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Global Cancer Statistics 2018: GLOBOCAN Estimates
E PID EMI O I 'O GIA of Incidence and Mortality Worldwide for 36 Cancers

in 185 Countries

I1 carcinoma prostatito e 1l secondo cancro piu frequente e la 5° causa

di morte per cancro nella popolazione maschile.
Global Cancer Statistics 2018

7Y World Health
FIGURE 5. Global Maps Presenting the Most Common Type of Cancer Incidence in 2018 in Each Country Among (A) Men and (B) Women. R '%! Orl;’r;t'i]iz:%!:tn

The numbers of countries represented in each ranking group are included in the legend. Source: GLOBOCAN 2018. ©WHO 2018. Al rights reserved

Incidence, males

Prostate (105) Lung [T}

Livar {13] Crolomectum (10) -
Lip, orad cavity (3] Siomach (5)

Kapos sarcoma (5) Morr-Hedgkin lymphoma (3]
Leukaemia (1) Esophagus (1]

Si stima che nel 2018 il numero di diagnosi di PCa siano state circa 1.3 milioni,
costituendo circa il 7 % del totale delle diagnosi di cancro in entrambi 1 sessi.



EPIDEMIOLOGIA

Global Incidence and Mortality for Prostate Cancer: EURDPEAN UROLOGY 70 (2016) 862-874

Analysis of Temporal Patterns and Trends in 36 Countries

Table 2 - Group categories for trends in prostate cancer incidence and mortality in the most recent 10 years

Incidence Mortality Countries *
Group A 1 I Bulgaria, Philippines, Singapore
Group B 1 | Brazil, Czech Republic, France, Ireland, Israel, Italy, Japan, Netherlands, Poland, Spain, Switzerland, UK
Group C 1 Stable China, Croatia, Estonia, Latvia, Lithuania, Portugal, Slovakia, Slovenia
Group D Stable | Australia, Austria, Colombia, Canada, Denmark, New Zealand, Norway
Group E Stable Stable Costa Rica, Iceland, Malta
Group F ] | Finland, Sweden, USA

4 All countries had a very high human development index (HDI; >0.796) except for Bulgaria, Brazil, Colombia, and Costa Rica (high HDI, 0.710-0.796) and
Philippines (medium HDI, 0.534-0.710).

A fronte del’aumento dell’incidenza,
in alcuni paesi (gruppo B)
si riduce sempre di piu la mortalita con
sempre maggiore aspettativa di vita
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QUANDO COMPARE LA DE ??

L’ Impatto della diagnosi di PCa

Prostate cancer diagnosis is associated with an
BJ"[:I increased risk of erectile dysfunction after Y, 85 uomini valutati pre-post biopsia

prostate biopsy prostatica con:

Brian T. Helfand, Alexander P. Glaser, Kalen Rimar, Sherwin Zargaroff, _ IIEF
Jason Hedges, Barry B. McGuire, William J. Catalona and Kevin T. McVary AUA-IS

TABLE 2 Characteristics of erectile function and LUTS after PNBx* QOL

Overall, N= 85 Positive biopsy, N = 23 Negative biopsy, N = 62 P
Post-PNBx evaluation, days 128.1 (91.6) 51.5 (64.9) 156.6 (83.6) <0.001
IIEF score® after PNBx 543 (17.2) 487 (16.1) 563 (17.2) 0.07
SHIM-5 score” after PNBx 18.5 (6.8) 16.6 (6.0) 19.2 (6.9) 0.1 ) b :
e Ratm  wron St L’analis1 di sottogruppo mostrava una
Change in SHIM-5 score -1.2(5.7) —33 (4.5) —05(5.1) 0.02 . . . ° e . °
Change in erectile function domain score —1.7 (5.6) —43(5.2) —038 (5.5) 0.01 rlduZIOne Slgnlflcatlva del punte gglo
Change in orgasmic function domain score -04(33 —14(2.3) 0.0(3.5) 0.04 o . o
Change in sexual desire domain score -04(1.8 -13(2.1) 0.0(1.5) 0.01
Change in intercourse satisfaction domain score —1.1(3.0) —24(29) —0.6 (2.8) 0.009 IIEF nel gruppo con dlagHOSI dl PC a
Change in overall satisfaction domain score —0.0(1.8) —1.0(13) 03(19) 0.002 . '
AUAS1 e atr PR e e e (-10.1 vs 1.0, p < 0.001), riduzione legata
Qol scoret after PNBx 18(1.3) 16(1.3) 19 (1.4) 0.46 . . . . o . .
Change in AUA-SI score —03 (44) 01(17) —04(54) 0.5 a minor punte gglo 1n tutti 1 domlnl
Change in QoL score —0.1 (1) 0.2 (0.8 —02 (1.1) 0.07

