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'lb 
estirnatc the pler':rlent'e ol'erectilc <llsfiur<'tion (l,l)) anrong user-s o1-prirnary:1',,t'" in a Black

and Mixc<l llace ulb;ur yropulation in thc Westeln ('ape, and to clescribe anv assrx'iatecl health ar.rd

psr.r'hos< x:ial f';r'krr-s.

Cross-scc't ional sun.cv lr f  intelvien'er a<lrrr inistere<l <1rre st ionnaire.
'lir,o 

pr-irnarv car-e nre<li<'al ('er)tres, 'l,0krrr apart, in Callc 
'lixvn 

nretrolxrlitan area. Serle dillerent

ctluric groups, n'ith no ('r()ss-('()nt?unination bchveen thcnr. Sfudv period: March:lrure 1999

l33i] N{alcs (3lr-70 r'eals ol<l) attending tlrese health ce ntres frrr primarl car-e. S1'stcnratic selet'tion of

al l  attetr<lces.

Prevalent'e ol' FlD an<l tr)rcseuce ol'ass<>r'iaterl heahh and psvchosocial l:rctors. l)csclibe patient

rlcrrrogralrltics, 1rh1-sical attrilntes, sextral relationships.

Itesults ol'730 males rvith <'urrent sexual llartners: Mcan ages 48 r'ears (SD:7 veals) all; 46 1'ears
(Sl):9 r'ears) Rlack glnp; .5 I vears (SI): !) r'ears) Mixc<l Ilace group. All clegrees o1'lil) prevalence:

All77 .l% (9.5%, CI:74.0-it0.2), Black 7(i.4% (95% Cl 7 I .fl-tt0.4) an<l Mixecl Race 77 .7,% (957" Cl:

72.8-82.0). SiSprificantll'associatecl <liseascs: hlper-tertsiort, rlialrctes, gastrrrintestinal arxl heart dise;r-se.

.,\lcolrol <rrrrsurnptiorr (yrungcr 1-ratients), snroking (okler-patients) sigrificandl'relate<l to ED. tr4alcs

uitlr I',1): nrore sexual l)artners than nrales n-ithout l'lD. More than 90% choose prirnan' cale

Jrhvsician/ gcrrer:rlist as lllinralv El) carc-giver.

Ill) is vcr') ('()l)lrnon in lroth sturll'gr-<>rrps. Prirnar-v <'are u'orkers rtrust be prepared t() nl:rnage

associatc<l lisli I:rctors arrrl hcalth irrrplications. I',1) sullc'r'cls in tlris yropulatiou urar' :rlso be at

lr igiel l isk l i rr  sexuallv t larrsuri t tecl r l iscases clue kr rnrr l t iple sexual I)artr lers.

INTRODUCTION

There is a growing awareness amongst
primary care workers that male erectile
dysfunction (ED) may be irnportant in
Black and Mixed Race South African
populations. Both groups have a high
incidence of hypertension. heart disease,
diabetes mellitus and mental diseases
and many of  these d iseases are
associated with ED eitlrer directly or as
a consequence of their treatment.r The
effect ofED on the patient is frequently

no t  on l y  embar rass ing  bu t  a l so
debilitating as far as mental health is
concerned.2

The  deve lopmen t  o f  t r ea tmen t
gu ide l i nes3 'a  and  new modes  o f
treatment, e.g. safe and effective drugs
such as sildenafil2'5'6 intra-cavernous and
int ra-urethra l  a lprostadi land other
methods of treatment have become
commonplace in the management of
ED, of fer ing new hope to a large
percentage of affected men.

Many studies have been done to

determine the prevalence of ED, and the
associated socio-demographic and
health factors in men. The results of the
most important published studies are
summarised in Table I. The studies
were ranked according to their relative
strength to predict prevalence in the
general community and the reliability to
measure prevalence. The prevalence in
the general population studies ranged
from 13%oto 52%o, depending on the age
g roup  s tud ied  and  the  me thod  o f
measurement.

I '1. SA Fanr l ' r 'act 2003:,1,5(l)



ncuon u]
ns of the
'ea of the
th Africa

r rX I c r l .  l ) (  t I .  \ l l l . \ .

