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Recently, our group published a brief report in European Urology Focus [1]. This study was the first to follow PE symptoms over long time using valid measures, and shows that PE symptoms were surprisingly unstable in both the general population as well as a group of diagnosed but untreated PE patients. We are hopeful that our study will, in due course, be subject to replication in various populations, with variable follow-up times and means of symptom assessment. This would provide necessary empirical evidence to inform the debate regarding diagnostic subcategories of PE.
In conjunction with our paper [1], European Urology Focus published an editorial authored by Dr. Marcel Waldinger [2]. We will address the methodological concerns Dr. Waldinger raises, provide an analysis of why many of the points raised by Dr. Waldinger fall outside the scope of scholarly debate, as well as comment on issues relating to editorial policy and procedure.

1. Methodological concerns
1.1 Sample size. Dr. Waldinger posits that in our study, the “number of men is astonishingly low”: The total N of our study with two combined samples is 859, which is considerably higher than the vast majority of studies conducted on PE. However, we agree that the number of participants with ELTs ≤1 minute at any time is relatively low at 39. Of these, ten (in sample 2) had been diagnosed with lifelong PE at a previous time. The reason the number of diagnosed men is relatively low is because we could only include patients who had not received or began any PE treatment (or any other treatment involving SSRIs) in the three years between measurements, as our results would have been confounded otherwise. For ethical reasons, it would obviously be impossible to deny a patient treatment for so long in order to monitor symptoms for the purpose of a study. However, there was enough variability in symptoms (including IELT) even in our relatively small patient sample to detect differences between time points, and hence to suggest that some patients are given a diagnosis with the “lifelong” epithet even though their symptoms appear to alleviate with time without treatment.  Furthermore, the patients diagnosed with lifelong PE in our study (sample 2) were identified from the treating physician’s (Dr. Piha) patient registry, and the time between diagnosis and participation in the current study varied between patients. The fact that some of the men who had not been using SSRI medication at any time point (for treatment of PE or otherwise), or received other PE treatment, had ejaculatory latencies deviating from diagnostic specifications is in line with our conclusion: that PE symptoms are unstable over time in many, but not all, patients. In any case, we believe most scientists would agree that some evidence is to be preferred over no evidence, and as such our study has considerable merit despite the relatively low number of patients.
1.2. Using validated questionnaires vs. stopwatch measures of ejaculatory latency to quantify PE symptoms. While the stopwatch is arguably the most accurate tool for measuring IELT, IELT is not the same as PE, nor is it on its own a sufficient symptom indicator for the PE diagnosis [3,4]. This has recently been established by a panel of experts assembled by the International Society for Sexual Medicine, which includes Dr. Waldinger himself [3]. While it is true that self-assessed IELTs had broader confidence intervals compared to stopwatch assessments in the study Dr. Waldinger quotes [5] and is an author of, there were no significant mean differences between stopwatch measures and self-assessments of IELT, suggesting that Dr. Waldinger is exaggerating in his claim that IELT values of questionnaires are “much less reliable”. Stopwatch measures of IELT are also arguably problematic for at least three reasons. Firstly, it is uncommon for treating physicians to base their diagnosis on multiple stopwatch measures of ejaculatory latency from the patient. In other words, a self-report measure of ejaculatory latency arguably has greater ecological validity. Secondly, repeated stopwatch measures of IELT are time-consuming, expensive, and may deter many men from participating in studies. Thus, for studies with large sample sizes (e.g., N = 859 in our study [1]), stopwatch measures are unlikely to be worth the gain of a more precise measure of one out of several diagnostic indicators. Thirdly, the measure of intravaginal ejaculation latency time is by definition heteronormative, and disregards the fact that heterosexual sex is not restricted to vaginal intercourse.

2. An analysis of why some issues raised in the editorial fall outside the scope of scholarly debate
In his editorial, Dr. Waldinger makes several points that are logically unsound and employs a rhetorical style that is very uncommon in scholarly debate. In the following, we will address these in order of appearance.
