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Abstract: Objective: To evaluate the incidence of prostatitis-like symptoms (PLS) in men with or without PE, and the 
differences among the 438 outpatients with the four PE syndromes. Subjects and methods: Between January 2012 
and January 2013, 438 consecutive heterosexual men complaining of PE and another 493 male healthy subjects 
without the complaint were included in this study. Each of them completed a detailed face-to-face questionnaire 
for information of demographics, National Institutes of Health-Chronic Prostatitis Symptom Index (NIH-CPSI), and 
International Index of Erectile Function-5 (IIEF-5). Each patient was classified as one of the four PE subtypes: lifelong 
PE (LPE), acquired PE (APE), natural variable PE (NVPE), or premature-like ejaculatory dysfunction (PLED). Results: 
There were no significant difference between patients and control subjects regarding demographics. In the PE 
group, the prevalence of PLS were 32%, showing statistical significance compared with control subjects (15.8%, 
P<0.001). And the NIH-CPSI score was 10.0±7.9, showing significant difference compared with control subjects 
(6.0± 5.4, P<0.001). Among the four PE syndromes, patients with PLED had the highest prevalence of PLS (42.3%, 
P<0.001), but the difference of NIH-CPSI scores among the four PE syndromes was not significant (P=0.055). Con-
clusions: PLS were more common in patients with PE. Also, patients had worse NIH-CPSI scores than the control 
subjects. Therefore, patients with PLED had the highest incidence of PLS.
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Introduction 

Chronic prostatitis (CP) is a common disease 
affecting 30-40% of sexually active men in an 
age-dependent manner and it commonly pres-
ents as chronic pelvic pain syndrome (CPPS) 
[1], which is poorly understood, inadequately 
treated, and has a high rate of recurrence [2]. It 
is generally acknowledged that CP is a common 
cause of complaint among adult men, but infor-
mation on the prevalence of CP is hindered by 
the confusion over its definition and debate 
over the relative importance of histopathologi-
cal, clinical, and symptom-related definitions 
[3]. The National Institutes of health chronic 
prostatitis symptom index (NIH-CPSI) were 
used to describe Prostatitis-Like Symptoms 
(PLS). Although it was not a diagnostic stan-
dard of CP, the location and level of pain accord-
ing to the NIH-CPSI would be sufficient to lead 
most physicians to make a diagnosis of CP [1]. 

Liang et al. reported an 8.4% incidence of PLS 
and a 4.5% incidence of CP in Chinese men [2]. 
Despite its unclear pathogenesis, it was consid-
ered to lead to an impaired quality of life, such 
as premature ejaculation (PE) etc. 

PE is one of the most common sexual dysfunc-
tions, affecting 30-40% of sexually active men, 
and perhaps as many as 75% of men at some 
point in their lives [4-7]. There are various defi-
nitions of PE made by different professional 
organizations. The International Society for 
Sexual Medicine (ISSM) established the first 
evidence-based definition of PE in 2007. The 
committee defined lifelong PE as “a male sexu-
al dysfunction characterized by ejaculation 
which always or nearly always occur prior to or 
within the first minute of vaginal penetration 
and the inability to delay ejaculation on all or 
nearly all vaginal penetrations; and negative 
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Table 1. Summary of the symptoms of four premature ejaculation syndromes used in the classifica-
tion of males with complaints of ejaculating prematurely proposed by Waldinger [9]
Lifelong PE Acquired PE Natural variable PE Premature-like ejaculation dysfunction
1. In the majority of cases 
(90%) within 30-60 s, or 
between 1-2 min (10%)

1. At some point in a man’s life 1. Ejaculation time may be 
short or normal

1. Subjective perception of consistent or 
inconsistent rapid ejaculation 

2. Too early at nearly every 
intercourse

2. Usually a normal ejaculation experi-
ences  before the  start of complaints

2. Being inconsistent and 
occurring irregularly

2. Preoccupation with an imagined early 
ejaculation or lack of control of ejaculation

3. From about the first 
sexual intercourse

3. With a sudden or gradual onset 3. The impression of dimin-
ished control of ejaculation

3. With a normal range or may even a longer 
IELT

4. With nearly every 
woman 

4. The dysfunction may be results of uro-
logical dysfunctions, thyroid  dysfunction, 
psychological or relationship problems

