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BPH 

Global Average Life Expectancy more than doubled since 1900

The data for life expectancy by age is taken from the Human Mortality Database. University of California, Berkeley (USA), and Max Planck Institute for Demographic Research (Germany). 
Available at www.mortality.org (data downloaded on 15 April 2017).

http://www.mortality.org/


BPH

"CIA – The World Factbook Life Expectancy At Birth". Cia.gov. Retrieved 2017-06-03.

https://www.cia.gov/library/publications/the-world-factbook/rankorder/2102rank.html


BPH

6/2019
7.7 billion



BPH Treatment Options

• Medications
• ⍺-blockers
• 5ARI
• Cialis 5

• Surgery
• TURP (mono/bipol)
• Laser (GL-PVP, Holmium, Thulium)
• Enucleation + Morcellation (EEP)
• Retropublic Prostatectomy (Open, Robotic)
• Aquablation

• MIST
• Urolift
• REZUM MORE TO COME….











WIRELESS HANDHELD 
ULTRASOUND

IN UROLOGY

Dr Kevin Zorn, FACS, FRCSC

Associate Professor 

University of Montreal Hospital Center (CHUM)



EVALUATION OF BPH and BLADDER EMPTYING

PVR = 155 cc Prostate Volume = 65cc



PREOPERATIVE EVALAUTION OF BPH

Prostate Volume  = 130cc



Canadian Discordance in Training
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PRE-OPERATIVE TRANSRECTAL ULTRASOUND
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Variety of transurethral resection techniques of the prostate in Canadian 
residency programs



Canadian Discordance in Training
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PRE-OPERATIVE TRANSRECTAL ULTRASOUND

Performed Not performed
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Canadian Discordance in Access and Reimbursement

Hueber PA, Zorn KC. CUAJ  2013



US GreenLight Console Access
©2014 American Medical Systems, Inc. All rights 

reserved. 
21

Canadian Geographic Discordance to Access

2721 active XPS acounts



Canada GreenLight Console Install Base
©2014 American Medical Systems, Inc. All rights 

reserved. 
22

Canadian Geographic Discordance to Access

60 active XPS acounts

HOLEP

HOLEP
HOLEP

HOLEP



CASE STUDY 1

• Mr. JMV

• 89 years old

• PMHx:
• Orchidopexy
• CAD with stents 2004, 2009, 2012
• Cardiac valve 2014  Pradaxa
• Pacemaker 2015
• DM
• DLP

• INDWELLING FOLEY x 1 year



CASE STUDY 1

• Mr. JMV

• 89 years old

• Qmax =3

• VV = 45

• PVR =455

• Cysto:  

TRUS Imaging









CUA – BPH Case1a
• 1) Urodynamics

• assess detrusor contractility, detrusor 

underactivity is concern

• 2) Choice would be PVP (GreenLight)
• Hemostatic (Power 80-140W) 

• Able to operate on large gland

• Ablative surgery to remove tissue



Case 1

 Not the healthiest dude

 PV 120 with middle lobe

• Middle Lobe Only  – bTURP

Ejaculation Preserving Middle Lobe Only Transurethral 

Resection of the Prostate: 12 Year Experience

-(2005-2017), 312 consecutive been with IPP>1cm

- MSHQ ejaculation was preserved

-2.2%required a repeat TURP surgery

- 6% of men resuming medical therapy for BPH

BUTTON ?
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Case 1 Options

• SPANNER CATHETER

• HOLEP

• Median Lobe Only HOLEP

*Unpublished data
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Median Lobe Only HoLEP

• Median lobe only

• 20 patients

• Median Age 67

• Mean Follow-up 18 months

• 3 month data

• To date only 4 patients (20%) 

additional treatment 

*Unpublished data



How would you manage ACO?

