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Byer/Shainberg/Galliano Dimensions Of Human Sexuality, 5e. Copyright © 1899. The McGraw-Hill Companies, Inc. All Rights Reserved.
Spinal Cord Involvement in Erection
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Melman A, Gingell JC. J Uro/. 1999;161:5 -11.



\ Hemodynamics of Erection

Eminsary A ERECT STATE

wain

Subtunical e
Expandea = subDtunical
sinusnes venous plexuns

In the flaccid state, the arteries, arterioles, and sinusoids are contracted.
The intersinusoidal and subtunical venous plexuses are wide open, with free
flow through the emissary veins. The pO2 is venous(35 mm Hg).

In the erect state, the muscles of the sinusoidal wall and the arterioles relax,
allowing maximal flow to the compliant sinusoidal spaces.

Most of the venules are compressed b/w expanding sinusoids. Larger
venules of sub tunicial plexus are sandwiched b/w the distended sinusoids

and the t.albuginea that effectively reduces the venous capacity to a
minimum. The pO2 here is arterial(> 90 mm Hg) and ICP >100mmHg.
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Corpus cavemosum

Engorged cavermous spaces
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Endothelial cell

Angiotensin Il
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Projected Global Prevalence of
Erectile Dysfunction in Millions (2025)

3 Europe:;
MNorth America: 128
21
- Africa:
0.8

South America:
26.1

Erektil disfonksiyon1995te 152 milyon iken 202%e beklenen rakam 322 milyon

Data from Aytag 1A, McKinlay JB, Krane RJ. BJU It 1899 84:50-56_ 9 2002, Rete Biomedical
Communications Corp.
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< ce Material Feldman HA et al. J Urol. 1994;151:54-61.
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1. Feldman HA, et al. Impotence and Its Medical and Psychosocial Correlates: Results of the Massachusetts Male Aging Study. J Ur ol 1994; 151: 54-61. 2. Akkus E, et al. Prevalence and
correlates of erectile dysfunction in Turkey: A population -based study. Eur Urol 41 (2002) 298 -304.
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- Kidney failure
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Clogged blood vessels ___— 2 igh cholesterol R a h a t S é Z | é k I ar

{atheroscilerosis)
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——High blood pressure
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Tiefer L, Schuetz -Mueller D. Urol Clin North Am . 1995:22:767 -773.
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Lue TF. N Engl/J Med. 2000;342:1802 -1813.
Miller TA. Am Fam Phys . 2001;61:95 -104.
NIH Consensus Development Panel on Impotence. JAMA. 1993;270:83 -90.
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Causes of Erectile Dysfunction

Meurclogic

. ; B%
Endocrinologic

4%

Cperative
1085

Pharmacolagic
A0%

Vasculoganic
TO%s

Lua TF, ed. Impatence and infertility. in: VYWaughan ED Jr, Fardmutier AP, ads. Aflas of Clinfcal
Uralogy. Yol 1. Philadephia, Pa: Current Medicine, Inc; 1999, Reproduced with permission.




EDiIn Psikgenik Sebepleri

- Depregon

- Performas arksiyetesi
-K | iproldemeri

- Pskosasyal problenter
- Pskolojik gerginlik

Aizenberg D etal. J Clin Psych. 1995;56:137 -141.

Araujo AB etal. Am J Epidemiol .2000;152:533 -541.

Lue TF. N EnglJ Med. 2000;342:1802 -1813.

Shabsigh Retal. Urology. 1998;52:848 -852.

Tiefer L, Schuetz -Mueller D. Urol Clin North Am.  1995;22:767 -773.

Usta MF et al. Uro/ogy. 2001;57:758 -762.
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Feldman HA et al. J Urol. 1994;151:54 -61.
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EDI - Map°r Risk Fakt®rleri: Kronik Ha s t a

KronkkHa st al EDRIiski nde *Ar t
Diyabet!2 3 4.1
Prostath ast™ | 6] & 3 2.9
Periferik vak §erh as ttal € k 3 2.6
K ardiyak sorunlar? 3 1.8
Hiperlipidemi 3 1.6
Hipertansiyont?2 3 1.6
Depres/on34 3 1.8

