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Needs Analysis of Community Education on Erectile Dysfunction

Foreword

This report provides a comprehensive overview of the information needs and information-seeking
behaviour of men affected by erectile dysfunction. The report represents one in a series of
community education reports developed as part of a national needs analysis of community
education on a range of male sexual and reproductive health issues. As part of Andrology
Australia’s objectives to raise the awareness of male reproductive health issues in the community, a
needs analysis was undertaken to understand the information sought by men when affected by
sexual and reproductive health issues. Such information will be utilised to develop effective and
targeted education strategies to ensure that men are provided with quality and evidence-based
health information. It is envisaged that the information contained within this report will provide a
valuable resource to both clinical and academic communities, and individuals and organisations

dealing specifically with men’s health issues.

Erectile dysfunction is an extremely common, but to a large extent hidden and misunderstood
condition in Australia. In recent times, particularly with the advent of new medications, discussion
of this sensitive issue has become more frequent and open. However, the serious health issues
associated with erectile dysfunction are not known by the vast majority of men afflicted with this
problem. Many men avoid discussing erectile problems with their doctor and may ignore the

warning sign for a potentially life-threatening disease.

The provision of information and services for the support of men with erectile dysfunction has
significantly improved over the last few years in response to the growing interest in this area of
men’s health. Impotence Australia is acknowledged as playing a key role in the provision of
education and support services for men, their partners and health professionals. It is envisaged
that as an outcome from this report, collaboration with this and other organisations will ensure
that duplication of effort is avoided and utilisation of available resources can be maximised to

enhance the current level of service provision.

While the information contained within this report aims to provide a national perspective in regard
to men’s information needs, limitations to the methodology are acknowledged. The education
strategies recommended require piloting and evaluation in different sub-groups of the community.
Further studies to address this issue are essential to assist with the development of appropriate

health service policy and information provision.

Prof. David de Kretser AO
Director, Andrology Australia
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care system, especially if their experiences were negative. Further testing is required to verify some
of the key themes.

The community education survey generated an overall low response rate. A methodological
problem of the research is that it was not possible to identify how many organisations in the total
sample actually provided men’s health information prior to survey distribution. Without data on
non-respondents it is not possible to determine if the education activities are representative of
current activity in Australia. The survey findings may not truly represent what is occurring in
Australia in terms of men’s health education focusing on male reproductive health. The results

need to be considered with some caution.

Difficulties were also encountered in recruiting men for the focus group consultations, especially
those with testicular cancer and male infertility, men from rural areas, and men employed in blue-
collar industries. Specific attempts were made to recruit these men, but generated little response.
The small number of these groups of men that participated in the study may impact on the validity
of the study findings. Further research is needed to explore community education initiatives on
testicular cancer and male infertility as well as specific strategies for rural men and men employed

in blue-collar industties.
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3 Literature Review

A literature review was undertaken to explore research into men’s information-seeking and health
access behaviours, and information and education needs about male reproductive health issues.

Limited literature currently exists that highlights men’s experience with erectile dysfunction.

3.1 Men’s health attitudes, information-seeking and health
behaviours

Erectile dysfunction (ED) is recognised as having a strong and potentially devastating affect on
men, impacting their emotions, self-esteem and interpersonal relationships (Meisler et al., 1989;
Rosen, 1995). Sexual functioning is a strong concern for many men across cultures, with surveys in
locations such as India and rural Bangladesh indicating that psycho-sexual conditions are a major
concern for men attending sexual health clinics and within the general community (Collumbien
and Hawkes, 2000).

Given the personal impact of ED, and Australian prevalence data indicating that 3% of men aged
40-49 and 64% of men aged 70-79 experienced erectile difficulties (Pinnock et al., 1999), the need

for education and support for men and their partners is essential.

While a large body of research has been undertaken to examine the treatment of erectile
dysfunction, little research has examined men’s education needs to facilitate understanding,
management and treatment of their erectile difficulties. Several papers examining men’s attitudes
towards ED and compliance with treatment are, however, presented in the current view, providing
some direction in educating men about sexual function, causes of dysfunction and successful

treatment options.

3.1.1 Attitudes towards erectile dysfunction and treatment

The misconceptions and attitudes that men hold about sexuality and functioning can be a
common source of difficulty when experiencing ED. From the viewpoint of physicians, most
agreed that men feel upset and view themselves as unmasculine if experiencing occasional
difficulties with erectile functioning (Pietropinto, 19806). Tiefer (1986) discusses a range of beliefs
about male sexuality that place demands on men to have and maintain an erection, including the
perceived simple, straightforward nature of men’s sexual needs and functioning, men being ready
and willing to have as much sex as they can get, the importance of intercourse, and the
responsibility of men to satisfy themselves and their partners. Based on these beliefs about male

sexuality and performance, Tiefer (19806) discussed men’s responses to erectile difficulties:

It is no surprise, then, that any difficulty in getting the penis to do what it “ought” can become a sonrce of
profound humiliation and despair, both in terms of immediate self-esteemr and the destruction of one’s
masculine reputation, which is assumed will follow (p.581).
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With the medicalisation of ED, men are increasingly presented with messages that erectile
dysfunction is a legitimate problem that can be medically treated without time consuming and
intensive sex therapy (Rosen, 1995). In recent years, the number of men that are willing to speak
with their physician and/or seek treatment has increased greatly due to this emphasis on a medical
approach (Rosen, 1995; Tiefer, 1986). Men commonly express relief at diagnosis of an organic-
based rather than psychogenic dysfunction, feeling more comfortable that there is a physical cause
of difficulties rather than it being ‘all in their head’ (Rosen, 1995). A medical approach to causes
and treatment of erectile dysfunction may remove the sense of responsibility for difficulties in
‘performing’ sexually and legitimise the problem, relieving men from a sense of blame and lesser
masculinity (Tiefer, 1986). However, this belief system can have a strong impact on men’s
subsequent health actions and acceptance of their condition, as found in several studies examining

men’s responses to diagnosis and treatment recommendations for erectile dysfunction.

Research has indicated that differences in responsiveness to treatment recommendations may vary
between men, depending on the type of medical advice first sought. Segraves et al. (1981) found
that the majority of patients who self-referred to a sexual dysfunction clinic were more likely to
accept referrals to sex therapy if they received a diagnosis of psychogenic impotence, than those
who self-referred to a urology clinic. The majority of participants who initially self-referred to a
urologist and were diagnosed with psychogenic impotence refused sex therapy, citing a number of
barriers including money, time and unwillingness to involve their partner in the process (Segraves
et al., 1981). Interestingly, men who first attended a urology clinic were less likely to be aware of
psychological or interpersonal influences on erectile function, and were less likely to communicate
with their partner about sexual difficulties. These findings suggest that lack of awareness about
causes, or a possible build up of pre-conceived ideas about causes of their erectile dysfunction,
may reduce receptivity to information and recommendations for treatment that contrast their
initial beliefs.

In following up this research, Tiefer and Melman (1987) found that just over half of participants
with ED who had attended a urology clinic did not comply with recommendations for future
action. The type of recommendation was found to influence men’s compliance; however, marital
status, diagnostic category and age did not predict the likelihood of compliance with treatment.
Strong attitudinal barriers to treatment were indicated, with participants providing a number of
reasons for not following recommendations. These including the belief that sex therapy is not
useful, money, perceiving that they could overcome the problem on their own, disagreement with
recommendations and thinking the problem would go away (Tiefer and Melman, 1987). However,
men were more likely to undertake sex therapy if they held a positive view of the role of

psychologists or psychiatrists in treatment.

These findings highlight the need for education about the causes of ED and the range of available
treatments that may be appropriate for ED when caused by physical and/or psychological factors.
Such information may provide men with a balanced view on treatments, enable a clearer

understanding of how treatments work and why they may be more appropriate for some men than

others.
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3.1.2 Education about erectile dysfunction

Given the medical approach of public information about erectile dysfunction, such as
advertisements about the ready availability of medical treatments, Tiefer (1986) argues that it is not
surprising that men diagnosed with psychogenic impotence do not understand why they are
recommended sex therapy rather than advertised treatments. In line with this, DeGood (1983) has
highlighted the need to educate and gain the interest of medical patients in alternative treatments
when they are reluctant to participate in psychological therapy. Patient’s beliefs about
psychological interventions may be at odds with expectations about the appropriate treatment for
medical condition, indicating the need for education to increase awareness about the interaction

between psychological and physical well-being (DeGood, 1983).

3.2 Community education strategies for erectile dysfunction

A community education strategy focusing on erectile dysfunction was recently run by the
pharmaceutical company, Pfizer using television advertisements featuring the former soccer player
Pele. Yamey (2000) reported on this awareness-raising campaign as well as an impotence media
campaign conducted in the United Kingdom in 2000. Both strategies were funded by Pfizer and

aimed to eliminate the stigma associated with erectile dysfunction.

3.3 Summary of literature on erectile dysfunction

While literature pertaining to education needs in erectile dysfunction is limited, the findings
discussed in the current section highlight the need for balanced information within the
community. The following issues identified from the literature review should be considered in the

development of education strategies:

o The lack of awareness about causes of erectile dysfunction appears to reduce receptivity to

information and recommendations for treatment when they contrast to their initial beliefs;

o There is a need to educate men suffering from erectile dysfunction about the interaction

between psychological and physical well-being to manage their expectations about treatment;

« Increased media awareness of erectile dysfunction has assisted in removing some of the stigma

associated with this sexual health disorder.

Information that increases awareness about the common causes and appropriate treatment options
for ED may assist in providing men with a realistic understanding of what they can expect from
initial assessments and treatment. At a broader level, the literature also highlights the need to
challenge current beliefs about male sexuality and reduce the stigma of erectile dysfunction by
undertaking community education that places men’s sexual functioning and difficulties within the

context of general men’s health and well-being.
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4 Consultation Process

The information presented in this section outlines the key issues that emerged from the
consultation process on erectile dysfunction (ED). The consultation process involved focus
groups with men experiencing and being treated for ED, focus groups with GPs, and key
informant interviews with health professionals. Erectile dysfunction is recognised as an area of
sensitivity and embarrassment for many and the men who participated welcomed the opportunity
to openly discuss their experiences and concerns about ED with their peers. Findings from the
consultation process demonstrated no differences in the ED information needs of men from
different socio-economic backgrounds. Consequently, information is presented without

distinguishing the various socio-economic backgrounds.

4.1 Men’s experience of erectile dysfunction

Men’s personal experiences and attitudes about ED can impact on their subsequent information,
health advice and treatment seeking, and receptiveness. The consultation process provided useful
information about salient issues for men suffering from ED that need to be addressed in
education strategies. These issues include the development and awareness of ED, impact of ED

on self and relationships, treatment issues and experiences with health professionals.