Data are presented as mean (SD) unless otherwise specified. e S plorati da]- que Stion ario ) inC].u SO ]-, E F

*Lower scores indicate greater dysfunction. +Higher scores indicate greater dysfunction. [P values from two-sample t-tests.). ( —_ 0 O 1)
p=0.01).

La sola diagnosi di PCa si associa con un peggioramento del punteggio IIEF
[Odds Ratio 7.2, p = 0.003]




TANTI STUDI, MA DI BASSA QUALITA’

THE JOURNAL OF

SEXUAL MEDICINE

ISSM METHODOLOGY REPORT

Erectile Recovery After Radical Pelvic Surgery: Methodological
Challenges and Recommendations for Data Reporting

Paolo Capogrosso, MD, FE_BU,] Edoardo Pietro Pozzi, MD,? Valerio Celentano, MD, FRCS,>
Rafael Sanchez-Salas, MD,” and Andrea Salonia, MD, PhD, FECSM™?

Table 2. Preoperative patient assessments among studies investigating erectile function outcomes after radical pelvic surgery

n (%)

Assessment RP (n = 280; 72% RC (n = 36; S%) RS (n = 73; 19%)
Baseline erectile function reported

No 35 (12) 12 (33) 24 (33)

Yes 245 (88) 24 (67) 49 (67)
Baseline comorbidity reported

No 106 (38) 13 (36) 1 (5)

Yes 174 (62) 23 (64) 62 (85)
Patients age reported

No 0 (0) 4.(11) 101

Yes 280 (100) 32 (89) 72 (99)
Timing of preoperative erectile function assessment

Before surgery 251 (90) 28 (100) 49 (67)

Before cancer diagnosis = 2(M 0 (0) 0 (0)

Not reported 27 (10) 0O 24 (33)

RC = radical cystectomy; RP = radical prostatectomy; RS = rectal surgery.

La ricerca sulla funzione erettile dopo chirurgia pelvica fatta con
metodologie omogenee ci permetterebbe di stimare gli
outcome del trattamento sulla base dei fattori di rischio pre-
operatori e migliorare il ruolo del counseling pre-operatorio

Box 1. Methodological Suggestions to Report
Erectile Function Outcomes After Pelvic Surgery

Preoperative Assessment

Repon padent baseline charactenstcs assodared with post-
operative EF fage, comorbidiries).

Ases and report baseline EF w allow correar interpremdon
of postoperarive ourocomes.

Perform baseline EF amessments before cancer diagnosis.

Surgical Details

Repon the type of surgical appmach (open, bparoscopic, or
mobatic).

Provide derails on the surgical techniques used (eg, nerve- or
organ-sparing), a5 they are known w affect postoperarive EF.
Repon the sumgeon's experience (eg, surgical case load).
Repon cancer smging after surgery, as loal invasivensss
could lower the possibility of conservadve sumery.

Methodology of EF Assessment

Use validared wools to asess EF (if avalable o specifically
address surgical padens).

Properly define EF recovery after sumpery using user-friendly
aue-off scores of validated took or defining reoovery as a
back to baseline” condirion.

Ames post-operative EF through ar least 2 veas of follow-up
o allow for recovery from surgery.

Repon the use of pro-erecrile aids (any oype), both as an on-
demand thempy and in the contesr of a provocal of
rehabilivarion.

Postoperative Assessment

Repon mies of padens eoeiving further cancer meaments
other than surgery.

Repom and account for funcrional facrors char could affect
EF (eg, unnary or fecal conrinence, unnary diversion).
Include assessmens of seal desire, a5 they may affect
sexual funcion regardless of poency.