1. Martin -Morales A et al. J Urol. 2001,166:569
2. Braun M et al. Int J Impot Res. 2000,12:305

3. Goldstein I. Am J Cardliol. 2000,86(suppl):-41F
4. Feldman HA et al. J Urol. 1994,151:54 -61.
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Goldstein I.  Am J Cardjol . 2000;86(suppl):41F -45F.
Goldstein . /nt J Impot Res . 2000;12(suppl 4):S147  -S151.
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Normal Corporal Erectile Tissue Severe Corporal Erectile Tissue Fibrosis Involving
Bilateral Corpora Cavernosa Post-priapism
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Kavernozal pO?lA PGE1&PGE?2 IA TGFBA Kaollajen Birikimi
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Hipertansiyon —

Hiperlipidemi
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Koroner, serebr al ve periferal
preval ansénda art éx

Hi pertansiyonun kompl ik
Hastal éjé ve Kroni k B°%bhb

yonda kan basénceé
el ve Dbiokimyasal



Arteriojenik

u Hipogastrikkavernozal helisin arter
sisteminin aterosklerotik veya travmatik
o) k | C; 7 y Oonu Testicular artery

Extemal iliac artery

Internal iliac artery 1 Ta penis
Internal pudendal artery 2 To testis

3 To scratum and prepuce

Femoral artery Penile artery

u STt nuzoi dal kan akeéem

External pudendal artery St

) Dorsal artery of penis
Inguinal canal

u Tam ereksiyona ul akmj

u Riji1rdite azal ér

Vasculogenic

= Cardiovascular disease (hypertension, coronary artery disease,

peripheral vasculopathy, etc.)
. . Circumflex cavernosal a
Diabetes mellitus
Hyperlipidaemia

Smoking

Major pelvic surgery (RP) or radiotherapy (pelvis or retroperitoneum)



Santorimt  pleksusu
Superficial dorsal ve.n

Venoj en | K | -

derin dorsal ven
TiKik
I K1 k1
evVv Ke y Crural venler ~

« I




Prostate

Cavernous nerve
(autonomic)

Anksiy©°z Kki«kile
tonus ; trabekyg
gevkKkeyememes. Dorsal nerve

(somatic) s
l ’ "; . 7
i s

Sinusoir dall er i n

Deep dorsal vein
Dorsal artery

—_—

Circumflex

Dorsal
Circumfiex
vein B2 =3 Dorsal nerve

(somatic)

Emi sser venl erin

Deep ' Sinusoidal
Tunica dorsal vein spaces

albuginea Circumflex

Helicine
arteries

Sinusoidal . 7 (1 ici
N\ ' Helicine
e spaces w Jf arteries
Corpora S : ’ \ \

smooth muscle

NO azal maseée ka
ven®z yet mezl i

Subtunical
venular plexus




y O | Ji RS < /| eTr Vv e

ED6deki Ol ay

Di renci yékselir, | ¢ meni dar al ér

I t | esi azal ér/ K kanall ar e
GAP bil ekkelerinde bozul mal ar

Tonusuar t ar / kas Kk

Fibrozis
Venookl|l ¢zi v mekani zma bozul masé

Endotel bajéenteéelée gevkemenin bozul maseé
El asti k ve koll ajen |iflerde dejikim
NNOS, eNOS

Azal maseée




Psikojenik

u 2 i mekani zma su-1lan Performance anxiety Relationship problems Problems with intimacy
(e.g. previous failures)

1)Suprasakral nhi bi syonun bey.i

edilmesi

Psychological
2) Peni | d¢z kas g esempaiin GEEETE

Depression

dekar jlaatbak dléami nl er i n

Previous
sexual
abuse

arter mase

Psychogenic

* Generalised type (e.g., lack of arousability and disorders of sexual s
intimacy)

Situational type (e.q., partner-related, performance-related issues or
due to distress)
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u Spinal kord, K a v e r n °veyaRudendalsiniri etkilyen her durum

, Sakral spinal
sinirler(S2-3-4)

Buylk Siyatik
foramen

iskial cikints
Pudendal sinir
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foramen

inferior rektal sinir
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Neurogenic

Central causes

* Degenerative disorders (multiple sclerosis, Parkinson's disease,
multiple atrophy, etc.)

= Spinal cord trauma or diseases

* Stroke

Central nervous system tumours

Peripheral causes

Type 1 and 2 diabetes mellitus

Chronic renal failure

* Polyneuropathy

* Surgery (major surgery of pelvis/retroperitoneum, radical
prostatectomy (RP), colorectal surgery, etc.)

Surgery of the urethra (urethral stricture, urethroplasty, etc.)

