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Abstract
Introduction: Transurethral resection of the prostate is the gold standard 
surgical treatment for benign prostatic hyperplasia with the lower urinary 
tract symptoms. Bipolar system is a new in technology to lower the adverse 
effects of monopolar system. This study was designed to find out clinic-
demographic data and peri-operative outcomes of the monopolar versus 
bipolar transurethral resection of prostate.

Methods: This prospective comparative study was conducted from June 
2022 to March 2023, in the Department of Urology of Bir Hospital, 
National Academy of Medical Sciences, Nepal. Ethical approval of research 
was taken from Institutional Review Board, NAMS: Ref No. 735/2079/80. 
Microsoft Excel was used for descriptive analysis for clinic-demographic 
and outcome variable data, were presented in frequencies and percentages 
and their relation were analyzed by chi-square test/fisher’s exact test. 

A p-value of <0.05 statistically significant.

Results: A total 80 patients were compared, bipolar(40 cases) and 
monopolar(40 cases). There were no differences in the incidence of 
hyponatremia, clot retention and evacuation rate, re-catheterization rate, 
mean hemoglobin loss, and mean length of hospital stay. The longer 
duration of operation time (>60 min) was observed in bipolar transurethral 
resection ( p=0.001). The transurethral resection syndrome was found only 
in M-TURP.

Conclusion: Both monopolar and bipolar transurethral resection of 
prostate showed no statistical differences in the amount of resected prostatic 
tissue, the incidence of hyponatremia, length of hospital stays, blood 
transfusion rate, re-catheterization rate, clot retention and evacuation rate. 
The shorter duration of surgery and the trans-urethral resection syndrome 
was observed in M-TURP.

Keywords: Bipolar transurethral resection of prostate, monopolar 
transurethral resection of prostate, peri-operative outcome of transurethral 
resection of prostate
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Introduction
Despite the development of various new technologies for the treatment of 
benign prostatic hyperplasia with lower urinary tract symptoms (LUTS) in 
recent years, transurethral resection of the prostate (TURP) is still the gold 
standard surgical procedure.1 In monopolar (M)-TURP, there was more 
tissue charring effect, tissue sticking on the loop, adjacent area damage, 
nerve excitement, hyponatremia, transurethral resection syndrome and 
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possible grounding pad injury.2 Bipolar (B)-TURP has the 
cut and seal mechanism, therefore has less adverse effects 
during resection of prostatic tissue.2, 3

The studies reported inconsistency and controversies in 
terms of patient outcome comparing M&B-TURP, due 
to discordant prostate size, differences in equipment, 
magnitude of energy, different techniques, and expertise 
of surgeons.4,5 National data on the comparative study of 
bipolar and monopolarar is scarce.

Our prospective comparative study was intended to find out 
the clinico-demographic characteristics and peri-operative 
outcome in M&B TURP.

Methods
This prospective observational comparative study (two 
surgical techniques) was conducted from June, 2022 to 
March 2023, in the Department of Urology of Bir Hospital, 
National Academy of Medical Sciences (NAMS). A total of 
80 patients were enrolled as per the inclusion and exclusion 
criteria mentioned below. 

Ethical approval of research was taken from Institutional 
Review Board, NAMS: Ref No. 735/2079/80. Written 
informed consent was taken from all the participants.

Inclusion criteria: All cases with a diagnosis of benign 
hyperplasia of the prostate with lower urinary tract symptoms 
having a prostatic size from 30 to 100 gm, who underwent 
M-TURP or B-TURP in Bir hospital from the period of 1st 
June 2022 to the end of March 2023 were included.

Exclusion Criteria:

1	 History of prostate surgery, prostate cancer, urinary 
bladder cancer, urinary bladder stone, urethral stone, 
urethral stricture, and neurogenic bladder. 

2	 Known case of hyponatremia (serum 
Sodium=<135mmol/l).

3	 Known cases of bleeding disorder and patients on anti-
coagulation medicines.

On average, there are 6-10 TURP /month in Bir hospital.

Sample size: Sample size was taken as 80 cases, 40 cases 
for monopolar and 40 cases for bipolar treatment. This 
was based on intention to detect 0.44 difference in mean 
change in serum Hb level among M-TURP and B-TURP 
group, as well as 2.55 difference in mean change in serum 
Na level among treatment group as per El Saied6 findings. 
This was also the findings of Yousef7  for cardiovascular 
changes in the groups. The study power of 95% and type I 
error probability of 0.05 and type 11 error 0.22 were used 
for sample size estimation. 