FATTORI PREDITTIVI PER RECUPERO

B ORIGINAL CONTRIBUTION
PREDICTING ERECTILE FUNCTION AFTER PROSTATE CANCER

JAMA, September 21, 20011—Vol 306, No. 11
Caorrected on September 20, 2011
Table 1. Multivariable Logistic Regression Models Predicting Functional Erections Suitable for
Intercourse at 2 Years After Treatment, According to Planned Primary Prostate Cancer
Treatment in the PROSTQA Cohort?®
Parameter , Bootstrap
1T 1 ] ] ] 0 Estimate Wald Parameter
1201 uvomini inclusi, di cui 1027 (86%) hanno Treatment, Variable (SE) OR(@5%Cl)  PValue _Estimate (SE)
completato la valutazione a 24 mesi dal Prostatectomy e o
ntercept -2.96 (1.38) -3.00 (1.42)
trattamento per PCa: Pratreatment saxual HRQOL 045(0.07) 1.6(1.4-18) <.001 0.45 (0.07)
i score (per 10 points)
- Prostatectomia (n=524); Age (per 10) 056(0.16  06(0.408) <001  -058(0.16)
. . _ Nerve-sparing 1 . 3.6(1.3101) .01 1.38 (0.57)
Radlot'eraplia eSterna (n_241)’ PSA =10 ng/mL 0.85 (0.3g) 2.3(1.2-4.7) 02 0.88 (0.37)
- = External radictherapy
Brachlterapla (n 262) Intercept -5.22 (0.76) -5.37 (0.79)
Pretreatment sexual HRQOL 0.54 (0.08) 1.7 (1.4-2.0) <<.001 0.55 (0.09)
score (per 10 points)
No necadjuvant hormone therapy 1480058  33(1.5-7.0 003 1.24 (0.41)
Risultati del follow-up a2 anni PSA <4 ng/mL 117028 32(1.3-80) 01 1.24 (0.48)
. . . . . . o Brachytherapy
I1 37 % di tutti 1 pazienti ed il 48% di coloro Intercept -3.13 (2.21) ~3.40 2.34
. o o . . Pretreatment sexual HRQOL 0.72 0.41) 21(1.7-25) <001 0.75 (0.11)
che avevano erezioni funzionali prima score (per 10 points)
. IR Age (per 10) _063(028) 05(0.3-0.9 .03 -0.64 (0.30}
de]‘ trattamento conservava funZIOnallta' African American race/ethnicity 1.13 (0.60) 3.4 (0.210.0) .06 1.18(0.64)
BMmIE
FATTORI PRE-TRATTAMENTO 27 e
.. 25-34.9 140(0.77) 4.0(0.9-18.4) 07 1.45 (0.85)

=35 0 1 [Referance]




Distfunzione Erettile — Prevalenza in Italia

European
Eur Urol 2000;37:43-49 Accepted after revision: May 12, 1999

Urology

Frequency and Determinants of
Erectile Dysfunction in Italy

Studio 1taliano su 2.010 uomini

Table 1. Age distribution and prevalence of ED in 2,010 men stud-

ied. Italy 1996 . . . .

toc, 1Y Prevalenza di Disfunzione erettile

Age, vyears Men Percent with ED (95% CI)

1820 2”1 21(105.7) - nella popolazione studiata: 13 %
3039 427 1.9(1.0-4.4) N T . 0

010 o P - eta 40-49 ann1: 4.8 %

5059 343 15.7(11.9-21.2) 9 eté 50_59 annl 157 %

60=70 208 268 (21.5-33.8) . .

~70 178 48.3 (38.8-60.9) - eta 60-69 anni: 26.8 %

Total 2,010 12.8(11.3-14.6) 9 eté 70_79 anni . 48.3 %

Cl = Confidence interval.

Parazzini et al. 2000




Disfunzione erettile - Comorbidita

QUANDO aumenta rischio di QUANTO aumenta 1l
disfunzione erettile ? rischio di disfunzione
xerettile ?

