, CI=Confidence interval

group continued to have PME as per the DSM‑5 criterion 
used in the study after the end of the study. Subjective 
sexual satisfaction and side effects experienced by 
participants in both the groups are shown in Table 5. Most 
of the patients, irrespective of intervention applied, found 
their sexual satisfaction either average or above average. 
More patients in the paroxetine group  (22.2%) had below 
the average perception of sexual life than yoga (7.7%).

Discussion
PME is a common sexual disorder which adversely 
affects a different aspect of a man’s life. Paroxetine is a 
commonly used SSRI used for the treatment of PME. 
However, like other drugs, it has many disadvantages in 
the form of negative effect on other phases of the sexual 
cycle, poor overall sexual experience, cost, frequent visits 
to hospital/clinic, side effects, and drug interaction in 
patients with medical comorbidities. This pilot study aimed 
to assess andcompare the effect of yoga with Paroxetine, a 
commonly used drug for treatment of patients with PME.

In our study, participants in the two groups were comparable 
in terms of their age and ejaculation time because no 
difference was found in comparing their mean age and 
preintervention IELT. This reduces the possibility of the 
effect of the above two factors (age and baseline ejaculation 
time) on the difference in their postintervention IELTs. Most 
of the participants in our study were in their thirties, as also 
found previously in both hospital‑based prevalence and 
intervention studies among Indian patients with PME.[3‑5,19]
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There are no data to directly compare our findings as 
there is no previous study which compared yoga with 
paroxetine for the treatment of PME with measurement 
of IELT. Dhikav et  al. compared yoga with fluoxetine in 
65  males with PME and found that response in the yoga 
group was relatively delayed.[19] However, they did not 
find a significant increase in IELTs after intervention in 
both the groups before 8  weeks. However, in our study, 
the difference in mean IELTs in each group was significant 
at all points of measurement. The possible explanation 
could be the difference in frequency and type of yoga 
interventions. In our study, most of the yoga postures and 
mudras (such as  Kashtha Takshanasana, Malasana, Baddha 
Konasana, and Vajroli mudra) were performed at least 
2–3  times a day in sitting posture and involved activity of 
muscles of the pubic and perineal region. A  study by Patil 
et  al. comparing the effect of sitting and nonsitting yoga 

asanas also noticed that the former was more effective in 
increasing IELT in patients with PME.[22] It is important to 
mention that the above study included only 6 participants 
in each group  (sitting and nonsitting). Participants in the 
yoga group in our study also performed yoga nidra which 
is known to reduced anxiety and stress.[24] PME patients 
commonly suffer from anxiety which is both effect and 
cause for PME.[8,9] This could explain above‑average 
sexual satisfaction reported by more than half of subjects 
practicing yoga in our study.

Effect on IELT was more in the yoga group compared to 
paroxetine, as shown by effect size on repeated measures 
ANOVA and difference of mean. A  similar finding was 
seen in the comparative study of fluoxetine and yoga.[19] 

Table 4: Comparison of pre‑ and postintervention intravaginal ejaculation latencies in both the groups
Group IELT (SD) Paired sample t‑test

Preintervention Postintervention Difference of mean (SEM) t P
Paroxetine (n=36) 29.58 (11.87) 82.19 (32.93) 52.611 (5.456) 9.643 <0.0001
Yoga (n=26) 25.88 (16.11) 88.69 (26.95) 62.808 (4.924) 12.756 <0.0001
SEM=Standard error of mean, IELT=Intravaginal ejaculation latency time, SD=Standard deviation

Table 3: Intravaginal ejaculation latency time in both the groups
IELT Mean (SD) Independent sample t‑test