Working Definition:

A.	 TUR syndrome was diagnosed according to our 
departmental definition criteria, as mentioned in the 
chart. At least one clinical feature from all three must 
be met- cardiovascular, neurological findings and 
hyponatremia 

i.	 Cardiovascular features (anyone): hypertension 
{Blood pressure (BP) of >160/90 or > 
10% baseline increase}, hypotension BP 
<90/60, bradycardia (pulse rate of <60/
min), tachycardia (pulse rate of >100/min), 
dysrhythmia, shock, sudden cardiac arrest, 
pulmonary oedema, cerebral and cardiac 
infarctions.

ii.	 Neurological features (anyone): blurred or 
temporary loss of vision, tingling sensation, 
muscle twitches, confusion, seizure, coma.

iii.	 hyponatremia (<135mmol/l).

B.	 The time of surgery was taken from the start of the 
resection of prostatic tissue to the removal of the 
resectoscope from the urethra.

C.	 Clot retention means the requirement to evacuate 
the clots of the urinary bladder (diagnosed by 
ultrasonography of the abdomen and pelvis) in the 
operation theatre 

D.	 Re-catheterization means the need to re-insert the foley 
catheter at the hospital at the time of discharge or after 
clot retention. 

Intervention details: Sampling method Patients were 
categorized into two groups, where BPH/LUTS cases were 
managed with M-TURP or B-TURP alternately. The first 
case was decided by lottery. Demographic parameter of 
the patients: age and address were recorded. The patients 
had routine preoperative investigations laboratory tests 
and radiological investigation as per hospital protocol: 
urine routine/microscopic with culture and sensitivity, 
white blood cell count (WBC), hemoglobin (Hb), platelets, 
coagulation profile (bleeding time, clotting time, and 
prothrombin time), renal function test (urea, creatinine, 
sodium, and potassium), prostate-specific antigen(PSA) 
and the radiological investigations (the chest x-ray including 
ultrasound of abdomen and pelvis), uroflowmetry and 
a pre-anesthetic checkup. Patients were counseled and 
consent was obtained for the surgery. 

The data was filled in structured proforma.

Surgical technique: As per hospital routine practice, 
patients with a pre-operative negative urine culture, a 
single prophylactic dose of antibiotic inj. Ceftriaxone 1gm 
I.v. was given 30 minutes to 1 hour before surgery. Surgery 
was performed under spinal anesthesia in the lithotomy 
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position. The height of the irrigation fluid was standardized.

M-TURP was performed using 26 French continuous flow 
monopolar resectoscope from with standard monopolar 
loop (Karl Storz Germany) with generator set at 130 W 
cutting and 80 W coagulation mode. Irrigation fluid of 
1.5% Glycine was used for M-TURP. 

The B-TURP (Karl Storz Germany) 26 French continuous 
flow bipolar resectoscope with generator ESG 400 is a pure 
bipolar system with its active and return electrode into a 
dual-loop distal tip design. The bipolar system was used at 
160-180W for resection. Normal saline of 0.9% was used 
for irrigation in B-TURP. 

The adenoma was resected according to the technique of 
Mauermayer or Barnes. Tissue resected was weighed in 
the operation theater immediately after the completion of 
TURP and was submitted to the pathologist for analysis. A 
20-22 French three-way Foley catheter was inserted and 
the bulb inflated with a volume Correspondence to the 
amount of tissue resected plus 10 ml. The time of surgery 
was recorded. Bladder irrigation was continued till the next 
morning. The laboratory investigations for WBC, Hb, Urea, 
Creatinine, Sodium, and Potassium were sent within 2 hours 
after the completion of surgery of all patients and the next 
day after morning rounds. The catheter was removed on 
the second postoperative day decided by the urine colour 
(if clear). Patients were discharged on the same day after 
two voids. If the patient fails to void, he was sent home with 
an indwelling catheter and asked to return to the OPD a 
week later.

Data Analysis: Data analysis was done using the statistical 
package for social sciences, SPSS Windows version 23 (SPSS 
Inc, Chicago, I.L.). Demographic parameters such as age, 
prostate volume, resection time, and weight of resected tissue 
were analyzed in number and frequencies and outcome 
variables such as incidence of hyponatremia, transurethral 
resection syndrome, clot retention and evacuation, need 
of blood transfusion and re-catheterization rate and their 
relation were analyzed by chi-square test/fisher’s exact test. 

p-value <0.05 was considered statistically significant.

