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Abstract
Testicular cancer (TC) is the most common malignancy in males aged 15 to 40.  It is estimated that only 3% of men perform Testicular Self-Exam (TSE) and they have little awareness of this disease and how it is detected.  Health care providers are failing to provide education to this demographic. Developing proactive health care behaviors early in the life span promotes early detection of chronic disease and decreases morbidity and mortality.  Establishing this mentality can be facilitated by promoting education about TC and TSE.  To further this aim the development and implementation of a Provider Education Program (PEP) for primary care providers that promotes and facilitates increased TSE teaching to the patients at a multi-provider family practice in Eastern North Carolina was created. A chart review of 3-months before the intervention of all routine screening health care visits for males aged 12 to 22 measuring the incidence of TSE teaching/awareness was conducted. An addition to the Electronic Health Record was proposed and implemented to facilitate documentation. This was in the form of a drop down check box within the genito-urinary system documentation area.  At 3-months post intervention the incidence was measured again with pre and post intervention incidence compared.  The incidence of provider TSE teaching for male patients’ age 12 to 20 in a primary care practice increased after the PEP from 5% to 26%. 
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Chapter One: Problem Identification
Testicular Cancer (TC) is the most common malignancy in males aged 15 to 40 (Braga, Cabral, Louro, & de Carvalho, 2015; Wanzer, Foster, Servoss, & LaBelle, 2013).  It is estimated that only 3% of men perform Testicular Self-Exam (TSE) and they have little awareness of this disease and how it is detected (Casey, Grainger, Butler, McDermott, & Thornhill, (2010).  Health care providers are failing to provide education to this demographic. Developing proactive health care behaviors early in the life span promotes early detection of chronic disease and decreases morbidity and morbidity.  Establishing this mentality can be facilitated by promoting education about TC and TSE.	
A Provider Education Program (PEP) for primary care providers that promotes and facilitates increased TSE teaching to the patients was developed and implemented at a multi-provider family practice in Eastern North Carolina.  A chart review of the preceding three months prior to implementation of all routine screening health care visits for males aged 12 to 22 measuring the incidence of TSE teaching/awareness was performed.  An addition to the electronic health record (EHR) facilitates documentation. At three months post intervention the incidence is measured again and pre and post intervention incidence are compared.  The desired quality improvement was increasing the frequency of provider TSE teaching for male patients age 12 to 22 in the targeted practice setting.  
In male urogenital health there exist standards of care for conditions including but not limited to already detect TC, testicular torsion, male sterilization, and scrotal masses.  Rovito, Manjelievskaia, Leone, Lutz, and Nangia (2016) point out that although the U.S. Preventive Services Task Force (USPSTF; 2012) officially discourages TSE advocacy but expects testicular exam in patients presenting with an uro-genital complaint.  
Rovito, Manjelievskaia, et al. (2015) point out that an ethical dilemma is created for practitioners as deviation from official recommendations give rise to concerns about malpractice litigation, but sound medical ethics should drive clinical practice.  The question is then does TSE education meet the definition of standard of care? This chapter explores the problem and significance of the most common malignancy in males aged 15 to 40 and the lack of awareness of the issue exhibited both by health care providers and recipients.  
The Problem   
Standard of care is usually defined as what the average provider would exhibit in his or her given community.  Joseph Friedman, MD, Professor and Division Chief at The Alpert Medical School of Brown University (2016) expands on this by writing that a failing to measure up to standard of care is measurable by errors of commission or omission that increases harm to an unacceptable degree. Not providing TSE education does increase harm or chances of harm.  That is not at debate and the USPSTF (2012) states as the rationale for their recommendations is that there is high rate of false positives that cause increased anxiety Rovito, Leone, and Cavayero (2015) point out that TSE has benefits beyond just cancer detection and has a history of support by health care practitioners.  It is incumbent upon practitioners to practice ethically and not be hampered by fear of increased malpractice exposure and the Rovito, Manjelievskaia, et al. (2015) position calls for a development of a standard of care specifically for counseling males to perform TSE. 
Data extrapolation indicates that TSE is a de facto standard of care in that it is recommended by Medicaid as part of an annual screening exam with the family planning guidelines (North Carolina Department of Health and Human Services [NCDHHS], 2016). Blue Cross and Blue Shield (BCBS) of Massachusetts (2016) requires a clinical testicular exam annually.  This is true for many payers across the country for both governmental and private payers. 
There are differences in routine patterns of health screening between young to middle age males and females. Women get routine yearly gynecological exams from time of first sexual activity through menopause while men are actively discouraged from urogenital health screening by current guidelines (Lin &Sharangpani, 2010). This paradoxical dichotomy reflects the phenomenon of Self-Care Deficit in males and good Self-Care practice in females (Orem, 1980). Men are not being taught TSE as routine part of their primary care with Moore and Topping (1999) calling this an opportunity lost.  Braga et al. (2015) pinpoint this issue as awareness versus knowledge and attribute the lack of knowledge to lack of teaching. 
The practice theory and concepts of Self-Care and Self-Care deficit as described by Dorothy Orem was applied to this problem.  The project goal was to promote increased TSE teaching by health care providers and so promote Self-Care behaviors in young men that last a lifetime and serve as a basis for preventive care. Through education, it is expected by the providers of this educational initiative, an increased perception in health care providers’ minds of TSE teaching and examination as a standard of care can be achieved.
There is a wide variation in preventive care between men and women from adolescence into middle age. There is a widespread thought that males from 15 to 40 really do not need to see a primary care provider on a routine screening process only seeking care on an episodic basis. (Jones et al., 2015; Rovito, Leone, et al., 2015). This establishes a pattern resulting in a self-care deficit (Orem & Taylor, 2011).  Women, on the other hand, learn that they need routine health maintenance mainly through their gynecological health visits.  Contrary to males, this establishes a pattern of preventive health (Denyes, Orem, & Bekel, 2001). Nine out of the top 10 causes of 

death are higher among males than females (Center for Disease Control and Prevention [CDC], 2014). Late diagnosis of treatable medical conditions results in increases in morbidity and mortality along with poorer quality of life.  Examples of detectable and treatable conditions include malignant hypertension, advanced colo-rectal cancer, coronary artery disease secondary to hyperlipidemia, and diabetes with macrovascular complications (Wang, Lai, Burau, & Du, 2013).
Problem Statement   
Currently there exists a significant self-care deficit in male preventive health.  The specific problem being addressed is 3-pronged.  First is that TC is the most prevalent malignancy in males aged 15 to 39. Second is that TSE is not being taught too many males due to confusion or concerns about the standard of care.  As a result, males frequently do not get care until cancers are advanced.  Even though there is a high remission rate, this does not restore the testicles that have been removed, alleviate the chronic consequences of chemotherapy, nor the help the psychological consequences of sterility or loss of masculine self-image. Establishing a proactive self-care mentality can be facilitated by promoting education and dissemination of knowledge about TC and TSE (Wanzer et al., 2013). If providers can establish a habit of self-exam in the routine of life in adolescent males, the literature suggests that a culture of life-long proactive health promotion and disease prevention can be established resulting in a healthier male population throughout the lifespan (Denyes et al., 2001). The benefits are myriad including longer and healthier life spans empowering males to eliminate Self Care Deficits, and potentially reducing health care costs resulting in less burden to the system.

