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Abstract

Background
Erectile dysfunction (ED) is a prevalent health problem in many societies, but the diagnosis is seldom documented in primary 
care. The objective of this study was to investigate the perception and practices of clinicians regarding the management of 
ED in primary care settings in Nigeria.

Methods
A self-administered semi-structured questionnaire was applied to a purposive sample of clinicians attending conferences/
workshops organised by the Society of Family Physicians of Nigeria and Update Courses of the Faculties of Family Medicine 
of the National Postgraduate Medical College of Nigeria and the West African College of Physicians. Information was 
obtained on their professional characteristics, experiences with the management of ED and possible barriers to the effective 
management of ED.

Results 
A total of 187 completed questionnaires were analysed. Most (87.2%) of the respondents were general practitioners, while 
the rest were specialists in various fields (excluding sexual health) who worked at the primary care level. One hundred and 
forty-seven respondents (76%) reported that ED was common in their clinical practice. Over half (56.2%) of the respondents 
ascribed a high priority to ED management in their day-to-day clinical practice, while 33.2% and 10.6% of them ascribed 
medium and low priority to ED management respectively. Although 80.8% of the respondents agreed that ED patients could 
benefit from orthodox treatments, only 18% of them had ever prescribed any medication for affected patients; most (82%) 
of them either counselled or referred ED patients to secondary or tertiary care level for further management. Most of the 
clinicians (62%) would not take a sexual history unless the patient brought it up. The reported barriers to the management 
of ED include lack of a standardised protocol (64.2%), inadequate experience in ED management (85.6%), preference of 
patients for native medication (42.3%), and the high cost of modern medication (48.1%).

Conclusion
The clinicians acknowledged the high prevalence of ED in the primary care setting and recognised that they had a role to 
play in managing affected patients. The identified barriers to the management of the condition point to the need for education 
of both clinicians and patients, as well as the provision of guidelines for the management of ED in primary care settings.
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Introduction
Sexual health and functions are im-
portant determinants of quality of life.1 
Recent events relating to male sexual 
function have provided clinicians with 
more compelling reasons to pay closer 
attention to male sexual problems. 
Over the last few years, advances in 
the knowledge of male erectile func-
tion and its pathology2,3,4 have led to 
an expansion in the treatment options 
available to clinicians for the manage-
ment of erectile dysfunction (ED).5 In 
Nigerian society, discussion of sexual 
matters outside the privacy of the bed-
room is generally regarded as a taboo. 
As a result, information on male sexual 
disorders is obtained mainly from the 
public non-medical literature, particu-
larly newspapers and magazines, which 
are full of attractive but often misleading 
information on male sexual problems 
and their solutions.6,7 Although such 
media reports may have detrimental 
consequences on the general popula-
tion, they have succeeded in increasing 
public awareness about male sexual 
problems and have generated more 
interest among men and their sexual 
partners regarding the condition.

In Nigeria, data on the issue of erec-
tile dysfunction is generally scarce in the 
scientific literature and studies on clini-
cians’ roles in the diagnosis and man-
agement of ED are extremely limited.8,9 
Though many prevalence studies have 
reported that ED is common in most 
communities, there is evidence that it 
is often under-diagnosed in primary 
care settings.10,11,12,13,14 Clinicians at the 
primary care level certainly have an im-
portant role to play in the management 
of ED, since this setting allows early 
identification of affected individuals and 
prompt treatment or referral to specialist 
care. Since the majority of the Nigerian 
populace receive their health services 
at the primary care level, it is imperative 
to explore the role of the clinicians in 
this setting in the diagnosis and man-
agement of the disorder. We therefore 
conducted a survey among a purposive 
sample of Nigerian primary care clini-
cians to assess their perception and 
practices regarding the management 
of ED.

Subjects and methods
A survey was conducted among a 
purposive sample of members of the 
Society of Family Physicians of Nige-
ria (SOFPON) who attended regional 
conferences/seminars held at Ibadan, 

Port-Harcourt and Jos, Nigeria, and 
clinicians who attended workshops/
seminars organised by the Faculties of 
General Medical Practice of the National 
Postgraduate Medical College of Nige-
ria and the West African College of Phy-
sicians between November 2005 and 
May 2006. Topics at the meetings did 
not include sexual disorders. The So-
ciety of Family Physicians of Nigeria is 
the professional body of Nigerian family 
physicians and aims to improve family 
health care among the Nigerian popu-
lace. SOFPON is the umbrella body of 
all family physicians practicing in Nige-
ria, regardless of the country or college 
where Fellowship was obtained. Primary 
care clinicians without a Fellowship may 
register as associate members of the 
Society. The committees of this body 
are responsible for the development of 
guidelines for the family health services 
in the country. The mission of SOFPON 
is to promote the health and wellbeing of 
the Nigerian citizen at the primary care 
level and to improve the practice of fam-
ily health in the country.