Results
The clinic-demographics parameters of total 80 patients 
(monopolar 40 and bipolap 40 cases) were comparable 
in both groups. The mean age group of patients in M-TURP 
and B-TURP were 68.88 and 70.37 years respectively, 
which showed no statistically significant (p=0.95). 

The mean prostate volume was 56.44gm in B-TURP and 
51.74gm in M-TURP respectively (p=0.58). The difference 
was not statistically significant.

The mean resected weight of prostatic tissue was 16.55 
gm in B-TURP and 15.31 gm in M-TURP respectively. The 
differences were statistically not significant (p=0.58).

The mean duration of operation time was ≤ 60 min in 
21/40(52.5%)cases in M-TURP and 7/40(17.5%) in B-TURP 
respectively. The difference was statistically significant 
(p=0.001).

Table 1: Clinic-demographic parameters of patients 
(n=80) who underwent M/B TURP. 

Variables M-TURP

 N (%)

40(50%)

B-TURP

 N (%)

 40(50%)

p-value 

Age (years)

60 or less

>60

5(12.5)

35(87.5)

3(7.5)

37(92.5)

0.45

Pre-operative 
prostate volume 

(gm) 

50 or less

>50

17(36)

23(64)

17(36)

23(64)

1.00

Resection 
weight(gr)

20 or less

>20

32(80) 

 8(20)

29(72.5)

11(27.5)

0.43

Operation 
time(min)

60 or less

>60

21(52.5)

19(47.5)

7(17.5) 

33(82.5) 0.001

The fall in sodium(hyponatremia) was observed in 
12/40(30%) cases in M-TURP and 5/40(12%) cases in 
B-TURP, which showed no statistical significance (p=0.05).

The transurethral resection syndrome was observed in 
1/40(2.5%) cases of M-TURP only.

There was no need for blood transfusion in all cases. 

Clot retention and evacuation were needed in 1/40(2.5%) 
cases in M-TURP and 1/40(2.5.%) cases in B-TURP.

Re-catheterization was done in 1/40(2.5%) cases in 
M-TURP and 3/40(7.5%) cases in B-TURP; the result was 
not statistically significant (p=0.3).
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Table 2: Outcome variables of patients (n=82) who 
underwent M/B TURP.
 

Variables M-TURP

 N (%) 

40(50%)

B-TURP

 N (%) 

40(50%)

P value

Sodium loss(hypona-
tremia)

Yes

no

12(30)

28(70)

5(12)

35(77.5)
0.05

Transurethral resec-
tion syndrome

Yes

no

1(2.5)

39(97.5)

0

40(100)

-

Blood transfusion

Yes

no

0

40(100)

0

40(100)

-

Clot retention and 
evacuation

Yes

no

1(2.5)

39(97.5)

1(2.5)

39(97.5)

1

Re-catheterization

Yes

no

1(2.5)

39(97.5)

3(7.5)

37(92.5)

 

 0.3 

The mean Hb loss in B-TURP and M-TURP was 1.14mg/dl 
and 1.24gm/dl respectively. The result was not statistically 
significant (p=1.00)

The mean length of hospital stay was 3.20 days in M-TURP 
and 3.24 days in B-TURP. The differences were statistically 
not significant (p=0.6); Table 3.

Table 3: Parameters of patients (n=80) who underwent M- 
or B- TURP.

Variables M-TURP

N (%)

40(50%)

B-TURP

N (%)

40(50%)

p-value 

Hb loss (mean) gm/dl 1.16 1.08 1.00

Hospital Stay (mean)

 days

3.20 3.28 1.00

Discussion
Our comparative prospective study showed the equivalent 

outcome in the incidence of hyponatremia, blood 
transfusion rate, clot retention and evacuation rate, re-
catheterization rate, mean Hb loss, and mean length of 
hospital stay in M-TURP and B-TURP groups. The shorter 
operation time (≤ 60 min) was observed in 21/40 (52.5%) 
cases in M-TURP and 7(17.5%) cases in B- TURP, which was 
statistically significant (p=0.001).

In our study, the basic clinic-demographic parameter of 
patients was similar in both groups: the age of the patient, 
mean prostate volume and mean resected weight of 
prostatic tissue. Outcome after TURP depends on several 
factors such as age, operation time, amount of removed 
prostate tissue, duration of catheterization, history of 
preoperative prostatitis, type of anesthesia (regional or 
general), and history of pre-operative urinary retention. 8 9 

In the present study, the mean duration of operation time 
≤ 60 min was found in 21(52.5%) cases in M-TURP and 
7/40 (17.5%) cases in B-TURP, which was found to be 
statistically significant (p=0.001). Similar to our study, the 
longer operation time in B-TURP was found in various other 
studies.10, 11 The reason behind this was supposed to be the 
less familiarity with the bipolar system, smaller loop size, 
and more frequent interaction with residents during bipolar 
resection.