Others |u—"10.9 M Fumo - 1.4 VOlte

Renal failure Jm 2.3
Prostate cancer .‘- 2.7
Gout jm 32
Depression -— 3.2
Oesteoarthritis d- 4.1
Asthma A— 5

Ipercolesterolemia: 1.8
IHD j— 9.6 VOlte
LUTS e ||

()h;;‘;}i)ll_—lv _ 19.6 . ‘ Dlabete - 925 VO]_te

Diabetes meliitus - 7
Hyperlipidemia | 5 (). 7

Hypcrtcnbion e 5@.6 .
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Percentage (%)
volte

Figure 2

Types of comorbidities in patients with erectile dysfunction (BPH, benign prostatic hyperplasia; IHD, ischaemic heart disease;
LUTS, lower urinary tract symptom).

Zaman Huri H, Lian Choo T, Sulaiman CZ, ef al. BMJ Open 2014;4:¢005381. doi:10.1136/bmjopen-2014-005381 MATURE REVIEWS | DISEASE PRIMERS VOLUME 2 | 2016 | 3




IMPATTO DEL TRATTAMENTO

Prostate cancer survivorship: a review THEMEICALIOUmAL GEALSTRALA
of erectile dysfunction and penile M_]A
rehabilitation after prostate cancer therapy

BJA 200 (10) + 2 Juna 2014

La reale incidenza di DE dopo trattamento del cancro prostatico non €
ancora nota, ma:

% la prevalenza di DE dopo RP si attesta tra 60-70%
% la DE indotta da RT continua a svilupparsi fino a 3 anni dopo il trattamento, con
prevalenza simile alla popolazione trattata con RP ( NB: la brachiterapia

potrebbe rappresentare un fattore protettivo rispetto alla RT esterna)

% La terapia ormono-soppressiva (ADT) da sola o in combinazione con RT
determina un significativo aumento del rischio di DE




ASPETTI PSICOLOGICI

SEXUAL MEDICINE REVIEWS REVIEW

Psychological Impacts of Male Sexual Dysfunction in Pelvic Cancer ®) Check for updates
Survivorship

David K. Twitchell, BA,' Daniela A. Wittmann, MSW, PhD,” James M. Hotaling, MS, FECSM, MD,” and
Alexander W. Pastuszak, MD, PhD>

* Modifica della sensazione orgasmica e dell’eiaculazione
» Modifica della percezione di mascolinita
* C(Crisi d'1dentita sessuale

 Aumentato rischio di depressione

Perceived
Loss of
Masculinity

Cancer-
Depression & related Male
Anxiety Sexual
Dysfunction

Sexual
Identity
Crisis

Delayed
Psyehosocial
Development

Figure 1. Psychological impacts of cancer-related male sexual
dysfunction.



ASPETTI PSICOLOGICI

Non sottovalutare la sfera psicologica e
I'impatto d1 altri parametri funzional

OFFRIRE AL PAZIENTE LA POSSIBILITA’ DI COUNSELING PSICOLOGICO




OLTRE ALLA DISFUNZIONE ERETTILE

Urinary Incontinence, Patient Satisfaction,
and Decisional Regret after Prostate Cancer
Treatment: A French National Study

Urinary incontinence frequency

s g z Circa il 30 % dei
W e pazienti
“ SRS  EURRUIIRORR B sviluppa

Sl ﬁﬁﬁﬁiﬂiﬁﬁfflffﬁ e incontinenza
urinaria

I
Surgery only Radio- Curitherapy or Combined All patients
hormonotherapy  radiotherapy treatment
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“RIABILITAZIONE” PENIENA

Utilizzo di qualsiasi farmaco o dispositivo al fine di migliorare 1l
recupero della funzione erettile dopo RP/RT

Mulhall JP, 2008

Tre Key points:

« Migliorare l'ossigenazione deil corpi cavernosi
* Preservare la struttura e funzione endoteliale
 Prevenire 1 cambiamenti strutturali della muscolatura liscia

(fibrosi)

Kim HdJ, 2015



Management of erectile dysfunction

L @
vigageines on l ' l
Identify and treat Lifestyle changes and Provide education

“curable” causes of risk factor and counselling to
erectile dysfunction modifications patient (and partner,

