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Mpwtipn xopnynon aAnpootadiAng

3 evboonpayywoELC EVETELC
aAntpootadiAng (2,5 — 14ug)
ava eBdopada ya 12
eBdopadec

Evapén 1 pAva peta tn PN
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Montorsi F et al. J Urol 1997, 158:1408-1410



Mpwiun xopnynon o\devadiAng

*p=0.04 vs Pbo
**p=0.03 vs Pbo
**%*p=0.02 vs Pbo

76 acBeveic, evapén oldevadiing 50 n 40
100mg, 1 uva petd BNSRP
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Padma-Nathan H et al. Int J Impot Res 2008, 20:479-486



H mpwipn kaBnuepvn xoprnynon xapunAng d6ong otldevadiAng
LTTOPEL vaL elval opKETA yLlaL TNV OITOKOTAOTAON AELTOUPYLKWV
oTUOEWV

N=43, BNSRP: 32, UNSRP: 11 —'Evapén tnv nuépa petd tnv adaipeon tov kabetnpa
23 aoBeveic EAapav olldevadiln 25mg kabe Bpadu, 18 acOeveic EAafav placebo
B ErunAéov olbevadiln kat’ enikAnon (50-100mg)
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Bannowsky A et al. BJU Int 2008, 101:1279-1283



H npwipn kabnuepvn xopnynon oldevadilng Bonba otnv
QTTOKOTAOTOON AELTOUPYLKWY OTUOEWV
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Pace G et al. Disabil Rehabil 2010, 32:1204-1208



Kot enikAnon N kabnuepivn xopnynon;
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Montorsi F, et al. Eur Urol 2008;54:924-931



H Bapdevadiln kat’ emikAnon XL KaAvtepa
aroteAEopata oo tnv Kadnpepvin xopnynon

¥ placebo

B Bapdevadiin 5-20mg kat' emikAnon
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Montorsi F, et al. Eur Urol 2008;54:924-931



H Bapdevadihn kat’ emikAnon €xeL KaAUTEPQ
QMOTEAEoHATA ATTO TNV KaBnuepLvn xopnynon

¥ placebo ¥ placebo
Bapbevadiin 5-10mg kabe Bpadu Bapbevadiin 5-10mg kabe Bpadu
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Montorsi F, et al. Eur Urol 2008;54:924-931



YIAbevadiAn kaBnuepva N kat’ enikAnon;

® Extipnon tng mowotntac dtatipnong twv NVB pe tn xprnion BabuoAoyiog (0-4)
® H roldtnTa aUTr ATAV 0 KAAUTEPOC TIPOYVWOTIKOC TIOLPAYOVTOLG

IIEF-EF 225 BNSRP: 100 acBeveig 9 uAveg 1 uqvag
Aamnapookorukn: 77 ‘Evapén tnv emopévn t¢ PN
Poumotikn: 23 Kat’ enikAnon: max 6/pnva

Pavlovich CP, et al. BJU Int 2013;112:844-851



H kaBnpuepvn xopnynon otl\devadiAnc dev nrav
KAAUTEPN ATIO TNV KAT EMIKANON

® H povn otatotika onupovtkn dtadopa ntav tov 13° punva (p=0,022)
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Pavlovich CP, et al. BJU Int 2013;112:844-851



H kaBnpuepvn xopnynon otl\devadiAnc dev nrav
KAAUTEPN ATIO TNV KAT EMIKANON

® H povn otatotika onuovtkn dtadopad ntav tov 13° punva (p=0,018)
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Pavlovich CP, et al. BJU Int 2013;112:844-851



TadaAadiAn kaBnuepva n kat’ enikAnon;

| TadaAadiln 5mg kabnuepva
Placebo kat’ enikAnon

Placebo kaOnuepva

‘EAeyxog | Tuxaiomoinon Tadahadpiin 20mg kat’ Xwpic || Tadahadiln

enikAnon aywyn | | 5mg kaBnuepva

Placebo kaOnuepiva
Placebo kat’ enikAnon

IIEF-EF 222 Evtog 6 eBdopadwv 9 nAveg 6 3 pveg
BNSRP: 100 acOeveig Kat’ emikAnon: max 3/eBdopada eBSOUASEC
Avolktn: 189
Aarnopookorikn: 88

Poumotikni: 116 .
Montorsi F, et al. Eur Urol



BaOuoAoyia IIEF-EF = 22

H kaBnpuepvn xoprnynon todaladiAnc ntav
KOAAUTEPN OO TNV KAT €MiKANON

B TadaAadiln kaBnuepva TadaAadiln kat' emikAnon ™ Placebo
35 - 32.433.1
[ p=0,016—
25.2

