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Purpose: Premature ejaculation (PE) is one of
the most common male sexual disorders and
is influenced by both psychological and biological factors.
Despite available treatments, including psychosexual therapy
and pharmacological interventions, no definitive cure exists.

In addition, various interventional approaches have been investi-
gated for lifelong PE, such as glandular filler injections, partial
dorsal nerve neurectomy, and frenulectomy.

Patients and Methods: This pilot study evaluated the effect of
glandular frenulectomy in 25 married men with lifelong PE who
had not responded to conventional treatments for at least six
months. Participants underwent glandular frenulectomy and
were assessed before surgery and three months postoperatively
using Intravaginal Ejaculatory Latency Time (IELT) and the
Arabic Index of Premature Ejaculation (AIPE) scores.

Results: No statistically significant improvement was observed in
IELT or AIPE scores after surgery. The mean IELT and AIPE
scores before and three months postoperatively yielded P-values
of 0.058 and 0.090, respectively.

Conclusion: In this pilot study, glandular frenulectomy did not
result in significant short-term improvement in men with lifelong
PE unresponsive to conventional therapy. Larger studies with
longer follow-up are needed to further evaluate its therapeutic
role.
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INTRODUCTION

Premature ejaculation (PE) represents the most prevalent
male sexual dysfunction, with a global bedside prevalence
estimated between 20% and 30%. Beyond the physiolog-
ical symptom of abbreviated latency, PE functions as a
significant psychosocial stressor, frequently precipitating
performance anxiety, diminished self-esteem, and pro-
found interpersonal discord between patients and their
partners (1, 2). While clinical definitions have historical-
ly varied, the International Society for Sexual Medicine
(ISSM) provides a multidimensional framework: Lifelong
PE (LPE) is characterized by an intravaginal ejaculatory
latency time (IELT) consistently under one minute from

the first sexual encounter, whereas Acquired PE involves
a clinically significant reduction in latency typically to
three minutes or less. Both conditions are fundamentally
defined by a perceived lack of ejaculatory control and the
subsequent development of psychological distress (3).
The precise pathophysiology of PE is increasingly viewed
as a complex interplay between central neurobiological
predispositions and peripheral hypersensitivity.
Centrally, the ejaculatory reflex is modulated by a delicate
balance of neurotransmitters, particularly the inhibitory
role of serotonin (5-HT). Modern genomic studies have
implicated polymorphisms in the dopamine transporter
and serotonin receptor subtypes, which may lower the
threshold for the ejaculatory reflex arc. Peripherally, fac-
tors such as chronic prostatitis, hyperthyroidism, and
heightened penile somatosensory sensitivity are thought
to provide excessive afferent input to the spinal ejacula-
tory generator, accelerating the transition to the point of
ejaculatory inevitability (4).

Current therapeutic strategies predominantly rely on
multimodal management, combining psychosexual coun-
seling with pharmacotherapy. The latter typically
involves selective serotonin reuptake inhibitors (SSRIs) or
tricyclic antidepressants (TCAs) to enhance central
inhibitory signaling, or topical anesthetics to desensitize
the glans. However, these treatments are often limited by
systemic side effects, high discontinuation rates, and a
"plateau effect" in refractory cases (2, 5).

This therapeutic gap has prompted the investigation of
nerve-modulating interventions for patients with refrac-
tory LPE. Emerging surgical and minimally invasive
options include glandular hyaluronic acid filler injec-
tions, botulinum toxin type A, and partial dorsal nerve
neurectomy. Among these, glandular frenulectomy has
gained interest due to the frenulum’s status as a concen-
trated "trigger zone" for mechanoreceptors. By surgically
modifying this high-sensitivity area, it is hypothesized
that the intensity of sensory afferent feedback can be
attenuated, thereby delaying the reflex arc (6, 7).

The present study aims to evaluate the clinical efficacy
and safety of glandular frenulectomy as a targeted surgi-
cal intervention for patients with refractory lifelong PE
who have failed conventional pharmacological thera-
pies.
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PATIENTS AND METHODS

This prospective pilot study was conducted at the
Andrology Department, Faculty of Medicine, Cairo
University, between 2018 and 2020. Prior to recruitment,
the study protocol received formal approval from the
Institutional Review Board and the local Research Ethics
Committee. All clinical procedures were performed in
strict accordance with the ethical standards established in
the 1964 Declaration of Helsinki and its subsequent
amendments. Every participant provided written informed
consent after a comprehensive explanation of the surgical
procedure, potential risks, and the experimental nature of
the pilot study.

