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COMPARISON OF PAROXETINE AND DAPOXETINE IN 
PREMATURE EJACULATION 
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ABSTRACT 

Objective: To compare the efficacy of Paroxetine and Dapoxetine in premature ejaculation. 

Methodology: We enrolled One hundred and twenty-six patients in this study from January 2019 
to December 2021 in urology department Medical teaching institute Lady Reading hospital 
Peshawar by using convenient sampling technique. Patients were assigned to take either 20mg 
OD Paroxetine (n =158) or 30mg OD Dapoxetine(n=159). On follow-up after six weeks, all the 
patients were assessed for improvement in intravaginal ejaculation latency timings (IELT). T test 
was applied to see any significant difference in both groups assuming P value <0.005 as statistically 
significant.  

Results: The mean age of the study population was 32.17±8.38 years. The efficacy in term of 
increase in the IELT more than one minutes was 82.53% in paroxetine group and 74.60% in 
Dapoxetine group with no statistically significant difference in both drugs (p=0.277). The mean IELT 
before starting drug was 0.56±0.30 minutes in Paroxetine group and 0.49±0.29 second in 
Dapoxetine group. After the treatment, in paroxetine group the timings improved to 5.31±3.27 
minutes and to 4.86±3.36 minutes in dapoxetine group. T 

Conclusion: Dapoxetine and Paroxetine in dose of 20mg and 30mg have equal efficacy in terms 
of 

Increasing the intravaginal ejaculation latency time (IELT), so both are equally effective for 
treatment of premature ejaculation. 
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INTRODUCTION 

The International Society for Sexual 
medicine (ISSM) has defined Premature 
ejaculation (PE) as “a male sexual disorder 
characterized by ejaculation which always 
or nearly always happens before or at 
intervals concerning one minute of vaginal 
penetration; the inability to delay 
ejaculation on all or nearly all vaginal 
penetrations; and negative personal 
consequences, like distress, bother, 
frustration and/or the rejection of sexual 
intimacy” 1.PE is one of the most familiar 
male sexual disorder having prevalence 
rates of 20% to 40% 2-4.  
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Premature ejaculation is classified as primary, 
lifelong or secondary known as acquired5. 
Lifelong PE is early ejaculation while making 
attempt with nearly each partner on nearly 
every sexual intercourse from the primary 
sexual encounter onward, whereas acquired 
PE evolves in a man’s healthy sexual life at 
some specific time when his previous 
ejaculation episodes were normal and is 
secondary to psychological or urological 
pathology5.Some andrologists additionally 
classify two more subgroups of PE, including 
natural-variable PE and premature-like 
ejaculatory dysfunction. Natural-variable PE is 
characterized by early ejaculations occurring 
on scattered instances and presumed to be a 
usual alteration in sexual performance5. 
Premature-like ejaculatory dysfunction is the 
fictitious belief of sexual dysfunction in spite of 
the fact that they enjoy lengthy time durations 
of love with their partners5. 

The influence of PE on both partners can be 
significant. The male partner develops a strong 
feeling of shame and embarrassment for not 
being in a position to satisfy and give pleasure 
to his partner and subsequently sense of 
inferiority complex low self-esteem and anxiety 
are the common psychological problems to 
emerge6-9. Degree of satisfaction with sexual 
intercourse and the sexual accord might be 
decreased whereas private discomfort and 
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misery and social challenge can also be 
experienced in patients with PE 7,9-11, resulting 
in both compromised quality of life and 
psychological well-being 9. In two trials of the 
female partners, sexual delight was “poor” or 
“very poor” in nearly 25% of participants, having 
male partners suffered with PE. In 50% of 
respondent’s private distress associated with 
PE was moderate, whereas 32% of the study 
participant’s exhibited moderate level of inter 
personal challenges. 11. The level of perceived 
sense of lack of self-control over ejaculation, 
personal misery, satisfaction with sexual 
intercourse, and difficulty for mutual 
relationship is nearly equal for men with PE and 
their better halves10. The negative impact on 
the quality of life of both male and their partner 
illustrate the need for better and systematized 
strategies of PE diagnosis, evaluation and 
treatment2. 

