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ABSTRACT

Objective: To determine the prevalence of premature ejaculation (PE) in Qatar as
a representative of the Middle East region and the population perception of normal
ejaculation.

Subjects and methods: This study was a cross-sectional, observational, non-interventional,
epidemiological study, conducted from February 2012 to February 2013. Randomly selected
married males were asked to answer two questionnaires in a direct interview. The first ques-
tionnaire assessed the PE complaint, the time between ejaculation and intromission (actual
intravaginal ejaculatory latency time [IELT-al), and the perceived normal average time between
intromission and ejaculation (IELT-p). The second questionnaire used was the Arabic Index of
Premature Ejaculation (AIPE).

Results: A total of 3042 subjects were included. The mean (SD) age was 37.09 (9.1) years. The
prevalence of PE in Qatar using the self-report and AIPE score was 38.5% and 36.2%, respec-
tively. The median (interquartile range) IELT-a and IELT-p were 5 (3-13.5) and 15 (5-15) min. In
the AIPE-confirmed PE group, and according to the AIPE severity classification, the differences
in IELT-a and IELT-p between the severity groups were highly significant, with the duration of
both IELT-a and ILET-p being higher in AIPE-No-PE and mild-PE groups (P < 0.001 for both).
A negative correlation was found between AIPE score and age in the PE group.

Conclusion: The prevalence of PE in Qatar is high. PE prevalence was found to increase with
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age. The IELT and perception of normal IELT were both correlated with the severity of PE.

Introduction

The evaluation and management of premature ejacu-
lation (PE) have been subject to major obscurities in
the past. Difficulty in reaching an accurate definition
for PE was the principal reason behind this confusion.
A global estimation of the weight of the problem
remained unclear for a long time for the same reason.
With the development of internationally recognised
definitions  through the American Psychiatric
Association’s Diagnostic and Statistical Manual of
Mental Disorders (DSM) Il in 1980 and WHO
International Classification of Diseases Tenth Edition
(ICD-10) in 1994, a better understanding of the disease
characteristics has been achieved. Nonetheless, the
DSM-IIl could not objectively verify the disease and
ICD-10 could not provide clear evidence of the abnor-
mal ejaculation latency time [1]. The need for an evi-
dence based standardised definition was met with the
International Society for Sexual Medicine (ISSM) defini-
tion in 2013 and the DSM-V released in the
same year [2].

Multiple patient-reported outcome tools (PROs)
have been proposed to aid the diagnosis of PE. These
tools are meant to assess the patient’s subjective per-
ception of the disorder. Five tools have been validated
to date, the Premature Ejaculation Profile (PEP), Index
of Premature Ejaculation (IPE), Premature Ejaculation
Diagnostic Tool (PEDT), The Chinese Index of
Premature Ejaculation (CIPE) and the Arabic Index of
Premature Ejaculation (AIPE) [3]. The AIPE has been
used and validated in the Middle East with reliable
outcomes. It consists of seven questions assessing sex-
ual desire, erectile dysfunction, intravaginal ejaculatory
latency time (IELT), control of ejaculation, sexual satis-
faction, partner satisfaction, and associated psycho-
genic effects related to the sexual act [4].

In the shadow of the lack of standardised defini-
tions, a wide range of conflicting results of PE preva-
lence have been reported [1]. Various methods have
been used for assessing the disease epidemiology
including patient interview, mailed questionnaires,
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and web-based surveys [5]. Early ejaculation was
reported by the Global Study of Sexual Attitudes and
Behaviors (GSSAB) as the most common sexual dys-
function in men from various ethnic and cultural back-
grounds [6]. The study investigated 27500 subjects
over 29 countries. It showed a prevalence of 8% (7-
10%) of early ejaculation in the Middle East. In addi-
tion, it showed variable prevalence of early ejaculation
between various ethnic and cultural backgrounds. The
GSSAB had multiple limitations. First, the youngest
included study subjects were aged 40 years, while PE
can be seen before this age. The study population
came from variable cultural backgrounds and accurate
translation of the surveys was a challenge. Recruitment
and sample differences between different countries
were difficult and variable, with questionable ade-
quacy of samples between countries. Finally, quality
variation between the different survey organisations is
a factor to consider [7].

