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Abstract

Background: Difficulty reaching orgasm/ejaculation during partnered sex, a primary characteristic of delayed or absent ejaculation, affects about
5% to 10% of men, but the reasons underlying this problem are poorly understood.
Aim: The study sought to gain insight into possible etiologies of delayed ejaculation by assessing men’s self-perceptions as to why they
experience difficulty reaching orgasm.
Methods: We drew 351 men reporting moderately severe to severe difficulty reaching orgasm during partnered sex from a sample of over
3000 respondents obtained through an online survey. As part of the 55-item survey, participants responded to 2 questions asking about their
self-perceived reasons for having difficulty reaching orgasm and selected from a list of 14 options derived from the research literature, a series
of men’s focus groups, and expert opinion. The first question allowed respondents to select all the reasons that they felt contributed to the
problem, the second to select only the most important reason. In addition, both men with and without comorbid erectile dysfunction were
investigated and compared.
Outcomes: Hierarchical ordering of men’s self-pereceived reasons for having difficulty reaching orgasm, including typal reasons established
through principal component analysis.
Results: The major reasons for difficulty were related to anxiety/distress and lack of adequate stimulation, with relationship and other factors
endorsed with lower frequency. Further exploration using principal components analysis identified 5 typal reasons, in descending order of
frequency: anxiety/distress (41%), inadequate stimulation (23%), low arousal (18%), medical issues (9%), and partner issues (8%). Few
differences emerged between men with and without comorbid ED other than ones related to erectile problems, such as higher level of
endorsement of medical issues. Typal reasons showed correlations, albeit mostly weak, with a number of covariates, including sexual relationship
satisfaction, frequency of partnered sex, and frequency of masturbation.
Clinical Implications: Until supplemental medical treatments for delayed ejaculation are developed and approved, a number of men’s purported
reasons for difficult or absent ejaculation/orgasm—anxiety/distress, inadequate stimulation, low arousal, relationship issues—fall into areas that
can be addressed in couples counseling by a trained sex therapist.
Strengths and Limitations: This study is unique in scope and robust in sample size. Drawbacks include those associated with online surveys,
including possible bias in sample selection, limitation to Western-based samples, and the lack of differentiation between men with lifelong and
acquired difficulty.
Conclusion: Men who have difficulty reaching ejaculation/orgasm identify putative reasons for their problem, ranging from anxiety/stress,
inadequate stimulation, and low arousal to partner issues and medical reasons.
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Introduction

Delayed ejaculation (DE), a disorder that often includes inhib-
ited ejaculation, is among the least studied and understood of
the male sexual dysfunctions. Not only does it lead to a lack of
sexual fulfillment and satisfaction for the man and/or the cou-
ple, but it may also interfere with attempts at procreation.1-4

Although the prevalence of DE is uncertain, recent clinical and
community samples have estimated it around 5% to 10%5-7

or higher.8,9

DE can be lifelong or acquired; it presumably has phys-
iological/somatic, pathophysiological, and/or psychological
origins.3,10-15 Furthermore, a sizable percentage of men

experiencing DE also report comorbid erectile dysfunction
(ED).8-10 Whatever the etiology and complicating factors,
central to the concept of DE is men’s self-reported difficulty
reaching orgasm/ejaculation, contributing over 50% of the
variation to its diagnosis.16,17 Other factors also play a role:
for example, men who have difficulty reaching orgasm report
not only prolonged or absent ejaculatory latencies (ELs), but
also higher levels of bother/distress than men with normal
ejaculatory function.16-18

Despite progress in understanding men with DE, specific
etiologies remain obscure, that is, why some men have diffi-
culty reaching ejaculation whereas others do not. In instances
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involving acquired (secondary) DE, an etiology may become
apparent through a medical or psychosexual history.3,4,15

But for men having a lifelong condition of DE, etiological
pathways remain largely hypothetical. Based on recent the-
oretical and empirical reports, several differentiating etiolog-
ical risk factors have been proposed to explain men’s diffi-
culty reaching orgasm/ejaculation, including ones related to
genetic/biological predispositions,18,19 levels of distress/anx-
iety,16,20-22 relationship issues,13,23 and insufficient arousal
to reach ejaculation.24,25 Each hypothesized factor has gar-
nered some support. For example, regarding a biological
predisposition, the argument has been made that the normal
variation in EL in men—a positively skewed distribution—
reflects, in part, the influence of genetic factors,19 particularly
toward the extremes of the distribution. As of yet, however,
no specific data support this assumption, and one twin study
concluded that genetic factors did not reliably predict DE
status.26 Regarding a role for distress/anxiety, men with DE
consistently report greater levels of distress/anxiety than men
without DE,16,18,20 but whether these negative emotional
states are a cause or consequence of DE has not been clari-
fied. Insufficient sexual arousal—which might well be linked
to poorer relationship quality/satisfaction16—has also been
identified as a putative factor for DE. Specifically, men with
DE report lower arousal to erotic stimuli despite having erec-
tions comparable to men without DE,24 show possible sexual
arousal deficits as signified by functional magnetic resonance
imaging neurotransmitter acitivity,25 and in some instances,
may prefer an autoerotic orientation that could interfere with
arousal during partnered sex.18,27

