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Male Sexual
Dysfunction:

Erectile dysfunction and
premature ejaculation
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Olgu 1

« 58y erkek hasta
+ 1 yildir ED, libido +, IIEF 5 =16 (Hafif-orta) IPSS:5/1
e Agirhg N1, 93,7 kg 1.68 cm BKI:33.2 (sisman orta®)

o HT + 5 yildir, tiyazid diiiretik (spironolakton +
hidroklorotiazid 50 mg) ve kalsiyum kanal blokiirii
(amlodipin 5 mg)

e Sigara + 30 yildir 1 paket/giin
» EgQzersiz yok




Fizik Muayene

Genitouriner muayene

— Peyronie , genital lezyon @, RT grade 0.5
benign, testisler N, sekonder s. k .N

Endokrin n

Vaskiiler, femoral alt e. nabazanlar + ama
hafif |

Norolojik N
Orta derecede obez



FM 2

« KB: 138/86 mmHg

* AC sesler1 dogal
 Kalp muayenesi N




LAB

Hastanin sikayetlerine ve risk faktorlerine
AKS:100 mg/dl

HbA1c:%4,6

Lipid profili N

(Testosteron, PSA, Prolaktin, LH)




Risk Faktorleri

Aterosklerotik damar hastaligi
Yas

Sigara 1¢1imi

HT

Sedanter bir yasam

(diabet, dislipidemi,metabolik sendrom,
AUSS)




Bu hastanin ED sorununa
yaklasim nasil olmalidir?

Table 2: Cardiac risk stratification (based on 2nd Princeton Consensus [59])

Low-risk category

Intermediate-risk category

High-risk category

Asymptomatic, < 3 risk factors for
CAD (excluding sex)

> 3 risk factors for CAD (excluding
sex)

High-risk arrhythmias

Mild, stable angina (evaluated and/
or being treated)

Moderate, stable angina

Unstable or refractory angina

Uncomplicated previous MI

Recent Ml (> 2, < 6 weeks)

Recent Ml (< 2 weeks)

LVD/CHF (NYHA class |)

LVD/CHF (NYHA class Il)

LVD/CHF (NYHA class lII/IV)

Post-successful coronary
Revascularisation

Non-cardiac sequelae of
atherosclerotic disease (e.g.,
stroke, peripheral vascular disease)

Hypertrophic obstructive and other
cardiomyopathies

Controlled hypertension

Uncontrolled hypertension

Mild valvular disease

Moderate-to-severe valvular
disease

CAD = coronary artery disease; CHF = congestive heart failure; LVD = left ventricular dysfunction;
MI = myocardial infarction; NYHA = New York Heart Association.




o Efor testi
— Iskemi yok
— Gogus agris1 yok

o Seksiiel aktivite

— Diiz zeminde 20 dk i(;indé
1 mil (1.6 km) ylirtiytis
veya 10 sn i¢inde 2 katm
merdivenini hizh
turmanma

o Seksiiel aktivite

— Bruce treadmill
protokoliinde 4 dk




Antihipertansif ila¢c kullanimi

« ED yapanlar « ED yapmayanlar
— Tiyazid ditiretikleri — Angiotensin
_ Beta blokiirler dontistiirticii enzim
_ Reserpin blok-urlerl- “
LRl e - Anglf)tengln reseptor

. blokiirler1

— Guanetidin
— Klonidin

— Asetazalomid
— Alfa metil dopa

— Kalsiyum kanal
blokiirler1



Tedavi

Sigaray1 birakma
Kilo verme
Egzersiz

Tiyazid diiiretik stop yerine
angiotensin donistiiriicii enzim
inhibitéri ( ramipril 5 mg)
FDE 51 20 mg tadalafil




Olgu 2 @

Hasta HD, 72y E

Gece 4 kez tuvalete kalkma, sik 1drara cikma,
sertlesme sorunu

IPSS:18/3, lIEF-5: 16

[drar sikayetleri arttikca ereksiyon zorlugu
daf

HT + valsartan (diovan) la kontrol altinda



Olgu 2

c FM
— Genitoliriner m: RT grade 1 benign disinda N
— KB:125/85 stabil
 Lab normal
— Lipid profili
— AKS
— Creatinin
— PSA
— Testosteron