4. Diminishing the ability to 
delay ejaculation

4. The preoccupation is not better ac-
counted for by another mental disorder  

5. Lacking the ability to 
delay ejaculation 

5. Lacking the ability to delay ejaculation 5. Diminishing the ability to delay ejacula-
tion

Table 2. The general characteristics of the male subjects according to the 
presence of premature ejaculation (PE) complaints

With PE 
(N=438)

Without PE 
(N=493) t/χ2 P*

Age, years 35.9±7.1 36.6±8.8 1.325 0.185
BMI, kg/m2 23.2±2.9 23.1±2.6 1.289 0.198
Smoking 13.375 <0.001
    Yes 276 (63.0%) 241 (48.9%)
    No 162 (37.0%) 252 (51.1%)
Drinking 21.264 <0.001
    Yes 291 (66.4%) 239 (48.5%)
    No 147 (33.6%) 254 (51.5%)
Duration of the relationship, years 6.52±4.08 6.81±4.22 1.063 0.288
Educational status 4.839 0.304
    Illiterate 41 (9.4%) 55 (11.2%)
    Literate 43 (9.8%) 62 (12.6%)
    Primary education 90 (20.5%) 85 (17.2%)
    High school 157 (35.8%) 160 (32.5%)
    Higher education 107 (24.4%) 131 (26.6%)
Occupational status 6.778 0.079
    Student 56 (12.8%) 81 (16.4%)
    Unemployed 79 (18.0%) 93 (18.9%)
    Employed 226 (51.6%) 215 (43.6%)
    Retired 77 (17.6%) 104 (21.1%)
Monthly income 3.466 0.177
    <2000 RMB 78 (17.8%) 112 (22.7%)
    2000-3000 RMB 186 (42.5%) 199 (40.4%)
    >3000 RMB 174 (39.7%) 182 (36.9%)
*Difference between men with and without the complaint of PE assessed by t-test or chi-
square test, as appropriate; PE=premature ejaculation; RMB=renminbi.

personal consequences, such as distress, 
bother, frustration, and/or the avoidance of 
sexual intimacy” [8]. Although the new evi-
dence-based definition of PE was published, 
clinicians would often come into contact with 

patients seeking assis-
tance for PE who did 
not meet the diagnos-
tic criteria. This situa-
tion suggested that 
the new definition of 
PE did not include  
all forms of PE. To 
address this issue, 
Waldinger and Schwe- 
itzer proposed a new 
classification scheme 
for PE that was based 
on the duration of ejac-
ulation time, frequency 
of complaints, and 
course of the disorder 
over the lifetime of the 
patient. In addition to 
the subtypes of life-
long PE (LPE) and 
acquired PE (APE), 
they added the natural 
variable PE (NVPE) and 
premature-like ejacu-
latory dysfunction (PL- 
ED) subtypes [9-11].

Recently, the preva-
lence of CP in patients 
with PE, and that of PE 
in men suffering from 
CP, has been studied 
[6, 12], which suggest-

ed a possible relationship between them. On 
the other hand, CP or PLS has also been sug-
gested to be an important organic cause of PE 
[13]. However, currently there are no studies 
that have systematically evaluated the inci-
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Table 3. The distribution of men with or without complaints of pre-
mature ejaculation (PE) according to the presence of prostatitis-like 
symptoms, CP and the score of NIH-CPSI

With PE 
(N=438)

Without PE 
(N=493) χ2/t P*

IELT 1.8±1.5 4.6±1.9 25.013 <0.001
Prostatitis-like symptoms 140 (32.0%) 78 (15.8%) 33.700 <0.001
    PLS grades# 2.442 0.120
        Mild (4-7) 69 (49.4%) 47 (60.1%)
       Moderate or Severe (8-21) 71 (50.6%) 31 (39.9%)
NIH-CPSI 
    Total score 10.0±7.9 6.0±5.4 8.960 <0.001
        Pain subscore 3.5±3.8 2.1±2.9 6.118 <0.001
        Urinary subscore 1.9±2.5 0.6±1.2 10.118 <0.001
        QoL subscore 4.6±3.6 3.3±2.7 6.181 <0.001
    NIH-CPSI score grades# 71.473 <0.001
        Mild (0-14) 316 (72.1%) 458 (92.9%)
        Moderate (15-30) 119 (27.2%) 35 (7.1%)
        Severe (31-43) 3 (0.7%) 0 (0%)
Data are expressed as the mean±standard deviation or number (percentage), as ap-
propriate; *Difference between men with and without the complaint of PE assessed 
by t-test, chi-square test. #Kruskal-Wallis test was used; PE=premature ejaculation; 
NIH-CPSI=National Institutes of Health Chronic Prostatitis Symptom Index; QoL=quality 
of life.