EAU Guidelines Male Sexual Dysfunction 2016

Nerves to the Penis

Superficial branch
of dorsal v.

Striated
urethral
sphincte& .

- evator fascia (cut)
& Prostatic fascia

Arterial supply
b7 tobladd::l"_\‘:\eck
7

NVB

Cavernous

H astric n.
nerve Pog

(Sympathetic)

.
4

vesical

Capsular 258 W
of the prostat

-Paraympalheuc)

Copyright 2007 by Saunders, an imprint of Elsevier Inc. L - =
47 5PRINGFIELD CLINIC



/ Pelvic plexus

Dorsal nerve
Pudendal nerve

Peni | ve kavern®z si
biliniyor

Katrojeni k ED or anl

Radikal prostatektomide sinir koruyucu
tekniklerle %3650
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( Radical prostatectomy ]
> r Cavermosal nerve injury (Neuropraxia)

W -

l

-
'\\ Loss of daily and nocturnal erections
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TGF-p1
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Production of pro-apoptotic factors (loss of smooth muscle)
pro-fibrotic (increase in collagen) factors

J
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Collagen accumulation
Smooth muscle apoplosis
Fibrosis

J

>
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Cavernosal veno-occlusive dysfunction

|

v

Loss of erectile tissue and fibrosis

v

Erectile dysfunction
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Endokrinolojik

Testosteron
Hypogonadism
Hyperprolactinaemia

Hyper- and hypothyroidism

Hyper- and hypocortisolism (Cushing’s disease, etc.)

Panhypopituitarism and multiple endocrine disorders
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Hipogonadizm
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Hipogonadotropik Hipergonadotrpik
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Age -CVD risk factors
(Hypertension, Diabetes,
Obesity, Dyslipidemia)

Testosterone deficiency

Endothelial “ Inflammation
dysfunction
-

-
J NO, PGI2
MET-1, ACE
1 ADMA

MAdhesion molecules
(ICAM,VCAM, E-Selectine)
‘1 CRP, fibrinogen, Interleukins

JCNP .. M Chemotactic proteins (MCP-1)
Initial stages M Apoptosis, Tissue factor

®

Penile Coronary
vasculature vasculature

( Arterial plaque destabilization

Acute coronary
syndromes

/ @ Thrombus

. Penile Coronary
Obstructive CAD vasculature vasculature

@ @, Lipid core

Penile Coronary
vasculature vasculature

Clinical
manifestation

Artery
diameter
(mm)

Artery lumen
obstrudtion

(%)

Stable/Unstable
Angina/ Acute Intermittent

Tm‘;';' Claudication

O O

Internal carotid
39 artery
{(5-7)

Cut-off for symptom development
(50% artery lumen obstruction)

\ 4

Clinical
manifestation

Artery
diameter
(mm)

Artery lumen
obstruction

(%)

Stable/Unstable
anginafAcute Intermittent

myocardial Claudication
infarction

Internal carotid
artery
(57)

Cut-off for symptomn development
(50% artery lumen obstruction)




Diabet ve ED

Anatomik

Fonksiyonel

Sexual and
Erecftile Dystfuncftion

and T2 Diabertes

HKnow the Facts and Treatments

Structural changes

Hypertension
Atherosclerosis Dyslipidemia
Diabetes

Arteries

stenosis

Trabeculae

Arterial —- Arterial iInsufficienNncy < —" Impaired

S—lp- | \enoO-Occilusive Q_v _./

Functional changes

Impairment

of neurogenic
selaxations Arteries

vasodilation

+
Reduced penile inflow
Excessive penile outflow Trabeculae
t

-

dysfunction - =




ED is 3 times more common
and more severe in men
with diabetes compared to
men without diabetes.®

suffers from some
degree of ED"

Ages
W 20+

ED occurs in men with
diabetes 10-15 years sooner
than in men without

10-15
years

Of the men with diabetes, more
than 50% have ED caused by their
diabetes which means 1in 2 men
you see could be suffering with
BB

Sometimes ED can be the symptom that leads to
a diabetes diagnosis. In 12% of cases, ED is the
presenting symptom that results in a diagnosis
of diabetes.*

Men with diabetes are 1.5-2 times more likely to
proceed with more advanced treatments for ED
compared to men without diabetes.™

Men with diabetes are 2 times as likely to
proceed with a penile implant compared to men
without diabetes.'