Justification  
With only 3% of the target population possessing knowledge and skills for TSE, and TC being the most prevalent malignancy in the 15-40 year old age group and the third leading cause of cancer deaths in males 18-50, it is incumbent upon the Primary Care Provider (PCP) ensure that this population is knowledgeable about the disease prevalence and the self-care behaviors that should be followed, i.e. TSE (Ugboma & Aburoma, 2011).  Braga et al. (2015), suggest that the PCP’s are failing to appropriately educate their patients.  By educating the providers, it is projected that proactive self-care behavior prevalence will increase (Moore, Green, & Gallis, 2009). By educating the providers to provide TSE education to their patients with the intent to establish a pattern of preventive self-care in males, a resultant decrease in morbidity and mortality can be projected (Rovito, Leone, et al., 2015).  USPSTF (2012) in effect, discourages the practice citing low morbidity and mortality from this disease (Lin & Sharangpani, 2010).   
	An evolving paradigm is one that suggests that traditional Continuing Medical Education (CME) should be superseded by specific educational programs with the same goals and methodology as the PEP discussed in this paper.  The American Board of Medical Specialties (ABMS) Maintenance of Certification Program mandates that to maintain specialty board certification, physicians must demonstrate that they are participating in practice-based learning and improvement.  This must lead to both improved practice procedures and improved patient health status as well (Moore et al., 2009).  The Federation of State Medical Boards (FSMB) has a Maintenance of Licensure (MoL) program has re-licensure requirements for providers to demonstrate a commitment to life-long learning and practice improvement. Hospital systems and individual hospitals as well as group medical practices are instigating competency-based credentialing (Moore et al., 2009)	
Theoretical and Conceptual Framework   
The practice theory and concepts of Self-Care and Self-Care Deficit as described by Dorothy Orem are applied to address the clinical problem of knowledge deficit in the area of male preventive health.  The goal is to promote Self-Care behaviors in young men that last a lifetime and prevent or delay the sequelae of Self-Care deficits. This concept is utilized and specifically adapted it to this population.
Essentials of Orem’s Theory.  Self-care defined is “the practice of activities that individuals initiate and perform on their own behalf in maintaining life, health, and well-being” (Orem, 1980, p. 35).  Orem also addresses the transition of the patient from self-care agent to a receiver of care with a self-care deficit.  The relationship between nurse and patient in this theory is that of one of helper and one in need of help.  Orem (1980) states that her Self-Care Deficit concept is the “…core of the author’s general comprehensive theory of nursing” (pp 51).  By educating the providers they gain the knowledge and motivation to change Self-Care Deficit in the area of TSE to Self-Care.
    	The Nurse Practitioner (NP) profession was in its infancy and the current NP role was not foreseen by Orem when she first published her theory and the responsibility for establishing the need for a nurse/patient relationship she placed in the physician’s scope of responsibility as evidenced by “Nurses carry out measures of care prescribed by the physician.” (Orem, 1980, p.8). It has been postulated that Orem contradicts herself in this area by also declaring that Nurses are designers and providers of nursing (Melnyk, 1983).  The new paradigm is that nurses are now providers as well and all providers are designers and providers of care. The following figure illustrates this process (see Figure 1).  [image: ]     Figure 1. A PDSA rendering of Orem’s Model and process. From grandtheoryroyandorem.weekly.com (2016)  
 When one examines Orem’s theory, it can be seen as a Plan Do Study Act (PDSA) cycle (see Figure 1).  The development of PDSA is generally attributed to W. Edwards Deming (1900-1993) which he utilized and was instrumental in the post-World War II rebuilding of Japan (Deming, 2000).  It is a testament to Orem that she concurrently developed essentially the same process for nursing in an overlapping time frame.  
Specific to this theory in the planning stage is to identify areas that need an elimination of self-care deficit or self-care that needs to be maintained.  Choices of intervention include wholly compensatory, partially compensatory, or supportive/educational (grandtheoryroyandorem.weekly.com, 2016).  The specific application for this intervention is supportive and educational promotion of TSE.  Health Care Providers that are educated and supported in turn will educate and support the target population. 
The doing, described by Orem (2001) as implementation involves multiple modalities including teaching, guidance, provision of support including psychological and/or physical, and providing an appropriate environment.  All of these concepts are integral parts and applied to the intervention.  Teaching is two-fold involving education of initially providers and then the providers to the patients.  The support includes guidance, both direct and anticipatory.  Perhaps the most important constituent in this area, is providing the supportive environment.  The health care setting must be a place of trust with open and honest communication. Without it, an intervention in a sensitive area such as genital health is doomed to failure.
	The next step in the process is evaluation and the answer is simple.  Has the intervention enabled self-care or is there still a self-care deficit?  This question will not be answered in this project as the focus is on provider behavior.  Evaluation of resolution of self-care deficit should be evaluated in a follow up study. This would be a summative evaluation of the effectiveness of the intervention.  What is determined in this process is the change in incidence of provider teaching and awareness of TC and TSE.  Assessment in this continuum evaluates the presence of a deficit, the need for new or further intervention, and identifies the etiologies of the deficit including knowledge deficit regarding the subject, the skills required, motivation, or social factors. Factors identified and addressed in establishing the need for this evidence-based project centered on the knowledge deficit as evidenced by the 3% compliance rate previous documented regarding TSE teaching.  

Summary 
   	A population health problem identified was that TC is the most common malignancy in males from puberty to middle age.  There is a lack of knowledge about this disease in the general population and a specific lack of knowledge about the proactive self-care behavior of TSE in both providers and consumers of health care. There is confusion in the health care provider professions as to clinical guidelines in USPSTF (2012) and many do not teach TSE.
	This gives rise to two problems.  The first is a self-care deficit in the target population which is at risk, adolescent and younger adult males.  The second is the apparent failure of health care providers to give this population the education they need.  This project is an educational initiative for the providers to empower them to assist their patients to overcome their self-care deficit and achieve self-care to prevent unnecessary harm.  The projection is that this project could have lifelong benefits in the area of preventive health and earlier detection of disease states decreasing morbidity and mortality.  This project is limited to teaching the providers and comparing pre and post educational documentation regarding the addressing of TSE.  The intended results are an improvement in self-care behaviors in adolescent and younger adult males.
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Chapter Two: Literature Review
  Literature review for this project involves multiple issues pertaining to the two main questions.  The first was the issue of current clinical guidelines recommending not screening for testicular cancer (TC) and not addressing testicular self-exam (TSE).  The current literature contradicts this position almost universally.  Areas examined and explored are the benefits of TSE directly impacting TC, the case for early detection, direct conflict between governmental guidelines and recommendations with the task force guidelines, ethical considerations, benefits beyond TSE and TC, and finally the that this is de facto standard of care.  Directly related to this quality improvement measure, the mechanisms and effectiveness of medical Continuing Medical Education (CME) is addressed.  The second main issue was support for direct provider educational initiatives directed for specific quality outcomes as a new paradigm superseding traditional CME programs. The evolving standards for continuing education with direct application to care and quality measures is supported and shows that this Provider Education Program (PEP) initiative fits this newer paradigm for provider improvement.