dence of CP or PLS in the new proposed four PE 
syndromes and their possible associations. To 
understand the coexistence of these poorly 
understood conditions better and to correlate 
PLS with the specific subtypes of PE, we 
designed a study to examine the prevalence 
rate of PLS in patients with the four PE 
syndromes.

Subjects and methods

Subjects

Patients from our outpatient clinics of the First 
Affiliated Hospital of Anhui Medical University 
in Hefei, Anhui, China, who complained of PE 
were recruited from January 2012 until January 
2013. A total of 438 consecutive heterosexual 
men aged 17-65 years (mean age 35.9±7.1 
years), complaining of PE and attempting inter-
courses once or more per week, were enrolled 
in the study. To be included in the study, sub-
jects had to meet the following criteria: (1) in a 
heterosexual, stable, and monogamous sexual 
relationship with the same female partner for 
>6 months; (2) without any major psychiatric or 
somatic disorder, and had not consumed any 

drug that could affect sexu-
al function, or used antibi-
otics during the previous 3 
weeks; (3) with an IIEF-5 
score ≥22 indicating nor-
mal erectile function. 
Another 493 male healthy 
volunteers (age range 
17-62 years; mean age 
36.6±8.8 years) without 
the complaint of PE or other 
sexual dysfunction from our 
medical examination cen-
ter for healthy physical 
examination were recruited 
as a control group. All con-
trol subjects were having a 
regular sexual relationship 
and reporting good control 
of ejaculation. Other exclu-
sion measures were the 
same as for the patients. 

Before the survey, a pre-
survey was completed by 
30 subjects to refine the 
survey questions and to 

improve their clarity. This study was approved 
by the Anhui Medical University Research 
Subject Review Board.

Study design and procedure

All patients and control subjects provided 
informed consent before their participation in 
this study. The questionnaire included demo-
graphics (weight, height, age, marital status, 
smoking, drinking, duration of relationship, 
educational status, and monthly income), sexu-
al function, past medical history, expressed 
prostatic secretions (EPS) evaluation, and 
score of the Chinese version of the National 
Institute of Health Chronic Prostatitis Symptom 
Index (NIH-CPSI) and International Index of 
Erectile Function (IIEF-5), as well as self-esti-
mated intravaginal ejaculatory latency time 
(IELT). For PE, according to Waldinger’s criteria 
of definition and classification, we summarized 
symptoms for the four PE syndromes (Table 1), 
and patients were divided into four groups: 
LPE, APE, NVPE, and PLED [9-11, 14]. The IELT 
was the interval between the start of vaginal 
intromission and the start of intravaginal 
ejaculation.
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Main outcome measures

In this study, PE was defined as admitting to a 
urology outpatient clinic with a self-reported 
complaint of ejaculating prematurely according 
to Waldinger et al. And it was divided into four 
PE syndromes based on the new classification 
[9, 10]. A self-reported questionnaire was used 
to assess demographic measures, sexual func-
tion, medical and sexual history, as well as self-
estimated IELT. PLS and ED were assessed by 
NIH-CPSI and IIEF-5, respectively. 

NIH-CPSI is composed of pain, urinary symp-
toms, and quality of life impact. The pain score 
ranges from 0 to 21, and was calculated by 
totaling the scores of: location (a dichotomized 
value, 0=no and 1=yes, to having pain in the 
perineum, testicles, tip of penis, or in the pubic 
or bladder area); type, including a similar 
dichotomized value to having pain or burning on 
urinating or pain or discomfort during ejacula-
tion; frequency of pain (0=never, 1=rarely, 
2=sometimes, 3=often, 4=usually, and 
5=always); and severity of average pain (range 
from 0=no pain to 10=pain as bad as you can 
imagine) [1]. 