LUTS & ED

COMMON PATHOGENETIC MECHANISMS

A

Reduced NO-—- Increased
cGMP RhoA-ROCK
signalling signalling

Autonomic Pelvic
hyperactivity atherosclerosis

o

Reduced function of
FUNCTIONAL nerves and endothelium

CONSEQUENCES AT

TISSUE LEVEL Altered smooth muscle

o S PR (e relaxation or contractility BPH/LUTS
: ___-9
prostate, urethra, and Arterial insufficiency, ED
bladder functional reduced blood flow, and
alterations) hypoxia-related tissue
damage
—
Chronic Steroid hormone
inflammation unbalance

Comorbidities:

hypertension, metabolic
syndrome, diabetes, etc.




Detrusor
fibrosis

gehwion | ] b [ | dsfn

Increased Rho-kinase
activity

—_———————

| h L Uoteld
muscle function sfunction

Inflammation Androgen signaling

BPH-LUTS and erectile dysfunction
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Antihipertansifler

Antiandrojenler

Opiatlar
Te¢t én

Alkol

K. laseea

ED Nedeni Olan

Tiazid di¢r et ckKagal blokerler
Spesifik B blokerler §
ACE e h i b

Genel B Blokerler

Androjen res. Antagonistleri

LHRH agonistleri
5al fa red.

Fazla miktarlarda

Knh.

Baj |

Al ternatif

Alfa blokerler

B 1

Sigarayé

Mi kt ar é

e

rel 4

béer ak mak

azalt ma



ClEncEEEeaEa | | € ED

1) Di ¢ r; eliazdlerl e r

2)Betablokerler; non-selektif olanlar (propranolol gibi)

3)Alfa-blokerler ; (NG esept®°r ¢szerinder
4) ACE Kn hetkisilyakturr | e r |
5) Anjiotensin | I TI;ldsartBre satsartar®vs. Ant agoni st |

6)Kalsiyum kanal blokerleriereksiyona etki yok

7) Al dosteron sesepn®l agnhoagempil €Erionon andr
bl okajé nedeni yl e | 1 bi do kaybé, jinekomas



Kl aca Bajl é

Psi kotropi k Kl a-1ar
Antipsikotikler

Antidepresanlar

Anksiyolitikler

Anti konve¢el zi £l er
T¢t éen

Alkol (az miktardaanksiyetea z a |
azal masé, mer kez

Antiandrojenler ; flutamid, bikalutamid
REM uykusundaki ereksiyon
NOS aktivitesi kastrasyonla azalmakta

androj en

b a



Yakl el ék

Hast al

Vv



Metabolik Sendrom ve ED

100
mg

MetS
by the Numbers

Affects

40%

of people over
60 years old

Fasting blood sugar level
of 100mg/dL or higher
is a metabolic risk factor

t ol er anseé

renc.i

Large waist circumference that’s

at least 40 inches for men and
35 inches for women is visible
sign of metabolic syndrome

Combines at least 3 of the
following issues: abdominal
obesity, high blood sugar, high
triglyceride levels, high blood
pressure or low HDL ("good®)
cholesterol

OO

A loss of just 3%-5%

of your current body weight
can lower your risk for
metabolic syndrome

3 5"

40"

o

Blood pressure of |

130/85 mmHg

or higher is a metabolic risk factor

About 85% of people who
have type 2 diabetes also
have metabolic syndrome

HDL cholesterol level of less Triglyceride level of
than 50 mg/dL for women and 40 mg/dL 150 mg/dL
lessthan S0 mg/dL forAmen L — or higher is a metabolic
a risk factor for metabolic T 50 mg/dL tererspsats
syndrome

Dr. Axe

FOOD != MEDICINE



KBY ve ED

u %45-%52 oranénda ED

u %51.5 ejak¢glasyon bozukl uj

u ; remi ;
Hipotalamehipofizert e st i s hor mon ak s'.'i
Hiperprolaktinemi |
Ateroskleroz
Psikojenik

N°ropat. | |l e erekti | di sf



Patient with ED (zelf-reported)

Taneés al D 8 !

