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Abstract

Background: Benign Enlargement of the Prostate (BEP), common in ageing males,
leads to lower urinary tract symptoms (LUTS) due to BEP-related obstruction (BPO).
Monopolar Transurethral Resection of the Prostate (M-TURP) is the traditional “gold
standard” surgical approach, but it has drawbacks like fluid absorption-related
complications. Bipolar Transurethral Resection of the Prostate (B-TURP) emerged as
an alternative with advantages, including lower sodium drop and reduced TUR syndrome
risk. However, debates persist regarding haemoglobin drop, sodium change, and resection
rate differences. This study compares M-TURP and B-TURP, evaluating efficacy through
resection rate, postoperative parameters, and safety by monitoring serum sodium,
haemoglobin, TUR syndrome, catheterization time, and hospital stay.

Aim of the study: The study aimed to evaluate the safety and efficacy of the bipolar
with monopolar technique for the endoscopic resection of the prostate.

Methods: This is a one-year Randomized Control Trial (RCT) conducted at Square
Hospitals Ltd in Dhaka, from December 2020 to November 2021. The study involved
60 patients with BEP who underwent either Monopolar or Bipolar Transurethral
Resection of the Prostate (TURP). Group A (control) underwent Monopolar TURP,
while Group B (experimental) underwent Bipolar TURP. Inclusion criteria included
age e” 50 and symptomatic BEP with surgical indications. Data was collected, and
results were analyzed using statistical software. Parameters such as serum haemoglobin,
serum sodium, resection rate, catheterization & hospitalization time, maximum flow
rate, and complications were compared, with statistical significance set at P d” 0.05.

Result: The study compared outcomes of monopolar transurethral resection of the prostate
(M-TURP) and bipolar transurethral resection ot the prostate (B-TURP). Baseline
variables showed no significant differences between groups. Intraoperatively, resected
prostate volume was similar, but B-TURP had a slightly faster resection rate, but not
significant. Postoperatively, M-TURP exhibited higher decreases in serum haemoglobin
and sodium levels. Clot retention incidence was 10% in M-TURP and 0% in B-TURP,
though statistically insignificant. Catheterization and hospital stays were shorter in B-
TURP. A six-week follow-up revealed no significant inter-group differences in IPSS
and maximum flow rate improvement.

Conclusion: Comparing the findings of the present study, it can be concluded that

bipolar transurethral resection is safer than monopolar transurethral resection and has

similar efficacy in managing benign enlargement of the prostate.
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Introduction

Benign Enlargement of the Prostate (BEP) is one of the
most common diseases of ageing males, develops as a
hyperplastic process involving prostatic epithelium
and stroma either alone or in combination, which
originates in the transition zone, having multifactorial
and endocrine-controlled aetiology.1 The lower urinary
tract symptoms (LUTS) caused by BEP–related
obstruction (BPO) are a significant problem in the
medical care of aged males. The incidence of LUTS
and BPO is high and increases linearly with age, and
prevalence is 50% by age 60 and 90% by age 852,3.
Several therapeutic options based on the symptoms
and complications of LUTS and BPO include watchful
waiting, pharmacological therapy, transurethral
resection of the prostate (TURP) or open
prostatectomy.4 Young introduced endoscopic
electrosurgery for the prostate in 1909. In 1926,
McCarthy introduced TURP. After improvement over
the years, monopolar TURP (M-TURP) is considered
the surgical “gold standard” for symptomatic BEP,
mainly because of its well-documented efficacy.5 In
M-TURP, the electrical current passes from the loop
to the grounding skin pad on the patient’s skin.6 The
heat generated from this current facilitates the cutting
of tissues.7 A non-conductive irrigation fluid like non-
physiologic hypotonic glycine is mandatory to prevent
the dispersion of the electrical current. The potential
hazards of this modality include hypotonic fluid
absorption [8] with dilutional hyponatremia and
resulting Transurethral Resection (TUR) syndrome and
bleeding, resulting in high morbidity (11.1%).9 Several
methods have been recommended to decrease fluid
absorption, including maintaining low intravesical
pressure by using low inflow pressure, continuous
flow resectoscopy and limiting the time of resection.
Despite these measures, the incidence of transurethral
resection (TUR) syndrome remains at 2%.10 Recently,
bipolar energy has been widely used for TURP.11 In
the mid-1990s, a “pseudo-bipolar” transurethral
resection in saline system by Olympus and later the
first true bipolar Plasma Kinetic (PK) system by Gyrus-
ACMI was invented, later adopted by others12, also
known as Transurethral Resection in Saline (TURIS)
or Bipolar TURP (B-TURP). The bipolar electrical
current flows from one arm & returns directly to the
other arm of the loop or from loop to sheath, providing
controlled plasma pockets around the loop, generating
very little heat, but facilitating the cutting of tissues
and sealing of vessels.13 It can use physiologic isotonic