IIEF-5 is composed of five items, including: con-
fidence of getting and keeping an erection; dif-

ficulty grade of maintaining an erection to com-
pletion of intercourse; frequency of erections 
hard enough for penetration; maintaining erec-
tion after penetration; and satisfaction with 
intercourse. Each item has a score ranging 
from 1 to 5, and the possible scores for the 
IIEF-5 range from 5 to 25.

PLS were defined by the criteria of Nickel et al., 
including perineal and/or ejaculatory pain or 
discomfort, and a total index pain score of 4 or 
greater. Mild symptoms were defined by pain 
scores of 4 to 7, and moderate or severe symp-
toms by scores of 8 or greater [1]. Symptoms 
were divided into mild, moderate, and severe, 
corresponding to the total NIH-CPSI scores of 
0-14, 15-30, and 31-43, respectively.

The reliability of the instruments (NIH-CPSI and 
IIEF-5) was assessed with Cronbach’s alpha 
coefficient. The internal consistencies of the 
NIH-CPSI and IIEF-5 were 0.83 and 0.80, 
respectively.

Statistical analysis

Statistical analysis was performed using SPSS 
13.0 software (SPSS Inc., Chicago, United 
States). For the quantitative data, results are 
expressed as mean±SD and a two-tailed 

Table 4. The comparison of four premature ejaculation (PE) syndromes according to the presence of 
prostatitis-like symptoms, CP and the score of NIH-CPSI

LPE (N=143) APE (N=99) NVPE (N=73) PLED (N=123) χ2/F P*

IELT 0.8±0.4c,d 1.1±0.5c,d 2.3±1.3a,b,d 3.3±1.7a,b,c 125.875 <0.01

Prostatitis-like symptoms 32 (22.4%) 37 (37.3%) 19 (26.1%) 52(42.3%) 14.473 <0.001

    PLS grades# 4.909 0.179

        Mild (4-7) 14 (43.8%) 24 (64.9%) 8 (42.1%) 23 (44.2%)
        Moderate or Severe (8-21) 18 (56.2%) 13 (35.1%) 11 (57.9%) 29 (55.8%)
NIH-CPSI
    Total score 8.6±8.2 10.9±7.6 9.9±8.0 10.9±7.4 2.554 0.055

        Pain score 2.6±3.8d 3.7±3.8 3.2±3.6d 4.6±3.5a,c 6.451 <0.01

        Urinary score 1.8±2.5 2.4±2.9 1.8±2.2 1.7±2.4 1.740 0.158

        QoL score 4.2±4.0 4.8±3.3 4.9±3.6 4.7±3.3 0.886 0.448

    NIH-CPSI score grades# 0.663 0.882

        Mild (0-14) 106 (74.1%) 71 (71.7%) 53 (72.6%) 86 (69.9%)
        Moderate (15-30) 36 (25.2%) 28 (28.3%) 20 (27.4%) 35 (28.5%)
        Severe (31-43) 1 (0.7%) 0 (0%) 0 (0%) 2 (1.6%)
Data are expressed as the mean±standard deviation or number (percentage), as appropriate; *Difference among four PE 
syndromes assessed by one-way ANOVA, chi-square test or Kruskal-Wallis test as appropriate. #Kruskal-Wallis test was used 
to assess the grades of prostatitis-like symptoms and NIH-CPSI score. a b c d: the result of Post-Hoc SNK test. aSignificant 
difference compared to LPE. bSignificant difference compared to APE. cSignificant difference compared to NVPE. dSignificant 
difference compared to PLED. LPE=lifelong PE; APE=acquired PE; NVPE=natural variable PE; PLED=premature-like ejaculatory 
dysfunction; NIH-CPSI=National Institutes of Health Chronic Prostatitis Symptom Index; QoL=quality of life.
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unpaired Student t-test or one-way ANOVA with 
post-hoc least square differences SNK test was 
used. Comparison of proportions was per-
formed by the chi-square test or Kruskal-Wallis 
Test. And to eliminate the influence of some 
related factors, such as age, etc., logistic and 
ordinal regression were used. All statistical 
analyses were two-sided, and a P value <0.05 
was considered statistically significant.