4.1.1 Development and awareness of ED

The development or onset of ED varied greatly among consumer participants with several
consumer participants associating their ED directly with another health condition such as diabetes,
prostate cancer, cardiovascular disease and/or psychological issues. Others developed or noticed
erectile difficulties gradually occurring over a period of time with increasing difficulty or
intermittent ability to obtain or maintain an erection. Consumer participants reported varying
degrees of awareness about potential causes of their condition and had considered a range of
possibilities, some of which were based on prior misinformation. Speculations about possible
causes of ED were often accompanied with uncertainty, indicating the strong need for information

about causes of ED and appropriate paths to obtain professional diagnosis and treatment.

While some consumer participants were aware of the connection between ED and another
associated medical conditions, key informants said that the majority of men initially presenting

with ED were totally unaware of medical conditions or behaviours that can underlie ED.

A couple of consumer participants who had diabetes indicated that their diabetes nurse educator
or GP had not informed them about the connection between diabetes and ED. This view
contrasts with that of some key informants who stated that, whilst the complications of diabetes
were highlighted to diabetic men during the initial consultation after diagnosis, men tended not to
“hear” information about ED. Key informants also noted that when diagnosed with diabetes,
men were more concerned with issues pertaining to diabetes management rather than erectile

dysfunction.
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Consumer participants indicated that the ability to establish causes of their ED would assist them
in determining how they could regain sexual function. Key informants indicated that men had
other health aspirations, such as improving or developing relationships, increasing self-esteem, and
having an active sex life. On a deeper level, men’s understanding of the causes of their ED
appeared to be linked to aspirations regarding the reinforcement of masculinity as indicated by

healthy normal erections and a satisfying sex life.

Whilst several consumer participants were aware that they were experiencing ED as a direct
outcome of another condition, others experienced a great deal of uncertainty about why they were
having erectile difficulties. Some key informants explained this uncertainty saying that most men
were unaware of the dynamics of an erection, the role of the nervous and cardiovascular systems
in erectile function, and the connection between thoughts, emotions and erectile functioning.
Others expressed concern at the lack of awareness that some men demonstrated in changes to
erectile function due to ageing. These key informants stated that some men had unrealistic sexual
expectations in wanting to maintain a level of sexual functioning similar to when they were

younger.

For many consumer participants, differentiating between possible psychological causes and
physical causes appeared to be important in understanding the condition. It was important to
determine if it was psychological and thus their ‘fault’ and within their control, or whether the

condition was physical and to seek medical advice and treatment.

Some key informants indicated that men had difficulties in accepting the psychological causes - “/#
many situations men find it hard to accept these other, if you like, social and psychological factors, can be impacting
on their sexual performance.” This inability to accept psychological causes of ED was partly due to the
lack of information about psychological causes and the medicalisation of ED. The advent of

Viagra to some degree promoted the concept that ED could be cured easily.

Some consumer participants who saw psychologists did so after extensive exploration of the
possible physical causes of their ED by medical practitioners. One key informant stated that even
when seeing a psychologist, some men still hoped that a medical cause would be found so as to

absolve themselves of any responsibility for their condition.

4.1.2 Impact of erectile dysfunction on self and relationships

Consumer participants reported that their experience of ED had a strong impact on their sense of
self and on their relationships. For many participants, ED provoked strong emotions and an
enormous shift in their self-confidence, masculinity and self-esteem. Consumer participants
reported experiencing an array of emotions such as depression, guilt, fear, frustration, whilst also
feeling like a failure and less of a person. However, others took a philosophical approach to their
ED choosing to have a sense of humour about their condition and focusing on enjoying other

areas of their life.

Consumer participants discussed the impact of their ED on current and future relationships. The
importance of a supportive, understanding and sensitive partner was highlighted because of the

impact of erectile problems on personal relationships and enjoyment of a sexual relationship.
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Whilst some participants indicated that their partner was understanding, others discussed the
perceived pressure within their relationship when unable to obtain or maintain an erection. This
led to feelings that they were “urning their partner off” and not living up to ideals of being a potent or
sexual man. For one participant who was attempting to have a child, the pressure “to perform”
had a possible cyclical effect on his ability to obtain or maintain an erection. Another important
issue raised was the lack of sexual spontaneity within the relationship due to the nature of
treatment with one key informant indicating - “?he biggest criticism of all treatments is the lack of

Spontaneity. . .any sexual event has to be negotiated.”

Many consumer participants expressed anxiety in regard to the variability in success of treatment
in achieving an erection, and resulting considerations such as whether to pre-plan sex, or whether
to take the treatment without telling their partner. Consumer participants also expressed concern
about not meeting their partner’s needs and the possible cessation of their relationship if ED
continued. For single participants, worries about whether or not they would be able to have sex
with a new partner were a primary concern — “I find it isolating becanse I avoid contact. . .dating women for

instance. . .women might say ‘well what are you here for?””

4.1.3 Treatment issues

The need for information about treatment options and technical information about use, dosage
and effects of medication was evident during the consultation. Consumer participants welcomed
the opportunity to share information and experiences and were enthusiastic in talking with one
another about various types and names of treatments they had tried, how they were administered,
dosages and effectiveness of various levels of treatment, and their experience of different

therapies.

Several consumer participants found that that they were happy to continue with treatment as
prescribed by their doctor, without the need for alternatives or additional information. Similarly,
others were not seeking out additional information as they had decided to go without treatment
altogether. However, the majority of participants highlighted areas where more information was
required. For example, some consumer participants demonstrated anxiety about the use of
Caverject (a penile injection), such as where and how far in to place the injection in the penis. The
variable success when using Viagra was also discussed. Some participants also expressed
disappointment at the responses to treatment, with erections not lasting long enough or erections
lasting too long resulting in pain and discomfort. Consequently, some consumer participants
appeared to be at a loss as to what to do in finding a suitable and effective treatment. Furthermore,
some consumer participants did not appreciate the lack of sexual spontaneity with sex having to be

negotiated when treatment for ED was required.

Several consumer participants expressed concerns about the possible side-effects and risks of
treatments for ED ranging from blurred vision to heart attacks and possible death, with many
expressing worries and questions relating to side-effects and risks specifically to the use of Viagra.
Some participant concerns about treatment for ED were facilitated by the limited information
received from some health professionals about causes of ED in conjunction with immediate

prescription for treatments such as Viagra or Caverject. Indeed, one key informant expressed
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concern at the instant prescription of Viagra to men without other options being offered. This
resulted in most men thinking that Viagra was the only treatment for ED and were disappointed if
it failed - “I #hink one of the problems with oral medications has been that people think that it’s going to be the
total answer and if that doesn’t work they think ‘well that’s the end of me. 1 can’t do anything.””

In some cases, treatments were viewed by consumer participants as a ‘band-aid” solution that did
not appear to address the real cause of ED. These sentiments were shared by some key informants
who believed that general practice was a suitable setting for the management of ED, but the
education of GPs was partly limited to receiving information from pharmaceutical companies.
Concern was also expressed by some key informants about the number of men who could benefit
from Viagra, but were not prescribed this medication as some GPs were unaware of the proper

use of Viagra.

A major concern expressed by consumer participants about treatments was cost, and much debate
ensued about the removal of Caverject from the Pharmaceutical Benefits Scheme. One key
informant suggested that future research was required to investigate quality of life issues for men
successfully treated for ED, such as reduced absenteeism from work, and use of health services

and prescription drugs, such as anti-depressants.

The medicalisation of ED due to the advent of Viagra, and the promotion of treatment for ED by
pharmaceutical companies and ‘impotence clinics,” were areas of concern raised in the consultation
with key informants. This push was considered to be partly responsible for men most commonly
secking information about treatment when treatment may not always be warranted, whilst also

perpetuating men’s inability to accept psychological causes for ED.

The majority of key informants highlighted the high number of men accessing impotence clinics
due to men’s embarrassment at accessing their GP to discuss the issue. They indicated that most
men experienced frustration due to the clinics only being interested in promoting their products

and not assisting with the treatment of ED.

4.1.4 Experiences with health professionals

Consumer participants indicated that their experiences with their GP or specialist had a strong
impact on their experience and understanding of ED. Positive experiences with men’s GP or
specialist were characterised by being able to openly discuss their ED, receiving information and
materials such as videos, and receiving successful treatment. Other positives were GPs or
specialists who created a comfortable and open atmosphere, were sympathetic, and had a good

understanding and knowledge of ED and a willingness to discuss sexual functioning with men.

Barriers to men’s understanding and treatment of ED include GPs’ lack of professional knowledge
about ED, as well as the reluctance or embarrassment of some GPs and specialists to talk about
ED. Several consumer participants indicated the need to initiate and or strongly encourage their
medical practitioner to discuss ED. Older participants struggled with the perception by some
health professionals that they should not be interested in sex at an older age, or should not be
worried if they were experiencing erectile difficulties. These participants reported that their GP or

specialist did not take their problem seriously and made jokes or unprofessional comments. In
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such instances, several consumer participants chose to locate another health professional. Some
key informants also highlighted these concerns about some GPs’ lack of confidence in providing

medical advice and treatment.

While the majority of GPs consulted indicated that ED was one of the more common male
reproductive health issues dealt with in general practice, they indicated that a lack of clinical
demand for GP services by men meant that education in men’s health issues was not considered
by many GPs. In addition to this, some GPs reported that time constraints in general practice had
an impact on the manner in which key health issues were managed. For instance, some men raised
discussion about ED at the end of the consultation, so it was not always possible for GPs to deal
with queries about ED in the manner it truly deserved. One GP indicated that men were aware
that GPs had time constraints, and this probably deterred men from initiating discussion about
ED. Some GPs indicated they exercised caution in asking about ED for fear that men would be
suspicious of their motives for asking, but a few GPs did indicate that they often asked about ED

in consultations with men about diabetes and smoking.

A couple of key informants stressed that counselling for men and their partners, in conjunction
with treatment, was imperative for effective management of ED. Ideally, such a strategy should be
provided by the treating medical practitioner. However, medical practice did not allow for
psychosexual management approaches to be utilised due to the time constraints and the training

required.

Overall, consumer participants reported dissatisfaction with the services provided at ‘impotence
clinics’ for the treatment of ED. Negative experiences and perceptions were primarily centred on
the money-oriented nature of clinics, where staff heavily promoted and dispensed medication at
high prices without sufficient information being provided about the treatment. Several consumer
participants talked about experiences where health professionals at such clinics took an insensitive
and unprofessional approach to their ED ‘going through the motions’ in order to make money from

treatment sales.

4.2 Men’s information-seeking behaviour

The information-seeking behaviours of men with erectile dysfunction provide an understanding of
the information pathways that could be considered when developing community education
strategies about erectile dysfunction. This section outlines information sought, sources of

information, and barriers and enablers to men’s information-seeking and health access behaviours.