Therefore, the cognitive, behavioral and 
medical remedies are critical element for PE 
management. Lifelong PE is treated by 
medications whereas premature like 
ejaculatory dysfunction is mostly treated by 
behavioral remedies and psychotherapy.  
Behavioral strategies have normally centered 
on the physical issue of PE, together with the 
“squeeze” approach initially reported by 
Masters and Johnson in 1970 and the “stop-
start” approach reported by Semen’s in 195612. 
Short-term positive results have been achieved 
by these cost-effective techniques; however, 
the data regarding the potency of these 
practices in the long term is scarce13-16. 
A variety of pharmaceutical solutions have 
been in practice for the management of PE 
range from  topical agents that can be applied 
on need basis associated with a smaller 
number of adverse systemic consequences 
than oral medications. However, some of the 
undesired consequences of these remedies 
may include loss of erectile strength, burning 
sensation in vagina of the woman counterpart, 
and insensibility of the genitalia in both 
partners17-19. 

The aim behind behavioral cures is pleasure, 
control, self-belief and satisfaction. Results can 
be augmented when coupled with 
pharmacological modality 2. Delayed 
ejaculation is an unfavorable effect of Selective 
serotonin reuptake inhibitors (SSRIs). In some 
men suffering from premature ejaculation, the 
capacity of the SSRIs to lengthen ejaculation 
has been remedial.  Multiple trials assessing 
the ejaculation-delaying capability of SSRIs 
revealed that paroxetine, fluoxetine, sertraline, 
and citalopram produced a statistically 

widespread amplification in the ejaculation 
latency time in contrast with placebo. In one of 
the land mark trial where 344 sufferers with 
established psychiatric disorder treated with 
SSRIs, the occurrence of delayed ejaculation 
was 46% to 59%20. In another research study 
(N = 1022), 50% to 64% had delayed 
ejaculation secondary to use of SSRIs21 The 
prevalence of delayed ejaculation following 
paroxetine was 24% as compared to 12% for 
fluoxetine reported by another study conducted 
on 203 depressed patients22.The regular  use 
of selective serotonin reuptake inhibitors 
(SSRIs) in  PE management suggests that the 
traditional psychological view of PE is no longer 
justifiable as the only feasible pathogenesis of 
PE, and that serotonin has an important role in 
the ejaculation physiology23-26. For this reason, 
this study was conceived to test and compare 
the Dapoxitine being a recommended drug 
used for premature ejaculation treatment 
although not easily available in pharmacies 
against another Selective serotonin Re-uptake 
inhibitor (SSRI) Paroxitine freely available in 
pharmacies if proved equally effective it will be 
easy for the patients to find an effective remedy. 

METHODOLOGY  

We conducted this comparative study among 
patients visiting urology clinic at Lady Reading 
Hospital, Peshawar from January 2019 to 
December 2020 after taking Institutional review 
board approval (57-1/LRH-MTI). All the patients 
having IELT of less than 01 minute were taken 
as patient of PE were taken as patient of PE. 
The calculated sample size at 95% confidence 
level, 5% margin of error and considering the 
probability of dapoxitine being more efficient 
being 71% was 31727. Considering the study 
being conducted during the Covid, a total of 317 
consented patients aged 21 to 50 years and 
screened for primary PE were enrolled in this 
study from outpatient department by a single 
urologist using convenient sampling technique. 
Patients already diagnosed with erectile 
dysfunction (ED), PE secondary to sexual 
abuse, mood or anxiety disorder diagnosed by 
a psychiatrist, chronic prostatitis, bladder out 
flow obstruction, psychoactive medication use, 
cancer and diabetes were excluded from this 
study. For allocation of recruited patient to both 
paroxetine and dapoxitine groups, odd and 
even number sequence generation was 
followed respectively. All recruited patients with 
primary PE were married, having single sexual 
partner and heterosexual. Any psychotropic 
medications were forbidden during study. Detail 
history and examination was done for all 
patients and IELT was estimated using 
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stopwatch method. PE was defined as an intra-
vaginal ejaculation latency time (IELT) of less 
than 1 min after vaginal intercourse occurring in 
more than half of the occasions where as 
efficacy was defined as increase in IELT of 
more than one minute.  