Results

All the patients and individuals in the control 
group completed the questionnaires. Detailed 
demographic information of all subjects includ-
ed in the study is shown in Table 2. There were 
no significant differences between patients 
and control subjects regarding age, BMI, edu-
cation, duration of the relationship, or monthly 
income, although the PE group had a signifi-
cantly higher incidence of drinking and smoking 
(P<0.001). Of the 438 outpatients complaining 
of PE, according to the criteria and classifica-
tion of Waldinger et al. [9], the distribution of 
patients complaining of LPE, APE, NVPE, and 
PLED were 32.6%, 22.6%, 16.7%, and 28.1%, 
respectively. 

Table 3 demonstrates the prevalence of PLS in 
all subjects. The incidence of PLS in the patient 
group (27.9%) was significantly higher than the 
incidence in the control group (15.8%, 
P<0.001). The mean total NIH-CPSI score was 
10.0±7.9 for participants complaining of PE 
and 6.0±5.4 for the control group (P<0.001). 
The participants with PE also had higher NIH-
CPSI pain sub-scores (mean 3.5±3.8) than 
those in the control group (mean 2.1±2.9; 
P<0.001), and the PE group had worse urinary 
sub-scores (mean 1.9±2.5) than the control 
group (mean 0.6±1.2; P<0.001). Patients with 
PE also had higher QOL sub-scores (mean 
4.6±3.6) than men without PE (mean 3.3±2.7; 
P<0.001). On the other hand, objects with mod-
erate or severe symptoms (NIH-CPSI score ≥15 
or ≥30) occupied a significantly higher percent-
age (27.9%) in the PE group than in the control 
group (7.1%, P<0.001).

There was also a significant difference among 
different subtypes of PE patients regarding 
occurrence of PLS. The occurrence of PLS in 
PLED (42.3%) was highest among the four sub-
types (P<0.001). At the same time, patients 
with APE and PLED had higher total NIH-CPSI 

scores than other subjects, although this was 
not significant (P=0.055). Patients with PLED 
had significantly higher pain sub-scores than 
APE and NVPE (P<0.01), but there were no sig-
nificant differences in urinary scores and QoL 
scores among the four subtypes. The percent-
ages of mild, moderate, and severe symptoms 
among the four subtypes did not have signifi-
cant differences either. The results are summa-
rized in Table 4. 

By the multiple logistic and ordinal regression 
model, we found that among age, BMI, smok-
ing, drinking, and PE, only PE influenced the 
incidence of PLS (OR=0.757; IC 95%=0.676-
0.848), as well as the severity of NIH-CPSI 
score (OR=5.355; IC 95%=1.267-2.090, all 
P<0.001). 

Discussion

In this study, we found that there was a higher 
prevalence PLS (32.0%) in patients complain-
ing of PE compared with the control group 
(15.8%). Additionally, the NIH-CPSI score was 
10.0±7.9 in the PE group, which was higher 
than the control group (6.0±5.4). Therefore, 
patients with PLED had the highest prevalence 
of PLS (42.3%) and shared the highest NIH-
CPSI scores with APE. In addition, patients with 
PE had a higher incidence of smoking and 
drinking than men without PE, which may be in 
accordance with the fact that men with 
unhealthy lifestyles are significantly more likely 
to experience sexual dysfunction [15].

The problem of correlation between PE and CP 
has been gaining interest for many years. A 
number of previous studies indicated that there 
was a higher prevalence of CP in patients with 
PE and there was a higher incidence of PE in 
patients with CP as well. Screponi et al. first 
reported that CP was related to PE. According 
to their study, men with LPE and APE had a 
higher incidence of CP, and prostatic inflamma-
tion was found in 56.5% and chronic bacterial 
prostatitis in 47.8% of the subjects with PE, and 
these novel findings were statistically signifi-
cant compared with subjects without PE [6]. 
Liang et al. investigated 12743 men in China 
and reported that 36.9% had PE in the CP 
group, which was significantly higher than that 
in the whole eligible population (15.3%) [2]. 
Rany Shamloul et al. examined 153 men with 
PE and another 100 male healthy subjects, and 
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reported that CP was found in 52% of the 
patients with PE, which had a significantly high-
er prevalence than the control group [16]. 
Gonen et al. studied 66 patients with chronic 
pelvic pain syndrome in Turkey and found that 
the rate of PE was higher in patients in the 
study group than it was in subjects without PE, 
and this difference was statistically significant 
[17]. Sönmez et al reported a higher prevalence 
of PE in the CP/CPPS group (67.44%) than in 
individuals without PE (10%) [18]. In this study, 
we found that the prevalence of CP was 27.9% 
and PLS was 32.0% in patients complaining of 
PE, which was lower than the above-mentioned 
reports. We doubt that genetically different 
populations and different environments would 
have an effect on our study. On the other hand, 
some subjects were afflicted by diseases of the 
prostate and urogenital pain instead of 
prostatitis. 

