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HB=14, MCV=88,BUN=12,CR=0.7,FBS=130,A1C=8,TG=220,CH=230,HDL=30,LDL=15
TSH=2.5,TESTOSTRON=2.3,PROLACTIN=10,PSA=2.3

* Problem list
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*Treatment of male sexual dysfunction

* INTRODUCTION

* Three of the most common male sexual dysfunctions are decreased libido,
erectile dysfunction (ED), and ejaculatory dysfunction (including premature
ejaculation [PE] in men ages 18 to 59 years).

* ED is common in men with systemic disorders such as hypertension, ischemic
heart disease, and diabetes mellitus, and its prevalence increases with age

e GENERAL PRINCIPLES
e sustain penile erections and treating premature ejaculation (PE)



Prevalence and severity of ED in the Massachusetts Male Aging
Study (MMAS)
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Etiologies of erectile dysfunction

[1-3]

Vascular Cardiovascular disease, hypertension, diabetes mellitus, hyperlipidemia,
smoking, major surgery (radical prostatectomy) or radiotherapy (pelvis or
retroperitoneum)

Neurologic Spinal cord and brain injuries, Parkinson disease, Alzheimer disease,

multiple sclerosis, stroke, major surgery (radical prostatectomy) or

radiotherapy of the prostate

Local penile (cavernous)

factors

Peyronie's disease, cavernous fibrosis, penile fracture

Hormonal

Hypogonadism, hyperprolactinemia, hyper- and hypothyroidism, hyper-

and hypocortisolism

Drug induced

Antihypertensives, antidepressants, antipsychotics, antiandrogens,

recreational drugs, alcohol

Psychogenic

Performance-related anxiety, traumatic past experiences, relationship

problems, anxiety, depression, stress




Approach to the management of the patient with

erectile dysfunction

Counsel the male and partner regarding:
= The value of psychosocial/relationship support from trained professionals to
optimize treatment satisfaction
= The importance of lifestyle change (weight loss, exercise, smoking cessation) to
improve erectile function and overall health
= The benefits and risks/burdens of all available ED treatments that are
not contraindicated
4

Using a shared decision-making framework,
identify appropriate treatment® based on values
and priorities of male and partner

|
r T I T 1

PDES Vaocuum Intraurethral Intracavernosal Penile
inhibitor devices alprostadil injections prosthesis

v v ' v v

Assess outcomes, adverse events,
and satisfaction of male and partner

v

If inadeguate efficacy and for unacceptable adverse events and /or
insufficient satisfaction, then address as appropriate:

= Dose adjustments (for PDES inhibitor, intraurethral alprostadil,
intracavernosal injections)

®m Rewvisit instructions to maximize efficacy (for all treatments)

®m Rewvisit values and priorities of male and partner with mental health

professional to refine values and priorities and/or to address
psychosocial or relationship barriers to successful treatment

= Consider altermate treatment




 DECREASED LIBIDO

* Psychological , Low testosterone, Medications, use opioids , Partner interactions.
 ERECTILE DYSFUNCTION

e |dentify etiology(including drugs such as antidepressants or antihypertensive agent)
 Cardiovascular risk factors

* Initiating medical therapy

* Men with hypogonadism

* Treatment if PDES inhibitors are ineffective

* Surgery

* Men with depression or anxiety

* Men with cardiovascular disease or risks

* Lifestyle changes

* weight loss, physical activity



Cardiovascular risk stratification in males with erectile

dysfunction [1,2]

Low-risk category

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

LVD,/CHF (NYHA class I or II)

Post-successful coronary

revascularization

Controlled hypertension

Mild valvular disease

Intermediate-risk category

>3 risk factors for CAD

(excluding sex)
Mild or moderate, stable angina

Previous (=6 to 8 week) or

recent (2 to 6 week) MI
LVD,/CHF (NYHA class III)

Noncardiac sequelae of
atherosclerotic disease (eg, stroke,

peripheral vascular disease)

High-risk category

High-risk arrhyvthmias

Unstable or refractory angina

Recent ( <2 week) MI

LVD/CHF (NYHA class IV)

Hyvpertrophic obstructive and
other cardiomyopathies
Uncontrolled hypertension
Moderate-to-severe valvular

disease




* phosphodiesterase-5 inhibitors
* Sildenafil, vardenafil, tadalafil, and avanafil