To our knowledge no wide scale epidemiological
studies have addressed the prevalence of PE in the
Middle East other than the GSSAB. In addition,
a search could not yield any papers discussing Middle
Eastern patients’ perception of normal ejaculation. The
PE investigative study on the assumptions, facts and
perceptions of patients from the Middle East (PEAP
STUDY) aimed to: (1) document the prevalence of PE
in Qatar, (2) explore the characteristics of PE in Qatar,
and (3) assess the perception of normal ejaculation
time among men in Qatar. It is important to note that
Qatar is a Gulf cosmopolitan country with a special
population distribution. More than 75% of the Qatar
population is composed of expatriates mainly from the
Gulf area, Middle East and North Africa (MENA) region
and South Asia. The remaining are Qatari nationals
representing the Gulf community. For this reason, the
Qatar population is a perfect representation of the
Middle East region with all their heterogenous
backgrounds.

Subjects and methods

This study was conducted over a 1-year period from
February 2012 to February 2013 in Hamad General
Hospital outpatient clinics and primary healthcare cen-
tres. The study was approved by the Institutional
Review Board (11,250/2011) of the Institute’s Medical
Research Center.

Subjects

A total of 4000 males were invited to be included in the
study. Subjects encompassed male patients, their com-
panions, in addition to regular visitors to our hospital.
All these gentlemen were entitled to answer question-
naires supplied in both the Arabic and English lan-
guages. Each of the participants met a co-investigator

in a private setting to describe the nature and benefits
of the study and to explain how to complete the
questionnaire. All subjects were assured that the col-
lected information would remain confidential and
would not include any personal data except age,
nationality, and marital status. The option to partici-
pate or to refrain from the study was given to each
participant.

The inclusion criteria were adult married males from
various age groups without age restrictions. The study
excluded: (I) single males, (ll) patients with paraplegia
or neurological diseases that may adversely affect eja-
culation (e.g. severe peripheral neuropathy and multi-
ple sclerosis), (lll) patients receiving medications that
may affect ejaculation, such as antidepressants and
antipsychotics.

Questionnaires

Each patient was asked to complete two separate
questionnaires. The first was a self-report question-
naire that was formulated by the research group. It
started with identifying participant age, nationality,
and marital status. It included six questions meant to
assess self-reported perception of PE. The questions
enquired about whether the subject presumes he has
PE or not, duration of the condition if present, and
whether he had normal ejaculation before starting to
develop PE or not. In addition, subjects were asked
about the time it usually takes between intromission
and ejaculation (actual IELT [IELT-a]) and the time they
assumed to be the normal average (perceived IELT
[IELT-p]). Then it asks if the patient ever consulted his
physician for the complaint of PE or had received any
medications for the treatment of PE. Eventually, this
part asks if the participant has erectile dysfunction or is
suffering from any chronic medical illness
(Appendix A).

The second questionnaire was the AIPE, which has
been proven to be a valid patient-related outcome
measure in diagnosing PE [4]. The AIPE is composed
of seven questions each of them is scored on a 5-point
ordinal scale in which a lower score means poorer
sexual function. Subjects were asked to rate their sex-
ual desire, sexual potency, IELT time, their ability to
prolong IELT, sexual satisfaction for the person in addi-
tion to his partner and finally how often sexual inter-
course is associated with much stress or anxiety
(Appendix B).

Data collection

Patients reporting PE in the self-report questionnaire
were labelled the PE group. Patients who did not
complain of PE were labelled as the No-PE group. The
reported IELT-a, as well as the IELT-p was recorded.
Patients in the PE group were subclassified according



to age into four sub-groups (<30, 30-40, >40-50,
>50 years). Results of the AIPE questionnaire were
recorded in the PE group and patients were re-
classified accordingly into AIPE-PE (AIPE Score <30)
and AIPE-No-PE (AIPE Score >30) groups.