normal saline for irrigation, thus decreasing those
morbidities associated with fluid absorption. There
was significantly less sodium drop in B-TURP of 10.7
versus 3.2 mmol/L in M-TURP and significantly less
TUR syndrome14. There was also less surgical bleeding
due to the ‘cut-and-seal’ effect of plasma, with an
overall difference of 34%15. However, in some studies,
there was no significant difference in a drop in
haemoglobin and serum sodium change and a slower
resection rate in B-TURP of 0.45 versus 0.56 gm/min16.
So, some dilemmas persisted. This study aimed to
compare the advantages and disadvantages of each
technique regarding efficacy and early postoperative
safety. Safety was measured by the drop in serum
sodium (Na+) level, haemoglobin (Hb) level, clot
retention, TUR syndrome incidence, catheterization
time and hospital stay. Efficacy was quantified by
resection rate, postoperative maximum flow rate
(Qmax) improvement and International Prostate
Symptom Score (IPSS) reduction.

Methodology & Materials

This is a Randomized Control Trial (RCT) study,
conducted at the Department of Urology at Square
Hospitals Ltd, Dhaka, Bangladesh. The study duration
was one year, from December 2020 to November 2021.
A total 60 patients diagnosed as BEP who underwent
TURP were selected considering Inclusion criteria of
age ³50 years, prostate size 40-80 grams, IPSS >19,
symptomatic BEP indicated for surgery (refractory
urinary retention, renal insufficiency due to BEP,
significant PVR >100 mL, Qmax <10 mL/sec, failed
pharmacological management and complications
including recurrent urinary infection, hematuria,
upper urinary tract change & stone formation) and
Exclusion criteria of consent refusal, documented or
suspected prostate cancer & neurogenic bladder, active
urinary infection, previous prostate surgery,
concomitant bladder outlet obstruction due to other
causes, chronic urinary retention or very high PVR
(>250 mL), long-standing uncontrolled Diabetes
Mellitus (HbA1C >8%), coagulopathy, unfit for
anesthesia. There were two groups of study subjects,
each consisting of 30 subjects. One group was Group
A (Control group: Patients who underwent Monopolar
TURP), and another was Group B (Experimental
group: Patients who underwent Bipolar TURP).
Detailed history was taken for each patient, and
preoperative IPSS was evaluated and recorded in a
predesigned data entry form. Preoperative anesthetic
fitness was checked and informed written consent was
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obtained. Before collecting data, consent forms were
taken from every participant and kept very
confidential. Institution’s ethical committee approved
the study. TURP done in both arms with standard
protocol & same postoperative management.

Monopolar TURP: Monopolar electrocautery and
1.5% glycine as irrigant was used for TURP. It was
performed using the Olympus ESG-400 energy
platform with monopolar setting connected to a U-
shaped monopolar cutting loop electrode assembled
with the 26 Fr continuous flow resectscope. Standard

power settings were 120 W for cutting and 80 W for
coagulation. (Figure 1). 

