Difference
of opinion

Vol. 44 (1): 215-218, March - Abril, 2018
doi: 10.1590/S1677-5538.IBJU.2018.02.03

BPH treatment: laser for everyone | Opinion: NO
Fernando G. Almeida 1, 2, Luciano Teixeira Silva 2
Departamento de Disfunções Urinárias, Urologia Feminina e Urodinâmica, 2 Departamento de Urologia,
Universidade Federal de São Paulo, UNIFESP, Escola Paulista de Medicina, São Paulo, SP, Brasil
________________________________________________________________________________________
1

Keywords: Lasers; Therapeutics; Prostatic Hyperplasia; Transurethral Resection of Prostate
______________________________________________________________________________________________

Benign prostate enlargement (BPE) is a highly prevalent pathology (1). The main
consequence of BPE is Bladder Outlet Obstruction (BOO). Patients with BOO may be bothered by voiding lower urinary tract symptoms (LUTS). Those men with BOO and significant
LUTS which did not respond to clinical approaches may be candidate to surgical procedures. In patients with prostate volume inferior to 80-100 grams, monopolar transurethral
resection of prostate (TURP) has been considered the gold standard for decades. The American Urological Association (AUA) considered TURP as standard treatment for BPH (2)
and The European Urological Association considered TURP “the treatment of choice” for
prostates sized 30 to 80 cm3 (3).
In the past years, a wide range of innovative transurethral procedures have challenged the supremacy of this standard surgical option (4). These alternative transurethral
procedures embrace all laser therapies, encompassing the various types of lasers and modalities of prostatic tissue ablation (enucleation, vaporization, and resection) and bipolar
devices permitting bipolar TURP (5-7). Many of the “innovative” techniques at their time,
such as trans-rectal high intensity focused ultrasound, visual laser ablation and transurethral needle ablation, claimed good results and did not survive to test of the time (8, 9).
TURP has been shown to be cost-effective, efficient, durable and with well-defined
long-term complications and re-treatment rates (10). A large prospective multicenter study, including 10,654 men, who underwent TURP described a mortality rate of 0.10% and
the cumulative short-term morbidity rate of 11.1% (11). Complications of TURP include
failure to void (4.5% to 5.8%), surgical revision (1.1% to 5.6%), urinary tract infection
(3.6% to 4.2%), bleeding which requires transfusions (2.0% to 2.9%) and TUR syndrome
(0.8% to 1.4%) (11, 12). By using bipolar TURP, TUR syndrome has been overpassed. The
bipolar TURP is performed with saline solution, which has improved safety, allow longer
resection time and can reduce TUR syndrome, catheter time and length of hospital stay
(13). Furthermore, in skilled hands bipolar TURP can be performed in prostate glands bigger than 80-100 grams.
Many endoscopic technologies have been proposed to replace TURP as the new standard reference. There has been a rise in the use of minimally invasive surgical therapy (14).
Emerging laser treatments that deserve consideration in this debate are Holmium laser enucleation of the prostate (HoLEP) and photoselective laser vaporization of the prostate (PVP).
There are some trials comparing HoLEP and TURP (15-18). With mean follow-up range of 1 to 3 years, HoLEP demonstrated similar functional results to TURP when
considering International Prostate Symptom Score [IPSS], quality of life score [QOL], and
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maximum flow rate [Qmax]. However, HoLEP operation time was significantly longer
in all trials with almost twice the time of
TURP in one trial (15). On the other hand,
HoLEP can be used as an alternative to open
prostatectomy in large prostates (19). It has
been demonstrated that HoLEP presented similar functional results, reduced catheterization time, hospital stay, and less blood loss
than open prostatectomy for large prostates
treatment in two years follow-up (20). Catheter duration, hospital-stay and blood loss
were in favour of HoLEP in two meta-analysis (12, 21). Urgency symptoms were more
pronounced after HoLEP compared to TURP
in one meta-analysis (5.6 vs. 2.2%) (12). Bladder injury during morcellation and postponed morcellation due to equipment failure
are reported complications with HoLEP.
The learning curve with HoLEP is a
great challenge. Shah et al. described the learning curve of approximately 50 cases (22).
Cost is another important issue, particularly in developing countries. The increase in
costs are related to the requirement of specific 100W laser, fibers and morcellator need
for HoLEP.
Photoselective laser vaporization of
the prostate (PVP) uses 532-nm lasers (80W potassium-titanyl-phosphate [KTP], GreenLight, AMS, Minnetonka, MN) or 120-W
lithium borate (LBO) and GreenLight XPS
180W (GL-XPS) (23). It was initially proposed as an alternative to TURP in anticoagulated patients. As opposed to HoLEP, the
learning curve of PVP is shorter (24). One
inherent limitation of PVP is the absence of
tissue diagnosis.
Horasanli et al. showed that immediate outcomes were significantly better in
PVP than TURP with reduced time of postoperative catheterization (3.9±1.2 days and
1.7±0.8 days, P<0.05) and shorter length
of stay (4.8±1.2 days versus 2±0.7 days,
P<0.05). On the other hand, functional improvement (IPSS, Qmax and post-void residual) was significantly worst in PVP, even
with shorter follow-up. Operating room ti-
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mes were also significantly longer for PVP
(87 vs. 51 minutes) (25). A meta-analysis
showed increased dysuria comparing PVP,
M-TURP and B-TURP (8.5% vs. 0.8% vs.
0%) and increased postoperative urinary
tract infections comparing PVP, M-TURP
and B-TURP (12% vs. 4.1 vs. 2.6%) (12). We
observe that dysuria may be a significant
problem in some patients submitted to green laser surgery. Such problem is minimized
in trials, but it is a very common bothering
complain and sometimes may last for over
three months.
In a randomized controlled trial
comparing PVP and open prostatectomy in
large glands (average 93 vs. 96mL), surgical
room times were significantly longer for PVP
(80 vs. 50 minutes) with similar Qmax and
IPSS scores, but inferior QOL score in those
patients submitted to PVP at the 18-month follow-up (26). Similarly to HoLEP, cost
is an issue for PVP/GreenLight laser. Lasers
devices are very expensive and fibers are
disposable. There are no other usages for
this equipment. A trial published on Indian
Journal of Urology in 2009, consider that lasers are unreasonable for treatment of BPH,
particularly in developing countries, due to
costs, unproven long-term durability, steep
learning curve and lack of advantages over
TURP (27).
We agree with Ahyai et al. (12)
that the individual patient’s clinical profile
should be carefully assessed to identify the
most appropriate transurethral technique to
manage BOO. Lasers are not appropriate to
all patients. There is not single approach for
everyone, but a specific patient for each approach. None of the above mentioned therapies are adequate to everyone. We believe
that urologists managing symptomatic BPE
should be familiar with all above described
techniques to be able to judge the best option for each patient. Thus, the surgical approach should be planned based on patient’s
performance status, use of anticoagulants,
prostate volume, personal expectations and
surgeon experience.

