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ABSTRACT

Background: As the age advances benign prostatic hyperplasia occurs in almost all men. BPH produces symptoms
mostly after 50years of age. Non surgical/ conservative management for bladder outflow obstruction mainly due to
obstructive prostate includes selective alpha adrenergic blockers and alpha 1 reductase inhibitors. They have
significant role but only in patients who have small prostate or who are waiting for surgery. However 30% of men
eventually require surgery for BPH. Because of high risk of morbidity and mortality to elderly patients undergoing
prostate surgery, the search for a procedure with minimal associated risks has continued. Therefore different
procedures have been tried. Among surgical treatment for the disease, TURP has a definite edge over open
procedures and has become a reference standard for prostate surgery.

Study Design: Retrospective study

Place and Duration of Study: This study was conducted at DHQ Hospital Abbottabad from 1998-2001.

Patients and Methods: Total 133 patients were treated during this period. Patients of all ages were included. The
patients were divided into 04 age groups. Patients were investigated with physical examination, ultrasonography,
ECG, Chest X-ray, Blood CP, Urea/creatinine. Standard procedure with 24 Fr. Resectoscope was used with cutting
loop. Patients were followed up post operatively and complications noted.

Results: The common age group was 61-70 years (51%). Size of prostate gland was 60-80gms in (32%) cases.
Bleeding was the most common complication (9%). Conversion to open was in 02 cases (1.5%). Myocardial
infarction occurred in 04 cases which resulted in death of these patients postoperatively.

Conclusions: BPH produces symptoms mostly after 50years of age. Nearly 70% of 70 years old men have BPH.
However 30% of men eventually require surgery for BPH. Among surgical treatment for the disease, TURP has a
definite edge over open procedure. . It has very low complications in good hands. TURP has become a reference
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standard for prostate surgery.
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INTRODUCTION

Prostate is the largest accessory reproductive gland of
male which has potential to grow with age. As the age
advances, benign prostatic hyperplasia occurs in almost
all men. BPH produces symptoms mostly after 50years
of age. Nearly 70% of 70 years old men have BPH
causing symptoms and hampering the quality of life in
these patients. These patients are forced to seek medical
treatment to improve quality of life. Non surgical or
conservative  management for bladder outflow
obstruction mainly due to obstructive prostate includes
selective alpha adrenergic blockers and alpha-1
reductase inhibitors. They have a significant role but
only in patients who have small prostate or who are
waiting for prostatic surgery. However 30% of men
eventually require surgery for BPH. Because of high
risk to elderly patients undergoing prostate surgery, the
search for a procedure with minimal associated risks
has continued. Therefore different procedures have
been tried. Among surgical treatment for the disease,
TURP has a definite edge over open procedures and has
become a reference standard for prostate surgery.
Bleeding, clot retention, incontinence of urine and

retrograde ejaculation are major complications of
TURP which are minimal in good hands. Patient’s stay
in the hospital is 1-2 days. Foley catheter is removed
after 02 days. Transurethral bladder neck incision of
prostate and Laser ablation of prostate is technically
simple, relatively quick procedure and has low
morbidity but is only effective in small prostate. The
hospital stay is also considerably shortened. The results
are however not very impressive. A relatively new
technique transurethral needle ablation (TUNA) and
Transurethral electrovaporization of prostate (TUEVP)
have been noted to produce better symptomatic relief
when compared with lasers. Transurethral microwave
thermotherapy has been attempted but no convincing
objective improvement seen in patients. Trans urethral
balloon dilatation of prostate also has insignificant
blood loss, shorter hospital stay and less risk of
retrograde ejaculation. The results are not good in
relatively larger glands when compared to TURP.

PATIENTS AND METHODS

Total 133 patients were treated during this period.
Patients of all ages were included. The patients were
divided into 04 age groups. Patients were investigated
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with physical examination, ultrasonography, ECG, Table No.3: Presentation (n=133)

Chest X-ray, Blood CP, Serum Urea/creatinine and Presentation No. of patients | Percentage
screening for Hepatitis B and Hepatitis C. Patients Ac. Retention 76 57

having IHD, bleeding disorder, hepatitis B and C
positive and bladder stone were excluded from study.
Most of the patients presented with acute urinary
retention 76 (57%) while 57 patients (43%) were
admitted through OPD with catheter in place who were
waiting for surgery for quite some time. Standard
procedure with 24 Fr. Resectoscope was used with
cutting loop. Solution used was 5% dextrose for
irrigation during surgery and 0.9% saline for post
operative bladder irrigation. 3-way Foley catheter was
passed post operatively with continous irrigation which
was removed after 48 hours. Anaesthesaia administered
was spinal in 128(96%) and GA in 05(04%) cases.
Patients were followed up post operatively and early
and late complications noted.