\ l c r lSc i ( l . 1 r r r i ) .  l ' l r l ) .

l s i t r  o l  SLc l l cn l x ; : r ' l r

rar : r ,  ,5.  ) l l l (  S.  I ' l r l )

x r ( r '  Sc l t r r r r r  I Josp i t ; r l

e un<l  l ' r ' i r r ; rn ( ' ; rn ' .

) (Xi , ' l - r  gc l l rc lq.  7,  r0, i

r ra i ) :  p j l r l r ' , i ' r  r r  r . l r t  .z l

i : .  l l t  cr ; r lcnci  .  b l ; rc l is

. ' r ' t  alc in :r lJl :r< l i
r x  ia tc r l  I re l l t l r  ; rn r l

ca. Selvc r lr l lc lcrrt

hJr rn r '  11)1)1)

t-nt;rt t t '  sclcCtrorr oI

.  l ) csc l r l rc  pa t ic r r t

: i r ls) al i ;  l . ( i  vr ' ;us

o1 l:,1) prcr':rlt'ncc :

:c 77 .7,\  (1), i , .{ ,  CI:

I  arr<l l rcarl  rhsc:rsc.

late r l  to l ' .1). I Iulcs

)os( '  l ) l  i l r l i l l  \  ( ' ; l l  ( '

: r l )afc( l  1o ln: ln: lg( '

r t t  t na r  ; r l so  l r e  : r t

nce of ED. anil the
:mograph i c  and
The results ofthe
ished stuclies are
e I .  The studies
g to their rclatir, 'e
, revalcnce in thc
d the rc l iab i l i ty  to
fhc prel'alencc ir.r
,n studies rangccl
ending on the age
the  n re thod  o f

Trr lr l t '  I :  .Srrrrrnurry ol  prrbl is l ret l  prevrr l t 'ncc : l rul ics on L,rer ' l i le D1'sfunct ion )
. :

Study Populat ion Nlcthodologv (lou ntrv Age
Range

Degree
of El)

Prevalence %,
(Agc group)

Strengh

I tnpolcncc anr l  j ts  i rc t l jcul  anci  psv

chosoc i l t l  co r l c l i r l i : s .  r c s i r l t s  o l  l h c

Yq1:!!'..!: Itl1: tg,y,st Lld1 |
Plcvalcncc ani l  in t leI i 'nr lcr i  r is l<

l l r e l , r r s  l i ' r '  c r c e t i l e ,  l i  i l i r r r ,  l i , ' r r  i n

Spa in : r cs r r l l s  o l '  t hc  I : p i dc r r r r o l og i i r

c l c  l a  I ) i s l i r r t c i o t r  I  r ' r ' c1 i l  N4asc r r l i r r a

S l u d y . '

(  i r : r t r ' l t  I

p o p u  l l  t  i r r n

I n l c l r  r cw L]S. \ .10,70 N{ irrr'
Mod '
S errcrc

52,]i (40-70)

\  rC l l  Cl- i l  I

l . roprr  l l t  t  ion

Sc l l -

a t l n r i n i s t c r c t i

t1 rr t's t i o n n rr i re

Spai  n t . 5 . 7 0 M i n i

Modr '

Scvc re

I  l r .c)"  i B

Agc-rc latcd prcr  a lcrrcr . :  o l '

c lcct i lc  r iysf i rnct ion in . l i rparr :

asscssrnent Lr .y ' .  thc I  n tc lnat ionl  I

I r t r l c r  r r l  l  r . ' c t i l . '  I  L l r ) . t r ( ' n .