In the title of the manuscript, Dr. Waldinger posits that three things are “dangers” that “threaten” research of PE. Firstly, he argues that validated questionnaires are dangerous and threatening, and proposes that we are using validated questionnaires as a means of intimidating “colleagues, reviewers, and editors”. We do not understand quite how anyone, let alone a scientist or an editor of a scholarly journal, could possibly be intimidated by a validated questionnaire. He presents no evidence other than his subjective opinion to back up this claim. The questionnaire used in the patient sample has been evaluated both against other PE diagnosis instruments (including repeated stopwatch measures of IELT) as well as the subjective accounts the patients themselves have given to their treating physician (i.e., the diagnosis) – this is the meaning of validation – and been found to accurately capture the same information [6]. 
Secondly, Dr. Waldinger accuses us of “performing conjuring tricks with statistics”; using “statistical tricks”; and “statistical magic”. Statistical comparisons are abundant in the medical scholarly literature, because they allow for drawing logical conclusions from empirical observations. Most surprisingly, Dr. Waldinger appears to explicitly disagree with this practice: in the second-to-last paragraph of his editorial, he “strongly advises” colleagues, editors and reviewers not to “succumb under the pressure of technocrats using statistics to understand patients.”  It is unclear what exactly Dr. Waldinger expects: on the one hand, he appears to argue that (statistical comparisons using) stopwatch measures of IELT alone can accurately measure PE. On the other, he resorts to anecdotal accounts, and appears to disqualify the use of statistics to quantify symptoms (disregarding that comparison of geometric mean IELTs is indeed a statistical procedure). In any case, the statistical operation that has been performed in our study [1] is essentially a simple cross-tabulation: this should be easily interpretable to anyone with basic knowledge of statistics. In resorting to such rhetoric here and in other parts of the editorial, Dr. Waldinger insinuates that we are guilty of scientific misconduct in the sense that we would be “playing with statistics” until we arrive at an a priori desired result. Were this insinuation slightly more explicit it would be a grave accusation which, if true, could well cost a scientist his or her career. To this end, we are happy to provide the editorial staff of Eur Urol Focus the raw data used in our studies, along with detailed accounts of all statistical procedures we have used, upon request. It is both surprising and disappointing to see such unsubstantiated rhetoric in an editorial in any scientific journal, let alone one closely associated with arguably the most appreciated journal in the field.
Thirdly, Dr. Waldinger posits that we refuse to use real-time stopwatch measures of intravaginal ejaculation latency time. We have elaborated on the scientific rationale relating to using different kinds of measures of PE symptoms above. Against this background, his choice of words (“refuse”) appears peculiar, and again, not motivated by science.
Next, Dr. Waldinger questions our competence by stating that “PE research seems to be performed by clinically inexperienced individuals who do not talk to or see patients and who do not have clinical experience with PE patients but who sit at their computers, play with statistical programs, try to intimidate clinicians and reviewers with validated questionnaires, selectively choose references, and omit or ignore important information that does not support their views.” This sentence contains a straw man argument, an unfounded appeal to authority, as well as an ad hominem attack, all of which are logical fallacies that have no place in scholarly debate. Dr. Waldinger is nevertheless right in that the statistical analyses for our study have been performed with statistical programs sitting at a computer, but this has no relevance in terms of the interpretation of our results. Likewise, whether or not we have clinical experience has no direct relevance to the same interpretation either, but it is in any case completely untrue: several of the co-authors see patients (including PE patients), one has been working full-time clinically for more than two decades and is specialized in male sexual problems, holding a fellowship with the European College for Sexual Medicine, and has diagnosed the patients that constitute Sample 2 in our study. We do not see how “clinicians and reviewers” could possibly be intimidated by validated questionnaires (or how Dr. Waldinger could be in a position to make a judgment of the emotions of our reviewers). 
Further on in the editorial, Dr. Waldinger insinuates that we “do not accept critical comments of reviewers”: we likewise do not understand how Dr. Waldinger could possibly be in a position to arrive at this conclusion (we have had no such indications whatsoever from reviewers or Eur Urol Focus editors while our manuscript proceeded through the standard editorial process). We have been selective in our choice of references in the sense that we have chosen references that we have thought to be most relevant to our study, and have welcomed any corrections on this part in the standard peer-review process our study has undergone.