Although expert opinion and clincal experience can provide
insight into etiological pathways for various sexual prob-
lems,28–30 patients’ self-report—often included as part of
a clinical interview—could well play an important role in
understanding men’s reasons for difficulty reaching orgas-
m/ejaculation.31-33 Yet, such self-analysis is lacking in the
research literature on DE—information that might not only
offer insight into the etiology of DE symptomology, but also
suggest relevant strategies for remediation/treatment. Against
this background, the present study (1) described several major
sample parameters of men reporting difficulty reaching orgas-
m/ejaculation during partnered sex (aim 1); (2) assessed men’s
frequencies of self-reported reasons for such difficulty, com-
paring across different DE groups that included those with
and without concomitant ED (aim 2); (3) explored patterns
of interrelatedness for reasons for orgasmic difficulties during
partnered sex using principal components analysis in order to
establish “typal” reasons (aim 3); and (4) related typal reasons
for difficuly reaching orgasm to putative covariates of DE,
including sexual relationship satisfaction, frequency of part-
nered sex and masturbation, and frequency of pornography
use during masturbation (aim 4).

Methods

Participants

Participants were recruited through voluntary self-selection
from July 2019 through February 2020 to complete a survey
pertaining to sexual health and behavior. The sample was
recruited through 2 approaches. The first group was recruited
from the United States and other English-speaking countries
(USA+; n = 699) and included men who responded to the

research homepage, postings on several reddit.com forums,
or any of the unpaid social media (eg, Facebook) and public
announcements. The second group was recruited from Hun-
gary and included men who responded to comparable forum
posts, unpaid online/public announcements, or the Hungarian
research webpage (n = 3243). A final group (not included in
this study sample) consisted of men in Hungary (n = 134) who
volunteered to take an anonymously coded pencil-and-paper
version of the questionnaire to enable test-retest reliability
analysis on specific questionnaire items after 4 to 6 weeks.

The completion rate for the survey was 81% of those who
initially opened it (active n = 3142). Among those completing
the survey, men who had never had a sexual partner, iden-
tified as asexual or transgender/nonbinary, reported having
premature ejaculation or normal ejaculatory function, chose
not to ejaculate during partnered sex or masturbation, or
showed inconsistency in responding as determined by embed-
ded “attention checks” in the survey were excluded, yielding
a final active sample of 3026 men. When men reporting
moderately severe to severe difficulty reaching orgasm were
extracted from the larger sample for inclusion in this analysis,
the sample consisted of 351 men 18+ years of age (mean 37.5
± 14.1 years of age).

Survey questionnaire

During the survey development process, 7 focus groups were
convened. Two groups included men in the United States (n
= 10, mean age = 32.4 years) and 5 groups included men
from Hungary (n = 79, mean age = 22.7 years), the latter
consisting primarily of university students in several profes-
sional and academic disciplines. Group members reviewed
the questionnaire items, commented on their relevance and
clarity of phrasing, and suggested both wording changes and
additional response categories.28 Focus groups also appraised
item face validity and assessed the time required for survey
completion. For Hungarian respondents, the questionnaire
was translated to Hungarian and back-translated to English
by professional translators to ensure preservation of meaning.
Because items drawn from existing standardized assessment
instruments embedded in the survey had already been vali-
dated in Hungarian, these translated items were used, with
minor wording changes to fit the requirements of the present
study (eg, modifying “intercourse” to “partnered sex”).

The first part of the 55-item survey queried about demo-
graphic and health characteristics. The second portion exam-
ined participants’ sexual histories during the previous 12 to
24 months, including sexual orientation, self-reported interest
in sex, general relationship satisfaction, sexual relationship
satisfaction, estimated ELs, and frequencies of partnered sex,
masturbation, and pornography use during masturbation. The
third section addressed common sexual problems in men
during partnered sex and masturbation, and included rele-
vant items from the International Index of Erectile Function,
abridged version (IIEF-5),34 and the Premature Ejaculation
Diagnostic Tool,35 as well as questions aimed at assessing DE
(see the following).

Measures

Variables used in the analyses for this study are presented in
detail in Supplementary Table 1.

http://reddit.com
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Major organizing variable of interest

We note that although ejaculation and orgasm refer to distinct
physiological processes, based on feedback from the focus
groups, these processes were not differentiated, and as a result,
they were typically used in tandem or sometimes interchange-
ably in the survey. For reporting in this study, however, we
often use either term as a general proxy for both of these
processes.