30 - 27

25 -

20 -
15 -
10 -

9 uAveG 10,5 punVveg 13,5 UnVveg

Montorsi F, et al. Eur Urol



MetaBoAn otn Baduoloyia IIEF-EF

H kaBnpuepvn xoprnynon todaladiAnc ntav
KAAUTEPN ATIO TNV KAT EMIKANON

“»TadaladpiAn kabnuepva “LFTadaladiAn kat' enikAnon “2=Placebo
12

10

EAdxiota KAWVIKA
onuavtikn dtadopa

2o0¢ unvac  5oc pnvag  9oc punvag 10,5 pnveg 13,5 pnveg

Montorsi F, et al. Eur Urol



H kaBnpuepvn xoprnynon todaladiAnc ntav
KOAAUTEPN OO TNV KAT €MiKANON

B TadaAadiln kaBnuepva TadaAadiAn kat' emikAnon Placebo
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Montorsi F, et al. Eur Urol



H anwA&gLla LAKOUC TOU TEOUC NTAV ULKPOTEPN OTOUC
aoBevelic pe kaBnuepvn xopnynon tadaladiAng
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Platinum Priority - Editorial
Referring to the articles published on pp. 261-272 and on pp. 273-286 of this issue

Post-Radical Prostatectomy Erectile Function:
The Five Ws and the H

. o, . . *
Dimitris Hatzichristou

2nd Department of Urology and Institute for the Study of Urological Diseases, Aristotle University of Thessaloniki, 33 Nikis Avenue, 54622 Thessaloniki,
Greece

I keep six honest serving-men
(They taught me all I knew);
Their names are What and Why and When

And How and Where and Who.

—Rudyard Kipling, Just So Stories



The Five Ws and the H

Who is considered for nerve-sparing radical prostatectomy?

Why is there such a discrepancy in post-prostatectomy erectile dysfunction rates?
How do we define erectile function?

Where should we use rehabilitation protocols?

What rehabilitation protocol should we consider?

When should we stop rehabilitation?

““The patient has the inalienable right to be given realistic
expectations regarding his postoperative erectile and sexual
function. This will help anyone (ie, physicians and patients)
understand how to start with the prevention of damage and
his subsequent recovery, reducing possible false
expectations and subsequent frustrations”

Salonia A, et al: Eur Urol 2012;62: 261-72.




Who is considered for nerve-sparing
radical prostatectomy?

Candidates for this procedure are patients with oncologic indications and a desire
for normal postoperative sexual function.

Almost a third of patients report that preservation of erectile function (EF) is not
important to them;

Very often these patients desire sexual activity a few months after successful
recovery from surgery.

If the patient has moderate or severe erectile dysfunction (ED), the man should be
informed that he is more likely to lose his limited erectile capacity postoperatively.
Because the prevalence of both prostate cancer and ED and ED-associated
comorbidities (cardiovascular disease, diabetes mellitus) increase with age, a small
proportion of relatively younger patients are the best candidates for NSRP.



Why is there such a discrepancy in post-
prostatectomy erectile dysfunction rates?

Choices about the exact type of procedure are individual to the surgeon and to each
patient, and every surgeon makes individual choices about the exact steps of each
operation (extent of neurovascular band preservation), depending mostly on his
personal experience (volume is important), the technology resources of the institution
(type of procedure), and the cost (insurance). NSRP should still be considered
innovative surgery because it remains a challenge for urologists.

Innovative surgery always raises multiple challenges:

(1) potential harm to patients (eg, the oncologic criteria for selecting the appropriate
patients for the appropriate technique);

(2) compromised informed consent (urologists should deliver honest information to
their patients prior to surgery based on their own series and technical skills rather
than on data coming from centers of excellence);

(3) unfair allocation of health care services (physicians need to refer the patient to
appropriate services when they cannot offer the selected treatment); and

(4) conflicts of interest (information offered to patients regarding available treatment
options should come exclusively from the best articles of the most respected
journals rather than industry-supported Internet sources or biased-selected
scientific articles with low levels of evidence).



How do we define erectile function?

22 different definitions of favorable EF outcome.

It is not surprising that the best results come from papers that either did not report
how they define adequate erectile capacity (more than a third of the studies) or did
not consider potent all responders to phosphodies- terase type 5 inhibitors.

For both problems, the responsibility belongs equally to the researchers, as well as
to the journals that accepted the papers for publication.

| strongly endorse the statement by Salonia et al. that clinicians may “bypass the
errors of the scientific literature, eventually providing patients with more realistic
expectations”.