Participants at these conferences/
workshops/seminars who agreed to 
take part in the survey were interviewed 
using a pre-tested, semi-structured and 
self-administered questionnaire after 
the purpose, general content and con-
fidentiality of the investigation had been 
explained to them. 

Precautions were taken to avoid du-
plication of respondents in the survey. 
Respondents were informed about the 
time(s) and place(s) where the ques-
tionnaires had been applied previously, 
and requested to decline filling them in 
if they had participated in the exercise 
before.

The questionnaire was divided into 
three sections: physician’s personal 
characteristics, experience with the 
management of ED and barriers to ef-
fective ED management in primary care. 
To be included in the study, the par-
ticipant had to be a clinician currently 
in practice and providing care for adult 
males in a primary care setting. Those 
excluded were urologists, doctors with 
special training in male sexual problems 
and those not routinely caring for adult 
males.

The questionnaire was designed to 
obtain information on the professional 
characteristics of the participants, their 
experience with the management of 
sexual problems, particularly ED, and 
their views on the prevalence of and 
priority ascribed to ED in their clinical 

practice. Other information sought in-
cluded their opinions on the contribution 
of selected risk factors to the develop-
ment of ED, as well as how such patients 
were being managed. The participants 
were also asked to mention the barriers 
encountered in managing patients with 
ED at the primary care level. 

Data analysis was performed using 
the Statistical Programme for Social 
Sciences (SPSS) Windows version 10.0. 
Internal validity of the analysed data was 
confirmed by cross-tabulating some in-
dependent and dependent variables. 
Results were presented in frequencies, 
percentages and descriptive measures.

Ethical clearance for the study was 
obtained from the Research Ethics 
Committee of the Olabisi Onabanjo Uni-
versity Teaching Hospital, Sagamu.

Results
A total of 187 correctly completed ques-
tionnaires were analysed. One hundred 
and thirty-six (72.7%) of these were 
completed by male clinicians and 51 
(27.3%) by female clinicians. Most of the 
respondents (163; 87.2%) were work-
ing in general practice settings, while 
24 (12.8%) were working in specialist 
centres. Table I shows the distribution of 
the clinicians by sex, age and number 
of years in practice. Most (77.5%) were 
below the age of 45. Over one-third of 
the respondents (37.4%) had been in 
practice for five years or less, while only 

Table I:   Distribution of clinicians by sex, age 
and number of years in practice

Age range (years) N %

25–29  44 23.5

30–34 46 24.6

35–39 30 16.0

40–44 25 13.4

45–49 19 10.2

50–54 14 7.5

 > 55 9 4.8

Sex

Male 136 72.7

Female  51 27.3

Years of practice

Up to 5 70 37.4

6–10 36 19.3

11–15 29 15.5

16–20 19 10.2

21–25 10 5.4

26–30 18 9.6

31 and above

Total 187 100.0
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2.6% of them had practiced for over 
30 years. The majority of the clinicians 
(144; 77.0%) worked in government 
establishments, while 43, (23.0%) were 
privately employed. One hundred and 
nineteen (63.6%) respondents had only 
a basic medical degree, 52 (27.8%) had 
a postgraduate fellowship, and the re-
maining 16 (8.6%) had a postgraduate 
diploma. 

As shown in Table II, most of the 
clinicians (142; 76.0%) reported that 
psychological problems underlie most 
cases of ED, while 76 (40.6%) reported 
that organic diseases underlie most 
cases of ED. On the role of drugs in 
ED management, the majority (80.8%) 
of the clinicians believed that modern 
drugs could be of benefit to patients 
with ED.

The clinicians’ practices regarding 
the management of ED in primary care 
are shown in Table III.  

In response to the question on how 
likely it was that a clinician in primary 
care would take a sexual history during 
the clinical interview without the patient 
bringing up the topic first, 87 (46.5%) cli-

by the clinicians (76%) in this study 
is in keeping with the observations of 
previous studies.11,12,13 A cross-sectional 
study found that 22% of men visiting 
GPs in London had sexual difficulties.15 
Fatusi et al. reported an overall preva-
lence rate of 43.8% among men living 
in some communities in Ile-Ife, Nigeria.8 
Similarly, a comparative prevalence 
study of ED in three countries found the 
age-adjusted prevalence rates among 
patients attending primary care clinics to 
be 57.4% in Nigeria, 63.6% in Egypt and 
80.8% in Pakistan.16 Indeed, it has been 
estimated that globally, about 150 mil-
lion men have some degree of ED, and 
it has been predicted that the worldwide 
incidence is likely to increase astronomi-
cally in the next few decades.17 Primary 
care clinicians certainly have a major 
role to play in the management of this 
rapidly evolving public health problem.