The organizing variable in this study was whether or not
men indicated difficulty reaching orgasm/ejaculation during
partnered sex, a face-valid and empirically supported defining
characteristic of men with DE.16,17 The sample of men with
DE was further defined in 2 ways: the first group included
DE men with comorbid ED (DE + ED) and the second group
included men indicating difficulty reaching orgasm but not
experiencing ED (pure DE).

Assessment of DE
As no patient reported outcomes have been validated for
assessing DE, we selected an experimenter-derived item from
the questionnaire to assess DE symptomology. Specifically,
respondents were asked about their difficulty reaching orgasm
during partnered sex, a construct that is central to a DE
diagnosis.9,16,17 Responses were scaled from 1 to 5, such
that higher scores represented greater difficulty: 1 and 2
represented no/mild DE, 3 represented moderate DE, and 4
and 5 represented moderately severe to severe DE. For this
analysis, we focused on men who self-reported 4 or 5 on this
question, as a preliminary analysis found that a substantial
percentage of men reporting 3 followed up on a subsequent
question in a manner that indicated that their difficulty did
rise to the level of a significant problem. Furthermore, the
4 and 5 categories (representing 75% of the time or more)
constituted a DE group that aligns with the DSM-5 criterion
for DE.36 Test-retest reliability for this item was 0.73.

Control and explanatory covariates

Erectile function, an explanatory covariate, was assessed to
define 2 study groups: DE men with and without comorbid
ED. Four IIEF-5 items related specifically to erection34 were
used; an item focusing on satisfaction during intercourse was
not included, as it did not specifically assess erectile function.
Consistent with a proportional scoring rubric for the IIEF-5,
lower scores indicated greater ED, and men with scores <10
(moderately severe to severe ED) were removed in order to
create the pure DE group. Internal reliability for the scale was
0.89, and test-retest reliability was 0.86.

Frequency of partnered sex and masturbation were
explanatory covariates assessed in connection with difficulty
reaching orgasm. The first was rated on a 9-point scale
(1 = almost never, 9 = more than once a day), the second on a
10-point scale (1 = almost never, 10 = more than 4 times a day).
Test-retest reliability values were 0.81 and 0.79, respectively.

Sexual relationship satisfaction, an explanatory covariate,
was assessed with a single question asking about satisfaction
with the sexual aspects of the relationship, rated on a 5-
point scale (1 = not at all satisfied, 5 = very satisfied). Test-
retest reliability was 0.89.

Frequency of pornography use, an explanatory covariate,
was assessed with the following question: About what percent
of the time do you use erotic/pornographic materials when
you masturbate? Response options ranged from 0 (never) to 5

(85% or more), with percentage ranges corresponding to each
of the intermediate response options. Test-retest reliability for
this variable was 0.70.

Origin of data, as described in the Participants section,
samples were drawn from 2 primary regions of the world
(USA+ and Hungary), so this control covariate was explored
in relationship to the outcome variables related to reasons for
difficulty reaching orgasm.

Outcome variables

Reasons for difficulty reaching orgasm was assessed with 2
items: (1) “If you are typically unable to reach orgasm (ejacu-
lation) or have difficulty doing so during partnered sex, what
do you think are the reasons? CHECK ALL THAT APPLY”;
and (2) “If you are typically unable to reach orgasm (ejacula-
tion) or have difficulty doing so during partnered sex, WHAT
ONE FACTOR DO YOU THINK CONTRIBUTES MOST
TO THE PROBLEM?”For each question, 13 response options
were provided, with a 14th for “Other—I don’t know or some
other reason,” with the option to elaborate. These response
options were derived from the existing literature as cited in the
Introduction16-25 and further elaborated and specified by 2
sexologists (DR, KH) and 1 clinical psychologist. The options
were then presented to the focus groups, which endorsed
the existing response categories, verified face validity, offered
wording clarifications, and recommended additional response
categories. Broadly speaking, these reasons fell into several
broad face-valid categories: negative feelings surrounding sex
(anxiety, distress, guilt), performance issues (problems with
arousal, erection, sexual interest, penile sensation), issues with
the partner/relationship (relationship boredom, partner not
enjoying sex, self not enjoying sex with partner), and exter-
nally driven conditions (medical/medication, lack of privacy,
pain/irritation).

In a preliminary exploration of the data, we reviewed all
the reasons listed in the other/don’t know categories for the
2 questions (n = 40 and n = 21, respectively) and distributed
them to an existing category when an alignment between the
2 was apparent. Because 16 respondents specifically identified
their excessive use of pornography in connection with mas-
turbation as a reason for difficulty reaching orgasm during
partnered sex, we added a new category, “15 masturbation
with pornography use.” The remaining respondents in the
“other” category endorsed “I do not know” without further
elaboration.