Our study demonstrates that CP may be a 
cause of PE, although the underlying mecha-
nism is still unclear. Metz et al. thought that 
prostatitis could fester in a mild form for years 
without obvious or clear symptoms except for 
PE [19]. Further, previous studies indicated that 
prostatitis treatment played a useful role in the 
improvement of PE [20, 21]. Sensory impair-
ment occurring before orgasm is considered 
one of the pathogenetic mechanisms of PE. 
Prostatitis may contribute to this concept by 
altering the sensation and modulating the ejac-
ulatory reflex [16]. Additionally, individuals with 
CP that are described as busy and nervous, fre-
quently experience depression and anxiety, 
and tend to have a meticulous attitude [22], 
which is a risk factor for PE. On the other hand, 
El-Nashaar et al. also reported that antibiotic 
treatment in patients with PE and chronic pros-
tatitis may lead to marked improvement in IELT 
and ejaculatory control [23].

For PE, the new classification scheme provides 
a better perspective of the epidemiology, 
pathophysiology, etiology, and treatment of 
various forms of PE. In our study, prevalence 
rates of PE syndromes were 32.6% for LPE, 
22.6% for APE, 16.7% for NVPE, and 28.1% for 
PLED, which was near the distribution in the 
study of Zhang et al. in China (35.66% for LPE, 
28.07% for APE, 12.73% for NVPE, and 23.54% 
for PLED) [14]. But it differed from the distribu-
tion in the study of Serefoglu et al. in Turkey 

(62.5% for LPE, 16.1% for APE, 14.5% for NVPE, 
and 6.9% for PLED) [24]. It may be due to the 
difference of population and environment. Our 
study showed that in patients with different 
subtypes of PE, the prevalence of CP and PLS 
and the NIH-CPSI score were diverse. The PLED 
group had the highest occurrence of PLS fol-
lowed by the APE group. And the PLED and APE 
groups shared the worst NIH-CPSI scores, 
although the difference was not significant in 
this study. This is in agreement with the state-
ment that physical illness PE is distinguished by 
it being acquired (not lifelong) and generalized 
to all sexual situations [25]. For men with PLED, 
some of them often complained of decreasing 
IELT, although in a normal range and diminish-
ing the ability to delay ejaculation which was in 
accord with the criteria of Waldinger et al. It 
maybe associate with CP or PLS to some 
extend. The LPE and NVPE group had higher 
prevalence PLS and had a higher NIH-CPSI 
score compared with the control group, which 
is probably due to the particular sexual behav-
ior of boys. On the other hand, CP may act as a 
risk factor or could be the cause of the onset of 
PE before the beginning of sexual life, but with-
out any clinical symptoms, at least in some sub-
jects [26]. Bacterial inflammation may become 
chronic, sub-clinical, and cause permanent 
rapid ejaculation based on an organic condition 
[6]. 

Several limitations of the current study should 
be considered. Individuals in our study com-
pleted the questionnaires in the face of investi-
gators, and so patients may have felt embar-
rassed when dealing with this sensitive 
personal problem. In particular, the NIH-CPSI 
and IIEF-5 interviews should be conducted 
without face-to-face contact, and so this meth-
od may have an influence on the accuracy of 
our findings. Other methods of obtaining data 
from these patients, such as internet-based 
surveys, should be considered for future stud-
ies. On the other hand, we used the NIH-CPSI to 
measure PLS in this study. But the NIH-CPSI 
was not specifically developed to diagnose CP 
despite the fact that the index had a significant 
discriminatory power and could be valuable in 
identifying men with PLS. And we did’t take any 
laboratory examinations and ultrasonography 
to exclude other diseases, such as benign pros-
tatic hyperplasia (BPH) etc. to show an accu-
rate diagnosis of CP. A further and more accu-
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rate definition of CP is needed to indicate the 
exact prevalence. Thirdly, all the individuals 
enrolled in this study had no concomitant ED 
(with an IIEF-5 score ≥22). A further research is 
necessary to elucidate the relationship among 
PLS, PE and ED. Fourthly, we did not collect psy-
chological parameters about PE and PLS in this 
survey, and so the relationship between psy-
chological factors and PE/PLS was not 
assessed. Fifthly, we have chosen the control 
group from our medical examination center, a 
community-based investigation should be 
made in the further study for more accurate 
study. 