(  i cncm l

p o p u l a t i o n
S c l  I
a clr i rr i st crccl
al u cst ron n i l  r fc

I a l t a l l.-s 7() N'lodi'

Scr crc
8.6'1, (4()-49)

20 , * ,  (50-59)
58'f i ,  (60-69)
64.-.1 (70-79)

D

I :r 'ccl j lc dvsl irnct ion: lr lcvalcncc
rnd cf lccl on thc clurl i tr" of l i l i ' .
[ ]oxnrc-cl sttrclv. '

( i cncr r r l

p o p u l i r l r o n
[ ]osta l  s t r r i  cv N c thcr ' -

l a n 0 s
4 0 - 7 9 M i n r

Mo i l i

5cvcrc

l 3 ' f u B

t rcvalcncc arrc l  col rc l l lcs o l '
' r c c t i l c  c l v s l i r nc t i on  i n  . l apan

( i c r rc ra I

p ( ) ] ru  la t  l0 l l
Posfal  sul r  cy . ,  apan .t 0-79 Mocl, '

Ser.'cr-e

l6 ' l 'o

)0,\ ,
i 6,)i,
47",i,
5 7')ir
70')i)

40-45 )
46,50)
5 l  ; 5 )

56-60)
6 I -65)
66-70)

B

' . rcc t i l c  dvr l r - rnc t ion  i r r  thc
ronrrrrrrr i tv: n prcvl lcncc stLrt ir ,

(  icnc-ra l

l ) ( ) pu  l a  l  r on

s l r hsc l

l ) ( )s la l  sr l rVcv \ r r s l r a l i a ,+0+ M i r r r
N1od,'
Scr crc

-3')r, {,10-,lt)1
611/1, (10-79)

B

[ ip idert t io logf  of  crcct i lc  i lvs-

l i rnct ion:  a crrr l r l r rn i t ) '  basccl

s lLrdy in rLrra l  Ncn'  \ i r l l< S1atc. : r '

(  i enc ra l

l ) o p u l a u o n

I ' os l l l  s t r t ve l LJ S,'\
Rur i r l  N \
statc

5 0 -  7 6 Nl inr'

Moclr

S e r g c

216. J'fir D

F.pidenr io louy ol '  c lcc l  i  lc  dvsf i rnc-

l i on .  r csu l t s  o f  t hc  ' (  o l o , ' nc  \ , 1a l c

Survcy '  .  " '

(  i c r r l ' t l

l ) ( ) l ) u l i l t r on

[)osta I  sul r  c t , (i crnran l0 -80 M i n l

\.'lotl'

Scvcrc

I L) .2oio B

Prcvalcncc and ct.rn' l- lalcs o l '  crcct i lc
clysf iurct ion: rcsults ol '  Ihc f lraziI  ian
study of scxual bchrr ior ' .-

N{a l cs  a l t c r r c i i ng

r  h c a l t h  l r i r

Scl f '
lu clnr in istcrcd
c l r rcs l ion  na i l c

} 'rzi l 40 Minr '
N,loil,
Scvcrc

4(t.20\t B

rcc luoncy ancl  t lc tg 'nr inanls o l '

r c c t i l c  c l v s l i r nc t i on  i n  I t a l v . '

A t t cndccs  o t '
( i l )  p l uc t i c cs

I n l l  r  i c w ta ly I l i + M i n i

N'l od '

>L-\  crc

l 2 . E , l ;  ( , - 1 3 )
l ' l r ,  (  l l l - J9)
:18"  i ,  1 r71) ;

C

Ercct i le c lys l i rnct iorr  in gcrr t - r i r l

mcdic ine practrcc:  1 ' r lcvalcncc
and  c l i n i ca l  co r l c l u t cs . "

At tcrdccs t r t
( iP  p r l c l r c cs

S c l l '
l  dln in isl  clr- i l
c lucst r olt  l la rf  c

A u s t l a l i a t 3  9 l M i n ,
N4 oclr'
Scr clc

33 9if i ,  (40,69)
_ l r ) . , i ( l ro  (18- r ) l )

L

I ' . rcct i lc  and c. jaculatu ly t lvsfLrnct iorr
i n  a  co r l n r r r n i l v -basc t l  sa r rp l e  o f
nrcn -50 kr 78 vcrrs oltl: prcr,alencc"

concen l .  an i l  r c l l r l i on  t o  sc r ru r l

ac t t v i t y . ' ( '

\ t l cnc l ccs  o l '

h c a l l h  c l r n i c

anc l  r r r o l ogv

0 P I )

Scl  f
adnr in rstcrc-r l
(l u cstJ o|l lr i i  I fc

N c-ther-

l a  r r d  s

-5 ( ) ,78 Scvcrc 3o:i ,  (40-69)
26 ' r i , (  70-79)

I)

An invcst igat ion ol '  crr - .c l i  lc
t l r . l i t r t t t i , ' r t  i n  (  i r r r ' n l .  \ \ , i l r .