Procedure

Ethics approval was obtained from the Institutional Review
Boards at the authors’ institutions in the United States and
Hungary. The online distribution of the survey and collec-
tion of data followed best practices, including approximately
20 to 25 minutes (or less) for survey completion, guaran-
teed anonymity, safeguards to prevent multiple submissions,
embedded attention checks, reporting of internal consistency
for standardized assessment scales for the study sample, and
not offering incentives for participation.37-41 Informed con-
sent was obtained by participants’ checking boxes attest-
ing to (1) their current age being ≥18 years and (2) their
informed consent before accessing the questionnaire. Respon-
dents could voluntarily end participation at any time by
closing the webpage.
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Table 1. Comparison of DE + ED and pure DE groups on demographic and sex-related covariates.

Men with DE + ED Men with pure ED Total

Mean Median Variancea Mean Median Variancea Mean Median Variancea

Current Age
Highest level of education
Frequency of masturbation (1-10)
Frequency of partnered sex (1-9)
Pornography use during masturbation (0-5, ≥75%)
Satisfaction with sexual relationship (1-5, very)

39.29b

3.12b

6.26b

5.03b

4.16b

2.63b

38
3
6
5
5
3

14.40
2.0/4.0
5.0/8.0
3.0/6.0
4.0/5.0
2.0/3.0

36.53b

2.74c

6.03b

6.04c

4.11b

3.39c

34
3
6
6
5
4

13.80
1.0/4.0
5.0/8.0
5.0/7.0
4.0/5.0
3.0/4.0

37.49
2.87
6.11
5.69
4.13
3.15

36
3
6
6
5
3

14.06
1.0/4.0
5.0/8.0
4.0/7.0
4.0/5.0
2.0/4.0

Abbreviations: DE, delayed ejaculation; ED, erectile dysfunction. aThe variance measure for age is the standard deviation, and for all other measures, the
25th and 75th percentiles. b,cValues in the same row not sharing the same superscript are significantly different at P < .05 in the 2-sided test of equality for
column proportions. Tests are adjusted for all pairwise comparisons using the Bonferroni correction.

Analytical strategy

Preliminary analysis assessed the role of origin of data (USA+
vs Hungary) on the typal reasons for difficulty reaching
orgasm, with results shown in Supplementary Table 2. Dif-
ferences between groups occurred on only 1 of 7 typal rea-
sons, with the Hungarian sample endorsing low arousal more
frequently than the USA+ sample. Given this limited differ-
ence (as well as a percentage difference of about 10%), we
collapsed the data across the 2 groups. We did, however,
retain origin of data as a control covariate in the correlational
analyses (see the following).

We then established frequencies/means of responses on
key demographic and sex-related variables—including rea-
sons for difficulty reaching orgasm, as described previously—
comparing them across the 2 groups, DE men with and with-
out comorbid ED. In addition, principal component analysis
(PCA) using varimax rotation with Kaiser normalization was
used to explore patterns of relatedness among the reasons
and to derive principal/typal dimensions. Finally, Pearson
correlations were used to determine the relationships between
frequency of masturbation, frequency of partnered sex, fre-
quency of pornography use, and sexual relationship satisfac-
tion on the one hand and the PCA-derived typal reasons for
difficulty reaching orgasm on the other. For these correlations,
age, education, and origin of data were included as covariates,
with only the relevant partial correlations evaluated.

Results

Sample parameters related to difficulty reaching

orgasm during partnered sex (aim 1)

Of the 3026 men in the active sample, 7.4% (n = 222) reported
moderately severe (“4”) and 4.3% (n = 129) severe (“5”)
difficulty reaching ejaculation. In addition, 34.8% of men (n
= 122) responding 4 or 5 also reported moderately severe
to severe ED (DE + ED group), and the remaining 65.2%
(n = 229) reported only DE symptomology, that is, with
no comorbid ED (pure DE group). Interestingly, 23.6% of
the sample, in addition to having difficulty reaching orgasm
during partnered sex, also reported difficulty reaching orgasm
during masturabation; the remainder (76.4%) reported little
or no such difficulty.

Differences between the DE + ED and pure DE groups on
age, education, and 4 key sex-related variables are presented
in Table 1. Men in the DE + ED group indicated a higher level
of education, lower sexual satisfaction, and lower frequency
of partnered sex. Groups did not differ on age, frequency

of masturbation, or frequency of pornography use during
masturbation.

Self-reported reasons for difficulty reaching orgasm

during partnered sex (aim 2)

Tables 2 and 3 list levels of endorsement for each of the rea-
sons for difficulty reaching orgasm, using ED status (DE + ED
vs pure DE) as the organizing variable for each of the 2
questions, the first allowing multiple reasons and the second
allowing only the most important reason. In addition, the
2 groups were combined to provide an overall hierarchy of
frequencies for each question.