Medical and psychosexual history (use of validated instruments, e.g. lIEF)
¥ l‘ ¥ ¥
Identify othar than Identify comman Identify reversible Assess psychosocial

ED sexual problems causes of ED risk factors for ED status

u Ci ns el PsikdsespaF¥ly k ¢

u Fiziksel Muayene Y

Focused physical examination

u Anketl er ve Cilnsel l
u Laboratuvar Testleri ™) Bi yoki v v v

Tam k& Signs of Cardiovascular and
Lipid Profili hypogonadism neurological st

Serum Total
PRL | v

LH Laboratary tests

Penile deformities Frostatic disease

¥

Total testosterone (moming sample)
If indicated, bio-available or free
testosterons

Glucoze-lipid profile
iif not assessad in the last 12 months)

N—arartila dheobmedinm- L —batarmads 'O T N o
ED=erectile dysfunction; lEF=intemational Index of




ED Tekhil siI Ed/&k ¢k a a m
Cinsd® y k ¢ T & b°byi k ¢
u Erektil yetmezlik AEk|l i k eden hastalé

Ateroklerotik risk fakt°rleri ve vak per

u Hasta ya da partnerinde cinsel |ste1}<h - -

dej 1 kI kI 171

| AKl @ d eama-1¢é& il a- v
u Ejak lasyon kull anémé
u Orgazm ACerr ahi gpelvkiperineasi v e

0 ¥ .
Cinsel i | demitka] rk;ﬁtga"rﬁ“%sil%ktér: :
eprest semptomar

1. Uluslara ras é ED Kons¢ |l t asyon .tKaypak alardireAseéal, éds. Ereatilé [8ysiunction. Plymouth, UK. Health Publication, Ltd; 2000:711 -726.
B a k éPmvsesi Konsensus Panel 1. Int J Impot Res. 1999;11:59 -70.
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er | Dekerl|l endi r

Dinamk Knf ¢ Kpoer n° zekKatwver a®P zogr afi

Hayat € b oy un cpametED, pasinealpelVika rr chavy,ma s onr asé
gel i kenl er de

PenilVas k¢gémrerahi °ncesi

Penil Anjiografi
Travmatikarteryelyaralanma ya dpenilk o mpr e sy on ‘sekondeE®O chas é n a

Penilr evas k¢ lcarmahisz as y on

Vv



K|l er | o

u  Psikofizyolojik D ¢
NPT (o k t per

e

k°kenli |l erin a

B

u GO r Keli s ar € m
LR ‘.,

Organik -.’v?"‘ stéfektif hir NPT vye
a | tHENn

u Psi kol erlendir me

_"f_
Y

S



K| er | Dekerl endi r me e

u VaskpPeeerl endi r me

u Kombinei nt ra\k &EnjaeksiyorPveSt i m¢ | (GIS)y o n
u Alprostadil
u Papaverin — Trimiks
u Fentolamin. Bimiks

S T

u  Dupleks Ultrasonofgrafi (Gri tonlu -Renk Kodlu)
u S5dkararl ekl arl adk PSV °1[ - ¢ myg
u PSV<25A ArteryelYetmezlik
u PSV>3% NormalArteryelA k € m
u Rl PSVEDV/PSV > 0,9 ise Normal
<0,75 isevVenookluzifDisfonksiyon



HormonalDejJ er | endi r

u Testosteron U MR G°r éinte¢l eme
u0r11 saatlerinde °1 ¢l u Ciddi santrahipogonadizntestosteron
u 280-1000ng/dI <150ng/dl)
u SerumGonadotropin¥ | - ¢ ml er i u Hi pofiz Bezine ait ha
u Art mée#H A& Bels t iyétraeklie r u SerumTiroid Fonksiyon Testleri
u Az al meéeld AFHSpHfizer u Hipertiroidizmt est ost er onunun
: aromatizasyonuna r t € r aadeenherjikv e y .
u Prolaktin

tonastgérarak ED
u Hiperprolaktinen®, Hipogonadizm



/#Pp®  TURK UROLOJI YETERLILIK KURULU ¢
e/ Sertifikasyon Sinavlarina Hazirhk Kursu

Erektil DisfonksiyonTedavisi

Dr. Memduh AYDIN

T.C. Sajl ek Bakanléejeée Sajl el
GOP Taksi m Eji1tim ve Ar a
trol oj i KI'tni Ji1 [k



Erectile Dysfunction: Treatment

1998
Viagra




Massachusette&rkekYa Kk | an ma ERx|l é
Yeterince Tedavi Edilmiyor

a S

n=639 (245y a)K

Tedavi g°ren Ve
Tedavi olmak
NEYED

%90

Tedavi | -1 n bakvurgimayan

McKinlay JB. /ntJ Impot Res .2000;12(suppl 4):S6 -S11. Massachusetts Er ke k Yak | an magMMAS8)l veernmialseer i ne d a.KaynaknaAARR Modearn Maturity . Sexuality Study.
Washington DC, 1999.