4.2.1 Information sought

Many consumer participants expressed low levels of knowledge about their condition and a desire
to learn more about the causes and treatment of ED. However, they also expressed a need for
information that normalised their condition, such as how many other men are affected by ED and

at what age ED can occur.
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This was verified by the majority of key informants who stipulated that the majority of men were
very much unaware of ED until it affected them and that their knowledge about male anatomy
and physiology varied greatly. It was suggested that some men’s knowledge of their own bodies
was limited to what they could see such as the penis and testicles. The uncertainty about causes,
and the questions men asked about treatments indicated that men wished to know about practical
issues of ‘why, and what can I do?. Discussions focused on obtaining technical information about
ED and treatment.

During the consultation process, a range of information about erectile dysfunction was sought and

can be summarised as follows:

What is erectile dysfunction and why is it happening to me?

Consumer participants indicated that they wanted to know what ED is (how it occurs, when it
should be considered problematic), and more commonly why it was happening to them.
Consumer participants also indicated that information on the prevalence of ED in the community
was also sought in order to verify that they were not alone. Furthermore, information on the age at

which men may experience difficulties in obtaining or sustaining an erection was also sought.

Some key informants confirmed that most men were unaware of the role of the cardiovascular and
nervous systems in obtaining and sustaining erections, thereby limiting their understanding of the

processes, causes, and suitable treatments of ED.

What causes erectile dysfunction?

Most consumer participants were interested to know what caused their ED in order to determine
how to regain sexual function. In seeking information about causes, participants indicated that
they explored the physical and psychological factors, including the association between ED and
other conditions such as diabetes, cardiovascular disease and depression. Consumer participants
who experienced ED as a result of a radical prostatectomy indicated they sought information on

reducing the risk of ED using nerve-sparing surgical techniques.

Key informants working with diabetic men indicated that these men did not tend to seek
information. Those men who were aware of diabetes-related ED and for whom it was an issue,
tended to mention it within a consultation without asking direct questions. Key informants held
the perception that as most diabetic men were in older age groups (50 plus), acceptance of ED
would be more likely. However, this perception on the part of health professionals was a source of

concern and frustration for many consumer participants.

A few key informants expressed concern at the apparent lack of male awareness about the impact
of ageing on erectile dysfunction, with many men expecting sexual performance to be constant
well into their 60s, 70s and beyond. Some key informants were also concerned that information

about psychological causes was often omitted from current information about ED.
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How can ED be treated?

Most GPs strongly emphasised that men with ED were focused on looking for a solution for their
condition. This was reinforced by the amount of discussion by the consumer participants during
the consultation about treatment options. Participants sought information about the availability
and effectiveness of treatment options, and new or natural alternatives. Information about
treatment dynamics, such as administration (when, how, how much and how often), side-effects
and risks, possible outcomes, time duration before treatment took effect, delays in effect, and the

effectiveness of regular use was also sought.

Key informants advocated the need for information about treatment options. For instance, whilst
Viagra was one simple treatment for ED, men were not usually provided with information about
other options that were available as part of the tiered approach to the treatment of ED. It was also
suggested that men might not always be aware that ED was a treatable disease, but treatment was
not always warranted. Another major issue about treatment that was investigated was cost and

possible cheaper sources of supply.

Where can | go for help?

Some consumer participants indicated they sought information about the best doctors to see for
ED, indicating the need for a resource to direct men towards appropriate services and health

professionals who specialise or have experience in men’s reproductive health issues.

4.2.2 Key sources of information

It would appear that men with ED may need encouragement by partners or the media to seek
information or access health services. Upon making the initial step, men are content to seek and
receive information from a health care professional. Key informants confirmed this by indicating
that men presenting with ED did not commonly seek information outside the medical

consultation.

It is important to note that men tend to seek professional advice and treatment, rather than simple
information without treatment, when their erectile difficulties begin to interfere with their quality
of life. They commonly seek help and information from multiple sources, often seeing numerous
GPs, ‘impotence clinics® and/or specialists. Many men’s experiences are matrked by unsuccessful

attempts to seek information and treatment.

Health professionals

The most commonly reported source of information and help for consumer participants was their
local GP. Most consumer participants indicated that they first sought medical advice from their
GP, with several indicating that GPs were the ‘first port of call’ or the ‘next obvious step’.
Consumer participants also sought information, medical advice and treatment through specialists
that they had been referred on to by their GP or other health professional. Less commonly,
consumer participants indicated that they sought help through a psychologist, psychiatrist or

counselling service.
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Impotence clinics

A large proportion of consumer participants sought medical advice and treatment through
‘impotence clinics’ that they had seen advertised in newspapers, billboards and the Internet.
Regular advertisements in public domains that highlighted the specialist nature of clinics focusing
on erectile difficulties, promising confidentiality and cures for ED was discussed as the prime

reason for seeking help through these clinics.

Internet

Interestingly, a limited number of consumer participants indicated that they sought information
about ED via the Internet. However, seeking information on the Internet was limited to
participants living in metropolitan areas. One rural key informant reinforced this finding in stating
rural men seldom used the Internet. Those consumer participants that did use the Internet were
interested in seeking out information from online news groups, websites containing treatment

information, and generalised searches on ED.

Written information

Written information that was used to learn more about ED included books from retail outlets and
local libraries, newspapers and magazines, brochures in GP clinics and chemists, research papers
and literature from health organisations such as Diabetes Australia. More specifically, key
informants working with diabetic men also highlighted that diabetic men received information
from “Conquest”, the Diabetes Australia newsletter, as well as the National Diabetes Supply
Scheme, a Commonwealth subsidised scheme providing diabetes supplies. Impotence Australia

was another source of information identified by some key informants.

Men’s groups and other sources

Another form of information-seeking was apparent during the consultation process in which
consumer participants were enthusiastic to ask questions and share information with other
participants they knew to be affected by the same condition. Consumer participants appeared to
welcome the opportunity to talk about their experiences of ED, treatments options and success.
These discussions indicated that in some instances, opportunities that promote discussion among

groups of men may be welcomed.

Consumer participants also sought additional information by attending lectures and seminars,
writing to drug companies, contacting Government Departments regarding treatment subsidies,

and seeking help through alternative and allied health professionals.

4.2.3 Role of family and friends

Discussion by consumer participants of the role of family and friends when seeking information
was limited to the role of partners. There was little or no discussion about the role of the extended
family and friends other than indicating a general lack of open conversation about ED with these
groups. Consumer participants indicated that partners were more likely to play a supportive role

rather than actively assist in seeking out information. However, women would often share and
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pass on information obtained in conversation with others. Some consumer participants indicated
that their partner played a role in making suggestions such as losing weight, quitting smoking,

reducing stress, and encouraging or pushing them to see their doctor.

A couple of key informants stated that in extreme situations, women forced men to call a
telephone counselling line with the woman present on another line, or the man’s partner would

stand behind them, telling them what questions to ask.

Despite this recognition of the importance of partners, some key informants indicated that some
men were reluctant to involve their partner in the treatment or counselling of ED. This was
attributed to men wanting to resolve the issues themselves, particularly if tensions already existed
in the relationship. In some instances, it was felt that involving their partner would exacerbate
tensions. Other cited reasons for men’s reluctance to involve their partner included the existence
of a second partner or mistress, or their partner was unaware that treatment was being undertaken.
However, women who did participate in counselling with their partner expressed concerns about

not being attractive enough.

Interestingly, key informants indicated that some older women attending diabetes education
sessions with their partner demonstrated embarrassment during discussions about ED with the
diabetes nurse educator. According to diabetes nurse educators interviewed, these women
expressed very little interest in sex, demonstrating that the ED was more of an issue for the men.
These women were more interested in dietary issues, such as what foods to buy and cook for their

diabetic partner.

4.2.4 Barriers to men’s information-seeking and health access behaviours

Identification of barriers to men’s information-seeking and health access behaviours is integral to
understanding the most appropriate means of empowering men to be more proactive in enhancing
their health. Key informants and consumer participants identified various perceived barriers in

finding relevant and useful information about ED.

Limited information provided by health professionals

While GPs played a central role in providing information, a few consumer participants had
encountered GPs who appeared to be reluctant to discuss sexual function. In some instances,
consumer participants were advised not to worry about their condition, or they were not provided
with adequate information regarding treatment outcomes or associations with other health
conditions. Limited knowledge or understanding of ED among some GPs was considered
problematic, particularly when GPs were unwilling to provide a referral or openly discuss the issue
with men. This was compounded by some participant’s feelings of discomfort in talking with their

GP, thus limiting the information or advice they sought.

Similarly, some consumer participants indicated that they had difficulties in obtaining adequate
information from ‘impotence’ clinics. While many participants had visited these clinics, several

indicated that they were reluctant to approach clinics, or to return, due to their commercial nature.
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Consumer participants who had seen advertisements for clinics, but had not visited one, indicated

that they were not confident about what they read, or viewed them as ‘dangerous’.

Diabetes nurse educators that were interviewed did state that education about ED within a
consultation was limited for a number of reasons. It was suggested that gender issues may
influence whether there was an exchange of information about ED between nurse educators and
diabetic men as the majority of diabetes nurse educators were female. Further to this, one key
informant stipulated that even if ED was an issue in diabetic men, most would not indicate this
due to the contentious nature of ED for some regardless of the gender of the diabetes nurse
educator. Also highlighted were time restrictions and the work environment of some diabetes

nurse educators not being conducive for confidential discussion.

Lack of information in the broader community

Some consumer participants indicated that there was also a general lack of information available
within the community for men with ED and their partner. Rural participants also indicated that
accessing health services and information was more difficult, with one participant indicating that
he did not know where to go to seek help. However, another participant indicated lack of
information was only one part of the problem, with many men not interested in picking up and

reading information.

Traditional masculine attitudes

The most commonly cited barrier to men seeking help was the traditional masculine attitude about
what it is to be a man. These aspects of being a man include being self-reliant, and wanting quick

solutions for health problems.

One key informant working with young men stated that these men perceived health as being a
non-masculine or unimportant issue. Some consumer participants found it difficult to
acknowledge their ED, with some indicating that they did not notice or consider it to be a
problem straight away. Other participants recognised that they were having difficulties, but chose

q

to ignore or deny the problem - “..and I thought ‘hang on 1've got a problem, 1 really have got a problens’.
So I denied it again for another 2 years.” This could be due to the difficulties in discussing sexual
problems with others, and a reluctance to seek out information or help due to anxiety, pride and
embarrassment. For some consumer participants, the worries or fears about what might be wrong
made it difficult to seek help. In contrast to this, others indicated that they thought their ED was a

normal part of ageing, or were told by their GP not to worry about it.

A couple of key informants suggested that men’s failure or inability to seek information about
health issues stemmed from the perceived lack of need for men to access health services in
comparison to women who were taught in adolescence to be in tune with their bodies and to seek

information if something was wrong.

Lack of men’s health policy

A few key informants highlighted the lack of attention given to men’s health politically. During the

consultation process, it was suggested that men’s health issues needed to be placed on the political
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agenda, with government initiating change in cultural attitudes towards men’s health, especially
reproductive health. This process also required collaboration with health professional associations

to encourage more health service providers to engage in men’s health promotion.