Multiple reasons.
Regarding the question allowing multiple responses

(Table 2), several patterns stood out. When the 2 groups
were combined, for all 14 items together, there was a 295%
endorsement rate, indicating that on average, respondents
endorsed 2.95 reasons. Regarding overall frequencies (ie,
combined over both groups), general and sex-specific anx-
iety/stress and guilt were strongly endorsed (48%, 41%, and
9%, respectively). Lack to adequate stimulation sensitivity,
erection, or arousal represented a second broad overall
category (35%, 31%, and 27% endorsements, respectively).
Relationship issues involving boredom or lack of enjoyment
(either self or partner) comprised a third reason for both
groups combined (14%, 13%, and 11% endorsements,
respectively). Medical reasons represented 17% of the
endorsements, with other reasons (eg, guilt, pain, pornog-
raphy use with masturbation, lack of interest, and “other”)
endorsed at low rates, 6% or less. In summary, stress/anxiety,
inadequate stimulation/arousal, and partner/relationship
issues were the more frequently endorsed reasons.

In comparing across groups, the DE + ED group endorsed
reasons of any kind more frequently than the pure DE group
(353% vs 244%), a point that needs to be considered as
raw frequencies are interpreted. Within the larger categories
identified previously, the following differences stood out: Con-
sistent with the grouping status, men with DE + ED endorsed
erection and medical problems more frequently than DE men
without ED. Men with DE + ED also endorsed problems with
inadequate arousal and anxiety more frequently; in contrast,
pure DE men more frequently endorsed lack of sufficient
time/privacy than men with DE + ED.

Most important reason.
For this question, response patterns followed those iden-

tified in the previous question. Specifically, general anxiety
and sex-specific anxiety again received heavy endorsement,
together accounting for 29% of the total (100%) (Table 3).

https://academic.oup.com/smoa/article-lookup/doi/10.1093/smoa/qfad030#supplementary-data
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Table 2. Comparison of DE + ED and pure DE group endorsements (in descending order) allowing multiple reasons for difficulty reaching orgasm.

Reason Men with
DE + ED

Men with pure
DE

Total

General anxiety, stress, distraction
Anxiety about sexual performance
Not adequate penile stimulation
Poor erection
Not sufficiently aroused
Lack of time or privacy
Medical condition or medication
Bored with sexual relationship
Partner not enjoy sex with me
Partner not enjoy sex generally
Feeling guilt about sex
Experience pain/irritation
Not very interested in sex
Other or I do not know
Excessive masturbation with pornography

54%a

50%a

40%a

57%a

33%a

16%a

23%a

17%a

15%a

13%a

10%a

6%a

8%a

4%a

5%a

45%a

34%b

30%a

12%b

23%b

26%b

13%b

12%a

12%a

1%a

8%a

7%a

5%a

5%a

3%a

48%
41%
35%
31%
27%
22%
17%
14%
13%
11%
9%
6%
6%
5%
4%

Abbreviations: DE, delayed ejaculation; ED, erectile dysfunction. a,bValues in the same row not sharing the same superscript are significantly different at
P < .05 in the 2-sided test of equality for column proportions. Tests are adjusted for all pairwise comparisons using the Bonferroni correction.

Table 3. Comparison of DE + ED and pure DE endorsements (in descending order) for only the most important reason for difficulty reaching orgasm (out
of 100%).

Reason Men with
DE + ED

Men with
pure DE

Total

General anxiety, distress, distraction
Not adequate stimulation
Poor erection
Anxiety about sexual performance
Not very aroused
Medical condition or medication
I don’t know
Lack of time or privacy
Feeling guilt about sex
Partner not enjoy sex with me
Partner not enjoy sex in general
Not very interested in sex
Bored with sexual relationship
Experience pain/irritation
Other (eg, alcohol, intoxication)
Excessive masturbation with pornography

14.8%a

11.3%a

25.2%a

10.4%a

7.8%a

8.7%a

5.2%a

0.9%a

4.3%a

3.5%a

3.5%a

2.6%a

1.7%a

0.0%c

0.0%b

0.0%b

19.2%a

14.7%a

3.2%b

12.8%a

9.0%a

5.8%a

8.3%a

8.3%b

3.2%a

3.8%a

2.6%a

3.2%a

2.6%a

1.3%a

1.3%a

0.0%c

17.3%
13.3%
12.5%
11.8%
8.9%
7.0%
7.0%
5.2%
3.7%
3.7%
3.0%
3.0%
2.2%
0.7%
0.7%
0.0%

Abbreviations: DE, delayed ejaculation; ED, erectile dysfunction. a,bValues in the same row not sharing the same superscript are significantly different at
P < .05 in the 2-sided test of equality for column proportions. Tests are adjusted for all pairwise comparisons using the Bonferroni correction. cComparisons
involving 0% not valid.

