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A B S T R A C T

Introduction. We describe two men with marked symptoms following orgasm. In each case, the symptoms were
consistent with those found in postorgasm illness syndrome (POIS).
Aim. Further elucidation of the cause of the patients’ symptoms.
Methods. Both cases were investigated for causes of POIS with biochemical, hormonal, neurological, autonomic,
cardiological, and psychological workup.
Results. Extensive investigation did not reveal a major organic cause for these patients’ symptoms. Detailed history
revealed likely differing etiologies in each case. In one case, the symptom picture suggested cytokine release, and, in
fact, the patient subjectively improved by 80% on taking nonsteroidal anti-inflammatory drugs just prior to and for
a day or two after orgasm. The other case appeared to have an ethnic/cultural etiology that was associated with the
“Dhat” syndrome.
Conclusion. The apparent differing etiologies/clinical associations of these cases highlight the need for careful
history, examination, and investigations in patients presenting with POIS. We recommend that each case needs
individual consideration and investigation, and treatment needs to be tailored to the likely cause. It seems likely that
POIS represents a spectrum of syndromes of differing etiologies. Further research into the neurobiochemical
sequelae of orgasm will be useful in understanding the pathological processes in these cases. Ashby J, and
Goldmeier D. Postorgasm illness syndrome—A spectrum of illnesses. J Sex Med 2010;7:1976–1981.
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Introduction

P eople may engage in sexual activity for a
number of reasons. Meston and Buss identi-

fied four such categories—physical reasons, goal
attainment, emotional reasons, and reasons of
insecurity [1]—while other authors cite pure plea-
sure, expression of emotional closeness, repro-
duction, partner’s needs, partner’s satisfaction,
conquest, or relief of sexual tension [2]. Feelings of
calmness, contentment, and sedation after orgasm,
particularly in men, have also been described as
inducements for having sexual intercourse [3–5].

In 2002, Waldinger and Schweizer [5] described
a collection of symptoms following orgasm in two
heterosexual males that were possibly qualitatively
similar but more extreme and prolonged than the
expected state of relaxation and somnolence that

would normally be induced. The symptoms con-
sisted of severe myalgia and fatigue associated with
a flu-like state following orgasm. The symptoms
were severe enough that the individuals avoided
ejaculating to try to prevent the symptoms.
Waldinger and Schweizer named this cluster of
symptoms following ejaculation postorgasm illness
syndrome (POIS).

To date, POIS is a rarely described syndrome,
and despite having a significant impact on quality of
life for individual sufferers, little is known about its
epidemiology and etiology. It is likely that POIS
may well be underrecognized and underdiagnosed
by physicians and therapists. Symptoms can be
nonspecific and there are no recognized published
diagnostic criteria. In this report, we describe two
further cases of POIS. In each case, we undertook
extensive investigation of the patients to look for
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organic or psychological associations, causes, or
etiologies. These cases demonstrate that at present
extensive investigation is needed to confidently rule
out other explanations for the individual’s symptom
complex and to make a diagnosis of POIS. While
etiology has yet to be elucidated, an optimal treat-
ment is also as yet not available. We describe a trial
of treatment with biological plausibility that may
offer an insight into further treatment avenues. In
each case described, the patient gave consent for
publication.

Case 1

The first case is that of a 57-year-old male man-
aging director living in London. Over the 6 years
preceding presentation, he had noticed a gradual
onset of symptoms following orgasm. The patient
describes experiencing severe physical and mental
tiredness and lethargy soon after orgasm. He also
complained of flu-like symptoms with myalgia,
especially in his legs, excessive sweating, and poor
concentration with mental dullness. These symp-
toms were at times associated with right-sided
headache. The collection of symptoms lasts up to 3
days, during which the patient feels that his ability
to perform his normal physical and mental activi-
ties is impaired.

He often avoids sexual activity and orgasm
because of fear of experiencing these symptoms
after sex, and describes planning orgasm to have
the least impact on his activities of daily living.
After engaging in sexual activity without having
orgasm, he does not experience any symptoms. He
is a physically active and fit man who exercises
regularly, and is able to ride a bike for several hours
a week. He does not report any similar symptoms
while exercising. The only other situation in which
he has experienced similar symptoms is following
excessive alcohol ingestion.

He is a man who has sex with men, with a
regular male partner of 10 years. His partner is
supportive and they appear to have a harmonious
relationship. Initially, for the first few years of their
relationship, there were no issues around sexual
activity and orgasm, the postorgasm symptoms
having started 4 years into their relationship.