4.2.5 Enablers to men’s information-seeking and health access
behaviours

Factors that consumer participants believed would encourage men to seek information and
professional advice included opening up discussion among men and normalising ED by providing

information about prevalence rates of ED and information about other men’s experiences.

Despite the reported difficulties in talking about ED, consumer participants welcomed the
opportunity to talk with other men about a range of issues, primarily focusing on various
experiences and success of treatments - “I#’s very difficult for men to talk frankly about anything to do with
sexcuality. .. even now, it’s still a problem, things are improving [if] we can talk like this. 1t was interesting when we
came here, I thought ‘maybe we’re all going to sort of be looking away’ and that sort of stuff, it’s great that we'’re not,
but this is an incredibly rare gpportunity.” Such statements indicate that some men may benefit from
further opportunities to discuss health issues by way of health discussion groups, forums or

sessions.

Consumer participants also emphasised the importance of finding an understanding GP who was
willing to listen and explain ED and treatment options with their patient. Providing information
about where and how to locate health professionals specialising in, or willing to discuss men’s

health, is a key factor that may encourage men to seek out further information and assistance.

One participant also highlighted the importance of good marketing strategies to draw men’s

attention to the information that is currently available.

4.3 Men’s information needs

The key information needs identified below are based on men’s experience of ED and past
information-seeking behaviours as highlighted by discussions with consumers and key informants
participating in this study. The quality and accuracy of information currently available in the
community was not investigated as part of this analysis. However, most key informants stated that
either limited information was available or the quality of current information was poor. Some
recognised that the quantity of information about ED available today had increased within the last
five years partly due to the advent of Viagra and Caverject, but accurate information for the

community was still needed.

In addition to information for the community, some key informants recognised that professionals
also needed to be properly informed in order to impart accurate information to the public. GPs
did not comment specifically on what information to provide to men about ED, but did

recommend that general information about male reproductive health issues be made available.
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It is recognised that the needs of affected men reported in this study may not be representative of
needs of the general community. However, identifying gaps in current information will assist in

developing an appropriate strategy that can be tested in the wider community.

This study identified that information on ED is needed to:

Improve men’s knowledge about their own bodies

«  Enable men to understand how erections normally occur by providing information about the

male reproductive system to understand what was not functioning when men were affected
by ED;

«  Provide information about the role of the cardiovascular and nervous systems in erections to

facilitate understanding of causes and treatments.

Normalise erectile dysfunction in the community
«  Provide prevalence data on ED in the community, particularly amongst different sub-groups

(younger versus older men) where available;

«  Dispel myths around erectile dysfunction and masculinity to demonstrate to men that they

were no less of a man if they experienced ED.

Increase men’s awareness of causes of erectile dysfunction
« Inform men about the connection between thoughts, emotions and erectile function and the

impact of anxiety and stress in order to increase men’s acceptance of other causes of ED;

o Inform men about the association of ED with other diseases, such as diabetes and

cardiovascular disease, and the impact of medication and surgical procedures;

« Inform men about the impact of ageing on erectile function to enable men to reconsider their

expectations of sexual performance;

«  Present indicators of various causes to assist men to determine what the problem may be and

what the options are in terms of medical advice, treatment or support;

« Inform men about lifestyle factors and how sexual function could be impeded by certain

factors.

Provide information about psychological issues associated with erectile
dysfunction and treatment

o  Provide reassurance and information to partners about the impact of ED on relationships;

«  Highlight the need for suitable conditions for sexual relationships for men affected by erectile

dysfunction;

«  Highlight the need to communicate erectile problems with a GP and partner.
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Provide quality, evidence-based information on treatment options

«  Provide information on other options available to treat ED besides Viagra (including new
options and natural alternatives) as part of the tiered approach to the treatment of erectile
difficulties;

«  Provide information about the administration of treatment, including when and how to use,
dosage, how often, duration, delays in effects, effectiveness of regular use and reducing

anxiety associated with penile injections;
«  Provide information about treatment side-effects, including heart safety;

«  Highlight action required when treatments fail to work, and how to incorporate treatment

into a sexual relationship;
« Provide information about alternative cost effective treatments;

«  Raise awareness that ED is a treatable condition, but treatment may not always be warranted.

Identify sources of quality information and support

o  Identify valid sources of information about ED and details of doctors with an interest in

men’s health issues.

The context within which information is given may be important to ensure messages are conveyed
to men. Presenting information within the context of consultation with health professionals would

most likely be accepted by men than straightforward information about ED.

4.4 Suggested community education strategies

The most commonly cited suggestions from consumer participants, GPs and key informants for

strategies that could be utilised to educate men about ED are as follows:

4.4.1 Education for health professionals

GP education

Consumer participants considered GPs as a central focus in the provision of information, medical
advice and treatment for men. As a first point of contact for seeking help about ED, it was
suggested during the consultation that some GPs may require additional education and training on
ED diagnosis, treatment and referral options to improve their ability to handle ED. To facilitate

ED treatment in general practice, the following suggestions were made:
«  GPs to be provided with accurate information about current treatments;

«  GPs to provide patient education material, with brochures about ED inconspicuously placed

in racks at GP surgeries;
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e« Information about men’s health issues be made available on CD-ROM so it could be

downloaded and presented to patients;
«  Specific information about the use of Viagra and its contraindications;

. GPs to be provided with techniques to initiate discussion on sexual function with their

patients.

In addition to enhancing general practice, GPs recognised a need themselves for education to be
made available on men’s health issues, but stressed GPs would only participate if men increasingly

accessed general practice for their health needs.

Diabetes nurse educators

Given the recognition by diabetes nurse educators of the limited education provided to diabetic
men about ED, there was support for up-skilling of these health professionals to enhance their
ability to discuss ED as a complication of diabetes.

4.4.2 Media

Most key informants were supportive of normalising ED through constant use of the media.
Subsequent to the 2002 World Cup, some key informants and consumer participants regularly
mentioned Pfizer-sponsored ‘Pele ads’. The ads were highly commended because of the use of a
well-known sports person who authenticated ED resulting in men openly discussing the condition
and contacting telephone counselling services for information as put by one key informant - “#hzs

bloke is someone 1 really respect. ..if he can deal with it, then so can I.” Other suggestions included:

«  Enlisting support from a celebrity or role model to assist in the education or normalisation of

erectile dysfunction through television and radio;

«  Articles about ED for publication in women’s magazines to increase women’s understanding
of erectile dysfunction to promote the transfer of information to men. It was noted that some

men also read women’s magazines, particularly at GP surgeries;

«  Articles about ED in men’s magazines and newspapers.

4.4.3 Written information

In addition to brochures located in GP surgeries, suggestions for additional quality information on
ED include:

«  Brochures, handouts and posters that could be located in chemists, libraries and community

health centres.
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4.4.4 Male-friendly environments: workplace and sports clubs

Workplace health promotion was supported by key informants as a possible means of educating
men about ED, although this setting was not identified by consumer participants. Specific health
promotion strategies suggested for implementation in male-friendly environments (workplace and

sports clubs) included:
« Presentations on men’s health issues;

« Distribution of written material (for example, brochures) in male friendly environments such

as sporting clubs, RSL and Rotary.

It should be noted that there was some debate by consumer participants about the presentation of
information about ED at sporting clubs. One rural participant indicated that demonstrating
interest in promotional material about ED, even from afar, was a revelation to others that you had
ED, and this could start gossip and make life difficult.

4.4.5 Internet

Due to concerns about privacy and confidentiality in seeking information, there was some support
for providing information on the Internet as one key informant stated - “zhe Internet [has] really been
revolutionary disseminating information abont sexuality. ..l think that for men in particular that’s been a great
boomr really becanse it’s so private.” While the Internet was one of the less-utilised sources of
information by consumer participants, some suggested having a forum on the Internet where men

could discuss the issues anonymously with like-minded men.

4.4.6 Education for diabetic men

Key informants suggested the following strategies to specifically target men diagnosed with
diabetes:

« Working with the National Diabetes Supply Scheme to provide written information to diabetic
men accessing this scheme for their supplies. One key informant stated this scheme attracted
many low income earners, so would be ideal to utilise in targeting men who, due to income

restraints, may not traditionally access information or health services;

«  Written articles in “Conquest”, the official newsletter of Diabetes Australia.

4.4.7 Other Strategies

Other strategies recommended for consideration included audiovisual material such as videos,
CD-ROMs, men’s health sessions, and improved access to confidential telephone counselling and

men’s health specialists.
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4.5 Issues pertinent to specific groups

The impact of age, disability, ethnicity, residing in a rural or remote location, and socio-economic
status were also investigated in order to determine key issues for consideration in the development

of community education strategies for men with special needs.

4.5.1 Age

A number of older consumer participants expressed a desire to find a successful treatment for ED
in order to maintain an existing sexual relationship, or to assist in the development of relationships
in the future. Older participants also reported difficulties in obtaining medical advice and
treatment for erectile dysfunction. This was due to some health professionals’ perception that
older men should not be engaging in sexual activity as declining sexual function was a natural part
of ageing. Therefore, the perception was that this condition did not need to be treated in older

men.

In line with these health professional attitudes, other older consumer participants indicated that
ED was a part of the ageing process - T think in the early stages, there is a tendency to often say I think it’s
part of ageing process’, and of course, to some extent it is. .. you discover almost to your horror that in fact there’s
people older than you, who are having less of a problem than you are and that’s when you really start to worry.”
However, there were some older participants who stated the need for a sexual relationship was less

than when they were younger.

A couple of key informants also indicated that some older men sought information about
treatment for ED as they had commenced a new relationship and either wanted to improve
technique or were expected to perform to at a level they were not used to. Some indicated that
younger men generally experienced ED due to psychological factors. Furthermore, most younger
men were not aware of the right conditions for sex due to poor sex education and inappropriate
first sexual encounters. A couple of key informants working with diabetic men also reported that

younger men with diabetes were concerned about the impact of ED on their fertility.

Age differences were also apparent in education strategies suggested by consumer participants.
Older participants were perceived as more likely to access information via libraries or particular
clubs such as bowls club. A younger consumer participant emphasised the need for private and

relatively anonymous sources of information due to the sensitive nature of ED.

4.5.2 Disability

The impact of disability on ED in men with multiple sclerosis (MS) and men with spinal cord
injury was examined in interviews with key informants working with these men. Men with MS
aspired to live as normal a life as they possible could. Some men were committed to engaging in
sexual relationships, whilst others accepted that ED was yet another loss associated with having
MS.

The main issues that emerged from the interviews with key informants working with men with MS

was the cost of treatments for ED, and the impact MS had on men’s ability to use treatments due
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to impact of the disease on hand function, vision, and fatigue levels. Key informants stated that
men with MS needed to know that ED was an implication of their condition and how MS could
interfere with the sexual experience. Community education strategies recommended including
information sessions, written information, and audiovisual materials. Key informants also
suggested educating GPs about MS and sexuality so that GPs could be comfortable in discussing
ED with MS-affected men.