RESULTS

The common age group was 61-70 yrs. (51%). Size of
the prostate was 60-80 gms in 42 patients (32%), while
05 patients (04%) had prostate of 100-120 gms. Direct
inguinal hernia was the common associated finding in
38(28.5%) patients while senile cataract was present in
12(09%) patients. Post operative complications were
Bleeding in 12 patients (09%), UTI (7.5%),
incontinence (1.5%), recurrence of symptoms in (04%),
chest infection in (03%). 04 patients had acute
Myocardial Infarction post-operatively and died while
02 patients (1.5%) were converted to open transvesical
prostatectomy. Most common complication was
bleeding which occurred in 12(09%) cases. Post
operative hospital stay was 02 days in 122(%) cases.
While 04 patients had 4-6 days stay. Antibiotics were
started pre-operatively and continued post. operatively
for 07 days. UTI occurred due to surgery and also
because the patients had indwelling catheter pre-
operatively. 3-way Foley catheter was passed with
irrigation which was removed after 48 hours in128
patients while in 05 patients it was retained for 04-06
days because of bleeding.

Table No.1: Age wise Distribution (n=133)

OPD with Catheter | 57 43

Table No.4: Complications (n= 133)

Age in Yrs No. of Patients Percentage
50-60 15 11
61-70 68 51
71-80 32 24
81 and above 18 14

Table No.2: Size of Prostate Gland (n= 133)

Size of gland in gms | No. of patients | Percentage
30-40 gms 22 16.5
40-50gms 16 12
50-60gms 36 27
60-80gms 42 315
80-100gms 12 09
100-120gms 05 04

Complications No. of patients | Percentage
UTI 10 7.5
Incontinence 02 1.5
M | & Death 04 03
Chest infection 04 03
Recurrence 05 04
Conversion to open | 02 1.5
Bleeding 12 09
Table No.5: Anaesthesia (n=133)
Anesthesia No. of patients Percentage
Spinal 128 96
GA 05 04
DISCUSSION

Benign prostatic hyperplasia occurs to almost all men
mostly after 50years of age. Nearly 70% of 70 years old
men have benign prostatic hyperplasia. Non surgical or
conservative management for bladder outflow
obstruction mainly due to obstructive prostate has
significant role but only in patients who have small
prostate. However 30% of men eventually require
surgery for BPH. Among surgical treatment for the
disease, TURP has a definite edge over open
procedures and has become a reference standard for
prostate surgery. As the patients undergoing prostate
surgery are elderly, the search for a procedure with
minimal associated risks has continued. TURP can be
performed easily. It has very low complications in good
hands. Bleeding and clot retention are major
complications, which are minimal experienced hands.
Bleeding and clot retention were most common
complication in our study which was about 09%. We
had to convert to open procedure in 02 cases because of
excessive bleeding. Water intoxication also occurs with
patients having larger prostate and longer operation
time which did not occur in our study. Urinary
incontinence is other complication which occurs due to
damage to internal sphincter. This can be avoided by
recognizing the verumantanum and keeping the
resection away from it. We had 02 patients developing
urinary incontinence. Patient’s stay in hospital is for 1-2
days which reduces hospital expenses and there is less
burden on patient’s resources. The objective
improvement of symptoms is also satisfactory. TURP
avoids the stress of open surgery. TURP avoids wound
infection and urinary fistula formation. Early
mobilization of the patient is easy and avoids many
complications. It is well tolerated by the patients. The
procedure has been done satisfactory in patients with
prostate up to 120 gms. Large prostate size needs open
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surgery. Concurrent bladder stones can be removed by
litholapaxy.

CONCLUSION

BPH produces symptoms mostly after 50years of age
and 30% of men eventually require surgery for BPH.
Among surgical treatment for the disease, TURP has a
definite edge over open procedure. It has very low
complications in good hands. Benefits of TURP are
shorter hospital stay, shorter catheterization time and
shorter recovery time. TURP has become a reference
standard for prostate surgery.
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