,,\ltcntlccs trl crrnr-
r r r L rn i t v  c l i n i c s  l i l
t h c  sc l r - cn i ng  o1 -
pr()s l r lc  d lscasc

S c l l '
a ( l l l r i l r i s t c r c ( i
, , l r r c s t i onna i l ' t

Waics 5 5 10 Sevcrc l .I 2'.1\, D

Strength"' Cr i ter ia
( i cnc l n l  l l opL r l l l i o r r  l . r l c r  a l cne  c  s t udv ,  co r r r l t r c t cc l  by  pc l sona l  i n t cn  i c r vs

t l Prc ra l c t t c c  s t t t t l v  con t l t t e l c t l  o t t  s c l t ' c t c c l  g ro t r ps  an t l " o l  t h rough  pos t l r l  su r r c l , s

( C 'o r t ( l uc1c ( l  on  a t t cuc l ccs  o1 ' p t i t r a t y '  ea r c  c l i n i c s  ; r n t l  conc luc t cc i  l r y  pc r - sona l  i r r t e r r  r cu , s

t)
\ t t t t t '  i t t  o r d c r  t ) l  \ / r t ) 1 1 g t ' \ l  l o  \ r & r l i ( \ l . r 1 ; t r / t  r l , i t g r i

I r r  l l ' ;u  t  2(X) i r l :  l , l (  |  )



t '2 r I f :z t ; i l ,  13ti  : ,* '  ;* r .  1 t

With the exception of the study by
Moreira et al, all these studies were done
in developing countries.T Two studies in
this table determined the prevalence
amongst atlendees seeking primary care
(GP practices in this case), providing a
range of 12,8%o and 39,4% in males
older than 18 years.8.e

The value of an epidemiological
survey amongst South African Black
and Mixed Race male attendees of
primary care facilities will be to give
an indication of the prevalence of ED
to primary care workers, especially
those who work in  d isadvantaged
communi t ies.  l t  is  a lso important  to
investigate the relationship between
common heal th problems,  socio-
demographic and other relevant factors
and ED in the populations studied.

The purpose of the study was to
determine the prevalence of ED and its
associated heal th and socio-demo-
graphic risk factors, in a South African
Black and Mixed Race population,
amongst men seeking primary medical
care.

METHODS

Selection of subfects
A cross sectional survey was conducted
amongst black and Mixed Race men,
between the ages of 35 andT\,attending
two selected pr imary heal th care
facilities for routine medical care. The
study was conducted between March
1999 and June 1999 in the primary
health care facilities of Rusthof (Strand)
and Michael Mapongwana (Khayelit-
sha) situated in the greater Cape Town
metropolitan area, South Africa.

The Rusthof facility is situated in the
Somerset-West/ Strand area, and seles
a predominantly Mixed Race popula-
tion. The Michael Mapongw ana facllity
serves a mainly black population and is
about 40 km further west, closer to the
Cape Town city centre. Both of these
facil it ies are publicly funded and
provide a full spectrum of primary care,
which includes primary contact with
patients with acute diseases, follow-up
of common chronic diseases, as well as
primary and follow-up care for trauma
and other emergencies. Any person may
attend these facilities for primary health
care, but because of their location
people living close by predominantly

Data collection
An internationally standardized and
validated questionnaire, developed for
the Pfizer Cross-national Study of the
Prevalence and Correlates of ED was
used.r0 It was culturally adapted to be
more speci f ic  for  South Afr ican
conditions, and translated into Xhosa
and Afrikaans and back-translated to
validate the translations. The following
details were recorded: socio-demo-
graphic and occupational information,
present and past illnesses and surgery,
health-related behaviours such as use of
alcohol, caffeine and tobacco, physical
activity and mental status. There were
also questions about the subject's sexual
relationships and specific standardized
quest ions about  erect i le  funct ion,
relating to degrees of ED, and sexual
behaviour. The subject's preferences
with regard to health providers were
also recorded.