Statistical analysis

The data from each questionnaire was extracted to
a data sheet for statistical analysis. Data was evaluated
qualitatively and quantitatively. All statistical analyses
were done using the Statistical Package for the Social
Sciences (SPSS®), version 18.0 (SPSS Inc., Chicago, IL,
USA). Descriptive statistics were used for demographic
and clinical patients’ characteristics. Numbers (fre-
quencies) were used to report categorical variables,
while median (interquartile range [IQR]) was used to
display numerical variables. Prevalence of outcome
was reported using Z-test. The chi-square test was
used to examine qualitative measurements for associa-
tions between different factors and the outcome.
Spearman correlation analysis was used for assessing
the relationship between quantitative variables. The
Kruskal-Wallis test was used to compare the reported
and presumed IELT between different AIPE scores. The
Mann-Whitney test was used to compare different
numerical variables between participants in the AIPE-
PE and AIPE-No PE groups.

Results

We offered our questionnaire to 4000 candidates and
560 did not want to participate. Of the 3440 respon-
ders, 3042 candidates fit the inclusion criteria. The
mean (SD) age of the participants was 37.09 (9.1)
years. In all, 321 were Qatari nationals (10.6%) and
2721 were expats from different nationalities (89.4%).
The median (IQR) IELT-a in the whole sample was 5 (3-
13.5) min, while the median (IQR) ILET-p was 15 (5-15)
min. The median (IQR) AIPE score for the whole sample
was 27 (23-29). A total of 2550 of the participants had
no known medical comorbidities (83.8%), while 492
had known chronic medical conditions (16.2%) includ-
ing 267 with diabetes mellitus (DM; 8.8%) and 119
were hypertensive patients on treatment (3.9%).
A total of 51 participants had both DM and hyperten-
sion (1.7%).

The prevalence of PE by self-report was 38.5%
(1171/3042 men), of which 32% reported to have PE
from their initial sexual activity (lifelong PE) (375 men),
while 68% had experienced PE after a period of normal
ejaculation (acquired PE) (796 men). Table 1 shows the
difference between the PE and No-PE groups. There
were significant differences between the groups as
regards IELT-a, AIPE score and IELT-p (all P < 0.001).

Among the PE group, the median (IQR) age was 34
(30-42) years, 14.6% of them (171 men) were Qatari
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Table 1. Difference between the PE and No-PE groups by self-
report.

PE Group No-PE Group

(n=1171) (n=1871) P
Age, years, median (IQR) 34 (30-42) 36 (30-42) 0.2
IELT-a, min, median (IQR) 3(2-10) 6 (4-15) <0.001
AIPE score, median (IQR) 25 (21-27.5) 28 (25-30) <0.001
IELT-p, min, median (IQR) 15 (10-20) 15 (5-15) <0.001

Table 2. Results of the AIPE score among self-reported PE
group.

AIPE score Prevalence, n (%)
Severe PE 7-13 27 (2.3)
Moderate PE 14-19 178 (15.2)
Mild to moderate PE 20-25 526 (44.9)
Mild PE 26-30 371 (31.7)
No PE 31-35 69 (5.9)

nationals and 85.4% were from other nationalities
(1000 men). Only 36% of this group (422 men) sought
medical advice for PE and 27.2% (319 men) received
treatments for the condition; 77.4% of the medications
were prescribed by physicians (247 men) and 22.6%
were over the counter medications (72 men). In all,
204/319 patients who received PE medications com-
plained of acquired PE.

In the PE group, the median (IQR) AIPE score was 25
(21-27.5). Table 2 shows the severity variations in the
AIPE score for the PE Group; 1102 participants (94.1%)
had AIPE-PE, while 69 (5.9%) had AIPE-No PE. Most
cases were mild or mild to moderate (76.6%).

Within the PE Group, 609/1171 participants
reported their IELT-a, and the median (IQR) was 3 (2-
10) min. In all, 559/1171 participants described the IELT
that they presumed to be normal, and the median
(IQR) IELT-p was 15 (10-20) min. According to the
AIPE severity classification, the differences in IELT-a
and IELT-p between the severity groups were highly
significant, with the duration of both IELT-a and ILET-p
being higher in the AIPE-No-PE and Mild-PE groups
(P < 0.001 for both; Table 3).

