TURP Vs All 

History 

‘Our ignorance of history causes us to slander our own times’-Gustave Flaubert. 

The problem of prostate has followed men since many centuries. The first mention of the word ‘prostate’ is in 300 B.C. by Galen. The first references of treatment of BPH are in 1756 when Lafaye passed a lance shaped stylet through an open ended catheter to pierce the median lobe. References from the late 18th century describe the prostate as thickened fibres of the bladder like that of heart. The dilatation and pressure technique which encompassed a balloon inflated in the urethra to reduce the prostatic swelling. The last quarter of 19th century saw the advent of drainage tubes (suprapubic, perineal urethrostomy, transprostatic tubes). In 1830’s Sir William Ferguson caught some tissue while doing a perineal lithotomy. For 50 years surgeons kept doing prostate surgery through the perineal route. In 1880’s with the emergence of anaesthesia, the suprapubic route started becoming popular. Several surgeries were described but most failed due to the incomplete removal of the gland. Eugene Fuller of NY in 1895 described 6 cases of Suprapubic prostatectomy that were drained through the perineum(1)  Fuller first 

incised the bladder neck with scissors to find the plane between the adenoma and capsule,then used his finger to enucleate both lateral and median lobes. Peter Freyer of London popularized the procedure, claiming priority in 1912. For the next 30 years, urologists debated the best approach to the prostate, above or below the pubis. Slow refinements in the suprapubic approach lead to it becoming the forefront surgery for many years to come. 

The advent of endoscopic treatment of BPH began in the the last quarter of the 19th century with advent of punches, cold knife and ultimately the galvanocautery. By 1897, A. Freudenberg of Berlin had modified Bottini’s galvanocautery by combining it with the irrigating cystoscope, which had now come into wide use, to permit 

for the first time destruction of the prostate under visual control.(2). In 1925, Kenneth Walker of London constructed an insulated sheath out of ‘Bakelite’; previous sheaths and tubes been made of metal. Cutting with high-frequency current was first used by C.W. Collings of New York in 1926. Transurethral prostatectomy, as we know it today, could not have developed without four landmark inventions: the cystoscope (Nitze, 1877), the first practical incandescent light bulb (Edison, 1878), the fenestrated tube (Young, 1900), and the application of high-frequency electrical current under water (Beer, 1910). In the latter half of the 20th century, more advances, i.e. the Iglesias resectoscope, Hopkins’ fiber-optics, video-cameras, laser energy, and others, facilitated many of the methods now used to treat the enlarged prostate. 

  


Introduction 

  

The last 20 years has again seen a reformation in the surgical treatment of BPH after a stability for almost 50 years due to TURP. The emergence of TUVP, Bipolar TURP, Lasers & Photo selective vaporization have all started challenging the monopoly enjoyed by TURP. Lower cost & short learning curve were the mainstays of TURP becoming the most popular form of treatment for BPH of small to moderate sized glands. The problems of TUR syndrome(0.1-1%), repeat endourological interventions(14.7%)  & need for blood transfusions(2-4.8%) were problems found on large cohorts of patients studied for long term(3,4). The emergence of Lasers(Holmium & Thulium), Bipolar TURP & Photo selective Vaporization of prostate have challenged TURP in the recent times due to some good prospective randomized controlled trials. 

  

Lasers  

  

Cochrane (2004) reviewed  20 studies involving 1898 subjects who were evaluated, including 4 studies with multiple comparisons . Overall, laser subjects were less likely to receive transfusions or develop strictures and their hospitalizations were shorter. Non-contact laser subjects were more likely to have dysuria, urinary tract infection and retention. Re-operation occurred more often following laser procedures. Laser techniques were found to be useful alternative to TURP for treating BPO. Small sample sizes and differences in study design limit any definitive conclusions regarding the preferred type of laser technique. Data were insufficient to compare laser techniques with other minimally invasive procedures. 29 

  