AUSS & ED

Tedavi

1.Alfa blokiir + PDE 5 I gerektiginde
2. Tadalafil 5 mg / hergiin

3.Alfa blokiir + tadalafil 5 mg /her giin

IPSS 18/3 den 12/2
IIEF 16 ‘dan 23



a8l

European Association of Urclogy

EAU Guidelines on the Treatment and Follow-up of
Non-neurogenic Male Lower Urinary Tract Symptoms
Including Benign Prostatic Obstruction

orMatthias Oelke ®, Alexander Bachmann®, Aurelien Descazeaud ©, Mark Emberton ©,
Stavros Gravas =, Martin C. Michel”, James N'Dow?®, Jargen Nordling”, Jean |. de lno Rosette’

Table 4 = Level of evidenoe and grade of recom mendation for the varous reatmenis of male bwer wrnary tract symiptoms and follow-up
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HY,59y E
DM + Glifor
ED sorunu radikal prostatektomi sonrasi baslamis
Prostat adenokarsinom Gleason skor 3+3, PSA:4,9
22.02.2013 de RP acik

Postop PSA:0,001 inkontinans yok

FM’de 6zellik yok




Sinir koruyucu RP sonras1 ED %25-75
Robotik yardimli=lap RP > acik RP
Risk faktorler

— Hastanin yasi
— Cerrahi hacim

— Sinir-damar paketinin korunmasi
Postoperatif rehabilitasyon
EF diizelmes: 48 ay



RP sonrasi PDE51

o Sildenafil
— Yanit %35-75 (sinir koruyucu)
%0-15 (sinir korumasiz)

 Tadalafil
— 20 mg %71 diizelme (plasebo %24)

« Vardanafil
— 10-20mg %71-60 diizelme



— Tadalafil 20 mg/giin
— Ic caverject 20 mgr (alprostadil)




SCAMDIMAVIAN JOURMAL OF UROLOGY, 2014
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RESEARCH ARTICLE

Low-intensity extracorporeal shockwave therapy in the treatment of postprosta-
tectomy erectile dysfunction: a pilot study

Anders Frey, Jens Senksen and Mikkel Fode

Department of Urclogy, Herlev University Hospital, Copenhagen, Denmark

ABSTRACT ARTICLE HISTORY
Objective: The objective was to investigate the effect and feasibility of low-intensity extracorporeal Received 5 May 2015
shockwave therapy (LI-ESWT) as a treatment for erectile dysfunction (ED) after bilateral nerve-sparing Revised 3 August 2015
radical prostatectomy (RP). Materials and methods: Patients who had undergone robot-assisted bilateral Accepted 22 September 2015

nerve-sparing RP more than a year before entering this pilot study, had no preoperative ED and were
suffering from mild to severe postoperative ED were invited to participate. Six treatments were given
over a 6 week period, using the Duolith® SD1 T-Top machine. The effect of the treatment was evaluated
1 month (t1) and 1 year (t2) after the final treatment. The main outcome measure was changes in the
five-item International Index of Erectile Function (lIEF-5) scores. Results: Eighteen patients were incuded
in the study. Howewver, two patients breached the protocol and consequently 16 patients were induded
in the analysis at t1 and 15 patients were included in the analysis at t2. At baseline the median age was
62 years (range 51 to 70 years) and the median time since surgery was 24 months (range 12 to 54
months). The median preoperative IIEF-5 score was 25 (range 22 to 25) and the median baseline IIEF-5
score was 9.5 (range 5 to 20). The median change in IIEF-5 scores was+3.5 (range -1 to B; p= 00049)
and +1 (range -3 to 14: p=0.046) at t1 and t? respectively. No severe side-effects were reported