Erectile Dysfunction, |

Identify patient needs and expectations
Shared decision-making

Premature Eiacu|oﬂon' R
Penile Curvature and

Topical/intraurethral alprostadil

Assess therapeutic outcomes
* Patient self-perceived treatment invasiveness

* Treatment-associated improvement in
Inadequate treatment outcome X .
erectile function

Vacuum device
Pri : pis m Low intensity shockwave treatment

: £ ge g - ST . -related side eff
K. Hatzimouratidis (Chair), F. Giuliano, |. Moncada, it i
. . . .- s A
A. Muneer, A. Salonia (Vice-chair), P. Verze « Assess adequate use of treatment options
. . . * Provide new instructions and counselling
Guideline Associates: A. Parnham, E.C. Serefoglu * Retrial _
= * Consider treatment alternative or
combined therapies

Assess therapeutic outcomes

v  Patient self-perceived treatment invasiveness

* Treatment-associated improvement in
erectile function

» Treatment-related side effects

» Treatment-associated satisfaction

‘ Inadequate treatment outcome

r

‘ Intracavernosal injections

European
Association I
© European Association of Urology 2018 of Urology ‘ Inadequate treatment outcome |

Assess therapeutic outcomes
) 4 * Treatment-related side effects
‘ Penile prostheses }/' * Treatment-associated satisfaction




I PDE-5 inibitori: la prima scelta

N
\ ———— Cavernous nerve Adrenergic
o 5 Smooth-
P muscle cell
Cholinergic 247
K
/
v

Endothelial .
J v
cell Acetylcholine Forskolin >
Prostaglandin E;
el b
triphosphate Receptors - {U
@Ploteir [
Adenylyl |
“"c"/“’-’cAMP
PDEZ, 3,4
ATP .
‘x
5 AMP *
‘\
'
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specific protaind .|
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'
Sildenafil «——— Stimulation
Papaverine

Zaprinast - ==~~~ Inhibition

Gli 1nibitori della PDE-5 sono ancora considerati
la prima linea di trattamento nei pazienti
sottoposti a chirurgia nerve-sparing
indipendentemente dalla tecnica chirurgica
utilizzata) e nei pazienti sottoposti a sola RT.






(_%) CPChrane Penile rehabilitation for postprostatectomy erectile
o Library dysfunction (Review)

Cochrane Database of Systematic Reviews

Philippou YA, Jung JH, Steggall MJ, O’Driscoll ST, Bakker CJ, Bodie JA, Dahm P

OUTCOME VALUTATI

1) funzione erettile «patient-reported» 2 nessuna differenza

2) funzione erettile «standardizzata» 2 nessuna differenza

3) comparsa di effetti collaterali al trattamento 2 nessuna differenza

Analysis 2.2. Comparison 1 Daily phosphodiesterase 5 inhibitor versus on-demand phosphodiesterase 5
inhibitor, Outcome 2 Erectile function (short term). Autho I'S, conclu Sion S
Reviews Penle rehabilitation for postprostatectomy ereclile dysfundion

Comparsore 2 Daily phosphodiesterase 5 inhibitor versus on-demend phosphodiesterasa & inhibitor

Cutcome. 26t ncton ot ) «Based on mostly very-low and some low-
s % nde e e e quality evidence, penile rehabilitation
Mmmﬁl[ﬁ@ 4143 43149 5A2% '1315”5" '3'5 Stl"ategies ConSiSting Of SChedUZed PDE5I use

Total (95% CI) 282 291 100.0 % 1.00 [ 0.65, 1.55 ]

following radical prostatectomy may not
Total events: &3 (D), 64 (Cr-demand) .
Hetarcganiy T =005, O = 195,61 | (= 0161 =% promote self-reported potency and erectile

Test for overall efflact 2 = 001 (P = 099)

et for sy s ot syt - o function any more than on demand use»

oo L] [1+] 100

Favours on demmand Favours dhaily




I PDE-5 inibitori: ruolo riabilitativo ??