The patient denies any sexual or genital pain.
There is no history or clinical features of psychi-
atric illness, and specifically he has never been
diagnosed with depression, anxiety, or psychosis.
Sexual desire, arousal, and orgasm are reported by
him as normal and enjoyable. His past medical
history includes irritable bowel syndrome and mild

hypercholesterolemia. He is not taking any regular
medications, and he denies any recreational drug
use, except occasional use of amyl nitrate. His
father died at age 59 of a myocardial infarction,
and his mother died at age 86 with dementia.

Results of extensive investigation to look for an
organic cause for his symptoms were undertaken
and are detailed in Table 1. These investigations
were all within normal limits.

We also performed neuropsychological testing
at 1 day and 2 days following orgasm and at a time
point remote from orgasm to see if Case 1’s self-
reports of reduced mental functioning correlated
with any change in his neuropsychological scores.
On the basis of the three assessments, the neurop-
sychologist concluded that despite subjective dif-
ferences reported by the patient, testing did not
reveal any objective change in his functioning
between these three time points. A small nonsig-
nificant improvement was seen over the testing
occasions, which is normal and in line with the
usual practice effects. A Hospital and Anxiety and
Depression Score was also taken and showed an
anxiety score of 6/21 and a depression score of 4/21.
This indicates that the patient was neither anxious
nor depressed. The neuropsychologist’s opinion
was that the postorgasm symptoms that the patient
was experiencing could be either entirely physical
or that the symptoms had assumed a particular
significance in the patient’s life, leading him to
become more vigilant to symptoms post orgasm.

We consulted our neurology colleagues, and
they found the patient to be neurologically
normal. Their opinion was that his symptoms may
be due to a chronic fatigue-like illness.

Table 1 Case 1—Summary of Investigations

Physical examination • Normal
• Euthymic

Blood • Renal function normal, liver function
normal, creatine kinase normal, full
blood count normal, thyroid function
normal, prolactin normal, testosterone
11.3 nmol/L, SHBG 16 (15–30), HIV
negative, syphilis serology negative

ECG • Sinus rhythm nil abnormal
Blood pressure • 136/82 lying

• 128/76 standing
MRI brain • Nil abnormal discovered
Autonomic testing • Prone to vasovagal attacks, e.g., after

hot bath
• No evidence of sympathetic

vasoconstrictor or cardiac
parasympathetic failure

EEG • Normal

SHBG = sex hormone binding globulin; HIV = human immune deficiency
virus; ECG = electrocardiogram; MRI = magnetic resonance imagery; EEG =
electroencephalogram.
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No cause was identified for Case 1’s symptoms.
The nature of his symptoms appeared flu-like, and
so we asked the patient to trial a prophylactic dose
of potent nonsteroidal anti-inflammatory medica-
tion, which can be effective at reducing the
myalgia associated with viral illness. Diclofenac
75 mg was prescribed, to be taken 1–2 hours prior
to sexual activity with orgasm, and to continue
twice daily for 24–48 hours. This intervention pro-
vided consistent improvement (up to 80% better
as reported by the patient) in the severity of Case
1’s symptoms; thus, the patient now feels able to
increase the frequency of his sexual activity from
twice a month to four times a month.

Case 2

Case 2 is that of a 25-year-old male Pakistani
student. He initially presented to our sexual diffi-
culties clinic complaining of rapid ejaculation;
however, on further questioning, he described
symptoms consistent with POIS. His complaints
included fatigue and malaise with intense myalgia
(worse in his lower limbs than in his upper body)
that come on 30 minutes after ejaculation and last
about 3 days. The symptoms had been present since
his first sexual experience. He had no past medical
history and no current or previous diagnosis of
psychiatric disorders. He was not taking any medi-
cation and denied any recreational drug use.

His first sexual experience was at age 12 at
school in Pakistan. He describes active and passive
anal intercourse with male classmates throughout
his teenage years, always with very rapid ejacula-
tion. At age 18, he had his first sexual experience
with a female. He found that he was mostly unable
to achieve adequate vaginal penetration because of

erectile dysfunction and rapid ejaculation. He cur-
rently identifies himself as heterosexual and the
last sex he had with a male was 1 year ago. He has
had a regular female partner since last year who is
supportive of him and his sexual difficulties. He
frequently ejaculates before he is able to achieve
vaginal penetration. During consultation, the
patient attributed the cause of his sexual difficulties
to what he termed “misuse” of sexual organs as a
teenager with other males. Interestingly, on closer
questioning, it became apparent that the symp-
toms described above were not present to the same
severity every time he experienced orgasm but
were markedly less on the few occasions when he
had been able to maintain penile erection long
enough to achieve vaginal penetration and ejacu-
late inside his female partner (as opposed to mas-
turbating or ejaculating prior to penetration).