Erektil DisfonksiyonTe d av 1 S |

Treatment algorithm for erectile dysfunction

Treatment of erectile dysfunction

+ -
Identify and treat

Lifestyle changes Provide education and
‘curable’ causes of and risk factor counselling to patients
ED modification and partners

Identify patient needs and expectations
Shared decision-making
Offer conjoint psychosocial and medical treatment
Apomorphine SL
PDES inhibitors =——————————— Intracavernous injections

Intraurethral alprostadil
Vacuum devices

-

Assess therapeutic outcome:
- Erectile response
- Side-effects

Satisfaction with treatment

-

Inadequate treatment outcome
Assess adequate use of treatment options
Provide new instructions and counselling

Re-trial

i Consider alternative or combination therapy |

AL
! Inadequate treatment outcome
i1
C

onsider penile prosthesis implantation




Tedayvl Yonetimil

SRR FEEAC LSRR 10 NATURAL REMEDIES T OVERCOME ERECTILE DYSFUNCTION
. : HigSIRdR=G A\ Gl NATURAL REMEDIES
DMveKar di ovaskygl

[is]
hast al ekl ar dan w El—hkﬁlﬂlﬂ[

Sigara berakelm MAINTAIN DENTAL HEALTH
Kilo kontrol ¢ . ‘nuiamms
Art mék Egzersiz
RAW CACAO
WEIGHT LOSS >
Kl a- Deji Ki mi
Antihipertansifi | a- | ar é ot

LIMIT ALCOHOL

PELVIC EXERCISES

SSRIlar



uPsi koseksyg¢ el
Tedavi

Kaygé azaltél maseé

Duyusal odaklanma

Ki ki ler araseée terapi
Bil tckesverlanék-¢é& terapi
Cinsel ejitim

Psi kos &#asig el
Psikoterapi
+ PDE5K n h
+tKntravk&nernozal

+Vakum terapisi ile kombinasyon




Farmakolojik Tedavi

u Pro-erektil mekanizmaya destek

u Anti-erektil mekanizmaya engel

e oy

viaGrA I Zyc{en£1°°': Lo
GENERIKA W‘. :““ oy

Mirodenafil



Farmakolojik Tedavt Oral Tedavi

PDE-5 Knhi bi
Kavernozal d¢ z
Ereksiyon
%7 0O et kinl ik

Sildenafil ve vardenatfil

PDE6 i1 nhi bi syonu

Tadalafil ile PDE 11inhibeediyor

| EE

k as

vV €

gO

er |

Nitric '.l Y
oxide

o
o e A

PDE-5 inhibitor

cGMP- speclfi:

prntein kinase

Smooth
muscle
relaxation
and erection



Slidenafil Tadalafil Vardenafil Udenafil Mirodenafil  Avanafil

Approval by 1999 2003 2003 2006 2008 2011
Korean FDA

Dosage (mg) 25,50, 100 510, 20 10, 20 100, 200 50, 100 100, 200
T1/2 (hr) 4 17.5 4-5 11-13 2.5-3 7-10

Lasting time of 4 38 4 4-12 6-8 7-10
drug effect (hr)

Bioavailability 40% No data 15% No data 24-43% No data

SE >10% Headache, Headache, Headache,  Facial flushing Facial flushing Facial
facial flushing  facial flushing  dyspepsia flushing

IC50 (nM) 0.9-8.5 0.9-6.7 0.1-0.7 0.9-8.5 0.33 9,2
Selectivity PDES, 6 PDES, 11 PDES, 6 PDES, 6 PDES, 11 PDES

Excretion Fecus 80% Fecus 61% Fecus 91-5% Fecus 94.2% Fecus 91.3%  Fecus 62%
Urine 13% Urine 36% Urine 2-6%  Urine 5.8%  Urine 1.3%  Urine 21%

Time for use 30 min-4 hr 25 min-1 hr 30 min 30min-12hr 30 min-4 hr ~ 15-30 min
(before intercourse)




PDE-5
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Sildenafil 25, 5

ke

Tadalafil

||

Vardenafil '