Inadequate stimulation, time, and arousal/erection (together)
accounted for 43%, and relationship issues involving bore-
dom or lack of enjoyment accounted for 9%. Medical rea-
sons and pain together represented about 8%, with other
reasons endorsed at low rates—under 4%. Interestingly, 7%
of respondents indicated that they did not know. Consistent
with the previous question, stress/anxiety, inadequate stimula-
tion/arousal, and partner/relationship issues stood out as the
more frequently endorsed reasons.

Comparing across DE + ED and pure DE groups, signifi-
cant differences again occurred on erectile problems and lack
of time/privacy. The former was endorsed more frequently by
the DE + ED group, the latter more frequently by the pure DE
group.

Patterns of interrelated reasons for difficulty
reaching orgasm (aim 3)

Using the question that allowed multiple responses, PCA was
used to derive typal reasons for difficulty reaching orgasm.

Because erection problems were known to represent the major
distinguishing characteristic between DE + ED and pure DE
groups, this “biasing” reason (that is, not represented equiv-
alently across the 2 groups) was removed from the analysis.
Reasons endorsed by fewer than 5% of the participants were
also removed (pornography use and “I don’t know”), as their
retention would overrepresent their influence on establishing
typal reasons.42

Table 4 shows the results of this analysis, with rotation
converging in 6 iterations, generating the following renamed
typal reasons in descending order of endorsement for the
question allowing multiple responses: (1) anxiety (general
stress; performance anxiety; guilt), with 66% of respondents
choosing at least 1 item from this grouping; (2) inadequate
stimulation (lack of time/privacy; insensitive penis), with 52%
of respondents choosing at least 1 item from this grouping;
(3) low arousal (bored; lack of interest; lack of arousal),
with 35% of respondents choosing at least 1 item from this
grouping; (4) partner issues (self not enjoying sex; partner not
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Table 4. Comparison of DE + ED and pure DE group endorsements (in
descending order) allowing multiple reasons for difficulty reaching orgasm
based on typal reasons.

Reason Men with
DE + ED

Men with
pure DE

Total

Anxiety
Inadequate stimulation
Low arousal
Partner issues
Medical issues
Pain

74%a

52%a

40%a

22%a

23%a

6%a

61%b

52%a

32%a

18%a

13%b

7%a

66%
52%
35%
19%
17%
6%

Abbreviations: DE, delayed ejaculation; ED, erectile dysfunction. a,bValues
in the same row not sharing the same superscript are significantly different
at P < .05 in the 2-sided test of equality for column proportions. Tests are
adjusted for all pairwise comparisons using the Bonferroni correction.

Table 5. Comparison of DE + ED and pure DE endorsements for only the
most important reason for difficulty reaching orgasm (out of 100%) based
on typal reasons.

Reason Men with
DE + ED

Men with
pure DE

Total

Anxiety
Inadequate stimulation
Low arousal
Medical issues
Partner issues
Pain

42.5%a

17.5%a

17.5%a

12.5%a

10.0%a

0.0%b

40.4%a

26.5%a

17.6%a

6.6%a

7.4%a

1.5%b

41.2%
23.1%
17.6%
8.8%
8.3%
0.9%

Abbreviations: DE, delayed ejaculation; ED, erectile dysfunction. aValues
in the same row not sharing the same subscript are significantly different at
P < .05 in the 2-sided test of equality for column proportions. Tests are
adjusted for all pairwise comparisons using the Bonferroni correction.
bComparisons involving 0% not valid.

enjoying sex), with 19% of respondents choosing at least 1
of the items from this grouping; (5) medical conditions, 17%;
and (6) pain, 6%. Importantly, PCA-derived groupings parsed
the face-valid dimension of inadequate arousal/erection into
2 dimensions: inadequate stimulation and low arousal.

For the question allowing only the most important reason
(Table 5), these typal reasons followed a similar order, with the
exception of partner issues, which was endorsed at a slightly
lower rate than medical issues (ie, the order of these 2 reasons
was inverted).

In comparing DE + ED vs pure DE groups for the question
allowing multiple reasons, DE + ED men endorsed anxiety
and medical issues more frequently than pure DE men. For
the most important reason, no differences emerged between
DE + ED and pure DE groups.

Role of explanatory covariates in understanding

typal reasons for difficulty reaching orgasm

Pearson correlations were run between the typal reasons
and 4 explanatory variables: sexual relationship satisfaction,
frequency of partnered sex, frequency of masturbation, and
frequency of pornography use (Table 6). Prior studies had
demonstrated that these variables sometimes show covaria-
tion with sexual dysfunctions in men.8,10-13,16-18 In addition,
3 control variables (age, education level, and origin of data)
were included, allowing the remaining partial correlations to
represent the actual (and unique) covariance between the typal
reasons and the explanatory covariates.