Table 1: Penile rehabilitation after prostate cancer treatment: summary of clinical trials using oral PDESi

Author Year n Follow-up  Study design Prastate cancer ED treatment Significant
treatment modality (treatment period) findings

Padma-Mathan et 2.7 2008 125 44 weeks  Prospective, double RF Mightly sildenafil versus Sildenafil had higher |IEF score and
blind, randomized, — placebo (36 weeks) MCreased nocturnal rgiaiy
placebo-controlled

Paviovich ef al.2® 2013 100 132 months Prospective, RP Daily sildenafil with Mo difference in IIEF scores
double-blind, — on demand placebo DELwWEen eatments
randomized versus daily placebo

with on demand
sildenafil (12 months)

Montorsi et al.'® 2008 628 13.5 months Prospective, RP Mightly vardenafil On-demand group had significantly
double-blind, — versus on-demand TOTE DaLIEnts Wit MEF =22
randomized, versus placebo After a washout period, there was no
placebo-controlled (9 months) difference in EF between groups RUOLO
Montorsi et af.% 2014 423 13.5 months Prospective double-blind, RP Tadalafil nightly wversus  Daily tadalafil had significantly higher
randomized, — on-demand versus [IEF at 9 months treatment penod RIABILITATIVO
placebo-controlled placebo (9 months) After washout, no difference in EF ANCORA

Detween groups

Tadalafil daily: protection from penile
length loss | | DIBATTUTO

Mulhall et a2 2013 298 12 weeks Prospective, RP Avanafil on-demand ™ ooenEANC AT oo C o
double-blind, — 100 mg versus 200 mg improved drug-assisted EF
randomized, 200 mg versus Washout period not assessed
placebo-controlled placebo (12 weeks)

llic ef al.%® 2012 27 2 years Prospective double-blind, RT Prophylactic daily Daily sildenafil did not result in
randomized, — sildenafil versus improved EF at 2 years
placebo-controlled placebo (& months)

Zelefsky et al.2® 2014 279 2 years Prospective double-blind, RT Daily sildenafil versus Daily sildenafil=improved overall EF
randomized, —— placebo (6 months)
placebo-controlled

Pisansky et a/.>® 2014 242 1 year Prospective double-blind, RT Daily tadalafil versus Daily tadalafili did not result in
randomized, —— placebo (24 weeks) improved EF

placebo-controlled

PDESi: phosphodiestrase-5 inhibitors; RP: radical prostatectomy: RT: radiotherapy: IIEF: International Index of Erectile Function; EF: erectile function: ED: erectile dysfunction @ Asian Journal of Andrology (2015) 17, 916-922

@ 2015 AJA, SIMM & SJTU. All rights reserved 1008-682X

www.asiaandro.com; www.ajandrology.com




I PDE-5 1nibitori: quando e come ??

Il trattamento precoce sembra migliorare I'impatto sul recupero naturale
della funzione erettile, ma non ci sono ancora dati in grado di dimostrare la
superiorita di un protocollo riabilitativo rispetto agli altri.

European
Association
of Uralogy

NOTA 75 .=

La prescrizione di inibitori della
PDES5 a carico del SSN e limitata
al pazienti con disfunzione erettile

in seguito a chirurgia o
radioterapia della regione
pelvica secondo un piano

terapeutico redatto da specialisti

(andrologo, endocrinologo,

neurologo, urologo) afferenti al SSN.

43 3.015 B

Sildenafil Vardenafil Tadalafil Avanafil
25 mg 20 mg 20 mg 100 / 200 mg




Controindicazioni all'uso di1 PDE-51

Trattamento con farmaci nitroderivati per angir
Nitroglicerina (es. Trinitrina)
Isosorbide mononitrato (es. Monoket)

Isosorbide dinitrato (es. Carvasin)

Eccesso di cGMP con rischio di severa ipotensior ava




Oltre a1 PDE-5
1nibitori?

Pazienti non-responders alla
terapia con PDE-5 i

What To Do
When Things
Don't Work Out

Pazienti sottoposti a chirurgia
extrafasciale

Pazienti in corso di ADT




Iniezioni intracavernose (1CI)

AlpI‘O Stadllz unico approvato per uso intracavernoso®
al dosaggio di 5-20 pg

Necessario programma di addestramento del paziente e/o del partner.