For the sub-classification according to age (<30, 30-
40, >40-50, >50 years), a negative correlation was
found between the AIPE score and age in the PE
group (r- 0.254; P< 0.001) with increasing prevalence
of severe PE with older age groups (Figure 1).

Using the AIPE questionnaire, 1102/1171 partici-
pants were found to have AIPE-PE, while the remaining

Table 3. Actual and presumed IELT among different severity
groups.
PE sub-grouping according to

severity IELT-a IELT-p P*

Severe PE, median (IQR) 2(1-2) 15 (10-20)  <0.001

Moderate PE, median (IQR) 2 (1-3) 15 (10-15) <0.001

Mild to moderate PE, median (IQR) 3 (1-5) 15 (10-15) <0.001

Mild PE, median (IQR)) 10 (3- 15 (10-30)  <0.001
20)

AIPE-No PE, median (IQR) 13 (8- 20 (15- <0.001
20) 52.5)

*Kruskal-Wallis test.
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Figure 1. Distribution of the AIPE scores according to age in men in the PE Group.

Table 4. Within the PE group: difference between diagnosed
PE and No-PE according to AIPE score.

AIPE-PE, AIPE-No-PE,
n=1102 n= 69 P
Age, years, median (IQR]) 35 (31-42) 33 (22.5-35) <0.001
IELT-a, min, median (IQR) 3 (2-10) 13 (8-20) <0.001
[n=609] [n=559] [n= 50]
IELT-p, min median (IQR) 15 (10-20) 20 (10-48.75) <0.001
[n=559] [n=509] [n= 50]
Lifelong, n (%) 356 (32.3) 19 (28) 0.247
Acquired, n (%) 746 (67.7) 50 (72)
AIPE score, median (IQR) 24 (21-27) 31 (31-32) <0.001
Q1 4 (3-4) 5 (4-5) 0.21
Q2 4 (3-4) 5 (4-5) 0.48
Q3 4 (2-5) 4 (4-5) <0.001
Q4 3 (2-4) 5 (4-5) <0.001
Q5 3(2-4) 5 (4-5) <0.001
Q6 3(2-4) 5 (4-5) <0.001
Q7 4 (3-4) 5 (4-5) <0.001

Q, Question.

69 were not found to have PE (AIPE-No PE). Table 4
shows the difference between men with diagnosed PE
and No-PE according to the AIPE score within the PE
group. The participants’ age was significantly higher in
the AIPE-PE group. The IELT-a and IELT-p were signifi-
cantly higher in the AIPE-No-PE group. There were
significant differences between the two groups for
the individual questions of the AIPE 3, 4 and 5-7,
while no significant difference could be found
between both groups as regards questions 1 and 2.

Discussion

The present study was conducted on 3092 participants
aiming at evaluating the prevalence of PE among the
married gentlemen in Qatar using both, self-reporting
and the validated AIPE questionnaires. In addition, this
study targeted evaluation of the population perception
of normal IELT and its reflection on the complaint of PE.

The prevalence of the complaint of PE by self-report
in Qatar was found to be 38.5%. This result was higher
than the self-reported prevalence in Argentina 28.3%
[8], Turkey 20% [9], and South Korea 19.5% [10], using
direct interview. On the other hand, this result was

much less than the self-reported results in the USA
(77.6% [11]) and Middle East (82.6% [12]) using online
surveys.

In the present study, when assessed objectively
using the AIPE score, the prevalence of PE was found
to be 36.2%, with most cases being mild or mild-to-
moderate severity encompassing 44.9% of the cases.
This prevalence was higher than that reported by other
studies using a PEDT score of =11 as an objective
measure to diagnose PE, where the prevalence of PE
was reported to be 26.67% in Egypt [13], 16% in the
Asia Pacific region [14], and 11.3% in South Korea [10].
However, it was less than the prevalence reported in
the USA (with PEDT of =11), which was 49.6% [11], and
less than the prevalence reported in the Kingdom of
Saudi Arabia (KSA) of 50.8% using the DSM-IV defini-
tion of PE [15].