ED was defined as the ability to get
and keep an erection good enough for
sexual intercourse; Always : None;
Usual ly  :  Min imal ;  Somet imes :

Moderate; and Never: Complete.
Registered male nurses, fluent in the

local language and who belonged to the
same ethnic group as the pat ients
attending each facility, were used to
conduct the interviews. They were
trained beforehand in the administration
ofthe questionnaire in order to achieve
opt imal  re l iab i l i ty .  Pat ients were
referred to a provider of their choice
when abnormalit ies were detected
durins the interview.

use them. The scope of practice of both Informed consent was obtained from all
facilities are comparable to that which subjects. The Ethics committee of the
doctors wil l encounter in most publicly University of Stellenbosch, South
funded primary care settings in South Africa, approved the study protocol and
Africa. questionnaire.

The men were chosen by means of
systematic non-stratified sampling, to Statistical methods and data
minimise the impact on the normal analysis
functioning of the centres. Sample size was calculated assumlng an

18% prevalence of ED with a 2o/o
Exclusion criteria were: variability taking the general population
L Follow-up attendees of chronic involved in the sample as lg4 000 men

disease clinics; for the Mixed Race group and 70 000
2. persons with mental disorders that men for the Black group. The calculated

would make it difficult for them to sample sizes at a 95o/o confidence level
complywithprotocolrequirements; were 354 and 353 subjects per group,
and respectively. It was decided to enrol 400

3. refusal ofthe patient to give consent. males from each group.
Completed quest ionnaires were

double-checked by independent moni-
tors for completeness and adherence to
the study protocol. Data was double
entered into a computerized data-base
for checking of correct transcription
before statistical analysis. Analysis
Plan@was used to form the framework
for  the analys is .  Stat is t ics were
calculated for the group as a whole and
for both groups separately. P-values
were calculated for continuous variables
using the t-test or when corrected for
age the analysis ofcovariance was used.
Chi-square values were obtained for
discrete variables. Odds Ratios (OR's)
were calculated where applicable. A
value of alpha - 0.05 was used as cut-
off for significance. Possible confoun-
ding results were assessed by comparing
weighted OR's with crude OR's. The
Mantel -Haentzel  OR was used as
weighted OR. Interaction of stratified
data was used by compar ing OR's
between the strata. The significance of
the interaction of strata was tested by
using the Mantel-Haentzel Chi-squared
statistical technique for interaction.

RESULTS:

A total number of 834 interviews were
conducted. Fourteen (14) were excluded
because they were older than 70 years
and 3 who were younger than 35 years.
The I 04 subjects who reported that they
did not have a current sexual partner
were also excluded from the frnal data
analysis. As a result 730 were analysed,
402BIack and 328 Mixed Race.
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1. Socio-demographic data of
the study population:
The socio-demographic characteristics
ofthe study population are tabulated in
Table II. The total population (730
subjects) had a mean agc of 48 years
(95% CI:48-49) while the black group
(402 subjects) had a mean age of 46
years (95% CI:45-47) and the Mixed
Race group (328 subjects) 51 years
(95%Cl:50-52). The Mixed Race group
had  a  h ighe r  pe rcen tage  re t i r ed ,
receiving a pension and/or disabled than
the Black group. The age distribution
(Figure l) ofMixed Race males showed
a lower percentage of35 to 40 year olds,
comparable 41 to 50 year olds, but a
higher percentage of subjects in the 5 I
to 60 (33.1% vs.20.loh) and the 61 to
75 year olds (17.6% vs. 8.5%). These
age differences were significant (p :

0.000001). There was also a significant
difference for height (p : 0.0000 I ), but
not for weight. If this is calculated as
BMI, the difference is also significant
(Black : 22.9 and Mixed race : 23.9

Black Mixed Race AII

Age (year) N
Mean
SD

402
46.5
9 .03

328
51.2
9 .03

130
48.9
7.46

He ight (m) N
Mcan
SD

399
1 . 7 3
0.07

328
1 . 6 8
0.064

721
1 . 7  |
0 .071

Wcight (kg) N
Mean
SD

401
68.3
1  3 .04

328
61.1
16.22

129
68.0
t4 .55

BMI (kg/mz) N
Mean
SD

399
22.9
4 . t 6

328
2 3 . 9
5 .25

121
z . J . )