Seven correlation coefficients were significant: partner
reason correlated with lower frequency of partnered sex
(−0.304) and lower sexual relationship satisfaction (−0.364),
inadequate stimulation correlated with higher frequency
of masturbation (0.164) and lower sexual relationship
satisfaction (−0.190), low arousal also correlated with lower
sexual relationship satisfaction (−0.181), medical correlated
with lower frequency of partnered sex (−0.186), and pain
correlated with lower frequency of masturbation (−0.208).
However, 4 of the 7 correlations were under 0.20, indicating
very weak relationships.

Discussion

In the first study of its kind, we have cataloged men’s perceived
reasons as to why they have difficulty reaching orgasm during
partnered sex. In addition, we compared and contrasted rea-
sons across men with and without comorbid ED and, using
PCA, identified typal reasons that might not only guide future
research on the topic, but also assist therapists both in under-
standing the lived experiences of men with DE symptomology
and in developing appropriate treatment protocols.

Answering the question regarding why men

believe that they have difficulty reaching orgasm

The results of this study affirmed several prior assumptions
regarding potential etiologies and/or risk factors for DE
while also offering new insights that are worthy of attention
and further investigation. Specifically, anxiety and negative
emotions—whether sex-specific or more general distress—
received the strongest endorsements from respondents, a
pattern consistent across both DE + ED and pure DE groups.
The association between anxiety and sexual performance
problems has long been known,10,18,20,27,43 but we were
surprised that it occupied such primacy in the list of reasons
for DE symptomology: as noted in Table 5, 4 of every 10
participants uniquely identified it as the most important typal
reason for their problem. Whether or not anxiety/distress
is an actual cause for the sexual difficulty is not known;
however, whether cause or consequence, it was the reason
most associated with difficulty reaching orgasm by the men
in our sample and, as such, reiterates the importance of the
management of stress/anxiety in any protocol designed to
address this sexual problem.44

The next 2 most strongly endorsed reasons for difficulty
reaching orgasm were articulated only through PCA anal-
ysis, that is, in our face-valid groupings, these 2 reasons
were considered one and the same. Yet, the 2 PCA-derived
reasons—inadequate stimulation and low arousal—might be
seen as representing 2 different aspects of the same problem.
Specifically, these categories together—inadequate stimula-
tion (23.1%) and low arousal (17.6%)—indicated that a
fairly high percentage of men (about 51%) attributed their
problem with reaching orgasm as lying somewhere along the
stimulus → arousal pathway. This general idea is consistent
with several existing reports that for men with DE sympto-
mology physical stimuli and/or psychosexual arousal may be
inadequate to reach ejaculation.18,24,25 Such inadequacy may
be due to a range of factors, for example, to sexual boredom,45

a general lack of sexual interest/desire,46 lack adequate stim-
ulation from the partner (either physical or psycholological-
perceptual),47 lack of adequacy of response systems (eg, aging
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Table 6. Correlations (with 2-tailed P values) between typal reasons and sex-related covariates.

Control variables: age, education level, origin of data Satisfaction with
the sexual
relationship

Frequency of
partnered sex

Frequency of
masturbation

% Time use
erotic materials
when masturbate

Typal Reasons Partner issues Pearson r
Significance
df

−0.364a

.000
189

−0.304a

.000
189

0.098
.177
189

0.054
.461
189

Anxiety/stress Pearson r
Significance
df

−0.068
.351
189

−0.075
.300
189

0.003
.969
189

0.057
.432
189

Low arousal Pearson r
Significance
df

−0.181a

.012
189

−0.070
.338
189

0.013
.856
189

0.007
.929
189

Inadequate stimulation Pearson r
Significance (2-tailed)
df

−0.190a

.008
189

−0.025
.729
189

0.164a

.023
189

−0.009
.900
189

Medical Pearson r
Significance
df

−0.136
.060
189

−0.179a

.013
189

−0.077
.289
189

0.016
.831
189

Pain Pearson r
Significance
df

0.049
.497
189

0.012
870
189

−0.208a

.004
189

0.086
.236
189

aP < .05

and penile sensitivity),48 or situational factors that cut short
or disrupt the mounting sexual tension needed for ejaculation
(eg, lack of time/privacy). These reasons might also include
a strong autoerotic orientation that—for whatever reason—
lead some men to prefer the physical and psychological (eg,
sexual fantasy) stimulation associated with masturbation over
that of partnered sex.18,20 On a positive note, both inade-
quate stimulation and low arousal are processes that could
be addressed within the sexual dyad, particularly under the
guidance of a knowledgeable therapist.1,3,49 Specifically, rel-
ative to partnered sex, DE symptomology is greatly attenuated
during masturbation49 and, consistent with this general idea,
the current study found that nearly 3 out of every 4 men who
indicated difficult or absent ejaculation during partnered sex
reported no or only mild difficulty during masturbation. Both
findings suggest that the capacity to reach orgasm is present
in most such men, for example, under optimal conditions as
might occur during masturbation. Thus, just as premature
ejaculation is often considered a couples problem,1,35,50 so
too, for the majority of the respondents in our study, DE might
also be viewed as a couples problem, one that manifests and/or
intensifies primarily in situations involving the sexual partner.

