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Abstract 

Introduction: Anejaculation is the absence of ejaculation through the urethral meatus despite appropriate and prolonged sexual 

stimulation and a normal erection. It is an uncommon disorder that often results from several causes: organic, psychological,  

environmental, or even medication. The diagnostic approach to anejaculation requires an approach that focuses on the patient's 

clinical history, the existence of psychosocial triggers, and analysis of the disorder. The objective of this study was to describe the 

clinical and etiological aspects of anejaculation. Patients and methods: Retrospective and descriptive study collecting all cases of 

anejaculation between January 2016 and December 2023 at the Urology-Andrology Department of the Ouakam Military 

Hospital. Results: 19 files were collected concerning 11 patients with primary anejaculation and 8 patients with secondary 

anejaculation. Anejaculation was permanent in 17 cases and sporadic in 2 cases. Four patients reported touching and sexual 

intercourse at a young age. Sixteen patients were aware of their anejaculation and had mentioned it at the consultation, and for the 

remaining three patients, the reason for consultation was primary infertility. The causes were psychological (n=10), neurological 

(n=5), drug-related (n=3), and endocrine (n=1). Conclusion: Anejaculation is the least understood, least common, and least 

studied sexual disorder. The interview is a crucial time to define the characteristics of anejaculation and the guidelines for 

determining the cause. 
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1. Introduction 

Anejaculation is the absence of ejaculation through the 

urethral meatus despite appropriate and prolonged sexual 

stimulation and a normal erection [1]. It is an uncommon 

sexual disorder at presentation and often results from several 

causes: organic, psychological, environmental, or 

drug-related. The diagnostic approach to anejaculation re-

quires an approach that focuses on the patient's clinical history, 

the existence of psychosocial triggers, and analysis of the 

disorder (primary or secondary, associated or not with the 

sensation of orgasm). The objective of this work is to describe 

the clinical aspects of anejaculation and to report the different 

causes in our work. 

2. Patients and Methods 

We conducted a retrospective and descriptive study col-
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lecting all cases of anejaculation between January 2016 and 

December 2023. The parameters studied were age, medical 

and surgical history and contributing factors for anejaculation, 

marital status, primary or secondary nature of anejaculation, 

and the presence or absence of orgasm and the identified 

causes. The association of erectile dysfunction was assessed, 

as was the presence or absence of a desire disorder and the 

presence or absence of nocturnal emission. 

3. Results 

Table 1. Patient characteristics according to the type of anejacula-

tion. 

 Primary Secondary Total 

Average age (year) 29.7 53.1  

Marital Single (S) 9 1 10 

status Married (M) 1 8 9 

 Primary Secondary Total 

Erectile dysfunction 0 5  5 

Disorder of desire 2  4  6 

Orgasm 1 4  5 

Nighttime pollution 6  0 6 

Nineteen files were collected concerning 11 patients with 

primary anejaculation and 8 patients with secondary anejac-

ulation. Anejaculation was permanent in 17 cases and spo-

radic in 2 cases. The mean age was 38.2 years, with a range of 

19 to 66 years (Table 1). 

Four patients reported touching and sexual intercourse with 

adult relatives when they were children. Their medical and 

surgical history and contributing factors are listed in Table 2. 

Sixteen patients were aware of their anejaculation and had 

discussed it at the consultation. For 3 patients, the reason for 

consultation was infertility in the couple, and anejaculation 

was suspected after several unsuccessful attempts at semen 

analysis. 

Table 2. Clinical history of patients and the character of anejaculation. 

Medical and surgical history Numbers Type of anejaculation 

Depression followed in psychiatry under selective serotonin reuptake Inhibitors (SSRI) 2 Primary 

Lumbar spine trauma 1 Secondary 

Known non-insulin-dependent diabetes for 12 years 1 Secondary 

Known for 21 years with insulin-dependent diabetes 1 Secondary 

Hypertension complicated by hemorrhagic stroke 1 Secondary 

Benign prostatic hyperplasia (BPH) on Tamsulosin 0.4 mg for 2 years 1 Secondary 

Chronic alcoholic 1 Secondary 

 

Fifteen patients (10 primary patients and 5 secondary pa-

tients) did not experience orgasm, and 6 patients reported 

nocturnal emissions. Erectile dysfunction was present in 5 

cases and sexual desire was impaired in 6. These results are 

shown in Table 1. 

Laboratory assessment led to the diagnosis of hypogonad-

ism in one patient. Endorectal ultrasound and urethrocystos-

copy did not reveal any morphological abnormalities. 

The causes of anejaculation were psychological in 47.3% 

(n=10), neurological in 26.3% (n=5), drug-related in 15.8% 

(n=3), and endocrine in 5.3% (n=1). Table 3 shows that the 

primary nature of the anejaculation suggested a psychological 

cause, and that other risk factors were responsible for sec-

ondary anejaculation. 

Table 3. Correlation between causes and type of anejaculation. 