4 . 1 1

Marital Status Single
Manied / living with partner
Separated/divorce/widowed

4e ( t2 .2%)
310 (71.1%)
43 (10.1%)

3s (t0.1%)
263 (80.2%)
30 (e.1%)

84  ( t l . 5%)
s73 (78.s%)
t3 (10%)

Education Below sub standards
Cornpleted primary
Started/completed post primary

66 (18.4%)
t6e (47.2%)
t23 (34.3%)

40 (13.e%)
1s2 (s3.0%)
es (33.t%)

t06 ( t6A%)
321 (49.8%)
2 r 8 (33.8%)

Income (in Rand) 0-2,999
3,000-6,999
1,000-29,999
>30,000

s8 (14.6%)
e6 (24.3%)
180 (44.s%)
68 (17.0%)

60  (18 .3%)
lle (36.3%)
141 (43.0%)
e (2.4%)

r  1 8  ( 1 6 . 3 % )
2t5 (29.1%)
32t (44.3%)
10 (e.1%)

Employment Employed
Rctired, aged, disabled
Looking for work

17e (44.8%)
66 ( t6 .s%)
15s  (38 .8%)

e3 (2e.0%)
t36(42.4%)
e2(28.1%)

272 (31.1%)
202 (28.0%)
247 (34.2%)
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[kg/m'?]; p:0.006). The median income
of the Black group was R 8,500 and the
Mixed Race group R 6,000 (p:0.008).

2. Pteualence of ED:
The prevalence of ED in the study
population is depicted in Figure 2. If
ED is  def ined as the inabi l i ty  to
"always" get and keep an erection good
enough for sexual intercourse
(summation of "minimal", "moderate"
and "complete"  ED),  then the
prevalence of ED in the total sample of
males between the ages of 35 and 70
years of age ts 77.loh (95% Cl: 74.0-
80.2), 7 6.4% (95% Cr: 7 1.8-80.4) for
Blacks and 77.7o/o (95% Cl:72.8-82.0)
for Mixed Races . The prevalence of
moderate and complete ED combined
is 44.9oh (95% CI:41.3-48.5) in the
total population, 44.9oh (95% CI: 40.0-
49.8) for Blacks and 45.1Yo (95% Cl:
40.3-51.3) for Mixed Race.

These differences between the Black
and Mixed Race groups are not
statistically significant (OR : 1 .07 ;95%
Cl: 0.19 - 1 .46), even after stratification
for age (OR:l.15; 95%o CI:0.8-1.64).

Sexual functioning was measured as
"erections per month", "intercourse per
month" and "awake with erections per
month". As expected these factors were
significantly associated with ED in all
the groups, when were compared to mo-
derate and severe erectile dysfunction
(p <0.001 in all cases).

3. Association with age.
The strong association of ED with
increasing age in these populations
is  c lear ly  i l lust rated in  F igure 3

b < 0.000001). In the age group 61 to
70 years a lmost  80% of  subjects
reported moderate to severe ED,
compared to only 24oh in the age group
35-40 years.

4. Association with health risk
factors and lifestyle:
Smoking and alcohol: Less tobacco and
about half the amount of caffeine is
consumed by the Black group, when
compared to the Mixed Race group.
Alcohol is consumed at about the same
amounts: Black consumed an average
of 4.56 units per subject per week
(SD:8.30,  95%o CI :  3.87-5.24)  vs.
Mixed Race 4.51 units (SD:6.13, 95%

x Massachusetts Male Aging Study:

CI:4.00-5.06). In the older patients,
alcohol becomes significantly asso-
ciated with ED, whilst smoking seems
to be associated with ED in younger age
groups (Odds ratio for old - 0.46, for
younger persons 2.0). This result might
be coinc identa l  and need to be
investigated further.

Physical activify: Strenuous activity
or strenuous labour indexes for the two
groups are comparable and does show
that a low level ofself-reportedphysical
act iv i ty  was s igni f icant ly  re lated
(p:0.002) with ED. The OR for ED
("usually") with no activity : 1.96 (95%
CI:|.44-2.68).