Search Strategy 
A systematic review of the subject matter was performed.  East Carolina University Laupus Health Sciences Library was utilized to access databases including Pub-Med, Medline and hand searching of selected journals. Keyword search terms included: “testicular,” “neoplasm,” “testicular cancer,”  “detection,” “screening,” “TSE,” “Testicular Self-Exam,”  “cancer incidence,”  “cancer mortality rates,” “Orem,” “self-care,” “self-care deficit,”  “Continuing Medical Education,” “ CME,” “quality improvement,” “CME effectiveness,” “Standard of Care,” and “clinical guidelines.” The criteria for literature inclusion was a 2000 or later publication time frame, results that match TC and screening, TSE, CME, Physician education, health care provider education, Standards of Care, Cancer Incidence, and Orem. Other resources searched included published clinical guidelines and cancer organization websites.
Two hundred and forty-two articles, studies, or publications met inclusion criteria and were screened with 56 full text articles being assessed for eligible inclusion of which seven were excluded due non-specificity to topic. Thirty-six full text articles were included based on the established criteria.  The premise that there is a self-care deficit in young adult males regarding TSE and that education can improve self-care was supported by the literature.  Further, the literature suggests that patient outcome directed teaching is superior to traditional CME.
Evidence Findings
The argument against TSE. The argument against TSE is that there could be more harm than good; specifically the thought that false positives could cause unnecessary angst, fear, or anxiety in the male awaiting testing and that unnecessary per Casey, Grainger, Butler, McDeermott, and Thornhill (2010).  Hopcroft (2012) takes this further opining that potentially costs could be driven up by unnecessary invasive procedures to either confirm or rule out the diagnosis.  The issue is of course ruling out as confirming the diagnosis is the earlier detection needed to improve prognosis. 
	The U.S. Preventive Services Task Force (USPSTF; 2012) in their final recommendations concluded that screening for TC has no net benefit. This recommendation was inclusive of clinical exam by a medical provider as well as TSE and cited the potential harm from false positives. Further, four points were made including citing no evidence that TSE could reduce mortality rates from TC, relative rarity rates of TC, good treatment outcomes for TC and “accuracy concerns of clinical or self-examination” (Rovito, Manjelievskaia et al., 2015, p. 2).  This last justification for the D rating can be considered an endorsement for enhanced TSE and TC screening and examination that should be taught in formal educational programs (Casey et al., 2010).  The rating scale of A for best evidence down to D for least evidence see seems to have been misapplied or the evidence misinterpreted. 
The argument for TSE. Despite the high cure rates for TC, TC still remains the third leading cause of cancer deaths among males age 18 to 50 and healthcare providers seldom teach TSE to their patients as Ugboma and Aburoma (2011) point out.  Ugboma and Aburoma further cite that TSE easily detects TC, which is 96% curable with early diagnosis.  The most important factor impacting prognosis for a TC patient is early presentation (Casey et al. 2010).  Lack of awareness is blamed for late presentation and delay in recognition of symptoms (American Cancer Society [ACS], 2015)  This is especially pertinent in the modern evolution of health care with particular emphasis on cost containment and access to care (Wenger & Oliffe, 2013).   Rovito, Leone, and Cavayero (2015) emphasize the importance of health promotion and preventive behaviors through patient education and measures that are simple and cost effective, with TSE cited as one of the best examples of this. 
	There is strong support for TSE and TC screening among professional and specialty groups and insurance payers.  The American Urological Society (AUS; 2014) includes TSE in their reference “Men’s Health Checklist”, which was published as a recommended guideline for health care providers to improve care.  The ACS (2015) states testicular exam should be part of every male screening physical exam.  Other sources recommending TSE are many and diverse including, but not limited to Massey Cancer Center at Virginia Commonwealth University (2015),   Blue Cross/Blue Shield (BC/BS; 2016) and the North Carolina Department of Health and Human Services (NCDHHS; 2016) in their Medicaid Family Planning Guidelines.  Further, BC/BS and Medicaid look for this documentation as part of their auditing of their participating providers performance.
The premise that there is a self-care deficit in young adult males regarding TSE and that education can improve self-care was supported by multiple authors.  Fazio's hypothesis that direct experience enhances attitude-behavior consistency (Fazio & Zanna, 1981) was tested (Steffen & Gruber, 1991) to identify lasting effects of the intervention.  Steffen and Gruber reported a statistically significant increase in intent and performance.    
Recent research contradicts The Guide to Clinical Preventive Services Recommendations of the USPSTF (2012), which states screening is not necessary for asymptomatic patients with the high cure rate for all stages of TC. This stance does not take into the consideration that TSE at an early age leads to a pattern of proactive screening for other health concerns (Wanzer, Foster, Servoss, & LaBelle, 2013).   These recommendations also do not take into account that the USPSTF is only examining the crude death rate and does not consider that the age of those dying is significantly lower than those dying of other cancers for which screening is recommended such as prostate or breast cancer.  When the total of years of lives lost is factored in, then the mortality rates compare with more equivalence to other cancers (Kamel et al., 2016).  The Rovito, Leone, et al. (2015) study is an overview regarding the debate about the benefits of clinical screening and concludes “…. that TSE is a behavior that is beneficial beyond detecting cancer.” (p. 4).  These proposed ‘off-label’ uses of the procedure make for an effectual means to promote testicular health, self-awareness, and wellness among males.   Akar and Bebis (2014) also support this argument by noting that late diagnosis is problematic and over the course of a decade, contrary the USPSTF (2012) position of TC being a low incidence occurrence approximately 90,000 cases are diagnosed with approximately 4000 deaths and the remaining 86,000 survivors frequently left sterile and missing testes with chronic sequelae of the chemotherapy. The years of lives lost (YLL) is comparable to many more frequently occurring and aggressive cancers due to the younger age of the population affected. 
Rovito, Manjelievskaia, et al. (2015) state that there is now overwhelming support from public health literature for TSE advocacy. Wanzer et al. (2014) call for proactive health care behaviors in males including TSE to promote healthier lives. The USPSTF standards for evidence are randomized controlled trials (USPSTF, 2011a) but a systematic review of the literature in 2010 failed to identify any controlled trials, cohort, or case studies examining benefits or harms related to TSE and reduction of mortality and morbidity (Lin & Sharangpani, 2010).  In other words, the recommendation against TSE is not supported by any evidence.  Aberger, Wilson, Hozbeirlein, Griebling, and Nagia (2014) go as far as to state benefits far exceed risks and through the life span benefits to the male population as a whole would be ‘invaluable” in terms of Years of Potential Lives Lost (YPLL) and monetary savings.