• Difference between:
• ASA

• COUMADIN

• DIRECT ORAL ANTICOAGULANTS (DOACS)
• apixaban (Eliquis®)

• betrixaban (BevyxXa®) 

• dabigatran (Pradaxa®)

• edoxaban (Savaysa®) 

• rivaroxaban (Xarelto®)

 andexanet alfa (AndexXa®)

 andexanet alfa (AndexXa®)



How would your management / options differ 
if this patient’s prostate volume was 60cc?



CUA – BPH Cases
• Case 1b – PrVol 60mL

• 1) Urodynamics

• 2) Smaller gland, age and comorbidities 

consider a MIST (UroLift or Rezum), 

enough to get him voiding

• PVP still has highest likelihood of 

success

– Balance risks of surgery vs MIST



Case 1b

 PV 60

• MLO – TURP

• Rezum



36

UroPH-620208-AA 03/19

Time N
Mean 

(cm3)

Mean ∆ 

(cm3)

Mean 

% ∆

Lesion Volume

1 Week 59 8.5

1 Month 57 3.5 -5.0 -58.8%

3 Months 55 0.7 -7.8 -91.8%

6 Months 54 0.3 -8.2 -96.5%

Transition Zone Volume

1 Week 59 40.1

1 Month 57 33.1 -7.0 -17.5%

3 Months 55 28.0 -12.1 -30.2%

6 Months 54 24.8 -15.3 -38.2%

Prostate Volume

1 Week 59 67.8

1 Month 57 58.5 -9.3 -13.7%

3 Months 55 51.7 -16.1 -23.7%

6 Months 54 47.2 -20.6 -30.4%

Entire Study Group

1 Week 1 Month

3 Months 6 Months
6-Month Measurements vs. 1 Week

Lesion resolution 99.5%

Transition zone volume 

reduction
-52.7%

Prostate volume reduction -46.2%

Significant Lesion Creation/Resolution and Volume Reduction7

This study includes parameters outside of the US cleared indication
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Case 1b Options

• Median Lobe Only HOLEP (n~10-15/yr)

• HOLEP (depends on Pdet - UDS)

• ALTERNATIVES

• REZUM

• SUPRAPUBIC FOLEY (option)

*Unpublished data



How would your management / options differ 
if this patient’s prostate volume was 250cc?



CUA – BPH Cases
• Case 1c – PrVol 250mL

• 1) Urodynamics

• 2) PVP is best option for VERY large 

gland

– No time limit, under long acting spinal

– Lowest risk of bleeding

3) If available, might consider PAE (frail 

elderly)



Case 1c

 PV 250 

• PAE

• Then, whatever
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Case 1c Options

• HOLEP

• Can consider PAE –but my experience HIGH failure rate (60%)

• ++ OR time

• ++ Contrast

• ++ Cost. (1400  vs. 2600.          )

• ++++ RADIATION

• EXPERIMENTAL therapy in all guidelines
*Unpublished data

1 PAE =

5-10    Abdo-pelvic CT

-586    CXR

-4.4.    Barium Swallow

-8.8      VCUG



How would your management / options differ if 
this patient had a large 2x3cm bladder stone? 



CUA – BPH Cases
• Case 1d – 120PV but bladder Stone

• 1) Holmium laser cystolithopaxy

• 2) GreenLight PVP

• Same seating can remove stone and 

adenoma, outpatient, can stay on blood 

thinner



Case 1d

 PV 120 with middle lobe

• MLO – TURP

 Stone changes little
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Case 1d Options

• HOLEP

• CYSTOLITHOPAXY FIRST

*Unpublished data

OFFSET NEPHRSCOPE



CASE STUDY 2

• Mr. DE

• 62 years old

• PMHx:
• HTN

• GERD

• BPH
• DUAL THERAPY x 5 years 

• (AVODART/FLOMAX)

• NO ACO



CASE STUDY 2

• Mr. DE

• 62 years old

• IPSS=20.   QOL=5

• Qmax =6 

• VV=150cc.  PVR= 225cc

• Prostate Volume TRUS =80cc









CUA – BPH Cases
• Case 2a – 62M, 80mL, Dual Medical therapy

• 1) Assess priorities (off meds, preserve 

sexual function, improve symptoms)

• 2) Offer MIST (UroLift vs Rezum)

– Consider median lobe

– Retreatment rates (advantage Rezum)

– Speed of recovery (slight advantage UroLift)

LETS SAY NO MIDDLE LOBE?



