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e Agv UTTOPXEL KapLat oUYKPOUGON CUUDEPOVTWV



OpLopoc TnC evvolacg “ywplc amodeitelc”.

*[lapeUPATIKEC XELPOUPVYLKEC Bepareled
XwpPLc armodeléelc onuatvel va Bpou e
av TTOAAEC arto TLC SLadeOOUEVEC
oupoAoyikec emepBaoelc €xouv level of
evidence 1, n oxL.



Level of Evidence

* 1a evidence obtained from meta-analysis of randomized trials
* 1b evidence obtained from at least one randomized trial

e 2a evidence obtained from one well designed controlled study
without randomization

* 2b evidence obtained from at least one other type of well designed
experimental study

* 3 evidence obtained from well designed non experimental studies,
such as comparative studies, correlation studies and case reports

* 4 evidence obtained from expert committee reports or opinios or
clinical experience of respected authorities




[MpoBANpATA OTLC LEAETEC UE XELPOUPYLKEC
TEXVLIKEC.

e JUYKPLON TNG TEXVIKNC pe uttoBeTikn (placebo-sham) emepfoaon otav
TO EPWTNHA ELVOLL OV TIPETIEL VAL VIVEL XELPpOLPYLKN EMEUPaon (TT.
OepuoBeparneia)

* JUVKpLoN SLapOPwWV XELPOUPYLKWV TEXVIKWY TTOU XPNOLUOTIOLOUVTOL
yLOL VO TTETUXOUV TOV 010 0TOXO OTAV LA TEXVLKN pooTabel va
eKOpoVioEL pLa tponyovu eV Kol Kablepwpevn texvikn (my. GL laser
vs. TURP).



Boowko Epotnua

* Eivar nBucéc o1 “placebo-controlled” “sham” peAéteg otnv
XELPOVPYIKN;



MaArov Oy1, OTOV:

* To KAvikd mheovexTnua eivot LeydAo

* Ta anmoteréopota tnc RCT ogv umopodv va yevikentodv 6€ OAOVLC TOVG
acOeveic (avoTnpd Kprtnpla 16000V Kol ATTOKAEIGLLOD)

e Xnaviec mtadncelg mov ot RCT Oa wdpovv peydAo ypdvo vo

Tpayuotomoinfoiv
* Otav vadpyel katdAAnAn Oepameio

* To amotéleco TOV YEPOVPYELOD EIVOL LOVILO KOl LT AVAGTPEYLLO



MeBoooroyikd ITpoPAnuoata

* H yeipovpyikn teyvikn oev etval mdvta 1 iota yio TV iota emépPoon
* H eunepia tov yepovpymv oy gival mévta 1 iow
* [IpokvmTOoUV TEYVIKES TOPAAAOYEC

* ALOQPOPETIKT TPOEYYELPTTIKT] TPOETOLLUAGIO KOl LETEYYELPTNTIKN

TopaKoAoVONoN ETNPEACOVY TO YEPOVPYIKO OTTOTEAEG LA



Alyou 1] ToAlol yEpovpyoLl;

* OL AlyoL XElpoupyoL eyyuovTol TILo «otoBepn»
emepBaon

* [ToAANol xelpoupyol e€aopaAilouv TNV YEVIKELON TOU
QTMOTEAECUATOC.



“Sham” Xeipovpysia

e Eav umtapyel Suyoyvwpio oto eav n KaAUTeEPN Bepareia yia pio
appwoTLa £val xelpoupytkn N ox,, TOTE ta «Ppevtika-sham»

XElpOUpYEla pumopei va itval kat nOka

Wolf BR, Buckwalter JA. Randomized surgical trials and “sham” surgery: relevance to
modern orthopaedics and minimally invasive surgery. Orthop J 2006;26: 107-11



Merétn OPUS. Am J Gyn., 2016

* X€ YUVOIKEG UE TPOTTMOT KOATOV peletnOnke eav n tomobétnon TVT
elMatovel TNV de novo akpatelo TPOGTAOELNG

* TuyonomomOnkav yia tomrofétnon TVT vs. vaepnPucr) touny uovo
(sham surgery)



TABLE 3
Treatment success rates by treatment perceived and treatment received
for randomized participants®

Received sham Received sling
Treatment perceived (n = 139) (TVT) (n = 135)
Do not know 35/61 (57%) (A) 42/60 (70%) (B)
Perceived sham 30/46 (65%) (C) 23/31 (74%) (D)
Perceived sling 18/32 (56%) (E) 37/44 (84%) (F)
P values for comparisons of interest”
Perception effect overall: perceived sham vs perceived .76
sling: C plus D vs E plus F
Perception effect among those who received sling: D vs F .29
Perception effect among those who received sham: Cvs E 42
Perceiveq sling .(but received sham) vs perceived sham 13
D ecelved sling): )