There have been at least 6 randomized controlled trials since 2004 that have compared monopolar TURP to HOLEP (Holmium laser enucleation of prostate).  Mean prostate size in both groups ranged from 53.5 g to 77.8 g; patients in the HoLEP group had significantly larger glands than patients in the monopolar TURP group(5,6). The procedure length was significantly shorter for TURP in most studies. Specimen weight after HoLEP was significantly larger than after TURP in two trials (5,11) but was larger after TURP in another trial(7). Gupta and colleagues attributed the small specimen weight in the HoLEP group to the substantial vaporization effect and the relatively small prostate sizes in the study. Tan and colleagues (11) compared the efficiency of the two techniques by assessing the mass of specimen removed per minute of energy source used; HoLEP was significantly more efficient than TURP, despite the longer surgery time during the HoLEP procedure, blood loss was significantly lower during HoLEP than TURP in two studies, the clinical significance of these findings is questionable.(7,12) The reduction in sodium levels were similar in both categories. Post operative dysuria was more common in 2 studies(5,6). Catheterization time and hospital stay were consistently shorter in the HoLEP groups(6,7,8,11).The differences in IPSS, QOL, Qmax and changes in sexual function were generally comparable between the two techniques in all trials. (Table-1) 

  

Studies comparing HOLEP to open prostatectomy in large prostate glands(113-124 mls) showed shorter operative time with Open prostatectomy but the blood loss, catheterization time & hospital stay was lesser with HOLEP. The two procedures were comparable in terms of IPSS, Qmax and PVR urine volume, in addition to the incidence of long-term complications (up to 5 years).(14,15). HoLEP was also found to provide significant net cost savings compared with open prostatectomy for patients with large prostates 
(>70 g). (16) 

  

	PROCEDURE 
	YEAR     
	n 
	PROSTATIC VOL (mls) 
	TIME(mts) 
	WEIGHT RESECTED(gms) 
	FOLLOW UP (mths) 
	IPSS 
	Qmax 
	CATH (hrs) 
	STAY (hrs) 

	TURP5 
	2004 
	48 
	56.2 
	57 
	25.4 
	12 
	21.9 
	7.8 
	57.7 
	85.8 

	HOLEP5 
	
	52 
	
	75 
	36 
	12 
	21.6 
	8.2 
	31 
	59 
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	TURP6 
	2006 
	60 
	58.2 
	NR 
	NR 
	24 
	21.6 
	NR 
	NR 
	NR 

	HOLEP6 
	
	60 
	73.3 

(p<0.05) 
	NR 
	NR 
	24 
	21.1 
	NR 
	NR 
	NR 

	TURP7 
	2006 
	50 
	59.8 
	64.1 
	24.8 
	12 
	23.3 
	4.5 
	45.7 
	NR 

	HOLEP7 
	
	50 
	57.9 
	75.4 

(p<0.001) 
	17.2 

(p<0.004) 
	12 
	23.4 
	5.1 
	28.6 

(p<0.001) 
	NR 

	TURP8 
	2006 
	48 
	60.3 
	57 
	NR 
	12 
	21.9 
	7.8 
	57.7 
	85.8 

	HOLEP8 
	
	52 
	70 
	74 

(p<0.05) 
	NR 
	12 
	21.6 
	8.2 
	31 

(p<0.001) 
	59 

(p<0.001) 

	TURP9 
	2006 
	30 
	70 
	33.1 
	57 
	24 
	23.4 
	8.3 
	44.9 
	49.9 

	HOLEP 9 
	
	30 
	77.8 
	62.1 

(p<0.001) 
	74 
	24 
	26 
	8.4 
	17.7 

(p<0.001) 
	27.6 

(p<0.001) 

	TURP10 
	2007 
	100 
	49.9 
	73.8 
	37.2 
	36 
	21.4 
	5.9 
	43.4 
	85.8 

	HOLEP10 
	
	100 
	53.5 
	94.6 

(p<0.0001) 
	32.6 
	36 
	22.1 
	4.9 
	27.6 

(p<0.0001) 
	53.3 

  