Bipolar TURP: Bipolar electrocautery and normal
saline (0.9% sodium chloride solution) as irrigant were
used for TURP. It was performed using the Olympus
ESG-400 energy platform wuth bipolar resection
setting connected to a U-shaped bipolar cutting loop
electrode assembled with the 26 Fr continuous flow
resectscope. Standard power settings were 200 W for
cutting and 120 W for coagulation (Figure 2).

(B) TURP with monopolar cutting loopFigure 1:  (A) Monopolar cutting loop.

Figure 2:    (A) Bipolar cutting loop. (B) TURP with bipolar cutting loop.
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Data analysis:

After compilation, the data was presented as text and
tables, as necessary. The results were analyzed using
computer-based statistical software, Excel free
software. Results from the comparison between B-
TURP & M-TURP were analyzed; quantitative
variables (serum haemoglobin decrease, serum sodium
decrease, resection rate, catheterization time,
hospitalization time, maximum flow rate increase)
were analyzed by Student’s t-test, and qualitative
variables (TUR syndrome, clot retention & IPSS
decrease) were analyzed by Chi-square test. A ‘P’ value
of £0.05 was considered statistically significant.

Result

Data of age, preoperative Qmax, prostate size, serum
haemoglobin, and sodium level were analyzed using
the student’s t-test and data of IPSS were analyzed using
the Chi-square test, and the significance level was 0.05.
Table I compares baseline variables between the control
and experimental groups; no statistically significant
differences were found between patient age,
preoperative IPSS, Qmax, prostate size. Preoperative
mean heamoglobin & sodium levels in both groups were
statistically similar. Table II compares the resected
prostate volume, resection time, and resection rate
between monopolar (control) and bipolar (experimental)
TURPs. There was no difference in resected volume in
both groups (P=0.274). For M-TURP, the mean required
time for resection was lower in the bipolar group than
in the monopolar group but failed to achieve the
significance level (P=0.06). The resection rate was
calculated by dividing the resected volume by the
resection time in each individual. The resection rate was
0.59±0.14 gm/min during B-TURP, slightly faster than
M-TURP, 0.54±0.12 gm/min. However, this difference
is statistically insignificant (P=0.157). In Table III,
Postoperative mean serum haemoglobin decrease was
higher in the monopolar group (0.99±0.26) than in the
bipolar group (0.80±0.33), which had a statistically

significant level (P=0.024). Table IV shows that the mean
postoperative serum sodium decrease was significantly
higher in the monopolar group (1.42±0.58) than in the
bipolar group (0.32±0.17), P<0.001. In Table V, three
patients (30%) out of 30 in the monopolar group had an
incidence of clot retention after TURP, whereas none
(0%) in the bipolar group developed clot retention but
could not produce a statistically significant difference
(P=0.078). None of the patients from either the
monopolar group or bipolar group developed TUR
syndrome. Table VI shows that the mean catheterization
time after B-TURP significantly less than M-TURP
(P<0.001). A total of 15 of 30 patients (50%) in the
monopolar group required catheterization for three
days, eight patients (26.67%) required it for four days,
and two patients (6.66%) required it for five days. Only
five patients (16.67%) had catheters removed on the
second postoperative day in the monopolar group, while
22 patients (73.33%) in the bipolar group required
catheterization for two days. In the rest of the patients
of the bipolar group, the catheter was removed after
three days in seven patients (23.33%) and four days in
only one patient (3.33%). Table VIII shows that the mean
hospital stay time after B-TURP was significantly shorter
than M-TURP (P<0.001). A total of 15 of 30 patients (50%)
in the monopolar group stayed in the hospital after TURP
for three days, seven patients (23.33%) required four days,
two patients (6.66%) for five days, and one patient (3.33%)
for highest six days. Only five patients (16.67%) had a
hospital stay of two days, while 22 patients (73.33%) of
the bipolar group stayed in hospital for two days. The
rest of the patients in the bipolar group were discharged
after three days in 6 patients (20.0%) and the highest four
days in only two patients (6.66%). On the six-week follow-
up, the mean IPSS decrease in the monopolar arm was
similar to bipolar arm, P=0.959 (Table IX). Maximum flow
rate (Qmax) on uroflowmetry in both arms were
increased sufficiently at six-week follow-up, which does
not have any statistically significant difference, P=0.377
(Table X).