Treatment effect among perceived sling: Evs F

Treatment effect among perceived sham: Cvs D 40
Perceived sling (but received sham) vs received sling .03
(including do not know): E vs B plus D plus F

* Exduding paricipants reporting unmasking and $hose reporting having reatment knowledge anc 1 partcipant who did nat
completa e perception question; © Pvaues ware tesed on a 2-sidad Wald y* test statisic from a logstic modal.

Brubaker. Sham TVT masions. Am J Obstet Gynecol 2014,

-




Clinically and significant changes
seen in sham surgery arms of
randomized controlled BPH surgery

trials,

J Urol, 2015, Ch. Welliver et al.,



Juotnpatikn Avaokomnnon

* RCTs nou mepteAapBavav sham yelpoupyeio yia Bepaneia LUTS amo
UTTOKUOTLKO KWAUOL

* TomoB£TnoN KABETAPA, AVIEVAC TIPOC TIPOOOUELWON Beparteilag
LLKPOKUMATWV Kol evdompootatikn eveon placebo ¢papudkou



2UUTEPAOHQL

* Y€ OPLOUEVEC LeAETEC OeV UTNPXE Kopla dladopa avapeoa OTLC sham
KOl TLC TPAYUOTIKES Bepareiec!!!!

* [pemel Ta moteAEopata amo Tt sham peAetec va Aapavovtol
urtoPn oto oXeOLAOUO VEWV LLEAETWV



Kavoupe xelpoupyeio o€ atopa e KLPOOKNAN Ko
$UGCLOAOYLKO OTIEPHOOLAYPOULA VLA TTPOANTITLKOUC
Aoyouc (prophylactic varicocelectomy);

Summary of evidence LE
The presence of varicocele in some men is associated with progressive testicular damage from 74
adolescence onwards and a consequent reduction in fertility.

Although the treatment of varicocele in adolescents may be effective, there is a significant risk of 3

overtreatment: the majority of boys with a varicocele will have no fertility problems later in life.

Varicocele repair was shown to be effective in men with oligospermia, a clinical varicocele and
otherwise unexplained infertility.

JULTIEPOOLLOL: N XELPOUPYLKN ETIEUBOCN O OAOUG TOUC VEOUC
acBevelc mou €pyovtal HE Eva LTIEPNXO oV LTTOSNAWVEL TNV la
nopouacia KIPpookNAng etvat AavBaopevn



2TeEvwpata oupnBpac: SLaoTtoAEC, omtikn oupnBpotopun (ooeg
$OPEC) N avolKTn TAaoTLK oupnBpac ;;;

 Indian J Urol, Jan-March 2016

* Current management of urethral stricture disease.
* Smith TG ..




2TEVWHOTO oupnBpaC

* Qutcomes data from literature regarding intervention for urethral
stricture are largely limited to level 3 evidence and expert opinion.

* Thereis a single level 1 study comparing urethral dilation and direct
vision internal urethrotomy.

e Urethroplasty outcomes data are limited to level 3 case series.



Greenlight laser o aopalec og aoBevelc
UTTO QVTUTNKTLKN aywyn ;;

* 532-nm laser vaporisation should be considered in patients receiving
anticoagulant medication or with a high cardiovascular risk.

* (EAU GL 2016)

* Level of evidence 3

* Recommendation B



OYKOLLELWTLKN VEPPEKTOWN OTOV LETAOTATIKO
KapKivo Tou vedpou. Yrapyxouv amodeEeLc;

e Cytoreductive Surgery in the Management of Renal Tumours:
Rationale, Current Evidence and Future Perspectives.

e Khochikar M\V1.
* Indian J S Oncol., March 2017

* CRN has remained an integral part to the management of metastatic

renal cell carcinoma mainly for the patients with good performance
status, life expectancy of more than 12 months and in the absence of
adverse prognostic factors.




OYKOLLELWTLKN VEPPEKTOWN OTOV LETAOTATIKO
KapKLvo.

* It had shown measurable survival benefit in the era of

immunotherapy (CRN + immunotherapy vs. immunotherapy alone).

* In the era of targeted therapy, many studies have shown significant
survival benefit with CRN + targeted therapy.

* However, there is no clear level 1 evidence to support this.