KEYW OR D5

Erectile dysfunction, extra
corpareal shockwave ther
apy, radical prostatectomy

Condusions: L-ESWT may improve erectile function after bilateral nerve-sparing RP. Based on these
results, further studies in patients with ED after nerve-sparing RP are justified.
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3A.4.5.3 Shockwave therapy

Recently, the use of low-intensity extracorporeal shock wave therapy (LI-SWT) was proposed as a novel
treatment for ED [137]. In the first randomised, double-blind, sham-controlled study, it was demonstrated that
LI-SWT had a positive short-term clinical and physiological effect on the EF of men who respond to PDE5Is
[138]. Moreover, there are preliminary data showing improvement in penile haemodynamics and endothelial
function, as well as IIEF-EF domain score in severe ED patients who are poor responders to PDE5Is [139, 140].
Current data are still limited and clear recommendations cannot be given.




DY-SDT
6 hafta haftada 2 kez 3000 sok dalgas1
+

Tadalafil 20 mg




Tedavi

1.cerrahiyi takiben pro-erektil ilaclar
2.1c enjeksiyon tedavisi

3.Uretral mikrosuppozituvarlar
4.Vakum cihaz

5.Dusuk yogunlukta sok dalga tedavisi
6.Penil protez



Olgu 4

49y E hasta

3 aydir gui¢suizliik, halsizlik, libido kayb1 ve
sertlesme sorunu, sabah ereksiyonlarinda
azalma

[IEF-5:12

FM: 6zellik yok (testisler hafif atrofik,
sekonder seks karakterleri N)

Oykiide prostat ca unstabil kalp hst yok



Lab rutinler N,

Test:total 216 ng/dl(<230 ng/dl)
2.tekrar T:212 ng/dl

serbest :72 (< 65 pg/dl)
FSH, LH hafif yiiksek, Prolaktin, ferritin N
Sella MR N



Olgu 4 taniniz nedir?

Hipogonadizme bagli ED
Ge¢ Baglayan Hipogonadizm
Testosteron yetmezligi

Bundan sonra ne yapalim ?



Gec baslayan hipogonadizmde

emptomlar
Libido azalmas:
Kas latle ve giiciinde azalma
Eemuk mineral dansitesinde azalma ve osteoporoz
Yasama giiciinde azalma
Depresif muh hah

Viieut yaglanmasinda arhs




Hipogonadizm semptomlan (anammez, fizik muayene ve sorgu form skont)

'

Total testostron S imi
I

¥ ¥ ¥

Drigiik (<8 nmolL, 231 ngddL) Dringiik-normal (8-12 nmolL, 231-346 ng/dL) Wormal (=12 nmol/T., 346 ng/dL})
Yiikselmiz FSHIH Serbest testosteron Diger nedenleri arasar

-+
1 1

¥ v v

Pimiiter ve difer
nedenleri
ekarte et

' '

Testosteron kontrendi-
kasyonm yok

Testosteron edavisi Diger nedenleri arasar

'

Tanar takibi




Testosteron yerine koyma
tedavisi

 Testosteron tedavisi oncesi

— RT, serum PSA, Hb, KC fonksiyon testleri, lipid profili



Testosteron Tedavisl
Kontrendikasyonlari

Prostat kansen

Meme kansen

Prostat nodullen veya serthk
Apgiklanamayan PSA yiikseklhis:
Entrositoz (=% 30)

Bemgn prostat iperplazis 1le birhkte yiiksek alt iimner sistem
semptomlan (IP55>19)

Stabil clmayankonjestif kalp yetmezlhigl (Class 3 veya 4)

Ciddi tedavi edilmemms uyku apnesi sendromu




Testosteron yerine koyma
tedavisi

Paranteral

— Uygulama giicliigii
— Agri
— Zamanla yukselen Test |

Oral
— KC’de toksisite

Transdermal
— 50 mg/giin 6 ay

HF 12°den 25°¢
Test 216 ng/dl’den 387 ng/dl
PDE-5 Inh eklenmesi?




Tesekkiirler
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