5. Associated medical conditions
There were no significant differences
between the ethnic groups for the self-
reported prevalence of diabetes, hyper-

tension, heart disease, gastrointestinal
disease, depression orprostate disease.
ED was significantly associated with
diabetes (p : 0.001, crude OR: 3.35

[95% CI:1.80-6.30], wOR (age) : 2.63

[9 5% CI: | .39-4.95]) and hyper-tension
in both ethnic groups (p : 0.00002,
OR:2.36 195% Cr:1.62-3.461,  wOR
(age) : 1.46 195%Cl:0.99-2.151), and
also with prostatism (p : 0.005) in the
two groups combined. The significance
of the association increased with age is
expected in all ofthese diseases but only
diabetes shows a significant chi square
value for interaction (p:0.04).

6. Sexaal relations and
satisfaction with sex life:
Dissat is fact ion wi th sex- l i fe  and
moderate to severe ED showed a highly
significant correlation. The measures of
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association were: f - 0.51 (Black) and
0.91 (Mixcd Racc) and 0.72 overall.
This was also true for the dissatisfaction
with sexual relations and its correlalion
to moderate and scvere ED: l '- 0.99
(Black) ,  0.51 (Mixed Race) and 0.78
overall. Correlation of ED of moderate
and severe grades and par tnel
satisfaction is lower. but sti l l  strong (f
= 0.7 I ). The values for the ethnic groups
were:  b lack:  0.71,  Mixed Racc:  0.41.  A
strong correlation was fbund between
an increasing number of partners and
ED (p:0.03) if thosc with no paftners
are included.

7. Socio-economic factors:
There wcre s igni f icant  d i f ferences
bctween the black and the Mixed Racc
groups, regarding educational status and
income. Unemployment rate in thc
Mixed Racc group is 28,7% and in the
black group 44.5%. Employmcnt  or
cducational status apparently Irad no
relation to ED, but incorne was rclated
to ED. For thc group with modcrate ED
thc  med ian  i ncomc  was  :  R6 .000
(QD=39500), whilst tbr the group with
no ED the rncdian incornc was: R8,500
(QD:59500), with p:0.0002.

8. General mental statas:
"Not happy" was deflned as a person
who gave a "yes"  response to the
qucstions about "felt lonely", " f-clt sad",
"f 'elt people dislike rne" or "could not
get going", fbr 3-4 days or 5-7 days per
week. A gcneral mental status score was
also obtained by giving a scorc of I to 4
to cach response, and this subtractcd
happy frorn 5 to gct all scorcs in the
same direction. Thc totai group had a
rnental status score of 7.69 (SD-2.67),
thc Black group 9.1(SD:2.56)and the
Mixed  Race  g roup  5 .94  (SD:1 .52 ) .
There was a s igni f icant  re lat ionship
tbund between negative general rrental
status and ED (p<0.0004).

9. Comfort with seeking help

frorn categories of health

personnel:
90.8% of respondents would consult a
prirnary care physician first if they had
a problern wi th ED. The concorni tant
percentages in the two subgroups were
Black (87,2%) and Mixed Race (95,7%)
rcspectively. Figurcs fbr Public Health

Nurses varied between 0.2 and 2.0%o
and for Urologists betwccn 0 and l.l%.

DISCUSSION:

Methodological aspects:
Being a study arnongst rnales seeking
p r imary  med ica l  ca rc ,  no  d i rec t
extrapolation can be madc to the gcneral
population. The prevalcnce ofED found
in thc study population wil l probably be
sor.ncwhat higher than in tl.re gcneral
p o p u l a t i o n .  T h e  f a c t  t h a t  t h e
ques t i onna i res  we re  done  though
interviews with health workers and not
by anonymous self:administration rnight
howevc r  havc  resu l t cd  i n  so rne
underrcporting of ED. This rncthod was,
howcvcg necessitated by the fact that a
large part of thc patient population is
il l i terate or had very l itt lc schooling.

The necessity to look at tw'o diflercnt
cthnic groups! was prornpted by pre-
vious studies where ethnic dif lerences
were reporled"' as well as by the socio-
cconor.nic diff-ercnces between the two
groups.