Once again, we performed a full battery of labo-
ratory investigations to try to identify an organic
cause for his symptoms. We performed blood tests
at a time point distant from ejaculation and on the
day of ejaculation, the results of which were all
normal, with no change following ejaculation. The
results are summarized in Table 2.

We again performed clinical investigations to
look at his neurological, cardiovascular, and auto-
nomic systems, the results of which are summa-
rized in Table 3. These investigations did not
reveal any abnormality.

Neuropsychological testing was performed and
compared at a time point distant from orgasm (5
days since ejaculation) and 1 hour after ejaculation.
The comparisons of the two assessments showed
certain differences. After ejaculation, the following
scores were seen to be lower: simple reaction time,
perceptual motor speed, and psychomotor speed.
Thus the patient’s report of cognitive and motor
changes has a correlation in his performance on
testing. The Hospital Anxiety and Depression
Scores indicated that he was neither clinically
anxious nor depressed.

Table 2 Case 2—Comparison of blood parameters
before, and after ejaculation

Distant from ejaculation Day of ejaculation

FSH = 4.5 u/L FSH = 4.7 u/L
LH = 4.7 u/L LH = 9.6 u/L
Prolactin = 173 mu/L Prolactin = 128 mu/L
TSH = 0.37 mu/L TSH = 0.56 mu/L
T4 = 19.4 pmol/L T4 = 17.9 pmol/L
Testosterone = 15.7 nmol/L Testosterone = 15.4 nmol/L
Creatinine kinase = 125 mmol/L Creatinine kinase = 99 mmol/L
U+E—Normal U+E—Normal
LFT—Normal LFT—Normal
Glucose = 4.0 mmol/L Glucose 4.7 mmol/L
FBC—Normal FBC—Normal
Sexually transmitted infection

screen negative

FSH = follicle stimulating hormone; LH = lutenizing hormone; TSH = thyroid
stimulation hormone; LFT = liver function tests; FBC = full blood count.

Table 3 Case 2—Summary of Investigations

ECG • Sinus rhythm nil abnormal
BP • 144/86 lying

• 135/83 standing
Autonomic testing • No evidence of cardiovascular

autonomic dysfunction
MRI brain • Nil abnormal discovered
EEG • Normal
Neuropsychological

assessment
• After ejaculation slower reaction time,

perceptual motor speed, psychomotor
speed

ECG = electrocardiogram; BP = blood pressure; MRI = magnetic resonance
imagery; EEG = electroencephalogram.
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Nonsteroidal anti-inflammatory drug
(NSAID—diclofenac) was given to Case 2 for a
trial of treatment in a similar manner described
above in Case 1; however, there was no alleviation
of his postorgasm symptoms. This patient was
then given tadalafil to treat erectile dysfunction
and rapid ejaculation. With this, he was more con-
sistently able to achieve adequate vaginal penetra-
tion while having sexual intercourse with his
female partner. When he was able to achieve
vaginal penetration and ejaculate within his female
partner, he reported marked improvement in his
postorgasm symptoms. In light of this, it is less
likely that his symptoms were due to POIS, and
the clinical complex seemed more in keeping with
those described in the culture-bound syndrome
Dhat syndrome.

Discussion

We have described two cases of patients whose
symptoms initially seemed consistent with POIS.
In each case, the clinical associations were different.
In Case 1, there appears to be a consistent history of
symptoms with no organic, psychological, or psy-
chiatric cause identified despite extensive investiga-
tion. The history of symptoms described could
have fitted with several different etiologies, for
example, complex partial seizures, transient
arrhythmias, and autoimmune disorder. If this had
been the explanation for the individual’s symptoms,
abnormal results would be anticipated at investiga-
tion. As this was not the case, only the history could
provide key insights into the likely cause. The
symptoms sounded similar to those experienced
during cytokine release, for example, when indi-
viduals are suffering from viral illness [6], which
prompted a trial of NSAID to good effect.