The case for a provider education programs. Ongoing CME is a requirement of state licensing boards and certification boards to maintain practice status.  The value of CME has been questioned as a pro-forma exercise instead of true learning and a benefit to practice.  The American Board of Medical Specialties (ABMS, 2017) developed their maintenance of certification program in which physicians are required to demonstrate they are participating in practice based learning that leads to both improved practice procedures and to improved patient health status.
This quality improvement measure involved educating the providers resulting in them following this stepwise ladder approach. Davis’s (1992) review of 50 randomized clinical trials studying CME documents the effectiveness of CME. Effective CME is defined as that which provides the clinician with a teachable moment.’  The health care provider then can apply this to his clinical practice. An evolving paradigm is one that suggests that traditional CME should be superseded by specific educational programs.  The ABMS (2017) Maintenance of Certification Program mandates that to maintain specialty board certification, physicians must demonstrate that they are participating in practice-based learning and improvement.  This must lead to both improved practice procedures and improved patient health status as well (Moore, Green, & Gallis, 2009).  The ABMS (2017) goes on to link patient outcomes to measure physician competency.
The Federation of State Medical Boards (FSMB, n.d.) has a Maintenance of Licensure (MoL) program has re-licensure requirements for providers to demonstrate a commitment to life-long learning and practice improvement.  Hospital systems and individual hospitals as well as group medical practices are instigating competency-based credentialing (Moore et al., 2009).  The recognition of the need for a paradigm shift to quality measures education away from simple CME resulting in improved outcomes has gained significant momentum over the past decade.  This is based on the growing body of evidence that improvement programs are superior.  Moore et al. (2009) discuss specifically designing educational experiences based on how physicians learn and apply knowledge.  Directed education directly impacts the implementation of guidelines and skill development (Grimshaw et al., 2004).  In other words, specific, defined, goal oriented teaching programs produce results that generalized CME fails to provide.  Health care provider performance and health care status as measured by patient outcomes (Institute of Medicine [IOM], 2001) has been put forth as the standard for measurement. 
Questions regarding the worth of CME go back even farther. Cantillon and Jones (1999) suggested that CME had little impact in general practice.   Grimshaw et al. (2001) identified increasing recognition that research findings were not being translated into practice and called for the active dissemination of implementation methodology.  After systematically reviewing 41 professional education or quality assurance interventions, all designed to improve quality of care, their conclusions that passive approaches, including CME were ineffective and unlikely to change provider behavior.  Marinopoulos (2007) with input from the agency for Healthcare Research and Quality, evaluated CME results in five areas.  The first was increase in knowledge.  The finding was that CME was 79% successful in this area.  The second was in attitude as far as intent to apply and this was 85%.  The third area was in skill development and CME was 80% effective.  To this point CME seems to be achieving its purpose.  However, the last two categories reveal the true problem.  When it came to the fourth parameter, changing practice behavior based on the new learning, the percentage dropped to 59% and when it comes to the true measure of successful education for health care providers, namely clinical practice outcomes, the percentage of successful traditional CME programs was 42%. The conclusion from this evidence is that future educational programs for quality improvement should be based on findings of reviews of professional change post intervention to evaluate effectiveness.  
The effectiveness of educational endeavors regarding TSE has been addressed in multiple studies.  Wanzer et al. (2013) performed a study at two western New York Universities with a control and test group composed of a sample of undergraduate and graduate students at those institutions.  Areas of inquiry were knowledge, awareness, behavioral intent and actual behavior.  Post tests showed statistically significant increases in knowledge and awareness and non-statistically increases described as “nearly significant” in behavior and intended behavior. Only one reference was discovered linking Self-Care Deficit theory of Dorothy Orem to prevention and screening. Bekel, Panfil, and Scupin (2005) concluded that “the fostering of self-care and dependence-care competence is an important tool to increase the autonomy of affected patients.” (p. 41).  Akar and Bebis (2014) performed provider educational programs specific to TC and TSE in a study with two arms. Both groups of 48 health care providers each were taught to provide patient education. The first group was pamphlet education only and the second group was interactive. Both groups showed significant improvement with the pamphlet group showing a 54.2% performance improvement and the interactive group 83.3%. 
Summary 
	A high percentage of the population at highest risk for TC is uninformed or misinformed about TSE and TC indicating a clear self-care deficit. Educational initiatives have been shown to be effective in changing behaviors from self-care deficit to self-care. There is significant support in the literature for the concept that traditional continuing medical education has been ineffectual in positively affecting clinical outcomes.  The literature supports directed educational programs that focus on teaching and enabling health care providers to positively affect clinical outcomes.   The development and implementations of health care provider educational programs is consistent with current thought on the evolution of methods of health care provider education.  
With TC being the most prevalent cancer among 15-39 year-old age group, TSE appears to be an important part of young adult male preventive health (Braga et al., 2015).  Multiple studies and research findings agree that contrary to USPSTF (2012) Guidelines early detection of TC offers significant reductions in morbidity and mortality as well as reductions in health care costs.  According the ACS in 2016 within the United States the incidence of TC will be close to 9000 and approximately 1 in 25 will die from this disease. Most will have lifelong devastating physical and emotional long term consequences due to outcomes including orchiectomy, sterility, negative self-image, chronic pain and respiratory symptoms from chemotherapy.  The importance of early screening in this disease and all diseases to prevent negative sequelae cannot be over stated. 





















Chapter Three:  Methodology
 Lack of knowledge about testicular cancer (TC) and testicular self-exam (TSE) in the high risk population of adolescent and younger adult males has been identified.  The primary care provider has the responsibility to educate their patients to practice self-care behavior to optimize health. An educational program for health care providers was conceived that encompassed continuing education specifically geared to improving provider performance in younger adult males’ preventive care activities.  The topic chosen was TC awareness and screening where a comprehensive literature review was performed. The evidence supported the effectiveness of quality improvement provider education driving improved patient outcomes.   The results of the research were collated and summarized and the educational program was developed. 
Design
	A provider education program (PEP) was conducted for all of the providers in a primary care clinic that sees pediatric and adult patients.  This was in the form of small group sessions with a PowerPoint presentation that demonstrated morbidity and mortality statistics.  A summary of the literature was discussed and the most current trends in the literature were emphasized.  How this would be a quality measure to the practice was discussed and how this documentation would help ensure compliance to payer recommendations resulting in better reimbursement to the practice was emphasized.   Hard copies of the presentation were provided and were also be provided via email.  A question and answer period followed the presentation and any concerns were addressed along with any clarifications that may be requested were provided.  In this manner, the ways, means, and justification for this project was communicated to all providers and management of the practice. The CEO and Medical Director of this company approved this process prior too initiation (see Appendix A).
Setting.  The site chosen for the evidence-based practice (EBP) change project was a multi-provider family practice clinic in eastern North Carolina.  It is the flagship office of a multi-site family practice and urgent care group.  This site was chosen because a potentially significant number of individuals in the target age group would be available.  The practice has approximately 10,000 patients with approximately 35% pediatric.  The estimate of pediatric and adult patients in the target group cared for at the project site are approximately 1800.