As with men with MS, men with spinal cord injuries also aspired to lead a normal life and engage
in a satisfying sexual relationship with their partner. The major issue that emerged from interviews
with key informants working with men with a spinal cord injury pertained to provision of
education to these men about ED. It was indicated that the level of education available during the
initial rehabilitation phase was very good, with all staff in spinal units trained to handle queries
about ED. They also reported that information about the impact of their injury on ED was
provided soon after men were brought into spinal units, but the information provided differed
from man to man as ED was dependent on the extent of the injury. They suggested that
information about the impact of spinal cord injury on sexuality and treatment was needed for men
with a long-standing injury. However, cost was a factor in accessing ED treatments and relevant
health services. Key informants suggested information sessions, videos, and articles or written
information in the newsletters of disability organisations as a means of educating men with spinal
injury related ED.

4.5.3 Ethnicity

Whilst key informants for ED provided some perspective on the impact of ethnicity on men’s
experiences with ED, key informants working with men from culturally and diverse (CALD)
communities, particularly Arabic, Greek, Spanish and Vietnamese, were also consulted. Most key
informants highlighted that ED was a taboo topic that was rarely, if at all, discussed. ED was also
strongly linked to masculinity. One key informant stated that ED could be a devastating
experience for Hispanic men as they were expected to uphold the Latino lover image. In addition

to this, sex was considered to be a man’s duty and ED was a sign of a man not fulfilling his duties.

Key informants were unanimous in highlighting the power of ethnic media as a means of
educating men from CALD communities. More social research in this field is required in order to

determine the most appropriate community education strategies for these communities.

4.5.4 Residing in a rural or remote location

The key issues that were raised in relation to residing in a rural or remote location included:

Anonymity

Rural consumer participants highlighted the importance of anonymity in smaller towns expressing

the need for private and easy ways to access information without drawing attention to themselves.
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Access to health services

Difficulties in accessing health professionals or health services that specialised in men’s health or
ED were discussed, with one consumer participant indicating that he did not know where to go

for information and medical advice aside from the GPs in his town.

Use of the Internet

A couple of key informants also highlighted the issue of poor access to information including
limited access to the Internet. All rural consumer participants indicated that the internet was not a
source of information for them. However, due to the limited number of rural participants, it is
difficult to draw conclusions about this finding and the implication it has for Internet-based
strategies as a source of anonymous and comprehensive information for men living in rural and

regional areas.

4.5.5 Socio-economic status

Whilst the consumer consultation did not highlight the impact of socio-economic status on men’s
experiences with ED, one key informant stated that retaining sexual function was important for
men from lower socio-economic groups as sex was one of the few pleasures they could afford.
However, a major concern that arose was the cost of treatment for ED, which prevented many
men from accessing counselling services and medical assistance. One key informant suggested that
the Federal Government collaborate with health insurance companies to improve access to

psychological services in order that men could receive counselling for ED.
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5 Community Education Activities Undertaken in Australia

The community education survey into male reproductive health education in Australia was
distributed to 3984 individuals and organisations across Australia who were considered to provide
education on male reproductive health either directly or as a component of other men’s health
education activities. Data presented represents an analysis of information returned on 225

completed surveys.

Information was collected about erectile dysfunction community education activities implemented
in Australia. Of the 225 surveys that were returned, 191 respondents provided community
education specifically on male reproductive health issues (all but one indicated which issues were
addressed). The remaining 34 respondents reported that community education was provided in
other men’s health issues only. Of all the male reproductive health issues, erectile dysfunction was
the second most addressed in community education with 64.7% (123/190) of respondents
reporting involvement in the implementation of erectile dysfunction education. Table 1 outlines
the male reproductive health issues addressed in education activities as indicated by respondents,

and how erectile dysfunction compared to the other health issues.

Table 1: Male reproductive health issues addressed by respondents in community education
activities
Male reproductive health issue N (%) of respondents*
Prostate cancer 124 (65.3)
Erectile dysfunction 123 (64.7)
Testicular cancer 99 (562.1)
Benign prostate disease 78 (41.1)
Male infertility 70 (36.8)
Other (including STls, HIV, safe sex, sexuality and sexual functioning) 56 (29.5)
Androgen deficiency 55 (29.0)
Anabolic-androgenic steroid use 29 (15.3)

* Most organisations addressed more than one issue

The community education survey contained three education activity sheets so respondents could
report on each activity implemented. A total of 302 activity sheets were completed with 299
specifying the male reproductive health issue(s) addressed in the activity. Respondents were asked
to indicate whether the reproductive health issue specified was the “main focus” of the activity or
“included but not the main focus.” This distinction was made to determine the number of
activities that directly addressed the health issue compared to those activities that included the
health issue within broader or more general strategies. Activities commonly addressed more than
one reproductive health issue (such as prostate cancer and erectile dysfunction), so while 302
activity sheets were completed, when broken down by individual health issues, the number was
greater. Of the 299 activities specifying the male reproductive health issue(s) in the activity, neatly
a third (30.4%) featured erectile dysfunction as the main focus of the activity. A further 23.4% of

all activities included erectile dysfunction, but it was not the main focus. Table 2 demonstrates the
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total number of main focus education activities reported by respondents for each male

reproductive health issue.

Table 2: Total number of main focus education activities reported for each male
reproductive health issue

Male reproductive health issue N (%) of activities*
Prostate cancer 127 (42.5)
Erectile dysfunction 91 (30.4)
Testicular cancer 58 (19.4)
Other (including STls, HIV, safe sex, sexuality and sexual functioning) 73 (25.6)
Benign prostate disease 54 (18.1)
Male infertility 52 (17.4)
Androgen deficiency 26 (8.7)
Anabolic-androgenic steroid use 10 (3.3)

* Many activities featured more than one issue as the main focus.

Overall, education activities were most likely to be conducted in metropolitan locations for all the
reproductive health issues. Of the activities that addressed erectile dysfunction, 77% were held in
metropolitan locations, 68% in rural or regional areas, and 45% in remote settings. Whilst erectile
dysfunction was a popular topic for male reproductive health education in rural areas, the same
cannot be said for remote locations. Of all the reproductive health issues, erectile dysfunction was
the third least addressed issue in education in remote locations with only 45% of activities
implemented in this setting. Only other male reproductive issues (such as STIs and HIV/AIDS)
and androgen deficiency fared worse. This finding demonstrates the need for more education in
remote areas, particularly given rural consumer participant concerns about the lack of health

professionals and services in rural and remote locations that specialise in men’s health.

In regards to target audiences, erectile dysfunction education was most likely to target affected
individuals (49%) and ‘at risk’ individuals (45%). In terms of targeting affected individuals, erectile
dysfunction education came second to androgen deficiency education. Furthermore, of all the
reproductive health issues, activities addressing erectile dysfunction were more likely to target ‘at
risk’ individuals. Table 3 demonstrates the percentage of education activities for all male

reproductive health issues that targeted affected and ‘at risk’ individuals.
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Table 3: Percentage of education activities reported for each male reproductive health issue
targeting affected and ‘at risk’ individuals
Activities targeting | Activities targeting ‘at
Male reproductive health issue affected individuals risk’ individuals
(%) (%)
Erectile dysfunction 49 45
Androgen deficiency 50 38
Prostate cancer 47 35
Benign prostate disease 40 30
Male infertility 38 21
Testicular cancer 32 27
Anabolic-androgenic steroid use 32 18
Other (including STls, HIV, safe sex, sexuality and
o 31 22
sexual functioning)

The provision of general information was the most commonly reported aim for education

activities addressing each reproductive health issue. For activities addressing erectile dysfunction,

89% aimed to provide general information about the condition. Erectile dysfunction activities also

aimed to provide counselling (70%), assist with early detection (61%) and prevent the condition

(48%). However, of all the education activities, those addressing erectile dysfunction were more

likely to provide counselling. This finding is not surprising given that erectile dysfunction

education was also more likely to target affected individuals. Table 4 documents the percentage of

education activities for each male reproductive health issue where counselling was the main aim.

Table 4: Percentage of education activities for each male reproductive health issue where

counselling was the main aim

Male reproductive health issue Activ:isefn\;viirt‘ha(i:r:u(l:/os)elling
Erectile dysfunction 70
Androgen deficiency 68
Male infertility 63
Anabolic-androgenic steroid use 63
Prostate cancer 60
Testicular cancer 57
Benign prostate disease 57
Other (including STls, HIV, safe sex, sexuality and sexual functioning) 55

Predictably, treatment options was the most commonly featured topic in erectile dysfunction,

education with 86% of the activities including treatment information. Despite this finding,

treatment issues were a focal point of discussion during the erectile dysfunction consumer

consultation. Consumer participants identified a need to obtain very specific information about
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treatment, including use, dosage and side-effects. It appears that the existing education available on
erectile dysfunction treatment may be insufficient or too general to meet the needs of men,
indicating a need for additional quality information on the topic. In addition to treatment options,
information about symptoms and detection were included in 81% of activities. This finding is also
somewhat predictable given that ‘at risk’ individuals constituted the main target audience of

erectile dysfunction education.

Group presentations or sessions were the most commonly used method to deliver education about
all the male reproductive health issues. Furthermore, English was the predominant language used
to deliver education. In regards to the education materials used to convey information, written
information was also the most commonly used, but when compared to the other reproductive
health issues, erectile dysfunction education was the least likely to use this education material. This
finding adds weight to consumer participant suggestions that more written information be made
available in GP surgeries, pharmacies, community health centres, libraries and service clubs.
Opverall, written information (70%), visual tools (46%) and video or audiotapes (30%) were the
most commonly utilised materials in erectile dysfunction education. Table 5 demonstrates

percentage of education activities for each male reproductive health issue utilising written

information.
Table 5: Percentage of education activities for each male reproductive health issue utilising
written information

Male reproductive health issue Activ:;i;a:r;tgltiis()i:gz(y\:\l)ritten
Testicular cancer 80
Other (including STls, HIV, safe sex, sexuality and sexual functioning) 80
Prostate cancer 77
Anabolic-androgenic steroid use 74
Benign prostate disease 73
Male infertility 72
Androgen deficiency 70
Erectile dysfunction 70

Of all the education activities, those addressing erectile dysfunction were also most likely to use
video or audiotapes to convey information. The videotapes may be a worthwhile education tool
for erectile dysfunction education due to the sensitive nature of erectile dysfunction, and its value
in transferring information about treatment, especially if this information is vast. Gomella et al.
(2000) found that the videotape was a beneficial education tool due to its ability to convey a large
quantity of information in the privacy of one’s home. Furthermore, various studies (Barry et al.,
1995; Onel et al., 1998; Shapira et al., 1997; Wagner et al., 1995) have found that videotapes about
prostate cancer treatment either facilitated consumer participation in making decisions about
treatment or increased consumer understanding. In regards to audiotapes, the literature is also

supportive of their use in patient education due to their ability to facilitate consumer
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understanding of information provided during the medical consultation (Ford et al., 1995;
Rosenbaum and Rosenbaum, 1986). Although, there is no literature on the use of videotapes and
audiotapes in erectile dysfunction education, these education tools may need to be considered as

education strategies.
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6 Overview of Community Education Strategies

Community education strategies to educate men, including those from special groups, about
erectile dysfunction are based on information needs and information-seeking behaviours identified
from consultations with consumers, GPs and key informants. Information from the community
education survey has also been used to develop the recommended strategies. As the needs and
information-seeking behaviours identified were based on the experiences of affected men, these
needs may not be reflective of the needs of unaffected men. However, the education strategies
identified provide the basis of a range of activities for further research and development, piloting

and evaluation.