Efficacia (> 70%) o
Soddifazione di coppia (85-95%) < _ \\\,\-\\\\\\Q\
Complicazioni: >
- dolore (<10% delle iniezioni)

- erezioni prolungate e priapismo (< 5%)

- fibrosi peniena (2%)

- ipotensione ortostatica (solo per dosaggi elevati)

Vasoactive substance is
3 1 3 1o 3 THhili+a 3 ] injected into the
Controindicazioni: ipersensibilita ad alprostadil e coagulopatie. o yusoocimisinoor

Dorsolateral location
of injection site

Elevato drop-out dal trattamento: 41-68%
(nei primi mesi)

European
Association

European Association of Urology 2018 of Urology

* 10 ug coperto dalla NOTA 75




Iniezioni intracavernose (1CI)

TERAPIA COMBINATA (INIEZIONI BIMIX o TRIMIX)

PAPAVERINA - FENTOLAMINA

Migliore efficacia, tuttora utilizzo off-label -
- S
WSRO s C
TRIMIX raggiunge efficacia fino al 92 % con minore eI | | Zae
. iy« h ~ | g R
frequenza di dolore N \ | /™
Complicanze: fibrosi (fino al 5-10%) Vasoaciive substance is
injected into the
corpus cavernosum

Necessario programma di addestramento del paziente e/o del Dorsolateral location
of injection site
partner.

European
Association
of Urology




PGE1 intra-uretrale

Alprostadil intrauretrale
Specifico applicatore (dosaggio 125-1000 pg)

Efficacia variabile: 30-65.9%

Efficacia significativamente minore rispetto alla
terapia intracavernosa con bassissima percentuale
di aderenza long-term alla terapia (<30%)

_|'. "-\.I-F.- _-'".-. ] I i
. . . . . . Gently sgqueere to widen  Expelthe | ._._ 1L__ Y ! F | I'.'.t;ulllrll".:'l‘:
: i CESAI: | . o ' | R
Effetti collaterali: .erltema, bruciore (risoluzione ——_ teopening sum {9 O Y
spontanea), sanguinamento uretrale (5%). E: ,{: "ﬁh P ¥ A Y (*, the epsning
AV —— 1 R
' ! ™ I B S
/ ; A W Wan e T
o ":.-: _,-‘;IJ _l:: I_I’ I L ' '.-\.- ¥ | ol
) i i i : ) [ =AY A i A
Alternativa meno invasiva per 1 pazienti che non —= § T ) ' '

vogliono praticare iniezioni.




Vacuum Erection Device

Determina riempimento passivo dei corpi cavernosi,
mantenuto grazie all’applicazione di un anello elastico alla
base dell’asta (T max = 30 minuti)

Non rimborsabile SSN

Elevato tasso di abbandono del trattamento legato a
comparsa di eventi avversi (dolore, petecchie, formicolio).

CAllssdef ConsiiEen Controindicazioni : coagulopatie / terapia anticoagulante

ring

of Urology Trattamento potenzialmente di scelta in paziente di eta
avanzata con bassa frequenza di rapporti

POSSIBILE UTILIZZO COMBINATO CON PDE-5 INIBITORI FIN DALLE FASI PRECOCI
POST- CHIRURGIA PER MANTENERE ELASTICITA’ DEI TESSUTI



PROTESI PENIENA: quando ?

Indicata in caso di:

Elevata motivazione per recupero
della funzione sessuale

Pazient1 giovani

Mancata risposta alle terapie di
prima e seconda linea

Soddisfazione:
- 92-100% pazienti e 91-95% nei partner

Complicazioni:
insufficienza meccanica
infezione




TAKE-HOME MESSAGES

m Le conseguenze funzionali post PCa rappresentano fattori con impatto psicologico e sulla

qualita di vita dei pazienti e della coppia

m Il corretto approccio terapeutico e 'utilizzo di tutti gli «<strumenti» a disposizione del

medico offrono piu possibilita di successo terapeutico

m La terapia con PDE-51 ¢ in grado di migliorare la qualita di vita sessuale, pur non avendo

ancora un ruolo riabilitativo

m La mancata risposta ai PDE-5 I candida il paziente a terapie di seconda o terza linea, in

alcuni casi devono da avviare come prima scelta o in combinazione con la terapia orale

m Il trattamento combinato va sempre considerato tra le opzioni terapeutiche, ma non esiste

uno schema migliore.
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