Population.  The provider group consists of a mixture of Advanced Practice Providers (AAP) including Nurse Practitioners (NP’s) and Physician Assistants (PA’s) as well as Physicians.  An average of three providers daily are on site at the practice; however, this practice is part a large group and as many as 12 providers rotate through.  All providers who work this clinic were subjects for the administration of the intervention. The practice has indicated a desire to implement the measure for all their practices if the results warrant. 
Methods.  The program included the following key points being communicated to the Providers to establish the basis and rationale for the measure.  This was in the form of a PowerPoint presentation that was given in a provider meeting and sent to all providers to have a permanent reference.  The information and teaching includes: 
1:  The incidence and morbidity and mortality rates of TC in men 15 to 50 years of age.
2:  The need for ethical treatment over-riding concern about legal consequences.
3:  Potential benefits including improved clinical outcomes and proactive health.
 The providers were then instructed to document TSE teaching and/or knowledge during routine medical visits.  Based on parameters provided by the project manager, Informational Technology (IT) for this practice added a check down box to the Electronic Medical Record (EMR) after the educational program had been completed.  Adding the check box before was seen to have the potential to skew the pre-interventional data.  Routine medical visits were defined as scheduled physicals for school, camp, sports, band, or yearly.  The health care providers were then instructed to ensure that the target population were knowledgeable about TC incidence and TSE.  The check boxes were added to the EMR to aid in documentation and performance enabled data collection post intervention without having to access any charts so no personal identifiers were seen or recorded.
Protection of Human Subjects
	While a vulnerable population (pediatrics) is involved with this project, no specific identifiers were being collected.  The search parameters for the EMR search were male, physical, and age range.  No names, specific dates of service, specific age, race, or ethnicity were recorded.   While there were no personal identifiers recorded, all data was recorded and stored in a password protected computer.  Back up files were stored on an external drive maintained in a locked office. This project has been presented to the East Carolina University’s Institutional Review Board (IRB) and it was determined that institutional approval was not needed as this project does not meet the current federal definitions of human research (see Appendix B). 
Data Collection
	Data collection was in the form of chart reviews during pre-intervention data collection.  An EMR search was performed for the three months preceding the PEP and search terms are age range, physical, and gender.  Visit types included all exams for all physicals performed for the target population of 12 to 22 year old males. Each identified chart was reviewed to determine if TC awareness or TSE were included.  Post-intervention the EMR modification allowed a targeted search and analysis without having to do a repeat individual chart review through the form of a queried report based on data parameters noted above.
Data Analysis
	This data was recorded in a tool created in Excel specifically for this project (see Appendix C).  A simple “yes/no” drop down box is chosen and the presence or absence is recorded.  The tool tabulated and populated totals of each answer and automatically created a pie chart.  This expresses the data as percentages of documentation or no documentation. Totals of each answer were also tabulated.  The PEP was given after this data was collected and at three months post intervention a second chart review was performed.  This did not require individual chart review as IT programming allowed a simple search query.  This data was also entered into the Excel tool and pre-intervention and post-intervention tables and charts are displayed side by side for easy comparison.  The tabulation tools recorded and displayed both raw numbers as well as percentages. 
Summary  
	A PEP was developed as a quality improvement project.  Modern medical education concepts were incorporated that facilitate provider learning and application resulting in improved outcomes.  These included development of outcomes directed educational initiatives which were oriented toward targeted areas identified as problematic. In this instance, TC Awareness and TSE teaching was the area selected for intervention. An extensive literature review was performed and after analysis, specific education material was produced utilizing the results.  TC facts and TC screening rationale were provided in the form of formal presentation in a hosted PEP.  A data recording and display tool was developed specifically for this program. The goal was to improve health care provider performance in teaching and imparting knowledge to at risk population of adolescent and younger adult males.


 


















Chapter Four:  Evaluation of the Practice Change Initiative
To address the problem of lack of knowledge possessed by the at risk young adult male population regarding the preventive health measure testicular self-exam (TSE), the health care provider was targeted and charged with the responsibility to teach their patients.  The Provider Education Program (PEP) gave a comprehensive overview of the testicular cancer (TC) problem, including current standards of care, incidence of the problem, impact on a specific population, and the justification to make a change in their practice. Further, this type of educational program was demonstrated to be consistent with current and emerging thought on continuing education based on quality improvement and patient outcomes now required by specialty boards and certifying agencies (American Board of Medical Specialties [ABMS], 2017).  
The PEP consisted of discussion in three areas.  The first was the incidence, morbidity, and mortality rates of TC in men aged 15 to 50.  The second included ethics concerns and standards of care.  The third was a discussion of the desired population health improvements including clinical outcomes associated with proactive health behaviors throughout the lifespan.  The purpose of this project was to change provider behavior resulting in greater teaching of TC awareness and TSE.  This chapter outlines the findings regarding the effectiveness of the PEP as evidenced by documentation of the change in the incidence of provider compliance regarding patient teaching of TSE. 
Participant Demographics	
Participants of this project and the targeted population were not those that benefit from establishing this proactive health behavior, but rather the health care providers of a family practice and walk in clinic in Eastern North Carolina.  The provider group was comprised of a mixture of Advanced Practice Providers and Physicians where a total of six providers participated in the PEP.   
Intended Outcome 
	Utilizing the newer paradigm in modern medical education, health care providers would utilize the information imparted and change or increase the desired behavior of addressing TC awareness, promoting TSE, and teaching proactive behaviors in the target population.  It is hoped that the benefits realized from providers teaching patients will be life-long.  The primary benefit would be increased and earlier detection of TC in young males.  Extrapolating to life-long benefits, the so called “off-label” projected results (Rovito, Leone, & Cavayero, 2015) include earlier detection and treatment of chronic diseases beyond TC. The specific intended outcome of this PEP was to impact the clinical performance of health care providers resulting in greater teaching and promotion of TC awareness, prevention, and ramifications.
Findings
The project data was obtained by chart review for the three months prior to the initiative and then the three months following.  Dates of service were from March 15, 2017 through September 15, 2017.  Males aged 12 to 22 were identified as the demographic with the most potential benefit by implementing proactive health care actions.  To that end, all members of this population who were seen for formal physical exams that included yearly well exams, sports, activity, and work related physicals were included. Forty-three charts were identified as applicable during the six months examined. No patient identifiers were recorded.  The charts were solely reviewed to detect the presence or absence of documentation of TC awareness and/or TSE education by providers.  Results were recorded in a data tool designed for this project (see Appendix C).  
Pre-invention chart review revealed 20 individual charts that fit the inclusion criteria.  Of these charts, one (5%) showed the documentation of TC or TSE education and 19 did not.  Post-delivery of the PEP intervention charts meeting inclusion criteria numbered 23 of which six (26%) demonstrated TSE or TC documentation.
