DISORDERS OF THE PROSTATE

BENIGN PROSTATIC HYPERTRPOPHY (Essential Surgery 2nd Ed, pp 402)
Cause and prevelance of BPH
Up to 50% of pts over the age of 45 have BPH. 
Pathophysiology (Fig 21.1)
Normally the prostate (when cross sectioned) has paraurethral glands and peripheral glands. In BPH, the paraurethral glands hypertrophy symmetrically (both sides of the urethra). The peripheral glands are compressed to form a false capsule. 
Clinical Features (pp 403)
The clinical features revolve on the obstruction of the urethra due to the prostatic enlargement:
1. Increased frequency (threshold for voiding reflex reached more quickly), urgency

2. Nocturia

3. Poor urine stream

4. Post-micturition dribbling

5. Double micturition

Complications of BPH (pp 403)
The complications of BPH revolve around bladder outlet obstruction:
1. Stagnant urine
a. Leads to infection

b. Bladder becomes distended ( overflow incontinence

c. Eventually the destrusor muscle hypertrophies in order to compensate the obstruction ( leading to bladder diverticula

d. Stone formation

The chronic rise in bladder pressure can lead to backflow pressure ( affecting the renal parenchyma ( hydronephrosis.
Principles of management of BPH (pp 403 Box 21.2)

Investigations:

· Ultrasound of bladder: estimation of residual urine volume. This will give an idea about the level of obstruction ( whether surgery is advised.
· Blood tests: FBC, UEC ( renal function, PSA ( Prostate Ca

· Urine tests: MSU (infection)

· Cystoscopy: to see where the obstruction is in the bladder
Procedures

· Catheterization will help relieve the residual urine in bladder (if > 750ml) ( allow renal fn to correct itself.

Treatment options:

· Transurethral resection of prostate (TURP): can be done while performing the Cystoscopy (remove the periurethral glands but leave the peripheral glands intact)

· Complications of TURP: retrograde ejaculation occurs (i.e.: orgasm feeling is maintained), haematuria, 2nd bleed, 

· Open prostatectomy: used when TURP is not indicated (i.e.: very large prostate)

· Catheterisation (suprapublic or urethral): maybe indicated in very old pts with multiple medical problems where surgery risks outweighs mortality / morbidity. Maybe treat such pts medically with finasteride or alpha-adrenergic blockers. 
· Indications for catherisation:

· Incontinent, dementia, immobile pts

· External sphincter damage caused by previous surgery

· Sacral neurogenic bladder (i.e.: in MS)

· Complications of catherterisation:
· Catheter blockage

· Blocked due to epithelial debris or stones ( changed every 6-10wks ( GP / community nurse.

· Infection ( antibiotics only if symptoms occur

PROSTATE CARCINOMA (Essential Surgery 2nd ed, 410)

Ca prostate is the 2nd most common cancer in males in Australia. 

Pathophysiology

In BPH, the paraurethral glands hypertrophy. In contrast to this, the pathology of Prostate Ca lies in the peripheral glands. This is why symptoms do not appear until a bit later, when compared to BPH. 
Most Prostate Ca’s are well differentiated, and all of them are adenocarcinomas. 

The significance of PSA: Prostate specific antigen is secreted by many prostate tumors, although its presence in blood need not mean cancer. If levels are greatly elevated, there is a higher probability that cancer is present ( warranting further investigation. 
Spread: The spread of cancer is usually firstly to pelvic lymph nodes and then via the spinal veins. Bone has a high affinity for prostate Ca spreads. 

Staging of Prostate Ca

Stage A: microscopic cancer (A1: specific area, well differentiated, A2: diffuse & poorly differentiated.
Stage B: palpable rectally but asymptomatic
Stage C: Involve whole gland, local extension

Stage D: Metastases (lymph nodes or bone). 

Clinical features of Prostate Ca
Rectal examination will reveal a smooth, nodular assymetrical surface, large nodular hard gland from Stage A ( C respectively. Symptoms of bladder neck obstruction can occur ( similar to BPH. Systemic spread will result in constitutional symptoms such as: malaise + fatigue, and also change in bowel habits, impotence, incontinence, pathological fractures. 

Investigation approach to pts suspected of prostate carcinoma 

Blood tests: PSA (marker for advanced cancer, although false positives and negatives can occur)
Rectal examination will reveal the physical characteristics of the prostate: 

· Rectal US is useful to image the prostate and transrectal ultrasound guided biopsy of prostate nodules will be useful. 

· TURP (transurethral resection prostatectomy): biopsy + resection can be performed at the same time. 
· CT scan: for spread information
Spread
Bone scans can be used to detect the level of metastases. 

Management of Prostate Carcinoma

The management of prostate Ca depends on the stage of disease presentation:
· Stage A & B: Early detection of prostate Ca can be total prostatectomy or radiotherapy, although more evidence needs to emerge comparing this versus “watch and wait” practice (until local advance of disease). This is mainly because of complications of treatment (impotence, loss of sphincter function). 

· Stage C&D: Stage C can be treated using TURP + radiotherapy +-hormonal therapy. Stage D tumours require palliative management:

· Retard growth & Control symptoms of bladder obstruction: 
· Anti-androgen therapy: bilateral orchidectomy (95% of androgen synthesis affected) + radiotherapy for painful bony mets
· LHRH analogue (leutinising hormone releasing hormone) ( inhibit testosterone production
· Anti-androgen drugs (cyproterone, flutamide ( block binding of testosterone onto prostate cells). 
Source: http://www.rajad.alturl.com