   Table I: Comparison of preoperative baseline variables in both groups (N=60).

Outcome Group A (n=30) Group B (n=30) P-value
Age (year) 64.27±8.45 66.97±7.95 0.208
(Range) (52- 81) (53- 84)
Preoperative IPSS 25.77±3.47 25.73±2.82 0.268
(Range) (20- 32) (21- 34)
Preoperative Q max (mL/sec) 7.54±3.78 7.09±4.11 0.658
(Range) (0- 16.1) (0- 15.7)
Preoperative prostate size (gram) 57.0±8.17 56.4±8.03 0.775
(Range) (41-73) (40- 71)
Preoperative haemoglobin level (gm/dL) 12.39±1.12 12.86±1.12 0.11
(Range) (10.8-14.3) (11.1- 14.8)
Preoperative sodium level (gm/dL) 139.41±2.64 138.89±2.39 0.425
(Range) (136.2-144.9) (135.3-143.6)
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  Table II: Comparison of resected volume, resection time & resection rate in both groups (N=60).

Variables Group A (n=30) Group B (n=30) P- value

Resected volume (gram) 28.50±5.66 26.67±7.11 0.274

(Range) (17-36) (15-38)

Resection time (minute) 54.47±13.47 47.27   ±15.47 0.06

(Range) (32-82) (23-76)

Resection rate (gm/min) 0.54±0.12 0.59±0.14 0.157

(Range) (0.38-0.76) (0.30-0.88)

  Table III: Comparison of serum haemoglobin decrease in both groups (N=60).

Variables Group A (n=30) Group B (n=30) P- value

Serum haemoglobin decrease (gm/dL) 0.99±0.26 0.80±0.33 0.024

(Range) (0.5-1.4) (0.2-1.3)

  Table IV: Comparison of serum sodium decrease in both groups (N=60).

Variables Group A (n=30) Group B (n=30) P- value

Serum sodium decrease (mmol/L) 1.42±0.58 0.32±0.17 <0.001

(Range) (0.1-3.4) (0.1-0.8)

  Table V: Comparison of incidence of clot retention in both groups (N=60).

Variables Clot retention No clot retention Mean±SD P- value

Group A 3 27 0.10±0.35 0.078

Group B 0 30 -

  Table VI: Comparison of incidence of TUR syndrome in both groups (N=60).

Variables TUR syndrome No TUR syndrome

Group A 0 30

Group B 0 30

  Table VII: Comparison of catheterization time in both groups (N=60).

Variables Group A (n=30) Group B (n=30) P- value

Catheterization time (day) 3.23±0.81 2.30±0.53 <0.001

(Range) (2-5) (2-4)

  Table VIII: Comparison of duration of hospital stay in both groups (N=60).

Variables Group A (n=30) Group B (n=30) P- value

Hospital stay (day) 3.30±0.95 2.33±0.60 <0.001

(Range) (2-6) (2-4)
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Discussion

This prospective comparative study was designed to
observe the complications and to compare the safety
efficacy between TURP with monopolar and bipolar
techniques. Male patients of age 50 years or more with
symptomatic benign enlargement of the prostate
requiring surgery were divided into two groups. The
results of the treatment of both groups were compiled
and compared. In this study, the ages of the patients
ranged from 52 years to 84 years. The mean age of both
groups were statistically indifferent (P=0.208). The
mean age of this study was comparable with the study
done by Huang et al. and Erturhan et al., which
compared the safety and efficacy of plasma kinetic
bipolar versus conventional monopolar energy in
transurethral resection of the prostate.17,18 Similar
studies were done by Singh et al. (2005), Autorino et
al. (2009), Xie et al. (2012), Stucki et al. (2015) and
Madduri et al. (2016), the mean age was almost similar
to the present study.7,19-22. The participants of both
groups were evaluated for IPSS by a self-questionnaire
and Qmax by uroflowmetry before operation as
baseline parameters. They were found to be similar in
both groups. Preoperatively, serum haemoglobin and
serum sodium levels were measured on the morning
of operation day just before shifting the patient to the
operation theatre, and no significant differences were
found between groups. All the patients of both groups
had either normal preoperative levels of serum
haemoglobin and sodium or corrected to normal levels
as a criterion for preoperative preparation, followed
in our institute. In our study, though insignificant, the
mean resection time was longer for monopolar TURP.
During our resection, there was a smooth pattern of
resection by the bipolar system, along with a less
frequent need for separate coagulation of bleeding
vessels in between cutting due to the “cut and seal”