REFERENCES
1.

Gratzke C, Bachmann A, Descazeaud A, Drake MJ,
Madersbacher S, Mamoulakis C, et al. EAU Guidelines
on the Assessment of Non-neurogenic Male Lower
Urinary Tract Symptoms including Benign Prostatic
Obstruction. Eur Urol. 2015;67:1099-109.
2. Roehrborn CG, McConnell JD, Barry MJ, et al. AUA
Guideline on the management of benign prostatic
hyperplasia. 2010. <available at. www.auanet.org/
documents/education/clinical-guidance/BenignProstatic-Hyperplasia.pdf>
3. de la Rosette JJ, Alivizatos G, Madersbacher S,
Perachino M, Thomas D, Desgrandchamps F, et al.
EAU Guidelines on benign prostatic hyperplasia
(BPH). Eur Urol. 2001;40:256-63; discussion 264.
4. Madersbacher S, Marberger M. Is transurethral
resection of the prostate still justified? BJU Int.
1999;83:227-37.
5. Malek RS, Kuntzman RS, Barrett DM. Photoselective
potassium-titanyl-phosphate laser vaporization of the
benign obstructive prostate: observations on longterm outcomes. J Urol. 2005;174(4 Pt 1):1344-8.
6. Peterson MD, Matlaga BR, Kim SC, Kuo RL, Soergel
TM, Watkins SL, et al. Holmium laser enucleation of
the prostate for men with urinary retention. J Urol.
2005;174:998-1001.
7. Barber NJ, Muir GH. High-power KTP laser
prostatectomy: the new challenge to transurethral
resection of the prostate. Curr Opin Urol. 2004;14:215.
8. Schatzl G, Madersbacher S, Lang T, Marberger M.
The early postoperative morbidity of transurethral
resection of the prostate and of 4 minimally invasive
treatment alternatives. J Urol. 1997;158:105-10.
9. Schatzl G, Madersbacher S, Djavan B, Lang T,
Marberger M. Two-year results of transurethral
resection of the prostate versus four ‘less invasive’
treatment options. Eur Urol. 2000;37:695-701.
10. Mebust WK, Holtgrewe HL, Cockett AT, Peters
PC. Transurethral prostatectomy: immediate and
postoperative complications. A cooperative study of
13 participating institutions evaluating 3,885 patients.
J Urol. 1989;141:243-7.
11. Reich O, Gratzke C, Bachmann A, Seitz M, Schlenker
B, Hermanek P, et al. Morbidity, mortality and early
outcome of transurethral resection of the prostate: a
prospective multicenter evaluation of 10,654 patients.
J Urol. 2008;180:246-9.
12. Ahyai SA, Gilling P, Kaplan SA, Kuntz RM,
Madersbacher S, Montorsi F, et al. Meta-analysis of
functional outcomes and complications following
transurethral procedures for lower urinary tract
symptoms resulting from benign prostatic
enlargement. Eur Urol. 2010;58:384-97.