Table 6 presents a summary of the community education strategies recommended to educate men,

including those from special groups, about erectile dysfunction.
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Table 6: Community education strategies for erectile dysfunction.

Community
Education
Strategy

Education of
health
professionals

Written
Information

Workplace
and clubs

Internet

Education for
diabetic men

Men’s Information Needs

Improve men’s Normalise erectile Increase men’s Provide information Provide quality, Identify sources of
knowledge about dysfunction in the awareness of causes about psychological evidence-based quality information
their own bodies community of erectile issues associated with information on and support

dysfunction erectile dysfunction and treatment options
treatment
Improve ability of GPs to initiate Improve GPs knowledge about Information for GPs
discussion and communicate with treatment options regarding other health
their patients about ED professionals (GPs,
. " . . specialists, psychologists
Provide opportunities to up-skill other health professionals about ED wFi]th an inter%s){ in EDg )
management and communication skills, incl. diabetes nurse educators.
. Raise awareness about ED using television, radio, Raise awareness of quality Promote men’s access to
metropolitan and rural newspapers, women's magazines. websites via the media GPs to discuss sexual health
. Community role models used to promote messages. problems

 Provide comprehensive written information about ED via health professionals, chemists, community health centres, libraries and service clubs

¢ Provide CD-ROM and audiovisual material such as videos as alternative formats of information for patients

Identify GPs who are
comfortable discussing
sexual health issues

Increase men’s awareness of ED via Men’s Health nights and
distribution of written information such as brochures, booklets and
information sheets in community health centres, workplace,
social, sports and service clubs eg RSL, Rotary, Lions Clubs.

Promote men'’s access to
GPs to discuss sexual health
problems

 Provide and promote websites that offer comprehensive, consistent and authenticated on-line information about ED

 Provide anonymous on-line networks and discussion forums for men with ED

e Provide comprehensive information about erectile dysfunction for diabetic men via the National

Diabetes Supply Scheme

o Raise awareness of link between diabetes and erectile dysfunction in the Diabetes Australia

newsletter

Promote diabetic men's
access to GPs to discuss
sexual health problems
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Conclusions

The current needs analysis has demonstrated a range of information-seeking behaviours and needs
in relation to erectile dysfunction. Data from this consultation with consumers, key informants
and GPs has highlighted the current lack of accurate information to assist men in understanding
the cause of their condition and the treatment options available to them. It has also allowed an
exploration of potential community education strategies that can be used to deliver the
information needs identified from this analysis. For affected men, the aim of an education strategy
would be to facilitate understanding of erectile dysfunction and the need to communicate sexual
health issues with a health professional. For health professionals, education needs appear to be
based upon enhancing and updating professional knowledge about treatment of erectile
dysfunction, as well as increasing awareness of men’s information, discussion and support needs
within consultations. This also emphasises the key role that health professionals, primarily GPs,
are seen as having in men’s health education. Whilst comprehensive data has been obtained on the
education needs of men affected by erectile dysfunction, it is recognised that limited conclusions
can be made about the information-seeking behaviours and needs of men within the community
that are not affected by this condition.

Of benefit to the development of future education strategies is the documentation of men’s
understanding of their condition, information needs, information-seeking behaviours and barriers
to men’s information access. The analysis has demonstrated that little research has been
undertaken to date to examine and compare these issues specifically for erectile dysfunction. The
current study is unique in gaining perspectives from both consumers and key health professionals
on the education needs across a range of sexual and reproductive health issues. In recognising this,
the study was designed to utilise exploratory methods of research. The methodological limitations
identified in this study, highlight areas in which further research is needed to further examine the
report findings.

Although it appears that there is limited education for men on erectile dysfunction currently in
Australia, a key priority of Andrology Australia is to enhance the current level of education where
it exists, rather than duplicate effort and resources. Consequently, the need for collaboration
between relevant health organisations, services and groups is recognised as a priority to enhance
development and implementation and allow education initiatives to be sustained in the longer
term.
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Appendix I: Literature Review Search Strategy

The search terms used to collect literature on men’s knowledge and attitudes towards male

reproductive health issues and men’s information-seeking and health access behaviours were as

follows:
1. men OR male AND
2. testicular OR prostate OR infertility OR androgen OR testosterone OR impotence OR

erectile OR andrology OR reproductive OR reproduction AND

3. health behaviout/behavior OR health care seeking OR health care utilisation/utilization
OR health attitudes

The limits applied to this search included human, adults and articles in English. There were no

limits on year(s) of publication.

The search terms used to collect literature on male reproductive health education strategies

previously implemented were as follows:

1. men OR male

2. testicular cancer OR male infertility OR prostate cancer OR benign prostatic hyperplasia
OR androgen deficiency OR testosterone deficiency OR erectile dysfunction OR
impotence

3. Health promotion OR health education OR community education

4. Patient education

5. 1 AND 2 AND 3

6. 1 AND 2 AND 4

The term “testicular self-examination” was also used as a single search term. The limits applied to
this search included human, adults and articles in English. There were no limits on year(s) of
publication.
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Appendix II: Participants in Consultation Process

a) General Practitioner focus groups

The recruitment and facilitation of GP focus groups was performed in collaboration with the
Department of General Practice, Monash University. A representative sample of GPs reflecting a
range of interest in men’s health, gender and type of practice (solo and group) were identified and
invited to participate in the focus groups. Three focus groups were conducted (two metropolitan

and one rural) with a total of 27 GPs from the following Victorian Divisions of General Practice:
« North Fast Valley Division of General Practice;

e Monash Division of General Practice;

o Central Bayside Division of General Practice;

o Central Gippsland West Division of General Practice.

b) Consumer focus groups, interviews and written submissions

Men who had been affected by a reproductive health condition were invited to participate in the
consumer consultation. A total of 113 men participated in the consultation that included focus
groups, telephone interviews and written submissions. However, 14 men made more than one

contribution on different health conditions resulting in a total of 129 consumer contributions for

analysis.
Total number of No. focus No. telephone No. written

consumer participants groups interviews* submissions
Androgen Deficiency 23 2 4 1
Erectile Dysfunction 30 4 3 0
Male Infertility 9 1 3 0
Prostate Disease 59 7 1 11
including Prostate
Cancer
Testicular Cancer 8 0 8 0
Total number of 129 14 19 12
consumer
contributions

* two consumer interviews focused on two conditions
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c) Key informant interviews

Erectile Dysfunction

Mr Michael Arthur

Ms Anita Bowen

Assoc Prof Peter Colman

Mr Greg Davey

Ms Karla Fritis

Dr Tim Geraghty
Ms Cath Harmer
Ms Sandy Havlin
Dr Jim Hazel

Mr David Henty
Mr John Kearney
Dr Simon Kennedy
Mr Zyron Krupenia

Ms Chris Leech

Assoc Prof Douglas
Lording

Mr Chris Love
Dr Michael Lowy

Ms Pene Manolas

Dr Elizabeth McDonald

Ms Judy O’Dea

Dr Sue Rutkowski
Dr Peter Sutherland

Mr Aart Symons

Community Spinal Nurse, Paraplegic Association of South Australia,
SA

Counsellot, Shine South Australia, SA

Director, Department of Diabetes and Endocrinology, Royal
Melbourne Hospital, Vic

Counsellot, Vic

Counsellor, Impotence Australia, NSW

Director, Spinal Injury Unit, Princess Alexandria Hospital, Qld
Education Manager, Diabetes Australia, Vic

Diabetes Nurse Educator, Diabetes Australia, WA
Endocrinologist, Diabetes Clinic, Westmead Hospital, NSW
Psychologist, Tas

Diabetes Nurse Educator, Western District Health Service, Vic
Psychologist, Behaviour Work Group, Vic

Psychologist, WA

Occupational Therapist, Multiple Sclerosis Society of Queensland,

Qld

Medical Director, Cabrini Hospital, Vic

Urologist, Vic

Sexual Health Physician, Australian Centre for Sexual Health, NSW
Counsellor, Impotence Australia, NSW

Medical Director, Multiple Sclerosis Society of Victoria, Vic

Diabetes Nurse Educator, Diabetes Health Assessment Unit, Royal
North Shore Hospital, NSW

Director, Spinal Injury Unit, Royal North Shore Hospital, NSW
Urologist, SA

Consultant Psychologist, Multiple Sclerosis Society of Queensland,

Qld
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Special Needs Groups>

Ms Susan Alcarez

Ms Fran Batrouney
Ms Annalise Beckman
Ms Holly Brennan

Ms Jo Dufty

Mr Conrad Gershevitch

Ms Olympia Giatris

Dr Caroline Harvey
Mr Demos Krouskos

Mr Peter Legzdins

Mr Ayman Qasem

Mr Nhan Tran

Ms Therese Warren

Coordinator, CELAS (Spanish Latin American Welfare Centre of
Victoria), Vic

Occupational Health Advisor, Huntsman Chemical Company, Vic
Former Disability Services Coordinator, Family Planning ACT, ACT
Disability Services Manager, Family Planning Queensland, Qld
Disability Services Coordinator, Family Planning ACT, ACT

National Coordinator, Federation of Ethnic Communities Councils
of Australia, ACT

Welfare Officer, Greek Orthodox Community of South Australia,
SA

Medical Director, Family Planning Queensland, Qld
Acting Director, Centre for Culture, Ethnicity and Health, Vic

Coordinator, Ethnic Communities Council of New South Wales,
NSW

Counsellor, Australian Arabic Services Council, NSW

Coordinator, Vietnamese Community of Australia (NSW Chapter),
NSW

Occupational Health Advisor, SA

¥, includes key informants about men from culturally and linguistically diverse communities, men with disabilities, male bine-collar workers

and women.

Page 49 of 64



Needs Analysis of Community Education on Erectile Dysfunction

Appendix lll: GP Focus Group Questions

The GP focus groups were conducted in collaboration with the Monash University Department of
General Practice to determine GP training and community education needs in male reproductive
health issues. Questions used for the needs analysis to determine GP training needs in the area of

male reproductive health were as follows:

«  Within your Division of General Practice and/or in your professional development activities,
how are your education and training needs in men’s sexual & reproductive health currently

being met?
o« How could these best be met?