 The patients were  allocated to take 20mg OD 
paroxetine 3 to 4 hours before intercourse 
group A(n=158) or 30mgOD dapoxetine 1 to 3 
hours before intercourse group B (n=159) 
during a 6-week period by convenient sampling 
method, then patients were reviewed 6 weeks 
after by the same urologist and were 
reevaluated for premature ejaculation. 
Approximate improvement in IELT score 
estimated by patient was noted by the principal 
author himself as per description of patients in 
minutes on the basis of stopwatch method. 
Data was collected on a structured Proforma. 

T-test was applied to test the difference of both 
drugs in terms of IELT. 

RESULTS 

The mean age of our participants was 
32.17±8.38 years. The efficacy in term of 
increase in the IELT more than one minutes 
was 82.53% in paroxetine group and 74.60% in 
Dapoxetine group with no difference in both 
drugs (p=0.277) (table 1). The mean IELT 
before starting drug was 0.56±0.30 minutes in 
Paroxetine group and 0.49±0.29 second in 
Dapoxetine group. After the treatment, in 
paroxetine group the timings improved to 
5.31±3.27 minutes and to 4.86±3.36 minutes 
(p<0.05) in dapoxetine group (table 2). The age 
groups also projected the same increase in 
groups with no statistically significant 
association with age (p=0.667) (table 3) 

Table 1: Efficacy of paroxetine and Dapoxetine 

 

 

Table 2: IELTS before and after the treatment with paroxetine or Dapoxetine 

 

 

 
 
 
 
 

Group 
Efficacy 

Total P value 
Yes No 

 
Paroxetine group 130 (82.53%) 28 (17.47%) 158 

0.277 
Dapoxetine group 118 (74.60%) 41 (25.40%) 159 

Total      248 69 317 

Group 
IELTS (in minutes) 
before treatment 

IELTS (in minutes) 
after treatment 

p-value 

Paroxetine 
Group 

 
 
 

Dapoxetine 
group 

Mean 0.5570 5.3125 

0.000 
 

0.000 

Std. Deviation 0.30353 3.27114 

Mean 0.4986 4.8667 

Std. Deviation 0.29395 3.36931 

Total 

N 317 317  

Mean 0.5278 5.0896  

Std. Deviation 0.29902 3.31484  



KJMS July – September 2022, Volume 15, No. 3  115  

Table 3: Relationship of Age and Drug Efficacy in terms of IELT 

 

Group 

p- value Paroxetine 
Group 

Dapoxetine 
group 

Count Count 

Age 
groups 

21 to 30 years Efficacy 

Yes 
IELT 

50 
5.423min 

43 
4.7 

0.667 
No 

IELT 
10 

0.567min 
14 

0.471min 

31 to 40 years Efficacy 

Yes 
IELT 

65 
5.282min 

53 
4.14min 

0.513 
No 

IELT 
12 

0.489min 
15 

0.351 

40 to 50 years Efficacy 

Yes 
IELT 

15 
4.37min 

22 
3.859mim 

0.571 
No 

IELT 
6 

0.462min 
12 

0.321min 

Yes shows improvement time in IELT 
 No shows no improvement from baseline 

 

DISCUSSION 

In our study there was no statistically 
significant difference between paroxitene 
and dapoxitene in terms of increase in 
intravaginal ejaculation latency 
timingseven with the age group 
comparison. The mean age in our study 
was 32.17±8.38 years, similar to the study 
conducted by Semsik et al, having average 
age of all the patients as 33.1 ± 3.2 year 
and Fazal et al. where average age was 
32±10.4528- 29. The study by Fazal et al 
showed effectiveness of Dapoxetine in 
64(68%) patients whereas Placebo was 
effective in 35(37%) patients as compared 
to our results which showed a bit higher 
effectiveness for dapoxetine i.e. 74.6%29. In 
another study which compared both 
paroxetine and dapoxetine showed that the 
IELT improved from reference line to post-
treatment by 117% ,117% and 170% in the 
paroxetine group (P < 0.01), 30 mg 
dapoxetine group (P < 0.01) and 60 mg 
dapoxetine group (P < 0.01), respectively. 
Interestingly this study is in strong 
agreement with us showing Paroxitene 
20mg and Dapoxitene 30 mg equally 
effective 28. 