¢ Forinitial therapy of ED, we recommend the PDE® inhibitors because of their
efficacy, ease of use, and favorable side-effect profile.

e sildenafil should be taken orally on an empty stomach approximately one hour
before a planned sexual encounter ( ¢ +mg)

e o \/ardenafil is also effective for men with ED due to diabetes mellitus or nerve-
sparing radical prostatectomy( ) *and Y +mg dose), rapid onset of action and is
effective when taken in the fed state



Oral treatments for male sexual dysfunction

. . Mechanism Adverse effects and Dru ;

Medication . . . F Usual dosing”

and clinical use precautions interactions™
Phosphodiesteraze type 5 (PDES) inhibitors

Si1ldenafil Inhibat= enzyme | Appliez to all PDES | Sildenafil 1z | Taken one hour
phosphodiesterase inhibitors: metabolized by | before =zex and
5, allowing cyche ® Headaches, CYP3A4. effective up to
GMFP to dyvzpepsia, 5 g inhibit four hours.
sccumulate within vaszedilation, of CYP3A4 [eg. | Dose: 50 to 100
pems. diarrhea, protocase mg on cmpty
Effective  for as- rhinitis, inhibitors ﬁ', stomach.

iztaced bl N ic-
necded trecatment =pistaxis, ue | zystemic-azoles Administration
. 1 tD T - -
of orgamnic, tnge vizlon, | antifingals, certain with a high-fat
psychogenic, or " = vis macrolide meal may delay
disturbances.

mixed type ED.

®  Contraindicated
if using nitrates
or riocignat®
due to nsk of
zeveres
hypotension and
syncope.

" Co-
administration
with alpha-1
blockers may
causs
symptomatic
hypotension. If
co-adminizstered,
we suggest first
stabilizing
paticnt on alpha-
1 blocker dose
prior to starting
PDES mhibator
at a reduced

dosze. Tamsulozin

antibioticz) elevate
zildenafil

concentrations.

Inducers of
CYF3A4 may
reduce sildenafil

concentrations.

A list of CYP3A4
inhibitors and
inducers iz
provided in a
zeparate table®.

We suggest
avoldance of large
amounts of
grapefruit and itz
juice {a CYP3A4
inhibitor} and
aleohol which may
enhance

hypotenzive effect.

Use with nitrates

or guanylate

abzorption.

A reduced dosze
of 25 mg 1=
recommendsd if
coadministered

with a strong
nhibitor of
CYP3A4 or an
alpha-1 blocker
and in patients
with renal

impairment [Crel
= 30 mL/minute)

or moderate
hepatic
impairment .
Applisz  to all
PFDES inhibitors:
Stimulation
needed for
erection.

and zilodos=in

may be better
tolerated than
other alpha-1
blockers.

= Safety is
uncertain in
paticnts with

sewvere renal or
hepatic
Impairment,
coagulopathy,
hyvpotension,
unstable or
advanced
cardiovascular
dizeaze, or
retinal

- i)
dizorders ~.

eyclase stimulators
(=g, riociguwat)] i=
contraindicated

(refer to
effects precautions
im this table amnd

adwerse

accompanying

text])

Vardenafil

Same as sildenafil.

Similar efficacy,
adverse cffects, and
precautions to
zildenafil, EXCEFT

wisual color distortons
reported  much lez=
frequently I:'.

Use not recommended

in hemodialysis or
severes hepatic
Impairment.

Same as sildenafil

Similar onsct and

duration of
action as
zildenafil.

Dosgse: 10 o 20
mg oI empty
shomach about
&0 minutes
before scxual
activity.

Fatients =63

vears old: 5 mg
imitially.

Orally
dizintegrating
tablet (ODT): 10

mg on empty
stomach (no
titration]).
Adminiztration

with a high-fat
meal may delay
abzorption.




A reduced dose
of 2.5 or 5 mg i=s
recommended  if
coadministersd
with a stromg
mmhibitor of
CYP3A4 or an
alpha-1 blocker,
respectively™.
Dose adjustment
for moderate
hepatic
impairment
needed .

Tadalafil

Similar onset of
action as

zildenafil.

Duration of action
up to 36 hours.

Effective for as-
nesded or daily

trestment of
organic,
psychogenic, or

mixed type ED.

Similar efficacy, side

effects, and
precautions to
sildenafil, ENCEFT

wvisual color distortions

reported  much  less

frequently v,
Draily use not
recommended n

severe renal or hepatic

impairment.