Prevalence of ED:
ED is  a comrlon condi t ion amongst
males (35 to 70 years o ld)  seeki r rg
primary rnedical care in the Black and
Mixed Race comrnunities investigated
by this study, and moderate to severe
ED was found in about 44,9%o of the
popu la t i ons  s tud ied .  Howeve r ,  t he
prevalence is not unexpectcdly high or
low, when compared to other studies
such as the cornrnunity-based Massa-
chuset ts  Male Aging Study (MMAS),
which reportcd a prevalcnce of 34.8%
in  ma lcs  aged  be tween  40  and  70
yea rs . l r  The  s tudy  resu l t s  sc rvc  t o
highlight the fact that South Afiican
health workers should realisc that ED
is a r  cry comnlon problcnr  in  pr i rn l ly
care scttings.

Association with age:
Findings in this study supports othcr
studies. l r r5that  there is  a very st rong
assocint ion of  ED wi th incrcasing age
in both study populations.

Association with other diseases:
Findings about the association bctwcen
ED and diabetes mellitus, hypertension
and heart disease, are in l ine with othcr

studiesrr'r6 r7 and most probably indicate
a relation to the vascular pathology that
is associatcd with thcse diseases. These
diseases are very common in the South
Ali ican population. | 8 r"

Association with lifestyle:
Thc re lat ionship of  ED wi th a lcohol
misuse at  a younger age.  and wi th
srnoking at a later age, most probably
relate to thc vascular changes associated
w i th  smok ing  and  the  neu ro log i ca l
effects of alcohol and alcohol rnisuse.r()

Effcct of scxual relationships:
As can be expected fi'om other sirnilar
studiesr l ,  th is  s tudy has shown that
sexual relationships between the person
with ED and his partner, are negatively
affected by ED. An interesting finding
in this study was the association between
ED and rnultiple sexual partners. This
rnay indicate that thc person with ED
interprets lris problern as a relationship
problem with his partner. Thc resultant
seeking of alternative sexual partners
rnay have negative implications for the
spread of sexually transmitted diseases.

General mental status:
The s igni f icant  rc lat ionship tbund
between ncgative gcneral mcntal status
a n d  E D  i s  i n  k e c p i n g  w i t h  o t h e r
studies,ir '22rr where general f 'eeling of
well-being and sexual dysfunction werc
s igni f icant ly  re latcd,  a l though i t  is
clcarly not known which preccdes the
othcr.

Hcalth sccking behaviour:
This study cnrphasizcs the irnportance
of the prirnary care physician in the
lnanagement of ED, indicated as thc
p r o v i d e r  o f  c h o i c e .  H c a l t h  c a r e
providers should ask thcir male patients
about their ability to attain and rnaintain
a satisfactory erection. The implications
for hcalth prof-cssionals are that thcy will
havc to ascertain that thcy are up to date
with the init ial managcment of these
pa t i cn t s  and  tha t  t hcy  w i l l  have  to
nurture a sensitivity to detect and discuss
lhc problern in  e pr imary carc set t ing.
It is importarlt to note that thc specific
groups of patients that were invcstigated
are fiequently in contact with clinical
nurse practitioners in the health fbcilities
where they were investigated.

Irnporlant negativc findings are that
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employment status and physical activity
did not have any real influence on the
prevalence of ED.

ED is a very common condition in
primary care seeking Black and Mixed
Race persons in the study settings.
Health seeking behaviour in the study
groups was overwhelmingly positive
regarding consul t ing pr imary care
general is t  pract i t ioners.  These
practitioners will thus have to possess
the knowledge and skills to manage this
problem effectively and suitably in a
primary care setting. Several conditions
are associated with ED and should serve
as indicating sensitising factors to health
workers that the condition may be
present. Special attention needs to be
given to patients ofhigher age, patients
with hypertension, heart disease or
diabetes mellitus as well as to the
evidentpossible association of ED with
drugs taken for these conditions as well
as for certain psychiatric conditions. ED
may also be associated with high-risk
sexual behaviour (multiple partners)
because of the mistaken belief that the
problem is because ofthe partner, which
may contribute to the spread of sexually
transmitted diseases in sub-Saharan
Africa.D
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