(p<0.0001) 


Table-1 

  

Bipolar TURP 

  

Bipolar TURP (Gyrus plasmakinetic/Vista VTR system) encompasses the same broad concept as monopolar TURP. The electricity runs between an active and passive electrode which converts the irrigation fluid (Normal saline) into plasma layer that disintegrates tissue in contact (17). There have been some 11 randomized trials comparing it to conventional TURP since 2004(17-28). The preoperative volume averaged 40-55mls. The resection time was comparable.Intraoperative blood loss measured as hemoglobin  level post operatively(<24 hrs),hematocrit or need for blood transfusion was significantly less. 5 studies reported a less significant sodium level  after bipolar TURP. 8 studies reported shorter post operative catheterisation time and 8 reported significantly shorter hospital stay with bipolar TURP. 

  

  

The Cost 

  

It hardly matters what is the cost of a TURP or Laser in any other country as it hardly affects our nation. The lack of Indian studies stating this fact leads to a lack of standardised data for the same. I did a small survey to know the cost factor in various part of the country just by personal communication. I am hereby stating the facts as per the type of hospital stated as under. 

                                                        

                                                                  TURP                                                 HOLEP                                           Bipolar TURP 

  

Small hospital/Nursing home               15000- 25000                                     35000-75000                                    No center locatable* 

  

Large hospital                                       35000- 100000                                   60000- 125000                                 Same as TURP 

  

  

  

* I surveyed a few Urologists i know but none was able to tell me if this technique was being followed in any private center. 

P.S. this survey does not include any government set ups as the cost of the procedure is mainly borne by the government there. 

The price variation is as per the hospital rules and the category of room the patient chooses. 

  

Conclusions 

 It can be safely concluded that HOLEP is at least as efficacious as TURP in terms of relief of symptoms. HOLEP holds a definite edge over TURP with regards to duration of catheterization, length of hospital stay, post operative bladder irrigation & blood transfusion goes, though there is no reporting of amount of blood loss. The other advantages of HOLEP are its efficacy in large glands where it is comparable to open prostatectomy. The stumbling block for HOLEP has been its cost of set up and the learning curve. The advent of newer techniques is always marked by unparalleled marketing which should be guarded against. The guiding light must be good prospective randomized trials and one’s own experience with the technique. The bottom line being do what you are best at considering the patient, social & economic limitations judiciously. 

  

    

  

References

  

1. Fuller E.(1895) Six successful and successive cases of prostatectomy. J Cutan Genitourin Dis 13 : 229–39 
2. Freudenberg A (1897). Bottinischa operation bei prostatahypertrophie. Berl Klin Wschr : 1002–3 
3. Rassweiler J et al. (2006)Complications of transurethral resection of the prostate (TURP)—incidence, management, and prevention. Eur Urol 50: 969–979 

4. Madersbacher S et al.  (2005) Reoperation, myocardial infarction and mortality after transurethral and open prostatectomy: a nation-wide, long-term analysis of 23,123 cases. Eur Urol 47: 499–504. 

5. Montorsi F et al.  (2004)Holmium laser enucleation versus transurethral resection of the prostate: results from a 2-center, prospective, randomized trial in patients with obstructive benign prostatic hyperplasia. J Urol 172: 1926–1929  

6. Briganti A et al. (2006) Impact on sexual function of holmium laser enucleation versus transurethral resection of the prostate: results of a prospective, 2-center, randomized trial. J Urol 175: 1817–1821 |  

7. Gupta N et al. (2006) Comparison of standard transurethral resection, transurethral vapour resection and holmium laser enucleation of the prostate for managing benign prostatic hyperplasia of >40 g. BJU Int 97: 85–89 

8. Rigatti L et al. (2006) Urodynamics after TURP and HoLEP in urodynamically obstructed patients: are there any differences at 1 year of follow-up? 