Yoga Paroxetine t CI P
Preintervention (0-2 week) 25.88 (16.110) 29.58 (11.876) −1.041 −10.803-3.405 0.302
Postintervention 1 (6 weeks) 49.19 (27.204) 50.97 (27.486) −0.253 −15.870-12.310 0.801
Postintervention 2 (10 weeks) 78.38 (28.619) 76.83 (32.326) 0.195 −14.323-17.426 0.846
Postintervention 3 (12 weeks) 88.69 (26.956) 82.19 (32.926) 0.826 −9.245-22.241 0.412
RMANOVA

Wilks’ Λ 0.130 0.271
F (df, error df) 51.320 (3, 23) 29.580 (3, 33)
Partial η2 0.870 0.729
P <0.005 <0.005

RMANOVA=Repeated measures ANOVA, IELT=Intravaginal ejaculation latency time, SD=Standard deviation, CI=Confidence interval

Table 5: Subjective response regarding sexual life at the 
end of the study

Paroxetine (n=36), 
n (%)

Yoga (n=26), n (%)

Subjective sexual 
satisfaction level

Above average 12 (33.3) 14 (53.8)
Average 16 (44.5) 10 (38.5)
Below average 8 (22.2) 2 (7.7)

Adverse effects Nausea: 8 (22.2)
Dyspepsia: 3 (8.3)
Insomnia: 2 (5.6)

Constipation: 
1 (2.8)

Anxiety: 6 (16.7)

Knee joint pain: 
3 (11.4)

Perianal discomfort: 
2 (7.7)

Figure 2: Intravaginal ejaculation latency times in both the groups
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Although the effect of yoga in patients with PME has also 
been seen in other studies, none of them compared it to 
pharmacotherapy.[20,22,23,25] Except few, most of these 
studies were of short duration, small sample size, and used 
questionnaire‑based assessment tools. Ejaculation time is an 
essential part of the basic design of a PME trial irrespective 
of the type of intervention applied  (pharmacotherapy, 
surgical, nonpharmacological).[26] Measurement of IELT, 
preferably by stopwatch technique, is considered as the 
most accurate and gold standard assessment method in 
PME.[27]

Although there are various explanations of how yoga 
affects sexual functioning, there is no exact mechanism 
which is uniformly accepted. Theories based on body–mind 
relationship proposes that yoga triggers neurohormonal 
mechanism leading to a reduction in the level of stress 
and thus improving sexual health.[28,29] Direct effects 
of yoga on sexual functions can be explained by its 
effect of suppressing sympathetic activity and activating 
parasympathetic activity. Physiological studies have 
demonstrated parasympathetic dominance in regular 
practitioners of yoga.[30,31] Yoga also increases the level 
of serotonin 5‑hydroxytryptamine.[31] The above changes 
decrease the contraction of the epididymis, ejaculatory 
ducts, and seminal vesicles leading to enhanced ejaculatory 
control.[31,32]

Conclusions
The study demonstrated that yoga is effective in patients 
with PME. It was well tolerated and had minimal side 
effects with improvement in both intravaginal ejaculation 
latency time and subjective sexual experience. The results 
of this study can assist in future studies, particularly with 
respect to sample size and type of yoga intervention. It is 
needless to say that there are dire needs of further studies, 
particularly randomized to generate and strengthen the 
evidence of yoga in PME.

Strength

The study is an important step in the field of yoga’s 
effect in patients with PME. During the preparation 
phase of the study  (first 2  weeks), patients were educated 
about the study, how to record IELT, and trained in yoga 
protocol  (only yoga group). The study used IELT as 
outcome measure which is the most accurate method for 
assessing effect in PME patients. The sample size was 
fairly adequate, considering it as a pilot study.

Limitation

This was a nonrandomized nonblinded comparative study, 
and intervention was based on patient choice. As this study 
was conducted in a tertiary care center, its findings cannot 
be generalized to the community population. This pilot 
study aimed to assess and compare the effect of yoga with 
Paroxetine, a commonly used drug for treatment of patients 

with PME. This study lasted for 14  weeks, and therefore, 
the long‑term effect of yoga could not be observed.
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