* The ongoing trials (CARMENA and European Organisation for
Research and Treatment of Cancer SURTIME) would perhaps guide us
in the way in which we should manage mRCC disease in the future.



H popmotikn pulLkn POCTATEKTOMN ELvalL
KQAAUTEPN QIO TNV OVOLKTN;

* Robot-assisted laparoscopic prostatectomy versus open radical
retropubic prostatectomy: early outcomes from a randomised
controlled phase 3 study.

e Yaxley JW! Coughlin GD!, Chambers SK%, Occhipinti S3,
Samaratunga H4 Zajdlewicz L°>, Dunglison N1, Carter R®, Williams S/,
Payton DJ8, Perry-Keene J8, Lavin MF°, Gardiner RA10,

* Lancet Sept, 2016




AVOLKTN N POUTTOTLKN PLILKN TIPOCTATEKTOUN;

FINDINGS:

Between Aug 23, 2010, and Nov 25, 2014, 326 men were enrolled, of whom 163 were randomly assigned to
radical retropubic prostatectomy and 163 to robot-assisted laparoscopic prostatectomy.

121 assigned to radical retropubic prostatectomy completed the 12 week questionnaire versus 131 assigned
to robot-assisted laparoscopic prostatectomy. Urinary function scores did not differ significantly between
the radical retropubic prostatectomy group and robot-assisted laparoscopic prostatectomy group at 6 weeks
post-surgery (74-50 vs 71-10; p=0:-09) or 12 weeks post-surgery (83-80 vs 82-50; p=0-48).

Sexual function scores did not differ significantly between the radical retropubic prostatectomy group and
robot-assisted laparoscopic prostatectomy group at 6 weeks post-surgery (30-70 vs 32-70; p=0-45) or 12
weeks post-surgery (35-00 vs 38-90; p=0-18).

Equivalence testing on the difference between the proportion of positive surgical margins between the two
Froups (15 [10%] in the radical retropubic prostatectomy |group vs 23 [15%] in the robot-assisted
aparoscopic prostatectomy group) showed that equality between the two techniques could not be
established based on a 90% Cl with a A of 10%.

However, a superiority test showed that the two proportions were not significantly different (p=0-21).



AVOLKTI) N POUITOTIKN PLLKI TIPOCTATEKTOUN;

* These two techniques yield similar functional outcomes at 12 weeks.
Longer term follow-up is needed. In the interim, we encourage
patients to choose an experienced surgeon they trust and with whom
they have a good communication, rather than a specific surgical

approach.



2XOALo oto Eur Urology March 2017
Fossati et al.,

Take Home Message

Despite the finally acquired level 1 evidence, the urologic debate on open versus robotic
prostatectomy still persists.

More than 15 yr after the initial conception of robotic radical prostatectomy, the first
randomised clinical trial (RCT) comparing open and robotic radical prostatectomy has been
reported . This prospective comparison has been eagerly awaited and a long time coming. As with
many clinical trials, the findings in this report are open to different interpretations . For example,
there was no difference in the primary outcome measures of functional recovery and pathologic
criteria between the surgical approaches. Thus, one could conclude that this technology adds
nothing to patient care and we should return to open surgery.

However, robotic prostatectomy provided a faster operation with a shorter length of hospital
stay, loweaowkor blood loss, and lower transfusion rates in comparison to open surgery. It is clear
that this trial is more likely to fuel the debate rather than give definitive answers.

BaoLKO MELOVEKTNUOA TNG HEAETNG Elval OTL UTLAPXOUV LOvo dUo Xelpoupyol



EAU guidelines 2016

* XEPOVPYIKEC TEYVIKEC UE

*Low level of evidence (LE 3)



NMIBC

* Hhextpokavtnpioaon OnAoudtov 6to wtpeio
* AUTOMKT] VS LOVOTTOAIKT] EKTOUT ONAOUATOV

* Y& amotuyio Tov BCG 1 xvotektoun €ival avaOTEPT OYKOAOYIKE OITO OTOL0OTTTOTE

GAAN Oepameio

» Y& CIS m¢ mpootatiknc ovpnBpagc evovkvertar 1 TURP pe emaxdAovOn €yyvon
BCG

* High grade vrotpont puetd BCG: kvotektoun vs ek véov BCG



Prostate Cancer

e P1&ukn Ilpootatektoun (RP) cov tunua multimodality 6epaneiog oe cT3b-T4 NO
n o€ TN1 O0ykovg

* OAec o1 focal Bepameieg
* Salvage RP petd axtivoBoiia

» Salvage LND petd amd amotvyio tomikng Oepaneiog