R
Avanafil 2
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Yan etkileri

Bak aj rléseé
Dispepsi %410

Flushing %410

Mi yal i/ s-8rt
Nazal konjesyon %34
G°r me boz@8Kkl

%

u

)

Table &: Common a

kMyalgia

* Adapted from EMA

dverse events of the four PDES inhibitors currently EMA-approved to treat

A staterments on product characteristics.
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u Al f a c oni stl er | (fent o

= .1'
u  Dopaminerjik

"

u Mel an stleriKk

oo

B azo0don)

L

u  SerotoninF

_u, of o .',
u L-Arjinin,L-Dopa,Naltrekson
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Shock-waves

voltage line

Reflector




D! k! K Y. GQESEESEENG] U
EKSTRAKORPOREAL kOK DALGASI

kkol ar ak 19 9 0 0 EECEEIENEEEENEGRNRERgSY e Dy son tarafeéendan
bakl anmeék

2010 ve 20Vadivga&d LIS Wohpdeani | kaft a

uy g ul ankrmavwseshemédmamiklerin yi | ekt i ril ef

g° st else

¢tal eékma katel emcel arenen hi-bi' r

Oralfarmakoterapiy@ k ol arak kul |l anél ablj |
prosed¢r ol maya adayder

High

voltage line

, Reflector
Shock-waves
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Knt r ak akngeksiyom z a |

Top side

Alprostadil Cavernous body DO NOT

. INJECT
(Cross section) NEAR

THESE
AREAS

Corpora
Cavernosa

Underside

H. Cross-section of penis

daha

d¢keéek dozl ar d

Injection of Alprostadil
into the cavernous body



Kntrakaver nozall

Enj eksi vy K

PENILE INJECTIONS...

Priapizm riski ya
A]j ér koage¢l opati si
Unstabil kardi vas
El becerisi iyi olmayan

MAO-i nhi bit°r¢ kul a

have been used for 30yoars now

are the most effective pharmaceutical treatment for ED

The injection is done by the man himself, after having been trained
by the Urologist, with a special syringe and fine insulin needle directly
into the two sides along the penis

Erection Is Induced 10 minutes after the injection, regardless of sexual desire

It is a practically painless
and particularly effective therapy

EFFECTIVENESS ACCEPTANCE

PSlkOlOJlk instabilite Many drugs have been succassfully of injections

used, but the most popular worldwide

PHENTOLAMIN and ALPROSTADIL

is the combination of PAPAVERINE, N T
0 J '\.-’j & _> \,) [»
(tri-mix) 0
The only drug that needs prescription »
is ALPROSTADIL

COMMON SIDE EFFECTS
O PROLONGED ERECTION

(>4 hours needs emeargency treatment)

o PAIN

(alprostadin




Alprostadil

cCaverject”

u PGEL analogu
u 10ve 20 mcg dozlarda%®80 y an et

Dezavantajl ar é

Ajrél e ereksiyon fazl ¢
e Daha pahal é
| e] e Sul andéeréel dektan sonr &

~

sakl anmasé gerekIl i 117




Papaverin Fentolamin

u NonspesifikPDES I nhi bit?®rg¢ Fentolamin mesilat (Regitin)
u KC de metabol2issae yaré °mrg¢ 1

B Alfa 1 blokaj
u  <%>55 etkinlik

u Pahalée dejil , oda sé&cak]| &j giotansiyon, refleks
taki kar di , nazal
u KC enzim y¢ksekliji, priapi @eks preamiak s &z Ibarjoez
dol ayéséyla monoterapi den uzakl| akteéerdeé

PAPAVERIN HCI.
0,05 g.
2 mi

10 Amg.
/> STERIL - APIROJEN
. ANTISFAZNOLITIK

N

Ay Cheri (it sl v AFTEarD Jock oSis

GALEN BRAC SAN ve TIC A S
KADIKOY / iSTAaNBUL




Kntrakaver noz al

Caverject

Edex

Brmix

Brmix

Trimix

Knvicorp

Thymoxamine

Alprostadil

Alprostadil

Alprostadil+fentolamin

Papaverin+fentolamin

Alprostadil+fentolamin+
Papaverin

VIP+Fentolamin

Moksisilit

5-40mcg

5-40mcg

20mcg+0.5mg

30mg+0.5mg

10 mcg+30mg+1mg

Enj




TransdermalTopikal Tedavi

u Ni troglils Kul |l anémeé

® o B

u Papaverin

u Al proisE Woulhama artteére
Al prost k perk¢tan absor
--Alprostadil+N:

ul,<ntr.' 'slandéjénda b e

I
gf=

S

b, o

fazl a

u Daha klinik s kma ger ek



NRBURT (< Tedavi
Testost e
3 ay te
kesilir e
Lipid profil

4 Hiperprolaktinemi te
Medikal (bromokriptin vs.)

Cerrahi

°ncesi
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Oral
metil testosteronnjetandrep 10-30mg dil alteé ge¢enl ¢k