9. Wilson LC et al. (2006) A randomised trial comparing holmium laser enucleation versus transurethral resection in the treatment of prostates larger than 40 grams: results at 2 years. Eur Urol 50: 569–573  

10.Ahyai SA et al. (2007) Holmium laser enucleation versus transurethral resection of the prostate: 3-year follow-up results of a randomized clinical trial. Eur Urol 52: 1456–1463 

11.Tan AH et al. (2003) A randomized trial comparing holmium laser enucleation of the prostate with transurethral resection of the prostate for the treatment of bladder outlet obstruction secondary to benign prostatic hyperplasia in large glands (40 to 200 grams). J Urol 170: 1270–1274 

12. Kuntz RM et al. (2004) Transurethral holmium laser enucleation of the prostate versus transurethral electrocautery resection of the prostate: a randomized prospective trial in 200 patients. J Urol 172: 1012–1016  

13. Kuntz RM and Lehrich K (2002) Transurethral holmium laser enucleation versus transvesical open enucleation for prostate adenoma greater than 100 gm: a randomized prospective trial of 120 patients. J Urol 168: 1465–1469  

14. Naspro R et al. (2006) Holmium laser enucleation of the prostate versus open prostatectomy for prostates >70 g: 24-month follow-up. Eur Urol 50: 563–568 

15. Kuntz RM et al. (2008) Holmium laser enucleation of the prostate versus open prostatectomy for prostates greater than 100 grams: 5-year follow-up results of a randomised clinical trial. Eur Urol 53: 160–166  

16. Salonia A et al. (2006) Holmium laser enucleation versus open prostatectomy for benign prostatic hyperplasia: an inpatient cost analysis. Urology 68: 302–306 

17. Wendt-Nordahl G et al. (2004) The Vista system: a new bipolar resection device for endourological procedures: comparison with conventional resectoscope. Eur Urol 46: 586–590 

18. Erturhan S et al. (2007) Plasmakinetic resection of the prostate versus standard transurethral resection of the prostate: a prospective randomized trial with 1-year follow-up. Prostate Cancer Prostatic Dis 10: 97–100  19. Ho HS et al. (2007) A prospective randomized study comparing monopolar and bipolar transurethral resection of prostate using transurethral resection in saline (TURIS) system. Eur Urol 52: 517–522  

20. de Sio M et al. (2006) Gyrus bipolar versus standard monopolar transurethral resection of the prostate: a randomized prospective trial. Urology 67: 69–72  

21. Iori F et al. (2008) Bipolar transurethral resection of prostate: clinical and urodynamic evaluation. Urology 71: 252–255  

22. Michielsen DP et al. (2007) Bipolar transurethral resection in saline—an alternative surgical treatment for bladder outlet obstruction. J Urol 178: 2035–2039 

23. Seckiner I et al. (2006) A prospective randomized study for comparing bipolar plasmakinetic resection of the prostate with standard TURP. Urol Int 76: 139–143 

24. Singh H et al. (2005) Bipolar versus monopolar transurethral resection of prostate: randomized controlled study. J Endourol 19: 333–338    

25. Tefekli A et al. (2005) A hybrid technique using bipolar energy in transurethral prostate surgery: a prospective, randomized comparison. J Urol 174: 1339–1343   

26. Yang S et al. (2004) Gyrus plasmasect: is it better than monopolar transurethral resection of prostate. Urol Int 73: 258–261  

27. Nuhoglu B et al. (2006) Plasmakinetic prostate resection in the treatment of benign prostate hyperplasia: results of 1-year follow up. Int J Urol 13: 21–24   

28. Patankar S et al. (2006) PlasmaKinetic Superpulse transurethral resection versus conventional transurethral resection of prostate. J Endourol 20: 215–219 

 29. Hoffman RM, MacDonald R, Wilt TJ. Laser prostatectomy for benign prostatic obstruction. Cochrane Database of Systematic Reviews 2000, Issue 1. Art. No.: CD001987. DOI: 10.1002/14651858.CD001987.pub2.

