
SYMPOSIUMMEN’S HEALTH
BENIGN PROSTATIC HYPERPLASIA

20%, improving both symptom scores
and peak urine flow rate. The main
clinical effects of finasteride may take
3–6 months to become apparent, and
patients who benefit most tend to be
those with enlarged prostates and
serum PSA values > 1.6 ng/ml. The
changes in symptom scores and flow
rates have been shown to be
maintained for at least five years.

Finasteride is very well tolerated.
The main side effects are reduced
libido and erectile dysfunction, each of
which occurs in 3–5% of patients.
These appear to be reversible on
stopping treatment. Some patients
may notice a reduction in the volume
of ejaculate, and they should be
counselled about this. About 1% of
men may develop breast tenderness
and some gynaecomastia. 

Unlike alpha
1
-blockers, finasteride

appears capable of preventing the
progression of BPH. The most
significant reductions in acute urinary
retention (AUR) and surgery are seen
in men with higher serum PSA levels
and larger prostate volumes. 

The dual inhibition of types 1 and 2
5α-reductase by dutasteride produces
greater suppression of DHT than that
achieved with the selective 5α-reductase
type 2 inhibitor finasteride. In a two-
year placebo-controlled study,
dutasteride significantly improved
symptoms and flow. 

The magnitude of the improvement
could be correlated with the prostate
volume; men with larger prostates
benefited most. Dutasteride also
lowers the risk of acute retention and
surgery related to BPH by 48–57%.

The incidence of impotence,
decreased libido and ejaculatory
disorders is similar to that with
finasteride. Gynaecomastia and nipple
tenderness are seen in 1–1.9% of
patients. Overall, dutasteride
produced a 57% reduction in the risk
of AUR and a 48% reduction in the
need for BPH-related surgery.5

There is now also some evidence
that dutasteride may have a
chemopreventative effect on prostate
cancer, but it does not have a license
for this indication at this time.

Combination therapy
As in asthma, where a combination of
a bronchodilator for acute relief
together with a steroid aerosol to
prevent attacks, is employed,
combination therapy for BPH with an
alpha

1
-blocker and a 5-ARI appears

attractive. Such an approach has been
evaluated in several four-arm
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Histological disease (microscopic BPH) is present in more 
than 60% of men beyond their sixties, and more than
40% of men in this age group have lower urinary tract
symptoms (LUTS). The prevalence increases with age. At
current intervention rates, about one-fifth of patients with
symptomatic disease who present to a doctor will
eventually be treated surgically. The remainder will often
be managed initially by active surveillance. The majority
of these men suffer gradual progression of symptoms
and increasingly require treatment.

BPH is characterised by a spectrum of obstructive and  
irritative symptoms, known collectively as LUTS. Poor
urinary flow and the sensation of incomplete bladder
emptying are the two symptoms that correlate most closely
with the eventual need for prostate surgery.The following
conditions cause similar urinary symptoms and should be
excluded: Parkinson’s disease or stroke, polyuria from
diabetes or congestive heart failure, history of urethral
strictures, or treatment with, for example, anticholinergics
or antidepressants. Untreated, a significant number of men
with BPH will eventually develop acute urinary retention.

In addition to symptom assessment, physical examination
by digital rectal examination can provide an estimate of
prostate volume and exclude a palpable nodule
suggestive of prostate cancer. Prostate specific antigen
determination provides additional information about the
risk of prostate cancer being present.

Medical management of BPH is suitable for most patients 
with moderate symptoms. The two main evidence-based
approaches to medical management are α

1
-blockers and

5α-reductase inhibitors (5-ARIs). Severely symptomatic
patients may also respond to these drugs. Mild symptoms
should usually be managed by active surveillance.

Selective α
1
-blockers, such as doxazosin, slow-release 

alfuzosin and the α
1A

-selective compound tamsulosin,
have all been shown to increase peak urine flow rate and
improve symptoms in about 60% of patients with
symptomatic BPH. 5-ARIs act by inhibiting the enzyme
5α-reductase, which occurs in two forms, types 1 and 2,
and converts testosterone to DHT. As DHT plays a key
role in controlling prostate growth, inhibition of these
enzymes causes the hyperplasia to regress. Finasteride
inhibits type 2 5 alpha-reductase and reduces prostate
volume by about 20%, improvingboth symptom scores
and peak urine flow rate. Unlike α

1
-blockers, finasteride

may prevent the progression of BPH. Dutasteride is a dual
5α-reductase inhibitor and produces greater suppression
of DHT than finasteride. Combination therapy with an 
α

1
-blocker and a 5-ARI is more effective than monotherapy

in terms of symptom relief and prevention of progression.

More than 90% of surgical procedures for BPH are still  
carried out by TURP. Symptoms are improved in about
70–90% of patients. The main drawback of TURP is the
risk of bleeding, either during the operation or afterwards.

randomised placebo-controlled
studies.7,  8 The conclusion was that
combination was more effective than
either form of monotherapy, not only
in terms of symptom relief, but also
prevention of disease progression in
terms of the incidence of AUR and the
need for surgery. 

SURGERY
TURP
More than 90% of surgical procedures
for BPH are still carried out by
transurethral resection of the prostate
(TURP). A resectoscope with a
diathermy loop is introduced via the
urethra, and chips of hyperplastic
prostate tissue are excised and
removed through the resectoscope
sheath. The operation can be
performed under spinal epidural or
light general anaesthesia; a urethral
catheter is retained for 36-48 hours
postoperatively. 

Symptoms are improved in about
70-90% of patients, and peak urine
flow rates of well over 15-20 ml/s can be
achieved reliably.

The main drawback of TURP is the
risk of bleeding, either during the
operation or afterwards. If this is heavy
and prolonged, transfusion may
become necessary. If clots form within
the bladder a washout may be
needed. Urethral strictures can also
occur as a result of the passage of a
sizeable instrument up the urethra. 

Newer techniques
These disadvantages have provided
the stimulus for the development of
newer techniques, including holmium
laser enucleation of the prostate
(HoLEP). This procedure is reported to
produce good results in the literature,9

however there is a steep learning curve
for surgeons with HoLEP and thus it is
performed only in centres which
specialise in the technique. 

For smaller prostates an alternative
surgical procedure is transurethral
incision of the prostate (TUIP), also
known as a bladder neck incision and
for larger prostates open prostatectomy
is still sometimes required. 

A technique known as green light
laser (GLL) prostate vaporisation is
becoming popular, partly because it is
easier to learn than HoLEP. Several
studies have shown that GLL is a safe
and effective alternative to TURP,
producing similar improvement in
symptoms but with fewer
complications and shorter duration of
catheterisation and hospital stay.10, 11

Minimally invasive techniques such