In the following two paragraphs, Dr. Waldinger proceeds with examples from the history of the evolution of the PE diagnosis and (drug) treatment, implying that we have been “producing potentially misleading information”. While these examples are interesting as such, they have no relevance to the interpretation of our results.
Dr. Waldinger then offers an anecdote to summarize meetings with his patients, and subsequently appears to conclude that this constitutes evidence for the existence of lifelong PE (and implying here and elsewhere that empirical evidence from longitudinal observations does not). Dr. Waldinger posits that “according to Ventus et al., lifelong PE probably does not exist”. This is a factual misrepresentation that cannot be attributed to misinterpretation: nowhere in our study do we state that lifelong PE does not, or probably does not, exist. On the contrary, we note that some (but not all) participants had stable symptoms over long time, as is clearly stated in the final paragraph of our paper: “Some respondents in the current samples had stable PE symptoms over time, which supports the view of the problem as chronic; however, as many respondents had unstable symptoms, especially in terms of ELT, our results indicate that it is possible that patients are overdiagnosed as lifelong sufferers of PE.” Assuming that Dr. Waldinger has read our paper, this accusation appears a deliberate misrepresentation of our findings. Furthermore, here and in other sections of his editorial, he insinuates that the co-author who has seen and diagnosed the patients in the present study has not met his patients with the empathy and respect expected from any physician.
In the following paragraph, there are more straw men: Dr. Waldinger posits that we want readers to “ignore the classification of Schapiro” and “all the studies of clinicians who talked with and carefully listened to their patients with lifelong PE and who understood that these men suffered from it their whole lives”, that we conclude that “PE is an inappropriate diagnosis” or a “fake diagnosis”. As any alert reader will swiftly notice, we make no such claims in our paper, nor do we encourage anyone to ignore previous research or the accounts of anyone else or anyone else’s patients. We simply point out that it is remarkable that any medical definition or diagnosis is termed “lifelong” in absence of any empirical assessment of the stability of symptoms in the long term: the “lifelong” epithet serves no one – neither patients nor treating physicians – unless the symptoms really are chronic. Arguably, telling a patient that his condition is “lifelong”, when it is uncertain if it is, may instead be harmful. Therefore, we feel it is in the interest of both patients and clinicians to investigate the appropriateness of the terminology by means of a longitudinal study. It is also noteworthy, that Dr. Waldinger in several instances in his editorial accuses us of not listening to patients’ accounts on the one hand, only to subsequently claim that stability of PE symptoms can only be assessed by longitudinal stopwatch assessments “at various intercourse contacts” on the other. We fully agree with Dr. Waldinger that the patient’s subjective account should ultimately be the guiding factor, as men with PE problems seek help to improve recreational sex and their relationships.
Next, Dr. Waldinger embarks on what could be described as a direct and unfounded questioning of a co-author’s professional integrity and competence: “Consequently, and despite their statistical magic, the authors could have better concluded that their results suggested that there is reason to doubt the appropriateness of their clinician.” This is a grave accusation which is not only demagogical, but very possibly defamatory. Dr. Waldinger ends this statement by declaring his conviction that we will not agree with this conclusion. It is perhaps telling that Dr. Waldinger is convinced of this beforehand, but in any case, it eludes us what he expects to achieve by making this point.
Dr. Waldinger concludes by stating that our study is “a very good example of where the catastrophic mistakes of such studies can lead.” Here, Dr. Waldinger uses the editorial platform to portray standard research findings as “catastrophic mistakes” that “threaten” an entire research field, and presents these claims together with a call-to-arms directed at colleagues, reviewers and editors to uncritically discredit the research of others. Even without the unnecessary hyperbole, his message is confusing: Dr. Waldinger calls for unity among his colleagues, while simultaneously insulting and attacking – his colleagues. Criticism and argument are central to the advancement of science progress, and as scientists, we welcome criticism and discussion concerning our work. However, it is difficult to conceive how progress can be achieved, or anyone could benefit, if name-calling, misrepresentations, ad hominem attacks and insinuations are allowed in scientific argumentation from the editorial platform.
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