Conclusions

Our study showed a higher prevalence of PLS, 
and a higher NIH-CPSI score in patients with 
PE. At the same time, patients with PLED had 
the highest incidence of PLS. Examination of 
the prostate, and treatment of CP should be 
considered during assessment of patients with 
PE. On the other hand, the level of PE can also 
be a signal of efficacy of treatment of CP. 
Further research is needed to examine the rela-
tionship between CP and PE as well as the 
underlying mechanism, and to detect the effect 
of treatment of CP in delaying ejaculation time 
in patients with PE and CP.

Acknowledgements 

The authors acknowledge financial support 
from the Clinical Key Subjects Program of the 
Ministry of Public Health (Urology).

Disclosure of conflict of interest

None.

Address correspondence to: Dr. Xiansheng Zhang, 
Department of Urology, The First Affiliated Hospital, 
Anhui Medical University, Hefei, Anhui, China. Tel: 
86-551-62922046; E-mail: xiansheng-zhang@163.
com (XSZ); 15856389914@163.com (DDT)

References

[1] Nickel JC, Downey J, Hunter D and Clark J. 
Prevalence of prostatitis-like symptoms in a 
population based study using the National In-
stitutes of Health chronic prostatitis symptom 
index. J Urol 2001; 165: 842-845.

[2] Liang CZ, Hao ZY, Li HJ, Wang ZP, Xing JP, Hu 
WL, Zhang TF, Ge WW, Zhang XS, Zhou J, Li Y, 

Zhou ZX, Tang ZG and Tai S. Prevalence of pre-
mature ejaculation and its correlation with 
chronic prostatitis in Chinese men. Urology 
2010; 76: 962-966.

[3] Nickel JC. Prostatitis: myths and realities. Urol-
ogy 1998; 51: 362-366.

[4] Montorsi F. Prevalence of premature ejacula-
tion: a global and regional perspective. J Sex 
Med 2005; 2 Suppl 2: 96-102.

[5] Basile Fasolo C, Mirone V, Gentile V, Parazzini 
F, Ricci E; Andrology Prevention Week centers; 
Italian Society of Andrology (SIA). Premature 
ejaculation: prevalence and associated condi-
tions in a sample of 12,558 men attending the 
andrology prevention week 2001--a study of 
the Italian Society of Andrology (SIA). J Sex 
Med 2005; 2: 376-382.

[6] Screponi E, Carosa E, Di Stasi SM, Pepe M, 
Carruba G and Jannini EA. Prevalence of 
chronic prostatitis in men with premature ejac-
ulation. Urology 2001; 58: 198-202.

[7] McMahon CG. Treatment of premature ejacu-
lation with sertraline hydrochloride: a single-
blind placebo controlled crossover study. J Urol 
1998; 159: 1935-1938.

[8] McMahon CG, Althof SE, Waldinger MD, Porst 
H, Dean J, Sharlip ID, Adaikan PG, Becher E, 
Broderick GA, Buvat J, Dabees K, Giraldi A, Gi-
uliano F, Hellstrom WJ, Incrocci L, Laan E, 
Meuleman E, Perelman MA, Rosen RC, Row-
land DL and Segraves R. An evidence-based 
definition of lifelong premature ejaculation: 
report of the International Society for Sexual 
Medicine (ISSM) ad hoc committee for the 
definition of premature ejaculation. J Sex Med 
2008; 5: 1590-1606.

[9] Waldinger MD. Recent advances in the classifi-
cation, neurobiology and treatment of prema-
ture ejaculation. Adv Psychosom Med 2008; 
29: 50-69.