effect of the bipolar system. Adherence of resected
tissues with the cutting loop remained lesser during
resection in B-TURP than in M-TURP. These factors
led to quicker bipolar resection. In a 2006 study done
by Sio et al., the mean resection time in the monopolar
TURP group was slower than in the bipolar TURP
group (P>0.05).23 However, Komura et al. in 2014
compared bipolar TURIS with monopolar TURP and
found that mean resection time was significantly
higher in the bipolar group in comparison to the
monopolar group (P<0.05).24 They explained this
finding by the fact that their cutting loop for B-TURP
was smaller than that for M-TURP (3.4-5.0 mm for
TURIS and 4.1-6.2 mm for M-TURP). The preoperative
prostate size was assessed by an abdominal ultra
sonogram of KUB+Prostate and prostate size of 40-80
grams were included in this study. Almost similar
mean-sized prostates in both groups (P=0.775) were
included in the study. After resection, all the prostatic
chips were collected by filter and weight was
measured. The weight of the resected prostate ranged
from 15-38 gm. The mean resected prostatic weight in
M-TURP (28.50 gm) was statistically indifferent to that
of B-TURP (26.67 gm) (P=0.274). In our study, resection
time was strictly kept below 90 minutes; that’s why
the weight of resected prostatic chips was slightly
lower. Ho et al. resected 30.6 grams of the prostate by
monopolar and 29.8 grams by the bipolar system.14 In
2011, Fagerström, Nyman and Hahn included mean
volumes of 58.2 mL & 55.6 mL prostate and resected
tissue weights were 26.3 gm & 27.3 gm in M-TURP &
B-TURP respectively, which was parallel to our
study.25 For much accuracy, the resection rate was
calculated in this study by dividing the weight of
resected prostate tissue by resection time. The mean
resection rate was 0.54 gm/min for M-TURP and 0.59
gm/min for B-TURP (P=0.157), which was comparable

   Table IX: Comparison of international prostate symptom score (IPSS) decrease in both groups (N=60).

Variables Group A (n=30) Group B (n=30) P- value

IPSS decrease on follow-up 20.87±3.32 20.77±3.64 0.959

(Range) (14-28) (15-28)

   Table X: Comparison of maximum flow rate (Q max) increase in both groups (N=60).