«  What would motivate you to gain more knowledge/ information on men’s sexual &

reproductive health issues?

« As part of this national train the trainer program there will be training of a cohort of GPs to be
national trainers on men’s sexual and reproductive health. These trainers will conduct sessions

within Divisions. What do you think of this approach?
«  What types of educational materials would be most useful in this training?

« An outcome of this project is to establish a database of resources for Australian GPs on men’s
sexual & reproductive health (for example, of publications, focus group results, etc). What do

you consider useful and in what form?

Questions used for the needs analysis to determine from GPs the perceived community education

needs in the area of male reproductive health were as follows:

« For which male reproductive health issues do your male patients and/or families currently seek

information? Who initiates discussion about sexual function?

«  What type of information is sought by your male patients and/or their families about these

male reproductive health issues?

« What action do you take in fulfilling the information needs of your patients and/or their

families?

«  What information should be made available to consumers about male reproductive health

issues?

« How should this information be made available to consumers?
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Appendix IV: Consumer Questions

Questions used during the consultation with consumers to determine the information needs and
information-seeking behaviour of men affected by sexual and reproductive health issues were as

follows.

« What has your experience of (prostate disease, testicular cancer, infertility,
erectile dysfunction or androgen deficiency) been like? (Prompts)

— What stands out to you about your experience of ?

— How did you find out that you had your condition? What were the
signs/symptoms?

— What concerns do you have or have you had about your condition or treatment?

« What did you know about your condition before you were diagnosed or realised you had a
problem?

« How has your knowledge about your condition changed over time?
«  What information were you given at diagnosis and during treatment?
«  What information did you seek about condition or treatment? (Prompts)
— How did you go about finding out these issues?
— What information did you find that was useful?
—  What difficulties did you experience in trying to find useful information?

— How have your family or friends played a part in you finding the information or
help you need?

o What are the most important issues about that men should know?

o At what time in a2 man’s life should he be educated about this issue?

«  What is the best way for your average person to find out about ? (Prompts)
— Where would be the best places to provide information about for men?
— What would be some useful ways to present this information?

— What types of information or health promotion activities do you think men tend to
notice?

— What stops men from seeking health information or support?

— What would encourage them to be more proactive in enhancing their health?

« Are there any more thoughts that you have on the issues we've talked about?

Page 51 of 64



Needs Analysis of Community Education on Erectile Dysfunction

Appendix V: Key Informant Interview Schedule

The following key informant interview schedule was modified to reflect discussion with other sub-
groups (for example, men from culturally and linguistically diverse communities, blue-collar

workers).

« Can you please comment on the state of education or information that is currently available

for men about ? What are the gaps in the information available?
o Is there a need for further education for men about this issue? If so, where does the need lie?

«  What are the specific issues in or aspects of that need to be addressed in a men’s

health promotion program?

«  What are the aspirations of your male patients in terms of their health including their sexual
and reproductive health?

«  What type of information is sought by your male patients about ?

«  What is their level of knowledge about this condition upon referral to this service? How does

this level of knowledge change during the management or treatment of condition?
« How aware are your male patients of their own bodies in terms of anatomy and physiology?

«  What type of information is sought by partners about ?

« How do the following variables impact on the type of information sought about ?
— Age —young/er vs old/er
— Ethnicity
- Socio-economic status — low vs middle vs high?
— Rural vs metro

«  What action is taken in fulfilling the information needs of your male patients and/or their

partners? (Counselling? Referral?) What is their receptivity to these actions?
« Can you comment on the information-seeking behaviour of your male patients?
— Do they access information from other sources? If so, where?

— What information do they seek?
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«  What information should be made available to men affected by vs the general

male population?
— Risk factors
— Treatment
—  Other

« How should information be made available to men — affected vs general male population?

—  Settings
— Strategies
— Target groups

o Are there any existing health promotion strategies or campaigns that could be applied to
providing information to men about ?

«  What outcomes would you like to see for your male patients and men overall if they

participated in a health promotion activity focusing on ?

o What are your thoughts on the basic literacy approach as a means of providing health

information to men? What other approaches should be considered?

o Men have recognised the influence that their partners have on health access and information-
seeking behaviour and suggested women be educated so they can educate their partners. What

are your thoughts on this approach as a means of providing health information to men?
o What are the barriers to male participation in men’s health promotion programs?

«  What would encourage male participation in men’s health promotion programs?(or How can
male reproductive health be demystified so that men are able to openly discuss issues affecting
them like women are able to do so?)

o Are there any other issues about that Andrology Australia should

consider when developing its community education campaign? (state issues etc)
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Appendix VI: Community Education Survey

MALE REPRODUCTIVE HEALTH EDUCATION ACTIVITIES SURVEY

Overview

Thank you for taking the time to complete this survey. This survey has been developed to gain
information about men’s health education activities across Australia that either directly address or
incorporate education about male reproductive health issues. The information that you provide in this
survey is important in ensuring that we have a comprehensive understanding of past, current and
planned men’s health education activities to clearly establish future directions for education in male
reproductive health. It is also important that we identify as many education providers as possible
through this survey. If you are aware of any organisations or individuals who may provide education or
distribute information that includes male reproductive health issues, we would appreciate it if you could
nominate them in this survey.

Please ask that the appropriate staff member(s) complete this survey. Where more than one
staff member has been involved in separate education activities within the organisation, this
survey may be photocopied or additional copies may be requested from Andrology Australia.

Definitions

Education Activities

For the purpose of this survey, ‘education activities’ is defined broadly and encompasses a wide range
of activities such as telephone information services, workshops for consumers or health professionals,
pamphlet distribution, videotapes or one-on-one consultations or support. We would like to obtain as
much information as possible about all forms of education activities provided throughout Australia that
have in some way addressed male reproductive health issues. If you are uncertain about whether an
activity or initiative you have provided is classified as an education activity, please complete the survey
to the best of your ability as we would appreciate any information that you may provide about your
service or activities.

Male Reproductive Health

Refers to the functioning of the male reproductive system. Andrology Australia has a focus on
education and research in specific areas of male reproductive health including androgen deficiency,
steroid use, prostate disease (including prostate cancer), infertility, erectile dysfunction and testicular
cancer.

Andrology
Refers to the study of the functions and diseases peculiar to males especially of the reproductive
organs. Andrology is the male equivalent to gynaecology for women.

Checklist
Before returning your survey, please check that you have included the following:
a Completed the ‘About Your Education Activities’ section

Completed an ‘Activity Sheet’ for each main education activity that you or your
organisation have undertaken or planned for future implementation

Completed the ‘About Your Organisation’ section

Where possible, included copies of any education materials that you or your
organisation have used

Completed the subscription form for The Healthy Male newsletter, if you or your
organisation wishes to receive quarterly newsletters from Andrology Australia

a
a
a
a

This survey is based on education activity surveys developed by the Australian
Research Centre in Sex, Health and Society at La Trobe University and the
Westgate Division of General Practice.
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ABOUT YOUR EDUCATION ACTIVITIES

We would like to know about any forms of education that you or your organisation
have provided in the past, are currently providing, or are planning for the future. A
series of questions are presented below followed by a set of ‘Activity Sheets’. Please
answer each question by putting a v in the appropriate box (Q) or written response
where required.

1. Please indicate which areas of men’s health you or your organisation have
undertaken education activities in:

2. How long have you or your organisation been undertaking these activities?

3. What motivated you or your organisation to target education in men’s health?

4. Have your men’s health education initiatives included information on male
reproductive health issues?

U1 YES U2 NO - Please go to the section marked ‘About Your
N2 Organisation’. You do not need to complete the Activity
Please go to question 5 Sheets included in this survey

5. Have you or your organisation ever implemented, or are you planning to implement,
any education activities that includes information on any of the following male
reproductive health issues?

Prostate disease

- Prostate cancer (1 Testicular cancer Q2

- Prostatitis Us Androgen/testosterone deficiency U4

- Benign prostatic hyperplasia Us Steroid use Ue
Erectile dysfunction Q- Other reproductive health issues Qs
Male infertility Qo Please specify:

6. What motivated you or your organisation to target or include male reproductive
health in your education initiatives?

If you have ticked any of the boxes in question 5, please continue to
the ‘Activity Sheets’ section over the page.
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ACTIVITY SHEETS

Please list each of the MAIN education activities that you or your organisation have
undertaken or are planning, that have included male reproductive health issues (if in
doubt, include rather than exclude):

Please complete Activity Sheet A

Please complete Activity Sheet B

Please photocopy additional sheets

Please photocopy additional sheets

Please photocopy additional sheets

mmoowe?>

Please photocopy additional sheets

One Activity Sheet is required per education activity that you or your organisation have run or
are planning. If more sheets are required for additional activities, please photocopy the
Activity Sheets enclosed before commencing.

Please answer each question on the following Activity Sheet(s) by putting a v’ in the
appropriate box or a written response where required. If a section is not relevant to
your program/activity, or if the information is not available, please indicate this on the
sheet.

Please note that the following Activity Sheets are written in present tense. For activities that
have been undertaken in the past or are currently in the planning stage, please complete the
survey in terms of how the activity could be best described.

Where possible, Andrology Australia would appreciate any copies of
any education materials (such as brochures, posters, workshop
programs) that you or your organisation have used in the education
activities outlined in this survey. Andrology Australia wishes to
obtain materials for research purposes only to gain an overview of
the education strategies being undertaken in male reproductive
health. Androloqy Australia will not use any materials or content
without expressed permission from the author or organisation.