Other reasons for difficulty reaching orgasm were endorsed
at lower rates. Relationship issues—previously noted as a
potential risk factor for DE13,23—emerged as the most impor-
tant reason in only 8% of the respondents. Thus, while rela-
tionship issues are perceived to play a role for some men, they
did not constitute a predominating reason, perhaps because
men who never had a sexual partner were not included in
our analysis. Nevertheless, the sense of mutual enjoyment and
satisfaction during sex with the partner undoubtedly enhances
arousal,51,52 and its absence is likely to quell both sexual
desire and arousal during partnered sex. Thus, relationship
issues have the potential to affect sexual arousal, albeit
through an indirect pathway. Finally, medical issues and pain
accounted for another 9% of the respondents’ endorsements.
For these individuals, their difficulty may have been an
acquired (secondary) problem. Numerous medications are
known to inhibit ejaculation directly and/or modulate
emotional/arousal response,53 and a number of medical

conditions themselves such as diabetes and cardiovascular
disease interfere with erectile response.54 Thus, this attribu-
tion was not surprising.

The previous analyses have identified possible points for
discussion with men who are seeking help for problems reach-
ing ejaculation during partnered sex. At the same time, given
the limited information most men have regarding DE as
a bona fide male sexual problem, we reiterate that men’s
endorsements of various reasons for their problem represent
their lived experiences and therefore only their best guesses
regarding their problem; they do not represent verified eti-
ologies. That is, in an actual clinical intake interview or
investigation, the clinician must still explore the meaning and
possible interrelationships among the various attributions so
as to develop a more holistic and multifactorial view of the
problem that could then guide treatment. At the same time,
further longitudinal studies could also help determine causal
links and interactions among these patient-attributed causes.

Differences between the DE + ED and pure DE

groups

Differences between the DE + ED and pure DE groups were
relatively small and, to some extent, predictable. Men with
comorbid ED were, as expected, more likely to endorse erectile
problems as their reason for difficulty ejaculating than DE
men without ED, and given that erectile problems are often
associated with chronic diseases and aging,54 these men were
also more likely to identify medical reasons as the root of their
difficulty. Based on the PCA-derived typal reasons, DE + ED
men also endorsed anxiety more frequently, perhaps the result
of having multiple dysfunctions (both DE and ED). Overall,
however, these 2 groups showed a high level of consistency
in terms of the ordering of the reasons, and when only the
most important reason was identified, once lack of erection
was removed as a response option, group differences were
no longer significant and the orderings showed 100% con-
sistency. Of course, the 2 groups would differ in terms of
where emphasis might be placed regarding a comprehensive
treatment protocol.
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Explanatory covariates

We identified several relationships between typal reasons
for difficulty reaching orgasm and explanatory covariates.
However, 4 of the 7 relationships were very weak, explaining
under 4% of the covariance. Of the 3 that showed r
values >0.20, only one revealed a novel pattern worthy of
further inquiry, namely that the pain reason was associated
with a lower frequency of masturbation but not partnered
sex. The other 2 associations reiterated patterns already
reported in the literature; specifically, the partner reason for
difficulty reaching orgasm was, not surprisingly, associated
with lower sexual relationship satisfaction and lower
frequency of partnered sex.13,14,16,23 At the same time, it
is worthwhile to note that when respondents were asked to
select the most salient/important reason for their difficulty
reaching orgasm, factors such as low sexual interest, pain
during sex, relationship boredom, feelings of sex-related
guilt, and pornography use received very low levels of
endorsement.

Limitations

Although we followed best practices for online survey distri-
bution and collection of data,37-41 research strategies that rely
heavily on public and social media for recruitment are subject
to biases in education, class, social media access, and other
factors. Second, although this study included comparison of
men with and without comorbid ED, it did not explore differ-
ences between men with different DE etiologies, for example,
lifelong vs acquired DE, an issue that awaits future analyses.
Finally, given our predominantly Westernized sample, we do
not assume that our findings apply to worldwide populations
of men.55,56 Indeed, we encourage other research groups to
explore this topic further in both Western and nonWestern
populations.

Conclusion

Anxiety/distress, inadequate stimulation, and low arousal
predominated as explanations men offered for their difficulty
reaching orgasm. Relationship issues were endorsed at a
much lower frequency. Although no regulatory approved
biomedical treatments are available for difficulty reaching
orgasm, a number of the factors identified by men in
this study can be addressed within the context of the
sexual dyad.
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