Contrary to a similar previous study,18 
which found that fewer than 20% of 
general practitioners ascribed a high 
priority to sexual problems, over half of 
the respondents (56.2%) in our study 
ascribed a high priority to ED manage-
ment in men presenting to their practic-
es. This may be due to the fact that our 
study subjects were focusing mainly on 
erectile dysfunction, while the previous 
study considered all sexual problems. 

Table II:  Clinicians’ views on some aspects of 
ED in primary care

Priority ascribed 
to sexual dis-
order

 No %

High priority 105 56.2

Medium priority 62 33.2

Low priority 20 10.6
How common is erectile dysfunction

Extremely com-
mon 6 3.2

Fairly common 71 38.0

Common 76 40.6

Not common 33 17.7

Rare 1 0.5
Opinion on role of psychological problems 
in causation

Agree 142 76.0

Disagree 30 16.0

Not sure 15 8.0
Organic disease underlies most ED

Agree 76 40.6

Disagree 72 38.5

Not Sure 39 20.9
Available drug helpful to only very few 
patients with ED

Agree 107 57.2

Disagree 46 24.6

Not Sure 34 18.2

Total 187 100.0

Table III:  Clinicians’ practices regarding the   
management of ED in primary care

Handling of patient with 
ED No. %

Refer to specialist 47 26.1

Treat with testosterone-
based injection 6 3.2

Counsel and encourage 
patient 96 51.3

Prescribe Sildenafil 28 15.0

Do not treat 10 5.5
Treatment usually given to patient with 
suspected ED

Refer to specialist 47 25.1

Give testosterone based 
injection 6 3.2

Counsel and encourage 
patient 96 51.3

Prescribe Sildenafil 28 14.9

No treatment 10 5.5
Taking a sexual history during the clinical 
interview

Likely 71 38.0

Unlikely 87 46.5

Not Sure 29 15.5

Total 187 100.0

nicians said it was unlikely, 71 (38.0%) 
said it was likely, while 29 (15.5%) were 
not sure if they would take a sexual his-
tory in such a situation.

Table IV shows a list of barriers that 
clinicians encountered when attempting 
to manage ED in primary care. The three 
leading barriers were lack of experience 
in ED management (85.6%), reluctance 
of patients to volunteer information 
on their sexual history (80.2%), and 
unavailability of standardised manage-
ment protocol (64.2%). 

Discussion  
This study focused on clinicians in 
the primary care setting because of 
the important role they play in the sys-
tem of healthcare delivery in Nigeria. 
Most of these clinicians were gen-
eral practitioners from different parts 
of Nigeria,relatively young both in age 
and in number of years in practice, and 
would most likely remain in clinical prac-
tice for many years to come. 

The survey suggested that the major-
ity of the clinicians in the primary care 
setting in Nigeria perceived ED to be a 
common problem, although only about 
half of them ascribed a high priority to 
its management and only a few had 
ever prescribed any medication for af-
fected patients. The high prevalence of 
ED among male patients as perceived 

Table IV:  Barriers encountered by primary 
care clinicians managing ED

Perceived difficulty No %

ED patients want imme-
diate response hence 
they do not return for 
follow-up

85 45.5

Many patients prefer 
native medication to 
modern drugs

79 42.3

The available drugs are 
too expensive 90 48.1

There is no standard-
ized management 
available

120 64.2

There is fear that the 
drug may cure cardiac 
arrhythmias

80 42.0

Inadequate facilities 
for investigating ED 
patients

75 40.1

 Patients are often 
reluctant to volunteer 
information on their 
sexual history

150 80.2

Lack of experience in 
ED management 160 85.6

Failure of drugs to help 
patient may prove more 
devastating

85 45.5

Note that multiple responses were allowed
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Many more of the clinicians (76%) 
were of the opinion that psychological 
problems underlie most cases of ED 
compared to those who ascribed ED to 
organic problems (40.6%). This impres-
sion needs to be corrected through an 
appropriate educational forum, as this 
view has changed in the light of new 
research findings. Although it used to 
be assumed that most cases of ED 
were due to psychological problems 
or part of the normal aging process, 
recent work on risk factors for ED has 
shown that, although aging has a strong 
influence on its occurrence, men with 
some co-morbid medical conditions 
are particularly at risk.19,20 These con-
ditions include hypertension, diabetes 
mellitus and dyslipidaemia. Other risk 
factors implicated include depression, 
cigarette smoking, caffeine consump-
tion, inactivity and obesity.21 Primary 
care physicians need to be aware that 
ED is increasingly being regarded as a 
multisystemic disorder most frequently 
caused by vascular insufficiency. It is 
being postulated that the presence of 
ED may signal the concomitant pres-
ence of a variety of disorders that have 
similar aetiologies, including psychoso-
cial problems, endocrine imbalances, 
neurological disorders and cardiovas-
cular risk factors and/or disease.22 It im-
plies that individuals with ED should be 
further evaluated for other morbidities, 
as early detection may allow attenuation 
of disease risk or actual disease. Con-
versely, the presence of any of these co-
morbidities should alert a clinician to the 
possibility of existing ED. Such alertness 
is extremely important in primary care, 
where the patients are likely to present 
when the co-morbidities may be at their 
earliest stages.