Causes Primary Secondary Total 

Psychological 10 0 10 

Neurological 0 5 5 

Medicinal 1 2 3 

Endocrine 0 1 1 

Total 11 8 19 

http://www.sciencepg.com/journal/ijcu


International Journal of Clinical Urology http://www.sciencepg.com/journal/ijcu 

 

202 

Regarding management, patients suffering from psycho-

logical disorders benefited from an interview with a psycho-

sexologist, and for patients with drug-induced anejaculation, a 

dosage reduction or a change in prescription was made. Tes-

tosterone supplementation was indicated for hypogonadism. 

4. Discussion 

Anejaculation can be primary or secondary. It can be per-

manent, occurring with every sexual encounter, or intermittent and 

situational. Perlman et al [2] revealed 25% primary anejaculation 

and 75% secondary anejaculation in a series of 75 patients. 

The prevalence of ejaculatory disorders is unclear in the 

literature due to the lack of consensus on standards for the 

duration of ejaculatory latency leading to orgasm. Low rates 

rarely exceeding 3% are reported in the literature [2, 3]. 

Epidemiological surveys of sexual dysfunction conducted in 

several countries have revealed a significant prevalence of 

delayed or absent ejaculation. In France, in a survey of 13,308 

men, 27% of these men often or sometimes presented with 

delayed or absent ejaculation [4]. In the United States, 8% of 

men experienced anejaculation in Laumann's survey of a 

sample of 1,249 men [5]. In Sweden, in a survey of 1,475 men 

aged 18 to 74, 2% experienced anejaculation often, almost all 

of the time, or all of the time [6]. 

The diagnosis of anejaculation is not subject to 

well-established diagnostic standards [7]. A well-conducted 

sexual history is the key to diagnosis and etiological investi-

gation. During the history, the search for orgasm is funda-

mental to differentiate dry anejaculation from orgasmic 

anejaculation or probable retrograde ejaculation. The clinical 

examination will focus on the external genitalia and a digital 

rectal examination before an assessment of andrological 

impregnation [1]. 

In our study, 16 patients consulted for a complete absence 

of ejaculation, and 3 patients for infertility in the couple. 

Delavière et al [8] reported that 18% of patients who con-

sulted for a desire for paternity were seeking information only 

about their sexual dysfunction, and 78% of patients suffered 

from an alteration in their sexual quality of life. 

For many years, it has been suggested that anejaculation 

was caused by psychosexual, psychosocial, and relational 

problems. It is now established that the causes can also be 

neurobiological, anatomical, endocrine, or induced by medi-

cation [9]. 

In our series, the primary nature of anejaculation strongly 

pointed toward a psychological cause (10/11, Table 3). The 

same observation was made by Delavière et al [8], who found 

that 70% of patients had psychological risk factors (100% of 

primary anejaculations, 63% of secondary anejaculations). 

Several psychological factors may contribute to the patho-

physiology of anejaculation. Four patients in this study re-

ported early touching and sexual intercourse with adults. A 

psychiatric assessment would allow for the screening of other 

psychological factors. Sylla et al [10] reported psychological 

factors favored by incestuous sexual intercourse and sexual 

experiences before puberty. The affected subjects presented 

with a history of sexual trauma experienced with considerable 

guilt, even disgust [10]. Althof et al [11] summarized psy-

chogenic factors into theories involving insufficient mental or 

physical stimulation; a pattern of unusual and fantasizing 

masturbation that leads to a tendency to prefer masturbation 

over heterosexual intercourse. 

The neurological mechanisms that lead to anejaculation are 

lesions of the sympathetic ganglia or postganglionic sympa-

thetic nerve fibers secondary to neurological disease, trauma, 

or pelvic surgery [9, 12]. 

The time to onset of ejaculatory disorders varies depending 

on the neurological pathology. In diabetics, ejaculatory dis-

orders mark a turning point in the progression of the disease, 

i.e. the appearance of pelvic neuropathy [13]. In the study by 

Lindau et al [14], the inability to achieve orgasm was more 

frequent (21.1%) in diabetic subjects than in non-diabetic 

subjects (14%). Once established, these disorders are per-

manent and their management can only be considered within 

the framework of a desire for paternity. 

The effect of psychotropic medications on sexuality is dif-

ficult to assess because depression and psychoses are fre-

quently accompanied by sexual dysfunction, regardless of 

medication use [15, 16]. Sexual side effects disrupt the pa-

tient's quality of life and increase the risk of non-compliance 

or treatment discontinuation. Patients rarely report the sexual 

side effects they experience; Bonierbale et al [17] reported 35% 

of spontaneous complaints of sexual dysfunction and 69% 

when patients were questioned on this topic. In this context, 

the prescription of an antidepressant should be combined with 

information on the risk of sexual side effects and the available 

means to manage them. 

5. Conclusion 

Anejaculation is the least understood, the least common, 

and the least studied sexual disorder. Its frequency is under-

estimated in our sociocultural context. A positive diagnosis 

and etiological investigation rely on a careful examination of 

the patient's sexual history. A psychological assessment is 

always necessary for comprehensive treatment of this sexual 

disorder. 
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