Variables Group A (n=30) Group B (n=30) P- value

Qmax increase on follow-up (mL/sec) 15.91±3.63 16.81±4.14 0.377

(Range) (8.1-25.8) (7.9-25.8)
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with a study done by Singh et al. Their resection rate
was 0.74 gm/min and 0.61 gm/min, respectively.7 We
also visually found appreciably less charring effects
with maintaining tissue architectures during both
cutting & coagulation in B-TURP in compare of M-
TURP, which is needed to be more confirmed by
histopathology. The amount of haemoglobin decrease,
measured at 06 hours after operation completion in
both groups, was compared and calculated by
subtracting postoperative haemoglobin level from
preoperative haemoglobin level. In this present study,
decreases in haemoglobin were 0.99 gm/dL and 0.80
gm/dL in M-URP and B-TURP, respectively, which
was significantly lower in bipolar resection (P=0.024).
Although the difference was significant, none of the
patients in either group required blood transfusion.
Though blood loss with irrigation fluid during the
operation was not measured visually, B-TURP had less
bleeding. A smaller haemoglobin decrease may be due
to the simultaneous cutting and sealing effect and
deeper coagulation depth of the bipolar system. Kong,
Ibrahim, and Zainuddin (2009) reported a mean
decrease in haemoglobin level by 1.8 gm/dL in the M-
TURP group while 0.60 gm/dL in the B-TURP group
(P=0.01).26 Postoperative changes in haemoglobin
levels were significantly lower in the bipolar group,
but the changes were minimal, and none of the patients
required blood transfusion. Huang et al. (2012)
reported also a greater haemoglobin decrease in
monopolar than bipolar TURPs (P=0.01)17. In the study
done by Komura et al. (2014), the mean haemoglobin
decrease was similar in both groups, but perioperative
blood transfusion was required in 4 patients during
M-TURP & only in 1 patient during B-TURP.24 The
present study assessed postoperative serum sodium
levels immediately after sending the patient to the
recovery room. The mean serum sodium decrease was
1.42 mmol/L in the monopolar group, significantly
higher than in the bipolar group, 0.32 mmol/L
(P<0.001). As normal saline was used instead of glycine
as an irrigant during B-TURP, which is isotonic and
contains sodium, there was less fluid absorption,
thereby less chance of dilutional and absolute
hyponatremia. In a study by Singh et al. (2005), the
mean decrease in serum sodium level was 4.6 mEq/L
in a monopolar group as it was 1.2 mEq/L in the
bipolar group, which had a significant difference
(P<0.001).7 Poh et al. (2011) found no significant
difference in sodium decrease between groups.16

Operation time was limited to below 90 minutes.

Irrigation fluid was placed 60 cm above the patient
level; a continuous flow resectoscope was used to keep
bladder pressure low. While maintaining all these
preparations and precautions, neither group
developed TUR syndrome during or after TURP. In
almost all previous studies, no patient in the bipolar
group developed TUR syndrome, but some in the
monopolar. Ho et al. in 2007 found that 2 of his 52
patients who underwent monopolar resection
developed TUR syndrome and none in bipolar
resection.14 Only three patients (10%) in the monopolar
group after TURP developed clot retention before
catheter removal, whereas none in the bipolar group
(P=0.078). Clot retention occurred for a single episode
in 2 patients and two episodes in 1 patient. All the
episodes were immediately managed successfully by
flush irrigation of saline followed by a transient
increase in irrigation rate. Xie et al. in 2012 found 8
cases (7.3%) developed postoperative clot retention
after M-TURP and only 1 case (0.9%) after
plasmakinetic B-TURP.20 An 18F Trichannel Foley
catheter was placed without traction immediately at
the end of the operation with normal saline irrigation
in all patients of both groups. After 24 hours of visually
clear urine following discontinued bladder irrigation,
the urethral catheter was removed. The present study
shows that the catheter was removed significantly
earlier in the bipolar group than in the monopolar
group. The mean catheterization time was 3.23 days
in the monopolar group and 2.30 days in the bipolar
group (P<0.001), ranging from 2-5 days. In M-TURP,
15 patients (50%) required three days of
catheterization, and two required catheterization up
to 5 days. However, in B-TURP, in 22 patients (73.33%),
the catheter was removed on the second postoperative
day and no patient required catheterization for more
than four days. As there was early normalization of
urine colour visually, irrigation was stopped earlier,
thus facilitating early removal of the catheter. This also
correlates with less bleeding and better coagulation
during bipolar resection. Therefore, there was also a
reduced chance of clot retention after bipolar resection.
Early catheter removal facilitates better patient
compliance and reduces the chance of catheter-related
discomfort and complications. In a randomized clinical
trial, Singh et al. (2005) showed a significant reduction
of the catheterization time with bipolar TURP for 2.52
days compared with 3.41 days in the monopolar TUR.7