More recent studies applied the Waldinger and
Schweitzer definition of PE and the four subtypes
they proposed which are lifelong, acquired, subjective,
and variable PE [1]. Serefoglu et al. [9] investigated the
prevalence of PE in 17 provinces in Turkey in a non-
interventional, observational, cross-sectional field sur-
vey. That study reported the prevalence of the four
subtypes of PE to be: lifelong PE, 2.3%; acquired PE,
3.9%; variable PE, 8.5%; and subjective PE, 5.1%; with
total prevalence of 19.8%. Gao et al. [16] studied 3016
Chinese male patients complaining of PE. The study
tool was face-to-face interviews during which subjects
were required to answer a verbal questionnaire. The
study found the prevalence of lifelong PE to be 3.18%,
acquired PE 4.84%, variable PE 11.38%, and subjective
PE 6.4%, with a total prevalence of 25.8%. In the pre-
sent study, we subdivided patients with PE as lifelong
PE comprising patients who complained of PE
throughout their sexual intercourses from their first
sexual activity and acquired PE, describing those
patients who developed PE after initially having nor-
mal ejaculation. We noticed a greater prevalence of
acquired PE (68% of the PE complaints), which agrees
with previous studies.



The IELT has been assessed by different researchers
with conflicting results. In a large study by Waldinger
et al. [17], the IELT was assessed across five countries
with an overall median (IQR) value of 5.4 (0.55-44.1)
min. A variation between countries was found with the
median (IQR) value for Turkey being 3.7 (0.9-30.4),
Spain 5.8 (2.3-15.3), Netherlands 5.1 (0.5-33), UK 7.6
(1.7-42.3), and USA 7 (0.7-44.1) min, respectively.
These data are comparable to the present study
where the median (IQR) IELT-a of the total study popu-
lation was 5 (3-13.5) min by self-report.

The difference seen between our present results
and the previous reports can be attributed to multiple
factors. PE prevalence has shown variability amongst
different ethnic and cultural backgrounds [6,10,13,14].
The conservative culture in Middle East countries and
lack of sexual education may play a role in increasing
the prevalence of PE in the area. More importantly, the
definition of PE adopted by each study is expected to
have a major effect on defining patients with PE. For
Example, Shaeer et al. [11] assessed the prevalence of
PE in the USA using self-report, PEDT and ISSM defini-
tion of PE with results of 77.6%, 49.6% and 6.3%,
respectively. There was a significant difference
between the PEDT and ISSM prevalence. Also, the
method used for collecting data can have its impact
on the result reported. Face-to-face interview is con-
sidered more accurate than an online survey. This is
extremely valuable for full evaluation of men with PE
as it will provide the needed help and explanation to
clear any doubts for the study population [3].

The present study is the first to assess the popula-
tion perception of normal IELT. Interestingly, overall
study subjects had a median (IQR) estimation of IELT-
p of 15 (10-20) min. A large difference can be found
between the median (IQR) IELT-a vs IELT-p, at 5 (3-
13.5) vs 15 (5-15) min. The wide gap between the IELT-
p and the IELT-a can be attributed to the cultural back-
ground. Middle Eastern countries tend to have lack of
knowledge as regard sexual relations, which is mainly
attributed to a lack of proper sex education in schools
and the conservative culture of the community. The
IELT-p was found to be higher in the self-reported PE
group than the non-PE group, with a median (IQR) of
15 (10-20) vs 15 (5-15) min. This reflects a more realis-
tic expectations from men not suffering from PE than
those who self-report having PE. The exaggerated
expectation by the PE group may have led to anxiety
and dissatisfaction, which will eventually lead to a PE
complaint. This exaggerated expectation may mainly
be due to lack of sex education. Whether this differ-
ence plays a role in the increased prevalence of self-
reported PE or not, is a subject that needs further
evaluation. Another interesting finding was the signifi-
cantly increased IELT-p in candidates with mild or no
PE according to the AIPE score. These men although
having no or a mild PE problem, their unrealistic
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expectation of a long IELT-p stressed them into believ-
ing that they had PE.