Testosteromindekonat
(andriol)

120160 mg oral ge¢enl ¢k

fluoksimesteron 5-20 mg Oral ge¢enl ¢k
metandrostenolon 5-10 mg Oral Genl ¢k
Bukkal Striant 30 mg bukkal 12 saattdir

Transdermal Patchler
TestodermTTS 5 mg Deri Ge¢nl

Testoderm
Androderm

Transdermal Jel

Androgel%1
Testim %1

4-6 mg
2.55mg

59
Sx¢

Skrotum
Deri

Deri
Deri

G¢nl
G¢nl

G¢nl
G¢nl

¢ Kk
¢ Kk

Kntramuskul er

Sipionat(depctestosteron 150-300mg Kasi - i 2-4 haftada 1

Enantatdelatestry) 150-300mg Kasi - | 2-4 haftada 1




Vakum

Medikal Cihazlar

DiJer tedavil er erekspoom e haea £ a
Penis etrafénda negatif bas
Fizyolojik ereksiyorelde edilmez (genelde e nkarg

G| a nerdkseyon

. Ny ol
Vakum silindiri :l-gltt:;apnum;
Pompa |
Elastik Bant { )

c i h a zekekskyan mémaunigteti 660
cihazdan memnuniyet %338

‘ Constriction band



Medikal Cihazlar

Proksimalv e nkoaz
Arteryelyetmezlik
Protez enfeks L
Priapizmesej_,"i Q

s a
.

Oral / intrakav

¥

farmakolojik aje
bakar e esneklik

L)

Priapizm, pr ot ez
Peyroniec er r a h i

-ékar el

sonr ase

m
k



Cerrahi

— Fluid bulb
Inflatable cylinders

Genital ve pelvik travma

: Rods are bent Pump
Peyronie up and down

.‘ by hand / Release valve
Uz a nmseexnikpriapizm | — N—
| implant | implant

Enfeksiyonasekondekavernozafibrozis

EDOMemdIi k al tedavi si n

kontrendikasyolveya istenmemesi

Kkinci basamak téedawar

ol mase
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Protez Tipleriir 2 par - al é

APompa vol ¢m¢ kéeséetl é
A Flaksisite ve ereksiyon daha az memnuniyet verici
AParalin veya I nhibizone ©°ri

L




3 Par -al é Peni I.Pr(

Abdomi nal Rezervuar

r -1 ft kKikirilebil
Skrotal Pompa

Medscape Source: Int J Impot Res @ 2008 Nature Publishing Group



u Abdomi nal boklukta bir rezervuar

[ M=

a2 ]v

ATakeél ma

u araféneé dol durur

ezervuara drene

g6



RTES

uB¢y ek penti2ddéngziydden (18
ke-¢k ve orta begyeékl ¢kteki




Momentary Squeeze pump (MS)

u AMS, 2006
Dokunma butonl u anl ek seéek

ul defa basmayl a kol ay s?©
u Daha kg¢-¢Kk

u Kol ay hissetmek 1| -1 n pal
u 700 ser i si ni N RN |

u n=50 ,cerrahiden sonraki 6. ayda;
u%86 kol ay KI Kme
u%92 kol ay s°nme

(Bella AJ, Lue TF, J Sex Med 2008)



Titan OTR

One Touch Release pump

u Tek bir dokunma ile deflasyon,

u Pompa Ve @ SEEEE e
silikon elastomer

u  Silindirleri Biofleks
anevrizma ve ka-ak o
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Cerr ahi

Y&KIf a a@mlba

Limitli korporalg ®° r ¢ k al ané

Pompa yerlektirmede

Penoskrot al V S

Hasta memnuniyeti ve




Surgical Techniques l

No-Touch Technique

Francois Eid, MD

Ama -

Pr ot ez " CEEEIEEEEREEN N deri si
Il ndi r e kt temasée ortadan kal



No-Touch

Buck fasyaséneén Korpotomi
a- el mase