Discussion is also ongoing about the best method to report erectile function;
however, the International Index of Erectile Function (IIEF) is clearly the main tool
to assess and compare results because it is the most extensively studied end-point
measure in the literature.



Where should we use rehabilitation
protocols?

It seems that current best practice supports the use of vasoactive agents right after
the removal of the catheter.

Such a strategy may only be reserved for patients who had uncomplicated NSRP,
however, whose erectile function preoperatively was adequate for sexual
intercourse (with or without PDE5-I use).

Attention should be paid to the observation that rehabilitation protocols are
beneficial even in men with spontaneous erections postoperatively because further
improvement in such patients was reported.

Patients with certain postoperative erectile capacity may even benefit more from
such protocols.



What rehabilitation protocol should we consider?

Data show no definitive conclusion on the superiority of daily use of PDE5-Is
compared with on-demand use.

However, in clinical trials, patients intended to use PDE5-I quite often (two to three
times per week); such PDE5-I use is not common in everyday clinical practice,
especially the initial postoperative period.

Therefore, it is clear that a man who uses on-demand treatment once or twice per
month should not be considered a follower of a rehabilitation protocol.

A difficult question to answer is the treatment protocol of choice for those
nonresponders to PDE5-Is. In such cases, intracavernosal injection (ICl) therapy two
to three times per week seems to be the best protocol.

The best compound for ICl is again the one with minimal side effects (especially
pain) and good results.

A very important issue in every rehabilitation protocol is its efficacy.

Because cost is a significant obstacle to the rehabilitation program, patients who
respond poorly to the protocol, unable to have successful intercourse, are
candidates for early dropout.

We should not ignore, especially in such patients, the important role of
psychosexual counseling because everyday clinical practice has shown that some of
them will respond to treatment after only a few sessions with a certified sex
therapist.



When should we stop rehabilitation?

It remains uncertain how long such a protocol has to be followed

Data have shown that recovery of spontaneous or assisted functional erection via
PDE5-Is during the initial 3-mo postoperative period is an excellent prognostic
indicator.

For the nonresponders, the question is raised at every visit to the doctor’s office
whether or not erections will come back.

Do we expect that patients without any erectile capacity at 12 mo—not even
tumescence—will be able to restore their erectile function in 2 or 4 yr? Most of us
will respond negatively, despite the lack of comprehensive data from the literature.
To answer this question, a well-designed study with IIEF data every 3 mo and long
follow-up is needed because improvement has been noticed even 4 yr after
surgery.

At the present time, informing the patients about the current evidence, as well as
the gaps in our knowledge, is the best clinical practice.

At the end of the day, patients’ choice will play the most important role in the
decision to move to the next step, the implantation of a penile prosthesis.



Moool acBeveic HExovtal To MPWTOKOAAO
OLTTOKOLTAOTOLONG TNG OTUCNC;

» 49% patients freely decided not to start any ED therapy
» Of the remaining patients, 36% opted for an as-needed PDE5-|,

whereas 15% decided to use a daily PDE5-I
» At the 18-mo follow-up, the overall discontinuation rate from both

treatment modalities was 72.6%

» Treatment effect below expectations was the main reason for
treatment discontinuation, followed by loss of interest in sex due to
partner’s causes.

Salonia A, et al: Eur Urol, 53 (2008), pp. 564-570



TuXOolLOTIOLNULEVEC MEAETEC LE opada EAEYXOU

MeAétn

(ddpuako)
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HAwia/

‘Etog PN/
Mé£Boboc¢
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Tuxatlomnoinon
(nAveg peta PN)

Awapkela
aywyng (uveg)

Montorsi 1997
(aAmpootadiAn)

Raina 2006 (VCD)

Kohler 2007 (VCD)

Padma-Nathan 2008

(oWbevadiin)

Montorsi 2008
(Bapdevadiin)

Pace 2010
(oWbevadiin)

Aydogdu 2011
(tadahadiin)

Bannowskyi 2012
(Badevadiin)

Montorsi 2014
(tadahadiin)
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20/58.5/0x1

33/58.1/6xL

12/61.4/6xL
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MapakoAouBnon
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lIEF

Ouadec eheyyou — lIEF
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0 - | . .

Padma-Nathan 2008 (n=25) Pace 2010 (n=20) Montorsi 2014 (n=105) (9 urveg) Montorsi 2014 (n=105) (10,5 urveg)



lIEF-5
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Puololoyikn otutiki Asttovpyia: HIEF2 22
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Opadec eheyxou — ‘Antokataotacn’ oTUCEWV
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