


Supplementary material

Questionnaires (English Version)

Instructions: Please place a check mark (√) in the appropriate box for each item.
Name: ____________________      Medical record No.: ____________________
I. PEDT (Premature Ejaculation Diagnostic Tool)
Please answer according to your general/recent sexual intercourse experience.
	
	Not difficult at all
	Somewhat difficult
	Moderately difficult
	Very difficult
	Extremely difficult

	(1) How difficult is it for you to delay ejaculation?
	□ 0
	□ 1
	□ 2
	□ 3
	□ 4

	
	Almost never or never (0%)
	Less than half the time (25%)
	About half the time (50%)
	More than half the time (75%)
	Almost always or always (100%)

	(2) Do you ejaculate before you wish?
	□ 0
	□ 1
	□ 2
	□ 3
	□ 4

	(3) Do you ejaculate with very little stimulation?
	□ 0
	□ 1
	□ 2
	□ 3
	□ 4

	
	Not at all
	Slightly
	Moderately
	Very
	Extremely

	(4) Do you feel frustrated because of ejaculating before you want to?
	□ 0
	□ 1
	□ 2
	□ 3
	□ 4

	(5) How concerned are you that your time to ejaculation leaves your partner sexually unfulfilled?
	□ 0
	□ 1
	□ 2
	□ 3
	□ 4




II. IIEF-5 (International Index of Erectile Function-5)
Over the past six months:
	(1) How do you rate your confidence that you could get and keep an erection?
	Very low
	Low
	Moderate
	High
	Very high

	
	□ 1
	□ 2
	□ 3
	□ 4
	□ 5

	(2) When you had erections with sexual stimulation, how often were your erections hard enough for penetration?
	Almost never/never
	A few times (much less than half the time)
	Sometimes (about half the time)
	Most times (much more than half the time)
	Almost always/always

	
	□ 1
	□ 2
	□ 3
	□ 4
	□ 5

	(3) During sexual intercourse, how often were you able to maintain your erection after you had penetrated your partner?
	Almost never/never
	A few times (much less than half the time)
	Sometimes (about half the time)
	Most times (much more than half the time)
	Almost always/always

	
	□ 1
	□ 2
	□ 3
	□ 4
	□ 5

	(4) During sexual intercourse, how difficult was it to maintain your erection to completion of intercourse?
	Extremely difficult
	Very difficult
	Difficult
	Slightly difficult
	Not difficult

	
	□ 1
	□ 2
	□ 3
	□ 4
	□ 5

	(5) When you attempted sexual intercourse, how often was it satisfactory for you?
	Almost never/never
	A few times (much less than half the time)
	Sometimes (about half the time)
	Most times (much more than half the time)
	Almost always/always

	
	□ 1
	□ 2
	□ 3
	□ 4
	□ 5




III. SDS (Self-Rating Depression Scale)
Please answer based on how you have felt during the past week (the last 7 days).
	Item
	A little of the time (1)
	Some of the time (2)
	Good part of the time (3)
	Most of the time (4)

	1. I feel down-hearted and blue.
	□
	□
	□
	□

	2. Morning is when I feel the best.
	□
	□
	□
	□

	3. I have crying spells or feel like it.
	□
	□
	□
	□

	4. I have trouble sleeping at night.
	□
	□
	□
	□

	5. I eat as much as I used to.
	□
	□
	□
	□

	6. I still enjoy sex.
	□
	□
	□
	□

	7. I notice that I am losing weight.
	□
	□
	□
	□

	8. I have trouble with constipation.
	□
	□
	□
	□

	9. My heart beats faster than usual.
	□
	□
	□
	□

	10. I get tired for no reason.
	□
	□
	□
	□

	11. My mind is as clear as it used to be.
	□
	□
	□
	□

	12. I find it easy to do the things I used to.
	□
	□
	□
	□

	13. I am restless and can’t keep still.
	□
	□
	□
	□

	14. I feel hopeful about the future.
	□
	□
	□
	□

	15. I am more irritable than usual.
	□
	□
	□
	□

	16. I find it easy to make decisions.
	□
	□
	□
	□

	17. I feel that I am useful and needed.
	□
	□
	□
	□

	18. My life is pretty full.
	□
	□
	□
	□

	19. I feel that others would be better off if I were dead.
	□
	□
	□
	□

	20. I still enjoy the things I used to do.
	□
	□
	□
	□




IV. SAS (Self-Rating Anxiety Scale)
Please answer based on how you have felt during the past week (the last 7 days).
	Item
	None or a little of the time (1)
	Some of the time (2)
	Good part of the time (3)
	Most or all of the time (4)

	1. I feel more nervous and anxious than usual.
	□
	□
	□
	□

	2. I feel afraid for no reason at all.
	□
	□
	□
	□

	3. I get upset easily or feel panicky.
	□
	□
	□
	□

	4. I feel like I’m falling apart and going to pieces.
	□
	□
	□
	□

	5. I feel that everything is all right and nothing bad will happen.
	□
	□
	□
	□

	6. My arms and legs shake and tremble.
	□
	□
	□
	□

	7. I am bothered by headaches, neck and back pains.
	□
	□
	□
	□

	8. I feel weak and get tired easily.
	□
	□
	□
	□

	9. I feel calm and can sit still easily.
	□
	□
	□
	□

	10. I can feel my heart beating fast.
	□
	□
	□
	□

	11. I am bothered by dizzy spells.
	□
	□
	□
	□

	12. I have fainting spells or feel like it.
	□
	□
	□
	□

	13. I can breathe in and out easily.
	□
	□
	□
	□

	14. I get feelings of numbness and tingling in my fingers and toes.
	□
	□
	□
	□

	15. I am bothered by stomachaches or indigestion.
	□
	□
	□
	□

	16. I have to empty my bladder often.
	□
	□
	□
	□

	17. My hands are usually dry and warm.
	□
	□
	□
	□

	18. My face gets hot and blushes.
	□
	□
	□
	□

	19. I fall asleep easily and get a good night’s rest.
	□
	□
	□
	□

	20. I have nightmares.
	□
	□
	□
	□
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