In both groups of our study the IELT 
increase was from 0.49±0.29 to 5.31±3.27 
minutes. Findings from another study 
reported paroxetine of 20mg/day increased 
the IELTS from 1.5 to 7 minutes which is 
inline to our results.27. This study results 
are also in agreement with Waldinger et al. 
which showed IELT increase to 10 minutes 
after 20-40mg dose of paroxetine after 6 
weeks of treatment compared with placebo 
(p=0.002)30. A study conducted by Safri et 
al. showed comparing Paroxitene 20mg 

against Dapoxitene 60mg in 350 patients 
for 12 weeks and found paroxitene more 
effective in terms of IELT increment that is 
after 12-week of doses with dapoxetine, 
paroxetine, and placebo, the mean IELT 
was increased from baseline level of 38, 31 
and 34 seconds to increased levels of 179, 
370 and 55 seconds, respectively (p<0.05 
in both cases). This study support our 
results that paroxetine can be an 
alternative to Dapoxetine31. In another 
study average IELT before starting of 
medicine was 0.90 ± 0.47 minute, 0·92± 
0.50 minute, and 0.91± 0.48 minute, and 
after 12week was 1.75± 2·21 minutes for 
placebo, 2·78 ± 3.48 minutes for 30 mg 
dapoxetine, and 3.32 ± 3.68 minutes for 60 
mg dapoxetine32. The result of 20mg of 
paroxetine 3 to 4 hours before intercourse 
or with daily 10mg paroxetine has also 
increased IELT33. Dapoxetine (60 mg) 1–3 
h before scheduled intercourse is a very 
potent treatment method for PE28.Another 
study found that 60mg dapoxetine is of 
higher efficacy as compared to 30mg dose 

but the weak points in this study is that the 
study population belongs to America and 
Europe, that’s why the results can’t be 
applied to our population. Moreover there 
were different followup duration in different 
populations that’s why the results can’t be 
relied upon34. Further research may be 
done to compare dapoxetine 60mg and 
paroxetine 20 mg in our population.  

Premature ejaculation is a male sexual 
disorder mediated by the changes in levels 
of 5- Hydroxy tryptamine 
neurotransmission. Previously the novel 
treatment for premature ejaculation was 
mono amine oxidase inhibitors and alpha-
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adrenergic blocking agents. In 1994 it was 
Foster who first recommended Fluoxetine 
as a treatment of premature ejaculation and 
till date the adverse effect of SSRI is used 
as the treatment of premature ejaculation. 
Complementary and alternative systems of 
medicine like Chinese medicine 
acupuncture and ayvervadic has also been 
useful.  Rapid absorption and quick 
elimination are the qualities which make 
dapoxetine a novel treatment for PE28

. 

Occasionally the adverse effect of SSRI 
leads to its discontinuation. The most 
common side effect noted are GI upsets, 
dizziness and headache. Detrimental 
effects have resulted in stoppage of SSRI 
in 1.3%, 3.9%, and 8.2% of participants 
with placebo, dapoxetine 30 mg and 
dapoxetine 60 mg respectively35. 
Decreased libido in 42 to 64% of patients, 
anorgasmia in 31%–53% of patients and 
erectile impairment in up to 40% have been 
reported, following treatment with SSRIs20, 

21. Furthermore sudden stopping of the 
drug can also produce discontinuation 
syndrome which is characterized by 
dizziness, GI upsets, fatigue headache or 
walking problem36. Hepatic impairment and 
concomitant administration with 
cytochrome P450 inhibitors are contra-
indication for SSRI administration. Further 
research is going on other alternative 
therapeutics keeping in view addiction with 
SSRI and in future Tramadol, Alpha one 
blockers may be recommended as 
treatment in PE. 

Being a comparative study, with 
reasonable sample size and no drop out till 
follow up contributed to the strength of the 
current study, where as having majority of 
the illiterate study participants not able to 
record their IELT for six weeks on regular 
basis was major limitation.    

 

CONCLUSION 

Based on the findings of the current study, 
it is concluded that dapoxetine and 
paroxetine in dose of 20mg and 30mg 
respectively have equal efficacy in terms of 
increase in IELT, so is equally effective for 
treatment of premature ejaculation, except 
that  Dapoxitene is relatively difficult to find 
in local markets in Pakistan as compared to 
Paroxetine 
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