While the majority of the clinicians 
expressed the belief that modern medi-
cations could be of benefit to patients 
with ED, less than a fifth (18.2%) actually 
prescribed any form of medication to 
the patient. The rest (81.8%) either just 
counselled the patients or referred them 
to tertiary health centres in the hope that 
some specialists would attend to them. 
This practice is probably a reflection 
of the clinicians’ inexperience with the 
management of the condition or of poor 
knowledge of the appropriate treatment 
methods. It brings to the fore the help-
lessness that the majority of patients 
with ED face in primary care. The dearth 
of sexual health specialists in Nigeria 
further compounds the dilemma for af-
fected individuals. Only a few tertiary 

centres in the country have urologists, 
and those available may not actually 
possess the necessary facilities to in-
vestigate and treat ED patients beyond 
what can be done at the primary care 
level. There is, therefore, an urgent need 
to educate primary care physicians on 
the current management of ED in view 
of the possibility of referred patients not 
receiving the expected care or being 
lost to follow-up. It is also desirable to 
develop a treatment guideline for man-
aging ED in primary care in the coun-
try. Such a guideline should include a 
simple algorithm for clinicians to follow. 
Similar guidelines exist in better-organ-
ised health systems.23,24

A significant proportion of the respon-
dents (46.5%) were of the view that they 
were unlikely to take a sexual history 
during clinical encounters unless their 
patients brought it up. Previous studies 
have noted that doctors and patients 
frequently avoid discussions about 
sexual problems during interviews.25,26 
The doctors perceived sexually-related 
issues as highly problematic because 
of their sensitivity and complexity and 
constrains of time and expertise,25 
while patients were concerned about 
the interpersonal discomfort, embar-
rassment or shame that accompany the 
disclosure of sexual information during 
the clinical interview.26 The situation 
points to a need for education of both 
clinicians and patients on the issue of 
sexual health and its management in 
primary care. The clinicians need to ac-
quire the appropriate interviewing skills 
that would elicit the necessary informa-
tion from their clients.27 A helpful starting 
point may be for the doctors to routinely 
include sexual health history into the 
systemic review of their patients, espe-
cially those at higher risk of ED, such as 
diabetics and hypertensives.

Many of the barriers to the effective 
management of ED, as noted by the 
clinicians in this study, have been high-
lighted in earlier studies.18,28 While inves-
tigating the role of general practitioners 
(GP) in the management of problems 
of sexual dysfunction, Humphrey and 
Nazareth reported that the physicians 
highlighted barriers to the manage-
ment of sexual dysfunction that could 
be broadly classified into four catego-
ries.18 These include barriers inherent in 
the doctor, such as a lack of training or 
knowledge about the topic, and barriers 
in the doctor-patient interaction, which 
is influenced by differences in gender, 
culture and the age of the doctor and 

the patient. Others were barriers on the 
part of the patient, such as reluctance or 
embarrassment about the matter, and 
contextual/structural barriers, such as 
inadequate time for consultation, stigma 
or society’s attitudes to sex, as well as 
the cost of treatment. The main differ-
ences in the barriers mentioned by clini-
cians in this study and those in the previ-
ous study can be explained by the fact 
that, while the current study focused on 
ED, the previous study considered bar-
riers to managing sexual dysfunctions 
in both men and women. However, the 
cultural differences of the doctors and 
patients in the two study settings may 
also have influenced their perceptions 
of the likely barriers.

Conclusion
The clinicians in this study perceived 
erectile dysfunction to be highly preva-
lent in primary care settings and recog-
nise that they have a role to play in man-
aging the affected patients. Indeed, they 
are making efforts to render care to such 
patients. However, barriers inherent in 
the physician, the patient, the physician-
patient interaction and the environment 
where they practice limit the success of 
their efforts. The identified barriers to the 
management of the condition point to 
the need for education of both clinicians 
and patients, as well as the provision of 
guidelines for the management of ED in 
primary care settings.
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