Given the novel nature of this pilot investigation, the sam-
ple size was calculated based on the primary outcome of
[ELT improvement. Assuming a significant clinical
increase in IELT based on preliminary data from existing
literature on nerve-modulating surgeries, a power analysis
was conducted using a significance level of 0.05 and a
power of 80%. This indicated that a minimum of 22
patients were required to detect a statistically significant
difference; therefore, a cohort of 25 patients was recruited
to account for potential attrition or loss to follow-up.

Inclusion criteria

The study population consisted of 25 married men, aged
18 to 55, who presented with refractory LPE characterized
by a consistent failure to delay ejaculation for more than 60
seconds since their first sexual experience. To ensure the
integrity of the clinical data, participants were required to
have been in a stable marital relationship for at least 12
months. All patients were classified as refractory, meaning
they had failed to achieve a clinically meaningful response
after a supervised six-month trial of first-line therapies,
including psychosexual counseling and pharmacological
agents such as SSRIs or topical desensitizing creams.

Exclusion criteria

Stringent exclusion criteria were applied to isolate the sur-
gical impact from other confounding variables. Patients
were excluded if they presented with comorbid erectile dys-
function, defined as an International Index of Erectile
Function (IIEF-5) score below 25, or if they reported
hypoactive sexual desire or primary orgasmic disorders.
Active urogenital infections, such as chronic prostatitis or
urethritis, were ruled out via the Meares-Stamey two-glass
test and microbiological analysis of expressed prostatic
secretions. Furthermore, individuals with a history of pelvic
trauma, prior genital surgeries, major psychiatric disorders,
substance abuse, or uncontrolled systemic metabolic dis-
eases like diabetes mellitus were omitted from the cohort.

Figure 1.

Procedural stages of glandular frenulectomy.

(A) Induction of regional anesthesia via dorsal penile nerve block
and local ventral infiltration.

(B) Intraoperative view of the surgical excision of the frenulum
(frenulectomy).

(C) Primary wound closure using interrupted sutures to achieve
a tension-free frenuloplasty.

(D) Postoperative clinical appearance demonstrating complete
primary intention healing and tissue remodeling.

Clinical evaluation focused on the multidimensional
aspects of ejaculatory control. Baseline and three-month
postoperative assessments utilized a digital stopwatch to
measure [ELT, with patients instructed to record the laten-
cy period for each coital act over a four-week span.
Additionally, the Arabic Index of Premature Ejaculation
(AIPE), a validated 7-item questionnaire, was employed to
evaluate the patient's perceived control, sexual satisfaction,
and psychological distress (8).

Surgical procedure

The surgical intervention, glandular frenulectomy, was
performed under local anesthesia in an outpatient setting.
Initial desensitization was achieved with a topical eutectic
mixture of 2.5% lidocaine and 2.5% prilocaine, followed
by a targeted sub-frenular infiltration of 2% lidocaine. To
optimize the surgical field, a 2/0 Vicryl stay suture was
positioned at the proximal frenular base for hemostatic
control and penile stabilization. The procedure involved a
total frenulectomy, where the concentrated mechanore-
ceptor trigger zone of the frenulum was excised parallel to
the penile shaft. This targeted resection is hypothesized to
attenuate the peripheral somatosensory afferent limb of
the ejaculatory reflex arc. The resulting wound was closed
via frenuloplasty using interrupted 4/0 Vicryl sutures,
facilitating a tension-free, longitudinal-to-transverse appo-
sition. Postoperative management included a course of
amoxicillin/clavulanic acid and a mandatory 21-day peri-
od of sexual abstinence to ensure complete primary inten-
tion healing and tissue remodeling (Figure 1).
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Statistical analysis

Data were analyzed using IBM SPSS Statistics 24.0.
Continuous baseline variables (age, marriage duration,
intercourse frequency, IIEF-5 score) were summarized as
mean + SD, minimum, and maximum. Pre- and post-
intervention IELT and AIPE scores were compared using
Wilcoxon signed-rank tests. P-values < 0.05 were consid-
ered statistically significant.

RESuLTS

The study successfully analyzed a final cohort of 25 mar-
ried Egyptian men; all diagnosed with primary (lifelong)
premature ejaculation (PE) that had proven refractory to
standard pharmacological and psychosexual interven-
tions. The demographic profile revealed a mean age of
31.2 + 4.9 years and a mean marital duration of 4.36 =
2.29 years. Regarding coital activity, the subjects report-
ed a mean intercourse frequency of 3.72 + 1.67 sessions
per week. To ensure that the abbreviated latency was not
secondary to erectile dysfunction, potentia coeundi was
verified via the IIEF-5; the cohort maintained a mean
score of 24.0 = 1.16, indicating robust erectile capacity
and isolating the ejaculatory reflex as the primary clinical
pathology. The baseline demographic and clinical charac-
teristics are summarized in Table 1.