Interestingly, in the present study, 5.9% of men who
self-reported that they had PE were diagnosed as no PE
with the AIPE score. Their AIPE score was significantly
higher than those with AIPE-PE as regards the total
score as well as in the individual questions of ejacula-
tion domain (questions 3 and 4) and satisfaction
domain (questions 5-7), while no significant difference
could be found between both groups as regards erec-
tion domain (questions 1 and 2). Although the IELT-a
was significantly higher in the AIPE-No-PE group than
the AIPE-PE group, the IELT-p was also significantly
higher in the AIPE-No-PE group. This explains why
these candidates are convinced that they have PE
although their scores are within the normal range.
Their expectations are high and unrealistic about nor-
mal ejaculation and thus they are stressed and may
seek treatment for PE.

The lack of proper sex education, associated with
the psychological impact of diminished self-
confidence and sexual skills, can have a drastic impact
on the quality of sexual life. The vicious circle of inter-
personal stress affecting IELT resulting in more perfor-
mance anxiety can be associated with more symptoms
of PE and other sexual complaints. Recently, education
and reassurance have been recommended for men
with variable PE. Patients with subjective PE may
require referral to psychotherapy [18]. Unfortunately,
most of the studies that assessed educational interven-
tions and psychotherapeutic treatment for PE were not
able to reach strong conclusions. Most of these studies
were unblinded and lacked control. More research is
needed to assess the role of sex education and beha-
vioural modification in the management of PE.

In the present study, it was found that the AIPE score
was negatively correlated with age indicating a greater
severity of PE in the older population. This was also
reported by other studies on Turkish men [9] and
Italian men [19]. Waldinger et al. [17] also reported
that IELT decreased with age, with the shortest IELT
seen in men aged =51 years. On the other hand,
Hanafy et al. [13] in 2019 reported an insignificant dif-
ference for age on PE on his study done on Egyptian
men using the PEDT.

Men with acquired PE are more likely to seek medical
treatment compared to patients with life-long PE. This
may be explained by the fact that them being previously
normal alerts them more and causes more stress to seek
treatment [9,16]. This observation was also found in the
present study were 204/319 patients who received PE
medications complained of acquired PE.

The present study used direct interview of patients
with explanation of any doubts as regard the questions
included in both the questionnaires. This is considered
to add to the accuracy of the data collected than using
online questionnaires. Also, the present study is the
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first in the Middle East to use a large study population
for evaluating the complaint of PE and its associations.

There are some limitations to the present study. First,
Qatar is a cosmopolitan country with most of the popula-
tion expats from various cultural backgrounds. As pre-
viously mentioned, the prevalence of PE is variable
among various cultural backgrounds. Thus, although
the study sample is representative of the population of
Qatar, the responses are not related to a single homo-
genous cultural background. Also, the IELT reported in
the study was self-estimated and not directly measured
using a timer. In addition, having subjects in the study
population away from their families and not having reg-
ular sexual activity may have an impact on the responses
received. Moreover, the present study was conducted
through 2012 before the release of the more recent
definition of PE by the ISSM and DSM-V in 2013. The
objective part of the present study was based on the
AIPE score, which was formulated depending on the
criteria set by the second consultation on sexual dysfunc-
tions that considered an IELT of <2 min to be one of the
criteria for a diagnosis of PE [4]. More recently, the DSM-V
and the ISSM have adopted new definitions for lifelong
and acquired PE. These definitions correlate lifelong PE
with an IELT of <1 min and acquired PE with an IELT of
<3 min. This update in definition should have its impres-
sion on the results reported [1,20].

Conclusion

The present observational, non-interventional, epidemio-
logical cross-sectional study found a prevalence of PE in
the male population of Qatar of 38.5% by self-report,
while it was 36.2% using the AIPE score. PE prevalence
was found to increase with age. The present study is the
first to assess the perceived normal IELT in patients with
a complaint of PE and it was found to correlate with the
complaint of PE. Overall, PE is one of the most common
sexual dysfunctions in the Middle East as worldwide. More
studies are required to thoroughly investigate the magni-
tude of PE and its impairment on sexual life in the Middle
East.
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