13. Mamoulakis C, Ubbink DT, de la Rosette JJ. Bipolar
versus monopolar transurethral resection of the prostate:
a systematic review and meta-analysis of randomized
controlled trials. Eur Urol. 2009;56:798-809.
14. Yu X, Elliott SP, Wilt TJ, McBean AM. Practice
patterns in benign prostatic hyperplasia surgical
therapy: the dramatic increase in minimally invasive
technologies. J Urol. 2008;180:241-5.
15. Wilson LC, Gilling PJ, Williams A, Kennett KM,
Frampton CM, Westenberg AM, et al. 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.
2006;50:569-73.
16. Kuntz RM, Ahyai S, Lehrich K, Fayad A. Transurethral
holmium laser enucleation of the prostate versus
transurethral electrocautery resection of the
prostate: a randomized prospective trial in 200
patients. J Urol. 2004;172:1012-6.
17. Montorsi F, Naspro R, Salonia A, Suardi N, Briganti
A, Zanoni M, et al. 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. 2004;172(5 Pt 1):1926-9.
18. Gupta N, Sivaramakrishna, Kumar R, Dogra PN, Seth
A. 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. 2006;97:85-9.
19. Kuntz RM, Lehrich K, Ahyai S. Does perioperative outcome
of transurethral holmium laser enucleation of the prostate
depend on prostate size? J Endourol. 2004;18:183-8.
20. Naspro R, Suardi N, Salonia A, Scattoni V, Guazzoni
G, Colombo R, et al. Holmium laser enucleation of
the prostate versus open prostatectomy for prostates
>70 g: 24-month follow-up. Eur Urol. 2006;50:563-8.
21. Tan A, Liao C, Mo Z, Cao Y. Meta-analysis of holmium
laser enucleation versus transurethral resection of
the prostate for symptomatic prostatic obstruction.
Br J Surg. 2007;94:1201-8.
22. Shah HN, Mahajan AP, Sodha HS, Hegde S, Mohile
PD, Bansal MB. Prospective evaluation of the
learning curve for holmium laser enucleation of the
prostate. J Urol. 2007;177:1468-74.
23. Bouchier-Hayes DM, Van Appledorn S, Bugeja P,
Crowe H, Challacombe B, Costello AJ. A randomized
trial of photoselective vaporization of the prostate
using the 80-W potassium-titanyl-phosphate laser
vs transurethral prostatectomy, with a 1-year followup. BJU Int. 2010;105:964-9.
24. Seki N, Nomura H, Yamaguchi A, Naito S. Evaluation
of the learning curve for photoselective vaporization
of the prostate over the course of 74 cases. J
Endourol. 2008;22:1731-5.

217

25. Horasanli K, Silay MS, Altay B, Tanriverdi O, Sarica K,
Miroglu C. Photoselective potassium titanyl phosphate
(KTP) laser vaporization versus transurethral resection of
the prostate for prostates larger than 70 mL: a short-term
prospective randomized trial. Urology. 2008;71:247-51.
26. Skolarikos A, Papachristou C, Athanasiadis G,
Chalikopoulos D, Deliveliotis C, Alivizatos G. Eighteenmonth results of a randomized prospective study
comparing transurethral photoselective vaporization with
transvesical open enucleation for prostatic adenomas
greater than 80 cc. J Endourol. 2008;22:2333-40.

218

27. Gupta NP, Anand A. Lasers are superfluous for the
surgical management of benign prostatic hyperplasia in
the developing world. Indian J Urol. 2009;25:413-4.

Fernando G. Almeida, MD, PhD
Depart. de Disf. Urin., Urol. Fem. e Urodinâmica
Universidade Federal de São Paulo, UNIFESP, Escola
Paulista de Medicina, São Paulo, SP, Brasil
E-mail: fernandourologia@hotmail.com