Summary
	Based on these results, it can be stated with some degree of certainty, that this PEP was successful.  The findings do show an increased incidence of providers addressing TC awareness in their practice.  The small sample size is concerning but the pre-intervention data is telling.  The combination of compelling evidence supporting a practice change, coupled with expected significant positive health benefits to the target population helped make this endeavor successful. The participation of the providers was also in their self interest in that this type of education is consistent with the most up to date educational requirements for their licenses and certifications and may have impacted their practice and adoption of this intervention in a positive way. 










Chapter Five:  Implications for Nursing Practice
Do no harm is the incumbent paradigm in medicine throughout modern history and Nursing certainly agrees with this philosophy.  However, Nursing goes further considering every individual as a bio-psycho-social being.  In this evidence-based practice (EBP) change project a clinical problem was identified, which was a lack of knowledge in a population resulting in a negative impact on this group in biological, psychological, and social ways.  The reasons are multifactorial but a key component was identified, which was a self-care deficit precipitated by a knowledge deficit regarding Testicular Self-Exam (TSE) and Testicular Cancer (TC) awareness. The action taken to mitigate this was a Provider Educational Program (PEP) where health care providers were educated regarding the morbidity and mortality of TC, the lack of patient knowledge about TSE, and the benefits of instilling a lifelong proactive health care behavior mind-set in adolescent and young adult males. 
By initiating routine screening for TC and teaching TSE, earlier detection and treatment can reduce morbidity and mortality.  The significance of this cannot be understated as TC is the most prevalent malignancy in males aged 15 to 40 and the third leading cause of cancer deaths in the 15 to 50 year old age group (American Cancer Society [ACS], 2016).  Late diagnosis, if not fatal, leads to the terrible bio-psycho-social sequelae of genital mutilation, sterility, and lifelong consequences of chemotherapy.  An added bonus is that the economic benefits as to health care costs are significant as early detection and diagnosis leads to less sequelae requiring more utilization of the health care system and resources. This includes the high costs of chemotherapy and surgery as well as the follow-up care associated.  It can also include mental health care and high medication costs. This chapter outlines the future practice implications regarding the EBP change program related to a PEP of TC awareness and TSE.  
Practice Implications
	The American Association of Colleges of Nursing (AACN; 2006) has established the Doctor of Nursing Practice (DNP) Essentials of Doctoral Education for Advanced Nursing Practice.  There are eight defined essentials that are considered core components for all Advanced Practice Registered Nurses (APRN’s) and all DNP programs are required to include these essentials in their curricula to be accredited by the Commission on Collegiate Nursing Education (CCNE). The following discussion documents how these essentials and competencies apply to this body of work concerning the lack of TC awareness and the lack of TSE teaching, which was addressed through behavioral modification of health care providers. Further application is extrapolated proposing change in clinical guidelines that could promote men’s health practices and reduce morbidity and mortality in this demographic.
Essential I:  Scientific underpinnings for practice. Translating research to improve practice is a key component leading to integrating research and theory to develop new approaches designed to improve practice and, by extension, outcomes (AACN, 2006).  This could be considered the core of this project.  An extensive literature review was performed, which revealed that current clinical guidelines were not consistent with neither EBP nor de facto standard of care.  Armed with this evidence, a PEP was developed to deliver the evidence that would support a practice change regarding clinical testicular exam, TC screening and the teaching of TSE. The implication for practice is that earlier detection of health alterations resulting in better health for males through the life span, while saving health care dollars can be achieved.
Essential II:  Organization and systems leadership for quality improvement and
systems thinking. By identifying a population specific need, i.e. improvement in knowledge leading to proactive health behaviors a new care delivery model, evidence-based in contemporary science is proposed in a manner that is feasible in the current health care delivery system. Doctoral level education and performance utilized to promote health care goals including patient safety and healthcare outcomes is central to this essential (AACN, 2006). Pertinence to the PEP is evidenced by the development of a proposed significant practice change and calling for a change in current TC screening guidelines, which are to not perform clinical testicular screening exams for TC (U.S. Preventive Services Task Force [USPSTF], 2012). This produces an ethical dilemma for the provider regarding current clinical guidelines versus de facto standard of care and evidence-based medicine. The PEP addressed this dilemma by demonstrating that TC screening is what the average provider in the average setting with the average patient was doing clinically meeting the legal definition of standard of care (Friedman, 2016).  As this is contrary to current guidelines, the need for change was made clear, which is that clinical testicular exams should be a part of routine health care for males in the at-risk demographic of age 15 to 40. Achieving this effort requires organizational and systems leadership effecting change across the spectrum of health care from the individual provider to national guidelines. This PEP was a developed strategy, which addresses an ethical dilemma and demonstrates sensitivity to a specific population both in patients and providers. 
Essential III:  Clinical scholarship and analytical methods for EBP.  Extensive analysis and appraisal of existing literature was performed examining the evidence to determine a need and to implement a practice change once a need is determined. Once identified, evidence-based intervention is indicated (AACN, 2006) The PEP was the product of the literature review and was designed to be implemented as an evidence-based intervention.
The literature analysis showed overwhelming evidence which supports the need for an evidence-based change in clinical practice.  At the same time, a new strategy was developed in the form of the PEP designed to promote change in provider behavior.  The intent was to promote pro-active self-care that could effect change in in the target younger adult male population’s health for the life span.  The key implication is that more equitable care is promoted hopefully reducing or eliminating a health care disparity identified in the area of male preventive health care.  The key determining fact is that most men do not receive screening or preventive health at the time they are most at risk for TC. Contrary to this, most women receive routing Gynecological care during their high risk years for Human Papillovirus (HPV).  The implication here is that the current nearly six year difference in life expectancy between men and women could be reduced based on the instilling of proactive health care in the target population of adolescent and young adult males.  Reduction of Years of Lives Lost (YLL), increase of quality of life, and decreases in health care costs could be achieved. Early diagnosis reduces morbidity and mortality and early detection of chronic disease such as diabetes, hypertension, and hyperlipidemia in addition to early detection of TC could be realized (Rovito, Leone, & Cavayero, 2015).
Essential IV:  Information systems/technology and patient care technology for the improvement and transformation of healthcare.  Design and concept development along with implementation of a process to extract clinical data (AACN, 2006) was addressed in this project with interpretation of said data performed. The modern health care world demands expertise in information systems technology.  It is a common complaint and generally accepted that the development of the Electronic Health Record (EHR) has increased workloads for providers contrary to the intent to streamline and make documentation easier for the clinician, all too often it is seen as an impediment to patient care by taking time away (De Ruiter, Liaschenko,  & Angus, 2015). However, recognizing the potential of the informatics system, this program sought to utilize the technology to improve care; whereby, the EHR leads the clinician to perform the desired action.  In this case, it is TC awareness and TSE but future clinical quality improvements could be facilitated in a similar manner.  Expansion could include EHR prompts to enabling better performance and tracking of quality measures.  Implications include better patient care and benefits to the providers’ sites in the form of better reimbursement at higher tiers due to appropriate clinical data capture and reporting. 