Case 2a

 Whatever! (US and Canada differ)
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Case 2a Options

• HOLEP

• AQUABLATION

• MIST

*Unpublished data



How would your management / options differ 
if this 80cc prostate patient was on ACO?



CUA – BPH Cases
• Case 2b – 62M, Pr Vol 80, Dual MRx, 

ACO for Afib

• 1) Assess priorities/values 

• 2) Usually able to hold ACO – then offer 

all options MIST, PVP, Aquablation



Case 2b

 Whatever! (US and Canada differ)

 ACO doesn’t change battle plan
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Case 2b Options

• HOLEP

• Continue ASA

• Coumadin drop INR<2.0
• PLAVIX and DOAC

*Unpublished data



How would your management / options differ if 
this 80cc prostate patient was remarried to 
younger partner and desires natural pregnancy?

ANTEGRADE EJACULATION



CUA – BPH Cases
• Case 2b – 62M, 80mL, Dual MRx, 

Fertility

• 1) Urolift vs Rezum

– Urolift has 0% risk retrograde ejaculation

– Rezum has 0% risk retrograde ejaculation 

– (some reduced ejaculatory volume)

– -Neither has risk of de novo ED 

WHICH IS YOUR PREFERENCE?



Case 2

 Ah, yes,,,the younger partner

• Keep apical tissue

Conventional 

Apex sparing 
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Case 2a Options

• AQUABLATION     

• MIST

*Unpublished data

WHAT IS REPORTED RETROGRADE/ANEJACULATION RATE?



MANAGEMENT OF POST BPH SURGERY LUTS

OAB
NOCTURIA



Management of 

Post-Operative LUTS
• OAB Symptoms (FUN)

• 1) Majority are self-limited, give time

• 2) Prefer Anti-Muscarinic over B3 

Agonist (prevent detrusor contractions)

• 3) Terrible frequency/dysuria is usually 

related to technique in PVP (too much 

charring)

– Some give short course steroids or anti-

inflammatory
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Nocturia

• One of the most distressing sx for men (≥ 2 night)

• Associated with increased depression, increased falls and fractures, CHF, 
increased all cause mortality

• Low bladder volume or void

• Increased night time urine production

• Sleep disturbances

• 50% of patients have OSA
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Treatment

• Behavioral modification

• BPH medications

• Anticholinergics

• Self Catheterization (Hypotonic bladder postop)

• Desmopressin

• Recommended for men < 65 yrs

• Sublingual tablet, intranasal, oral tablet

• Monitor sodium prior, 1 week after, 1 month after, and 3-7 days after 
each dose change

• Associated with compensatory daytime diuresis.



Technical Variations in SURGICAL TECHNIQUE  
to Minimize Functional Side Effects

• STRESS INCONTINENCE. (SUI)

• RETROGRADE EJACULATION

• BLADDER NECK CONTRACTURE (BNC)
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Technical modification to minimize side effects

• Stress Urinary Incontinence

• Preservation of the verumontanum

• Preservation of the apical tissue

• Description of an “apical pad”

• Limit energy at the apex

• “Top down” technique to limit stress on the membranous 
urethra



Technical Variations
• 1) SUI – demarcate veru at start of case

• Be aware of EUS at all times

• Understand forward angle EUS anteriorly

• 2) Retrograde Ejac: 

– Spare floor, colliculus seminalis, leave apical 

tissue as flap over ejac. ducts

• 3) BNC 

– low energy, don’t over cauterize

– Higher risk in small prostate <30cc (TUIP)



How to Minimize Functional 
Adverse Events? 

 Wide proximal resection

 Keep apex

 Remember anatomy
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