The exact neurochemical sequelae following
ejaculation or orgasm have yet to be fully elucidated
and work is ongoing to further characterize this
complex neurobiochemical event [7–9]. It has been
shown that following orgasm there is a surge of
prolactin release [10]. The role of dopamine at
sexual arousal and orgasm has also been extensively
studied [11]. There is evidence that following
arousal and orgasm there is also an increase in
sympathetic activity, with release of noradrenaline
[12] both within the cerebrospinal fluid (CSF) and
the plasma. It is likely that various other catechola-
mines and neurotransmitter substances are also
involved in arousal and released following orgasm.
In a recent review article by Pfaus, the author
outlines the role of several neurotransmitter

substances that are sexually stimulatory and/or
inhibitory, namely dopamine, noradrenaline, mel-
anocortins, oxytocin, opioids, endocannabinoids,
and serotonin. He comments that “engaging in
sexual activity to ejaculation or orgasm induces a
state of sedation in which individuals and animals
are less responsive to anxiety-provoking or stressful
stimuli.” What role, if any, these neurotransmitter
substances have in POIS is as yet unknown. In
particular, the role of endocannabinoids in sexual
satiety and inhibition is currently being unraveled
[13]. In a study by Haake et al., immune responses
to orgasm were measured by serial blood sampling
of men masturbating to orgasm. This showed
changes in innate immune system parameters fol-
lowing ejaculation and an observed increase in
absolute number of leukocytes, and in particular,
natural killer cells in the peripheral blood [14]. It
could be that in Case 1, there is a disordered or
exaggerated cytokine/neuroendocrine response
driving his symptoms of POIS.

In the Case 2, there did appear to be a measur-
able reduction in neurocognitive functioning that
correlated with patient’s self-report of reduced
function. However, because cognitive perfor-
mance is under an individual’s control, there is a
potential for his awareness of having ejaculated, to
confound performance. Types of tests used during
neurocognitive assessment included Benton spon-
taneous word production, manual finger tapping
tasks, pegboards, and simple reaction time.

In contrast to Case 1, Case 2 did not have any
improvement in his symptoms with nonsteroidal
anti-inflammatory medication. With the help of
tadalafil, he was able to achieve vaginal penetra-
tion and ejaculate within his female partner and
this caused marked improvement in his postor-
gasm symptoms. The patient’s anxiety and
somatic symptoms following semen loss, which
are more marked during masturbation or same
sex intercourse, suggest that he may have Dhat
syndrome. Dhat syndrome is listed as F48.8
under “Other neurotic disorders” in the World
Health Organization International Classification
of Diseases (ICD)-10. It has arguably been
labeled a culture-bound syndrome, which in
recent times has most commonly been encoun-
tered in South and Southeast Asia. It was first
described in Western literature in a psychiatric
textbook in 1960 by Wig. Dhat syndrome com-
prises symptoms very similar to those expressed in
POIS, namely general fatigue and weakness fol-
lowing orgasm. ICD-10 classifies Dhat syndrome
as both a neurotic disorder described as “undue
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concern about the debilitating effects of the
passage of semen” and a culture-specific disorder
[15,16]. Dhat syndrome symptoms are particu-
larly marked following loss of semen through
masturbation or nocturnal emission, or perceived
loss of semen through urine. It arises as a result of
a commonly held belief among some communi-
ties that production of semen requires enormous
input of energy from the individual and so to
“lose” semen for any other reason than hetero-
sexual sex and reproduction is to “waste” it.
There is a widely held traditional belief among
some South Asian communities that it takes 40
drops of blood to create a drop of bone marrow
and 40 drops of bone marrow to create a drop of
semen [17]. Consequently, anxiety and neuroses
result from this and a functional somatic syn-
drome can come about.

Although POIS has only rarely been reported,
its frequency in the population may be greater
than has been reported in the academic literature.
In an article published in the New York Times in
January 2009, Richard Friedman describes several
patients who experience low mood and somatic
symptoms following orgasm [18], whose symp-
toms improved with the use of selective serotonin
reuptake inhibitors. Evidence of many more undi-
agnosed sufferers of POIS is seen in the existence
of an extremely active Internet forum where more
than 100 people have self-reported symptoms
of POIS. The website offers a forum to share
support and suggestions of remedies and can
be found at http://www.thenakedscientists.com/
forum/index.php?topic=6576.

It therefore seems possible that there may be a
not insignificant pool of undiagnosed sufferers of
this little reported and as yet poorly understood
condition. Both cases described here underwent
detailed investigations.

In summary, described here are two cases of
patients with marked symptoms following orgasm.
Symptoms described in each case are consistent
with those found in POIS; however, detailed
history reveals likely differing etiologies. The vari-
ability of these cases described highlights the need
for careful history, examination, and investigations
in patients presenting with this collection of symp-
toms. We recommend that each case needs careful
individual consideration and investigations and
treatments tailored to the likely cause.

Further research into the neurobiochemical
sequelae of orgasm will be useful when trying to
understand the potential pathological processes at
play in individuals suffering from POIS.
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