Same as sildenafil.

Tadalafil has a

much longer
duration of
action than
sildenafil.

Dioze for as-
necded

treatment: 10 to
20 mg about 60
minutes before

sexual activity.

10 mg not more
than once every
72 hours iz
recommended if
coadministered
with a strong
inhibitor of
CYP3A4.

Dose  adjustment
for renal or
hepatic

impairment iz
necessary
nsed as-nesdad .

when

or

Daily treatment-

2.5 to 3 mg once

Avanafil

Onset of action of
15 to 30 minutes

is more rapid than
sildenafil.

Similar efficacy,
adverse effects, and
precautions to
sildenafll, EXCEPT

visual color distortions
reported much less
frequenﬂy{’.

Use not recommended
renal or

hepatic impairment.

In severe

Same as sildenafil,
EXCEPT use of
with

medications  that

avanafil

are strong
inhibitors of
CYP3A4 15 not

recommended.

A list of strong
inhibitors of

CYP3A4 (to be
avoided with
avanafil) 15
provided
separately®.
Grapefruit  and
grapefruit  juice
should be avoided
within 24 hours of
use.

100 to 200 mg a
early as 1!
minutes  befor
sexual activity.
Administration
with a highfa
meal may delay
absorption.

A reduced dos
of 50 mg i
recommended 1
coadministered
with an alpha-
blocker 0
moderate

inhibitor 0
CYP3A4*,

50 mg dos
should be taker
about 30 minute
before

EEXUS

activity.




« » Tadalafil has a different chemical structure, longer
duration of action (2.5, 5mQ)

« » Daily tadalafil may be particularly effective in men with
"complete" ED

 Dally dosing of tadalafil should not be prescribed in men
with a creatinine clearance <Y+mL/min

 Daily tadalafil also has been approved for treatment of
lower urinary tract symptoms (LUTS) due to benign
prostatic hyperplasia (BPH)

* Avanafil is the only PDE 2inhibitor approved for -2
minute onset of action and absorption is not significantly
iImpacted by food



Estimate of CV risk with sexual activity: Princeton
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Clinical clues to causes of erectile dysfunction

Finding Cause

Rapid onset Psychogenic

Genitourinary trauma (eg, radical prostatectomy)

Nonsustained erection Anxiety

Venous leak
Depression or use of certain drugs Depression
Drug induced
Complete loss of nocturnal erections | Vascular disease

Neurologic disease




Adverse effects and precautions

Cardiovascular

Common side effect

Visual effects (Blue vision)

More serious eye effects

Men with retinitis pigmentosa

Hearing loss

Role of testosterone

an important regulator of sexual desire and sexual function in men.
Other issues

Men with diabetes - Recreational use-Dietary supplements and counterfeit
medications



Vacuume-assisted erection devices

applied for a maximum of 30 minutes

create erections in as many as 60 to 70 percent of patient

Penile self-injection

Intracavernosal injection therapy with alprostadil (prostaglandin E1) and papaverine
Intraurethral alprostadil

Surgical options

Penile revascularization

Therapies for psychogenic ED

Psychotherapy-Yohimbine

Regerative and restorative therapies

Stem cell therapy -low-intensity shock therapy (LIST)-Hyperbaric oxygen therapy-
Platelet-rich plasma (PRP)



Vacuum constrictor device




Method of administering intrapenile injection

Deep penile artery




EJACULATORY DISORDERS

Premature ejaculation —

(1) brief ejaculatory latency

(2) loss of control

(3) psychological distress in the patient and/or partner.
We consider SSRIs to be first-line treatment.
clomipramine (12.5 to 50 mg/day) to be second-line therapy.
Phosphodiesterase (PDE) inhibitors

Tramadol

Topical anesthetics

Behavioral and psychological therapies

Combined pharmacologic and behavioral treatment



* SUMMARY AND RECOMMENDATIONS
* Erectile dysfunction

* |dentify cardiovascular risk factors
* Use of PDES inhibitors

* Use with nitrates

e Other treatment options

* Vacuum device

* Penile prosthesis

* Testosterone therapy

* Men with psychogenic ED

* Men with PE



Primordial Prevention

Primary Prevention

Secondary Prevention

Tertiary Prevention

Quaternary Prevention




Primordial Prevention
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Primary Prevention
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Secondary Prevention
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Tertiary Prevention
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Quaternary Prevention
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