Clinical efficacy was assessed by comparing the IELT and
AIPE scores at baseline versus the three-month postoper-
ative follow-up. The primary outcome measure, the mean
IELT, demonstrated a negligible increase from 34.52 =
17.72 seconds preoperatively to 34.84 + 17.70 seconds
postoperatively. Statistical analysis revealed that this dif-
ference failed to reach clinical or statistical significance
(P=0.058).Similarly, the secondary outcome measure, the
mean AIPE score, showed only a marginal shift from
13.48 + 3.42 at baseline to 13.76 = 3.67 after three
months. This variation was also found to be statistically
non-significant (p = 0.090), suggesting that the surgical
modification of the frenular somatosensory pathway did
not provide a meaningful modulation of the ejaculatory

Table 1.

Descriptive data of the subjects included.
n=25 Minimum Maximum | Mean SD
Age (¥) 2 40 3120 | 492
Duration of marriage (Y) 1 9 4.36 2.29
Frequency of intercourse / Week 1 6 372 1.67
[IEF-5 2 25 24.00 1.16

Table 2.

IELT and AIPE scores of patients before and after glanular
frenulectomy.

n=25 Minimum Maximum Mean SD P-value
|ELT (Before) 5.00 60.00 34.52 171 0.058
|ELT (After) 5.00 61.00 34.84 17.70

AIPE (Before) 7.00 20.00 13.48 342 0.090
AIPE (After) 7.00 2200 13.76 3.67

threshold in this specific cohort of refractory LPE
patients. Detailed comparative data for the IELT and AIPE
metrics are presented in Table 2.

DiscussioN

PE is a common male sexual dysfunction that negatively
affects psychosexual and social health as well as overall
quality of life (9, 10). Its exact etiopathogenesis remains
unclear, with proposed mechanisms including psy-
chogenic and organic factors such as penile hypersensitiv-
ity, neurotransmitter receptor gene polymorphisms, hor-
monal imbalances, and chronic prostatitis (11, 12). Some
studies have suggested that a short frenulum (frenulum
breve) may predispose men to PE by causing discomfort
during intercourse or increasing sensitivity in this nerve-
rich region of the penis (13, 14). However, evidence sup-
porting this hypothesis remains limited.

Current management of PE includes psychosexual thera-
py and/or pharmacotherapy (topical anesthetics or anti-
depressants), with combined therapy showing superior
outcomes compared to monotherapy (15-17). Recently,
novel interventions have been explored for refractory life-
long PE, including glanular filler injections, partial dorsal
nerve neurectomy, botulinum toxin injections (18-20),
and frenulectomy (14).
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To our knowledge, this is the second human study to eval-
uate frenulectomy for lifelong PE. Compared to Gallo et al.,
(14) our cohort was younger (31.2 = 4.92 vs. 382 + 5.3
years) and included both short and normal frenula, with a
lower prevalence of frenulum breve (16% vs. 43%). Unlike
Gallo et al. (14), who reported significant improvements in
IELT and PEDT scores after a mean follow-up of 7.3 + 3.18
months, our study found no statistically significant change
in IELT (34.52 = 17.72 vs. 34.84 + 17.70 seconds, p =
0.058) or AIPE scores (13.48 + 3.42 vs. 13.76 £ 3.67, p =
0.090) at three months postoperatively. This discrepancy
may be due to differences in baseline severity, inclusion of
refractory patients, shorter follow-up, smaller sample size,
and inclusion of patients with normal frenula.

No complications were observed, consistent with previ-
ous studies. Frenulectomy targets ventral hypersensitivity
without affecting dorsal glans innervation (21).

Study limitations

The study is primarily limited by its small sample size and
the absence of a control or sham-surgery arm, which
restricts the ability to account for placebo effects or per-
form subgroup analyses based on frenular anatomy. The
three-month follow-up may be insufficient to observe
long-term neuroplasticity or the behavioral "re-learning"
of the ejaculatory reflex.

CoNCLUSIONS

Lifelong PE remains a complex condition with multifactor-
ial etiology. Although frenulectomy was safe in our cohort,
it did not produce significant short-term improvement in
IELT or AIPE scores among males that are refractory to con-
ventional therapy. Future studies should include larger
sample sizes, control groups, longer follow-up, and objec-
tive assessment tools to better evaluate the efficacy and safe-
ty of frenulectomy in lifelong PE management.
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