	Another implication is to further the utilization of information technology like social media promotion of TC awareness and TSE with establishment of designed Twitter, Facebook, and Instagram accounts regarding men’s health promotion.  Dissemination of the findings of this project is ongoing through the development of a men’s health website with the intent that the findings will help guide changes in clinical practice guidelines for men. Ultimately, this website will be expanded to include other men’s health issues and topics. A men’s health resource and clearing house for information is envisioned and an advocacy position is planned similar to other health issue advocacy issues such as breast cancer, and childhood hunger. 
Essential V: Healthcare policy for advocacy in healthcare. A graduate of a DNP program is expected to have proactive engagement in the development and implementation of health policy (AACN, 2006). As a result of the extensive literature search and appraisal, the evidence indicates that current clinical guidelines need to be changed to reflect current practices.  This project calls for changes and was designed to serve as a spring board to advocate for change in the USPSTF (2012) clinical guidelines.  The identified implication is that based on the literature, a change in TC prevention policy is called for and this project can be a foundation of a change initiative.  It is no less than a call for equitable health care between men and women that could help alleviate the identified disparity. Health care ethics is also a consideration due to the clinician dilemma at present regarding preventive care. The provider can go by the guideline, which has no evidence to support it or they can utilize critical thinking and treat based on evidence.  In this instance, the two choices are mutually exclusive and the provider is faced with choosing what might be best for the provider from a legal stand point and what might be best for the patient from the medical perspective.  The implication is that current guidelines for TC screening must be amended. If followed, the current guidelines force the provider into an ethical dilemma by not performing proactive preventive care that can reduce morbidity and mortality.
             Essential VI: Inter-professional collaboration for improving patient and population health outcomes. This essential addresses communication and collaboration skills to achieve development and implementation of concepts or policies (AACN, 2006). Pertinent to this project is the advocacy of a practice guideline change, addressing of standard of care, and ethical considerations. Knowledge that has the potential to be beneficial that is not communicated or utilized is wasted.  In this instance, the power to function as a change agent seeking to improve the health status of a population is present.
The perspective of the future of this project is to effect change in clinical practice guidelines on a national level.  This will involve broad based inter-professional collaboration, which will start with a grass roots effort to effect change by dissemination of knowledge precipitating a developing consensus of support for TSE and TC screening as standard of care.  Awareness of this issue must be accomplished first.  Once a general consensus is achieved within the medical community, the next step is to have it perceived by providers as necessary and proper change in thought and practice.
	Politicians and legislators must become engaged in the process of improving the nation’s health.  An implication is for Health and Human Services to perceive a need to support the men’s health issues by establishing a men’s health department like the women’s health.  The problem is getting the politicians to realize there is an issue at all.  This leads to plans for exposure and awareness.  An implication is that high visibility entities such as Players’ Associations in professional sports be recruited to partner in male health care promotion marketing. Success in this area would lead to awareness that there is an issue to address. The goal is to have professional athletes wear blue to promote TC awareness much as they were pink to promote breast cancer awareness.  It is marvelous to see male athletes promoting women’s health issues.  It will be more marvelous to someday see female athletes promoting a men’s health issue. 
Immediate future considerations would be the collaboration and communication both inter-professionally and intra-professionally to promote the men’s health agenda.  The goal is to effect change by disseminating the evidence that supports implementation of this practice change and to show TC screening should be the standard of care. Support exists in the form of the biostatistics and data mined with the goal to improve both male health on the individual level and as a population. Early detection and diagnosis reduces morbidity and mortality of chronic disease (Rovito et al., 2015). Better health for males throughout the life span can result in health care savings, less stress on the system, and an improvement in the current disparity between the sexes (Aberger, Wilson, Holzbeierlein, Griebling, & Nangia, 2014).
Essential VII: Clinical prevention and population health for improving the nation’s health. Promotion of population health is another component the doctoral prepared advanced practice nurses.  Clinical prevention encompasses individuals and families while population health includes groups of individuals with shared characteristics (AACN, 2006). The population identified for this project is males. Examination of this population included analysis of bio-statistical data related to the health of a population on the individual and aggregate levels.
Furthermore this essential addresses the development, implementation and evaluation of an intervention within a targeted male population.  The beneficiaries of this project really included two groups. The PEP was with the provider population with the intent to benefit the second group, the younger adult male population. Literature research indicated a significant disparity in health care usage in the preventive care area resulting in a self-care deficit.  A very low percentage of men was found that either understood TSE or performed it appropriately.   A quality improvement program was developed that showed some success in increasing the incidence of teaching to the at risk population.  Extrapolation suggests the teaching proactive behaviors at the adolescent and young adult age, will have life-long benefits in the area of early detection of chronic disease and illness resulting in generalized decreasing of morbidity and mortality in males (Rovito et al., 2015). 
Essential VIII:  Advanced nursing practice. This essential encompasses the foundation of advanced practice competencies (AACN, 2006). Specifically pertinent to this project is the expectation that the DNP graduate possess advanced levels of clinical judgement, systems thinking and the design for the deliverance of evidence-based care implemented to improve patient outcomes (AACN, 2006).  The literature review indicated an evidence-based need for a PEP for teaching the providers to deliver evidence-based care regarding TC awareness and TSE. By demonstrating the potential benefits to the sub-set population of their patients, other professionals were enabled to facilitate optimal patient care with broad based benefits. The full scope of advanced practice leadership in the arenas of health care policy, practice improvement, data mining and interpretation, critical examination of an issue, and planning with implementation of an intervention is demonstrated.
Summary
	This project involved the design, implementation, and evaluation of a quality improvement measure.  As designed, this project demonstrates advanced clinical judgment and utilized global systemic thinking designed to improve patient outcomes. The development of the PEP embodies Advanced Nursing Practice by the broad scope of scholarship seeking evidence to base a plan and make conclusions.  A call for policy change promoting clinical testicular exam is needed.  A clinical intervention was developed, which showed positive results. The use of technology was of paramount importance both in the use of the EHR as well as the establishment of a World Wide Web presence. This education process is expandable and adaptable to multiple areas of health care with PEP’s developed for other evidence based interventions as well as serving continued research and application.  As planned this project can serve as a spring board for development of an encompassing men’s health initiative.  By addressing this problem from the Bio-Psycho-Social viewpoint essential to Nursing, this project embodies Nursing and Advanced Nursing Practice.







Chapter Six:  Final Conclusions
Testicular Cancer (TC) awareness and Testicular Self-Exam (TSE) understanding are major factors in adolescent and younger adult males’ health.  Review of the literature does not support current clinical guidelines that recommend to not routinely screen for TC despite the universally accepted precept that prevention and early detection leads to decreased morbidity and mortality.  With this in mind, the reasons for lack of awareness and prevention were explored.  Further examination of the literature revealed that many males were not getting preventive care on a routine basis until reaching middle age after passing the ages of high risk (Friedman, 2016; Rovito, Leone, & Cavayero, 2015).  Further, young men were not aware of being in the high risk group for TC, nor had any education in this area.  The problem identified and possible solution was in the area of health care provider practices that did not include the teaching of TSE, discussion of TC morbidity and mortality, and routine screening for TC with their at risk patients.  This led to the genesis of the development of a Provider Educational Program (PEP) with the purpose of changing the clinical practice of providers to include TC and TSE awareness and teaching. 