In a comparative study by Kong, Ibrahim and
Zainuddin. (2009) found that the mean duration
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required for catheterization was about 57.7 hours in
the monopolar group and 37.2 hours in the bipolar
group.26 Because of early catheter removal, patients
with bipolar arms were also discharged from the
hospital earlier in comparison to monopolar arms. All
the patients were able to void normally after catheter
removal. Then, almost all the patients were discharged
on the same day, as catheters were removed in the early
morning, followed by ensure voiding within noon.
Only two patients following M-TURP and one
following B-TURP were discharged the next day after
catheter removal, as they voided at the second half of
the day after catheter removal, and hospital discharge
time was limited to office hours till 2:30 pm. Both
groups found significant hospital stay differences (3.30
days for M-TURP and 2.33 days for B-TURP, P<0.001).
Due to shorter hospital stays, there would be reduced
financial burden to the patient and early return to work.
This would also increase the patient turnover in
hospitals. Singh et al. (2005) reported that the mean
hospital stay in the bipolar group was 3.02 days, which
was significantly lower than that of the monopolar
group of 3.88 days (P=0.019).7 In the study done by
Xie et al. (2012), hospital stay was 5.19 days after M-
TURP and 4.18 days after B-TURP (P<0.001) [20]. All
the patients after discharge were followed up six weeks
after the operation and were assessed by uroflowmetry
for Qmax and also by self-questionnaire to determine
IPSS. In this study, there was a sufficient improvement
of Qmax at six weeks of follow-up in both groups, and
no significant difference was found between mean
improvements of follow-up Qmax values. This
indicates a similar improvement of urinary flow after
TURP using either monopolar or bipolar energy. Singh
et al. (2005) also presented similar and static
improvement of Q-max in groups in their study: in
the monopolar group, 18.6 mL/sec at one month and
17.8 mL/sec at three months and in the bipolar group,
19.8 mL/sec & 19.0 mL/sec respectively.7 Indifferent
finding was also reported by Xie et al. (2012) in 5 years
follow up20 and also by Stucki et al. (2015) & Komura
et al. (2015).21,24 IPSS was sufficiently and indifferently
reduced in both the current study groups. However,
no significant difference in IPSS was noticed between
2 groups at six weeks of follow-up. IPSS was reduced
to 2-9 at follow-up from the preoperative value of 20-
34, which also indicates similar efficacy of both
methods. This result is also supported by different
studies done by Singh et al., (2005), Autorino et al.
(2009) and Xie et al. (2012), where patients’ symptoms

were reduced similarly in groups.7,19,20. A long-term
study would be helpful to identify any urethral
stricture, Bladder neck contracture or any sexual
dysfunction. In comparison to other studies, in
conclusion, this study found that B-TURP is a safer
alternative to M-TURP in terms of postoperative
haemoglobin, sodium decrease and early removal of
the catheter with short hospital stays which is beneficial
to both patients and hospital and as much as effective
as M-TURP.

Limitations of the study: Like all hospital-based
research endeavours, the current study is not immune
to limitations. The study’s constraints are explicitly
outlined, including its singular focus on a specific
centre, a relatively modest sample size, and the absence
of prostate size measurements through transrectal
ultrasound. The follow-up duration was limited, and
there was a lack of comparison with alternative plasma
kinetic bipolar electric generators and resected scopes.
Furthermore, the study did not address any sexual
function status and also did not examine pathological
samples for thermal artefacts, highlighting the need
for a comprehensive evaluation of these aspects in
future research.

Conclusion and Recommendations

Upon reviewing the results of the current study, it is
evident that bipolar transurethral resection is a safer
option in the form of less haemoglobin & sodium level
drop, early catheter removal and shorter hospital stay
compared to monopolar transurethral resection,
specially in patients of CKD (Chronic Kidney Disease)
with electrolyte imbalance, coagulopathy while
demonstrating comparable efficacy in treating benign
enlargement of the prostate. Based on these findings,
it can be asserted that bipolar transurethral resection
presents itself as a viable alternative to monopolar
transurethral resection in the management of benign
prostate enlargement (BEP). However, it is essential
to note that a comprehensive, multi-centred
comparative study with an extended follow-up period
is necessary for more comprehensive insights and
conclusive remarks.
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