If you wish to discuss this further please contact Carolyn Poljski, Health Promotion
Officer, on (03) 9594 7534 or
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EDUCATION ACTIVITY SHEET A
Description
1. Name/description:
2. Is this activity a: (i Past activity (no longer running) Q2 Current activity

s Future or planned activity (not yet commenced)

3. Commencement date of activity: End date of activity:

4. Please indicate the targeted State or Territory of this activity: (v one box only)

a+ VIC Q2 NSW Qs QLD Qa4 NT

Qs WA e TAS Q- ACT Us SA

Qs Australia-wide Q10  Non-specific location
5. Does this activity target metropolitan or suburban locations? U1 YES U2 NO
6. Does this activity target rural or regional locations? U1 YES U2 NO
7. Does this activity target remote locations? U1 YES U2 NO
Aims

8. What is the main aim of this activity?

U1 To prevent disease Q2 To facilitate early detection of conditions
Us To provide support or counselling Qa4 To provide general information
Us All of the above Ue Other
Focus
9. Which reproductive health issue(s) does this education activity address or include?
The main focus Included but not
of the activity the main focus
Prostate disease
- Prostate cancer U P
- Prostatitis (1 Q2
- Benign prostatic hyperplasia (1 i )
Erectile dysfunction (i Q2
Male infertility (1 Q2
Testicular cancer (1 Q2
Androgen/testosterone deficiency (i Q2
Steroid use U P
Other male reproductive health issues (i Q2

Please specify issue(s):

10. Which topics are addressed in this activity?
U1 Symptoms and detection Q2 Prevention Qs Self care
U4 Treatment options Us Information sources s Healthy living
U7 Support services/networks  Us Statistics Qo Other:
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EDUCATION ACTIVITY SHEET A (cont:)

Implementation

11. Which ONE method most accurately describes how this activity is delivered? (v one box only)
01 Face to face group presentations/sessions a2 Telephone information or counselling
3 One on one discussion or consultation Q4 One on one formal counselling
U5 Paper based written information distribution a6 Internet or email distribution
Q7 Audio-visual information distribution as Other:

12. What type(s) of education materials are used to convey information in this activity?

01 Written (e.g. pamphlets, booklets) U2 Websites 13 Video or audio tapes
04 Printed visual (e.g. posters) as Email 06 Newsletters/magazines
Q7 Visual tools (e.g. Power Point) 08 No materials a9 Other:

13. Are these materials: All Some
Produced by you or your organisation? I E Q2
Adapted from other materials for your own use? U Q2
Existing materials developed by others? U [ )

Not applicable th

14. Which language(s) is this activity provided in?

15. Where does this activity MOST COMMONLY take place? (v one box only)

U1 Within your organisation or clinic Q2 Outside your organisation or clinic
Qs Entertainment or social venues U4 Workplace settings

Us Presented in media Us No regular setting

Q7 Distributed by mail-outs Qs Internet

Qs Other:

16. Which personnel or individuals were involved in the development of this activity?

17. Which personnel or individuals are involved in the delivery of this activity?

18. Can you please describe the characteristics of the personnel or individuals involved in the

delivery of this activity? (age, gender, whether employed within or outside organisation,
languages spoken)

Target groups/population

19.

Who is this education activity typically directed towards? (v one box only)

U1 General population

U2 Health care professionals

Us Individuals ‘at risk’ of a health condition

U4 Affected individuals (i.e. those who have/had a reproductive health condition)
Us Friends and family of affected individuals

Ue Both affected or ‘at risk’ individuals and their family/friends

Uz Other:
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EDUCATION ACTIVITY SHEET A (cont:)

20. Which gender does this activity target? (v one box only)

1 Men Q2 Women Qs Transgender Qs  Non-gender specific
21. Which age group does this activity target?(v' one box only)

Q1 Below 18 Qe 18-35 Qs 36-55

Qs 56+ Qs Non-age specific

22a. Does this activity target individuals of a specific sexual orientation? (1 YES U2 NO
22b. If yes, please specify:

U1 Heterosexual Q2 Homosexual Us Bisexual
23a. Does this activity target specific socioeconomic groups? U1 YES O2NO
23b. If yes, please specify:
U1 Professionals or white collar workers i P} Trades or blue collar workers
Us Unemployed U4 Retired
Qs Students Qe Other:
24a. Does this activity specifically target any special needs groups? U1 YES Q2
NO
24b. If yes, please specify:
U+ Elderly Qe Indigenous
Us Disabled U4 War Veterans

Qs People of diverse cultural and linguistic backgrounds. If yes, please specify which
ethnic group(s):
Qs Other:

Evaluation

25. What would you say is the most successful element of this activity?

26. What do you think are the most important indicators of this activity’s success?

27a. Has the effectiveness of this activity been measured in any way? (v one box only)
U1 Yes - Please goto Q. 27b. U2 No - Please go to Q. 29a.
Qs Unsure - Please go to Q. 29a.
04 Not applicable (N/A) = Please go to Q. 29a.

27b. If yes, how?

28. If yes, was the activity considered to have met its intended aims or goals? (v one box only)
Q1 It met all of the aims Oz It met most of the aims Qs It met some of the aims
Q4 It met few of the aims s It met none of the aims

29a. Will this activity be continued? 41 YES U2 NO Us UNSURE Os N/A
29Db. If no, please explain why:

U1 Lack of funding U2 ck of audience interest s Lack of resources
Q4  Activity not meeting goals s Other:
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EDUCATION ACTIVITY SHEET B
Description
1. Name/description:
2. Is this activity a: th Past activity (no longer running) Q2 Current activity

Us Future or planned activity (not yet commenced)

3. Commencement date of activity: End date of activity:

4. Please indicate the targeted State or Territory of this activity: (v' one box only)

U+ VIC U2 NSW Us QLD U4 NT
Us WA Ue TAS Vg ACT Us SA
Us Australia-wide Q10 Non-specific location
5. Does this activity target metropolitan or suburban locations? U1 YES U2 NO
6. Does this activity target rural or regional locations? U1 YES U2 NO
7. Does this activity target remote locations? U1 YES U2 NO
Aims
8. What is the main aim of this activity?
U1 To prevent disease Q2 To facilitate early detection of conditions
Us To provide support or counselling U4 To provide general information
Q5 All of the above ue Other
Focus
9. Which reproductive health issue(s) does this education activity address or include?
The main focus Included but not
of the activity the main focus
Prostate disease
- Prostate cancer U1 P}
- Prostatitis N Q2
- Benign prostatic hyperplasia U U2
Erectile dysfunction i Q2
Male infertility N E )
Testicular cancer U Q2
Androgen/testosterone deficiency i Q2
Steroid use U1 P}
Other male reproductive health issues W )

Please specify issue(s):

10. Which topics are addressed in this activity?
1 Symptoms and detection Q2 Prevention Qs Self care
U4 Treatment options Us Information sources Us Healthy living
U7 Support services or networks s  Statistics Qo Other:
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EDUCATION ACTIVITY SHEET B (cont:)

Implementation

11. Which ONE method most accurately describes how this activity is delivered? (v' one box only)
U1 Face to face group presentations/sessions a2 Telephone information or counselling
U3 One on one discussion or consultation Q4 One on one formal counselling
U5 Paper based written information distribution ue Internet or email distribution
U7 Audio-visual information distribution us Other:

12. What type(s) of education materials are used to convey information in this activity?
U1 Written (e.g. pamphlets, booklets) U2 Websites a3 Video or audio tapes

U4 Printed visual (e.g. posters) a5 Email ue Newsletters/magazines
47 Visual tools (e.g. Power Point) U8 No materials U9 Other:

13. Are these materials: All Some
Produced by you or your organisation? (1 Q2
Adapted from other materials for your own use? (i Q2
Existing materials developed by others? (1 Q2

Not applicable (1

14. Which language(s) is this activity provided in?

15. Where does this activity MOST COMMONLY take place? (v one box only)

U+ Within your organisation or clinic I} Outside your organisation or clinic
Us Entertainment or social venues U4 Workplace settings

Qs Presented in media Qe No regular setting

U7 Distributed by mail-outs Us Internet

Qs Other:

16. Which personnel or individuals were involved in the development of this activity?

17. Which personnel or individuals are involved in the delivery of this
activity?

18. Can you please describe the characteristics of the personnel or individuals involved in the
delivery of this activity? (age, gender, whether employed within or outside organisation,
languages spoken)

Target groups/population

Who is this education activity typically directed towards? (v one box only)

(1 General population

Q2 Health care professionals

Us Individuals ‘at risk’ of a health condition

Qs Affected individuals (i.e. those who have/had a reproductive health condition)
Qs Friends and family of affected individuals

Qe Both affected or ‘at risk’ individuals and their family/friends

a Other:
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EDUCATION ACTIVITY SHEET B (cont:)

20. Which gender does this activity target? (v one box only)
U+ Men U2 Women Os Transgender U4  Non-gender specific

21. Which age group does this activity target?(v one box only)
U+  Below 18 U2 18-35 Us 36-55
s 56+ Qs Non-age specific

22a. Does this activity target individuals of a specific sexual orientation? 1 YES 02 NO
22b. If yes, please specify:

U1 Heterosexual [ ) Homosexual Us Bisexual
23a. Does this activity target specific socioeconomic groups? U1 YES 0O2NO
23b. If yes, please specify:

U1 Professionals or white collar workers U2 Trades or blue collar workers

Us Unemployed 1 Retired

Us Students Ue Other:
24a. Does this activity specifically target any special needs groups? U1 YES 0O2NO
24b. If yes, please specify:

U+ Elderly Q2 Indigenous

Us Disabled U4 War Veterans

Us People of diverse cultural and linguistic backgrounds. If yes, please specify which
ethnic group(s):

Qe Other:

Evaluation

25. What would you say is the most successful element of this activity?

26. What do you think are the most important indicators of this activity’s success?

27a. Has the effectiveness of this activity been measured in any way? (v one box only)

U1 Yes - Please go to Q. 27b. U2 No - Please go to Q. 29a.
Qs Unsure - Please go to Q. 29a.
U4 Not applicable (N/A) - Please go to Q. 29a.

27b. If yes, how?

28. If yes, was the activity considered to have met its intended aims or goals? (v one box only)
1 It met all of the aims Q2 It met most of the aims Qs It met some of the aims
Ua It met few of the aims s It met none of the aims

29a. Will this activity be continued? 1 YES U2 NO Us UNSURE Oa N/A
29b. If no, please explain why:

U+ Lack of funding U2 Lack of audience interest Us  Lack of resources
U4 Activity not meeting goals s  Other:




ABOUT YOUR ORGANISATION

We are interested in gaining information about your organisation for demographic
purposes. Please note that your organisation names and contact details will not be
directly linked to the presentation of results in the final report or any subsequent
publications.

1. Organisation name:

2. Organisation address:

3. Post code:

4. State/Territory: Q+ VIC 02 NSW Us QLD Qs NT
Qs SA Qs WA Oz TAS Qs AC

5. Organisation size (number of staff):
Q1 Small (1-100) 02 Medium (101-400) U3 Large (401+)

6. Which one category best describes your organisation? (v' one box only)

U Community Health Centre N} Community Service Groups

s Division of General Practice Qa4 Government- Commonwealth

Us Government- Local Ue Government- State

Q- Hospital- Private Qs Hospital- Public

o Non-profit Organisation W10  Peer-based Group

Q11 Professional Organisation Q12  Religious Organisation

Q13  School, TAFE or University U14  Sexual Health Service

U+ Social Club Ui  Workplace-based service

U1z Other:

7. Contact person:

8. Position:

9. Phone:

10. Fax:

11. Email:

12. Are you willing to be contacted by Andrology Australia for further discussion of the
issues raised in this survey in the future? (No obligation involved)

Q1 YES Q2 NO

13. Can you suggest any other health organisations that may have undertaken
initiatives in men’s health that may be willing to complete this survey?

Please return your completed survey via MAIL in the reply paid envelope, or addressed to:
Carolyn Poljski, Andrology Australia, C/O Monash Institute of Reproduction and Development,
Monash Medical Centre, 246 Clayton Road, Clayton VIC 3168. Alternatively, please FAX your
survey, marked ‘Private and Confidential’ to Carolyn Poljski on (03) 9594 7111.
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