Significance of Findings
 	Lack of awareness of a self-care behavior in a population of younger adult males was identified and a possible solution was presented in the form of an evidence-based PEP.  Patients learn from their providers and the thought was that if they were failing to get the education from the medical resource, then a PEP could be developed emphasizing the need to include this teaching in their practice hopefully alleviating the self-care deficit.  The findings of this evidence-based project showed a low rate of documentation of any education in male uro-genital health prior to the intervention. Implementation was at a primary care clinic in eastern North Carolina.  The program presented a problem, offered technological upgrade in the EHR to both aid in documentation and as a prompt to address TC screening and awareness.  After the provider education was implemented, an increase in the desired documentation was achieved.
	Not only was provider behavior changed for the benefit of their patients as evidenced by a greater than 20% increase in documentation, this program shed light on questions about what constitutes standard of care in this area regarding screening for TC, and the apparent failure of the United States Preventive Services Task Force (USPSTF; 2012) to have any evidence basis for their recommendations to not screen for TC.  The literature review strongly supports this position that testicular exam should be performed and that TSE should be promote.  Further dissemination of project findings could help effect change benefiting this population.
Project Strength  
Much of the strength of this project comes from the literature review where the evidence indicates a need for a practice change regarding guidelines of care related to clinical TC screening. This change would be updated clinical guidelines that included routine screening for TC and the teaching of TSE.  This encompasses both national standards change from the USPSTF as well as a shift in health care provider behavior.  Based on literature appraisal, the PEP was developed and a quality improvement in patient outcomes program was delivered to health care providers in a continuing medical education (CME) type modality.  This dovetails with current evolving CME requirements by organizations such as the American Board of Medical Specialties (ABMS; 2017) that require outcomes based learning.  A significant project strength was that provider behavior was changed as per the projects design. 
Project Limitations
Overall, there were few limitations identified in the project. Most significant appears to be the limited sample obtained.  Utilizing multiple practice sites or extending the collection time would have yielded more data. A final weakness was the lack of urgency at the health care site to institute or consider this a quality measure.  The drive to achieve tier-3 reimbursement under the Accountable Care Act (ACA) is paramount for primary care practices to stay financially viable.  Unfortunately, this is not one of the measures, which results in a lack of incentive for health care providers and practices to initiate TC screening and TSE teaching.  Extrapolating, current guidelines and no support in the ACA in the form of enhanced reimbursement based on quality measures actually discourages practices and providers.  The modern Electronic Health Record (EHR) reminds providers and keep track of their quality measures performance and gives reminders to the provider to perform them.  There is little incentive for the makers of EHR’s to place reminders or tracking of TC screening in the EHR products as the practices are looking for tools to aid in compliance and increase revenue. Until such a time when TC/TSE screening becomes of financial significance to the practices and the makers of the medical record products, this is unlikely to change.  Of significant note, breast cancer screening is a measure that if documented increases revenue for the practice and if not documented decreases revenue. This is again more evidence of the disparity between men’s and women’s health identified. 
Project Benefits
The immediate benefits of this project were that some young men have received education about TC and TSE that would not have had this education if the project had not been performed.  Researching the literature reveals the need for a paradigm shift in men’s preventive health toward preventive health, screening, and early detection. It is hoped that from this humble beginning, this change can be made.  
Practice Recommendations 
	The dissemination of this project is of paramount importance.  Health care providers must be made aware of the statistics regarding incidence, morbidity and mortality associated with TC.  No one has time to research everything related to their practice, instead relying on clinical guidelines and EHR reminders regarding the quality measures.  Unfortunately, guidelines can be vague, conflicting or out-right unsupported. EHR reminders are there to ensure compliance and maximize reimbursement for the providers and there is no consideration for anything other the documentation that pertains to reimbursement. Regarding TC screening and TSE education, unfortunately this appears to be the case. The solution is to effect change in two areas. First is the provider education producing perception that TC and TSE education and teaching should be an integral part of their practice. The second is for clinical guidelines to reflect and encourage proactive, preventive men’s health initiatives. Continuing medical education, particularly specialty board certification, already promotes this agenda by requiring education based on clinical outcomes and quality improvement. 
	The ultimate goal of this project was to contribute towards the ending of this identified health care disparity in this country between men and women. To this end, this project is only the first phase of a much larger project which is the establishment of a Men’s Health Foundation similar to the Komen foundation that supports breast cancer awareness.  The first step in that direction has already been made with the trademark application for SaveYourNuts.org has been made, a web site domain has been set up with the plan for it to be a resource for men’s health issues.  The TesticularCancerAwareness.com domain has also be retained.   The first and foremost is TC and TSE education with expansion to other areas of men’s health planned for the future. 
 Final Summary
     	The genesis of this project was clinical experience gained over an 18 year career as a Nurse Practitioner.  It became apparent that men’s preventive health was lacking in society having made multiple diagnoses of TC in young men.  Most did not perform TSE or had little to no education regarding TC or TSE nor had they had routine care past the teen years.  Invariably these young men presented with a problem and the problem was testicular pain and swelling. Unfortunately these are late symptoms. A simple, non-invasive and relatively painless ultrasound was always ordered but this late detection eventually leads to such sequelae as orchiectomy, chemo-therapy, sterility, chronic neuropathy, chronic respiratory compromise, and depression. The financial pressures and relationship pressures are often overwhelming and lives are ruined.  Many men present with very late stage four TC.  If these men had received education about TSE, and had routine screening including an annual clinical testicular exam performed by a primary care provider, then most of the negative sequelae could have been prevented.  Prevention and early detection, while so promoted in other areas is actively discouraged when it comes to TC as evidenced by the USPSTF (2012) recommendations to not screen routinely for TC citing undo anxiety over false positives. They do so without evidence, i.e. controlled studies and this is contrary to their own standards which are evidenced-based and controlled studies (Lin & Sharangpani, 2010).   Being taught proactive health behavior, specifically TSE, at adolescence has the potential to eliminate much TC related suffering including, but not limited to physical pain, emotional distress, loss of virility, negative self-image, and financial ruin.  
Extrapolate this experience to include the thousands of annual cases occurring in this country, and the result is a health care crisis in a specific population, i.e. males aged 15-40.  Men have a higher rate of death than women in 9 out the 10 leading causes of death and their average life expectancy is almost six years shorter in this country (Centers for Disease Control and Prevention [CDC], 2014). There is a health care disparity in this country that the evidence shows can be ameliorated by preventive care and the teaching of proactive health care behaviors that encourages screening rather than discourages it. It is incumbent upon all health care providers to work toward proactive rather than reactive care for our patients.  
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Appendix C  
Data Collection Tool with Final Results
Incidence of Documentation of Testicular Cancer Exam/Awareness
In a Primary Care Clinic Pre and Post Provider Educational Program (PEP)
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