[10] Waldinger MD and Schweitzer DH. Changing 
paradigms from a historical DSM-III and DSM-
IV view toward an evidence-based definition of 
premature ejaculation. Part I--validity of DSM-
IV-TR. J Sex Med 2006; 3: 682-692.

[11] Waldinger MD. Premature ejaculation: differ-
ent pathophysiologies and etiologies deter-
mine its treatment. J Sex Marital Ther 2008; 
34: 1-13.

[12] Liang CZ, Zhang XJ, Hao ZY, Shi HQ and Wang 
KX. Prevalence of sexual dysfunction in Chi-
nese men with chronic prostatitis. BJU Int 
2004; 93: 568-570.

[13] Stanley E. Premature ejaculation. Br Med J 
(Clin Res Ed) 1981; 282: 1521-1522.

[14] Zhang X, Gao J, Liu J, Xia L, Yang J, Hao Z, Zhou 
J and Liang C. Distribution and factors associ-
ated with four premature ejaculation syn-
dromes in outpatients complaining of ejaculat-

mailto:xiansheng-zhang@163.com
mailto:xiansheng-zhang@163.com
mailto:15856389914@163.com


Prostatitis in the four premature ejaculation syndromes

1836 Int J Clin Exp Med 2014;7(7):1829-1836

ing prematurely. J Sex Med 2013; 10: 
1603-1611.

[15] Christensen BS, Gronbaek M, Pedersen BV, 
Graugaard C and Frisch M. Associations of un-
healthy lifestyle factors with sexual inactivity 
and sexual dysfunctions in Denmark. J Sex 
Med 2011; 8: 1903-1916.

[16] Shamloul R and el-Nashaar A. Chronic prostati-
tis in premature ejaculation: a cohort study in 
153 men. J Sex Med 2006; 3: 150-154.

[17] Gonen M, Kalkan M, Cenker A and Ozkardes H. 
Prevalence of premature ejaculation in Turkish 
men with chronic pelvic pain syndrome. J An-
drol 2005; 26: 601-603.

[18] Sonmez NC, Kiremit MC, Guney S, Arisan S, 
Akca O and Dalkilic A. Sexual dysfunction in 
type III chronic prostatitis (CP) and chronic pel-
vic pain syndrome (CPPS) observed in Turkish 
patients. Int Urol Nephrol 2011; 43: 309-314.

[19] Metz ME and Pryor JL. Premature ejaculation: 
a psychophysiological approach for assess-
ment and management. J Sex Marital Ther 
2000; 26: 293-320.

[20] Boneff AN. Topical treatment of chronic prosta-
titis and premature ejaculation. Int Urol 
Nephrol 1972; 4: 183-186.

[21] Brown AJ. Ciprofloxacin as cure of premature 
ejaculation. J Sex Marital Ther 2000; 26: 351-
352.

[22] Trinchieri A, Magri V, Cariani L, Bonamore R, 
Restelli A, Garlaschi MC, and Perletti G. Preva-
lence of sexual dysfunction in men with chron-
ic prostatitis/chronic pelvic pain syndrome. 
Arch Ital Urol Androl 2007; 79: 67-70.

[23] El-Nashaar A, Shamloul R. Antibiotic treatment 
can delay ejaculation in patients with prema-
ture ejaculation and chronic bacterial prostati-
tis. J Sex Med 2007; 4: 491-496.

[24] Serefoglu EC, Cimen HI, Atmaca AF, Balbay 
MD. The distribution of patients who seek 
treatment for the complaint of ejaculating pre-
maturely according to the four premature ejac-
ulation syndromes. J Sex Med 2010; 7: 810-
815.

[25] Nickel JC, Downey J, Young I and Boag S. As-
ymptomatic inflammation and/or infection in 
benign prostatic hyperplasia. BJU Int 1999; 
84: 976-981.

[26] Lotti F, Corona G, Mancini M, Biagini C, Colpi 
GM, Innocenti SD, Filimberti E, Gacci M, Krausz 
C, Sforza A, Forti G, Mannucci E and Maggi M. 
The association between varicocele, prema-
ture ejaculation and prostatitis symptoms: 
possible mechanisms. J Sex Med 2009; 6: 
2878-2887.