In the present study, the low value of sodium (hyponatremia) 
was observed in 12/40 (30%) cases in M-TURP and 
5/40(12%) cases in B-TURP. Though the incidence of 
hyponatremia was found to be higher in number in 
M-TURP than in B-TURP, the difference was not statistically 
significant (p=0.05). Various studies reported the incidence 
of hyponatremia ranges from 10 to 40% in M-TURP. 12,13 

Their findings are similar to our study. 

In our study, the transurethral resection(TUR) syndrome 
was recorded in 1/40(2.5%) cases after M-TURP and it 
was not recorded in B-TURP. One of the severe forms of 
complications associated with M-TURP is TUR syndrome. 
TUR syndrome may occur after absorption of a larger 
amount of hypo-osmolar non-sodium irrigation fluid e.g., 
Glycine (230 mos) commonly at the end of the resection of 
prostatic adenoma. Iso-osmolar non-conductive solutions 
are not suitable for TURP because of increased turbidity and 
low visibility.14 The pathophysiology of TUR syndrome is the 
dilutional hyponatremia, hypervolemia, and toxic effects 
of glycine and its metabolites. Studies showed a higher 
incidence of transurethral syndrome in older age, larger 
pre-operative prostate gland, longer duration of resection 
time, and larger volume of prostatic tissue resection.15 
The irrigation solution of normal saline used during the 
resection of prostatic tissue virtually eliminates the risk of 
hyponatremia and TUR syndrome in B-TURP. 16 Our national 
studies reported the incidence of TURP syndrome from 3% 
to 10% in M-TURP 17 and it was not observed in B-TURP. 18 
These findings are similar to our study.



O
rg

in
al

 A
rt

ic
le

JKISTMC | VOL 06 | ISSUE 11 | NO 1 | JAN, 202424

Regmi P et al. Jan. 2024;11(1):20-28

Perioperative hemorrhage is one of the major complications 
in TURP requiring blood transfusion and the need for an 
ancillary procedure for evacuation of clot or re-fulguration. 
The larger size of the prostate gland, longer duration of 
surgery, use of anticoagulation medication, and older 
age are associated with peri-operative hemorrhage.19 
The B-TURP showed a less charring effect, more clear 
field, and better coagulation during surgery. 10 Various 
studies reported significant benefits from B-TURP regarding 
bleeding complications and lower incidences of blood 
transfusion and clot retention.5, 20 However, the present 
study did not report any major bleeding episode in either 
group that needed a blood transfusion. 

In our study, after sub-analysis, the mean Hb loss in B-TURP 
and M-TURP was 1.14mg/dl and 1.24gm/dl respectively. 
The result was not statistically significant (p=1.00). Various 
comparative studies showed inconsistent findings on post-
operative hemoglobin loss; some had shown statistically 
insignificant,17,21 while others reported statistically 
significant reduction of hemoglobin in M-TURP compared 
to B-TURP.22 Cochrane Database of Systematic Reviews by 
Alexander5 reported a lower rate of blood transfusion in 
B-TURP compared to M-TURP. The advantage of B-TURP in 
coagulation was found to be statistically significant in the 
meta-analysis by Tang.23

In our study, clot retention and evacuation were done in 
1/40(2.5%) cases and 1/40(2.5%) cases in M-TURP and 
B-TURP respectively. Various studies revealed the incidence 
of clot retention is 2-10%, which is similar to our results.20, 

24, 25 The study reported the re-intervention to fulgurate the 
bleeding site in 3-5% for the management of clot retention. 
20, 24, 26 In our study, fulguration was required in 1/40(2.5%) 
cases in M-TURP.

In present study re-catheterization was done in 1/40(2.5%) 
cases in M-TURP and 3/40(7.5%) cases in B-TURP, the 
result was not statistically significant (p=0.86). This 
finding was similar to another study.22 In the present 
study, re-catheterization was required due to clot retention 
in 1/40(2.5%) cases of M-TURP and 1/40(2.5%) cases 
of B-TURP. Our 2/40(5%) cases of B-TURP needed re-
catheterization due to urinary retention at the time of 
discharge. Nepalese studies reported overall 11-13% of 
the re-catheterization rate due to clot retention and urinary 
retention in TURP, 18, 27 which is similar to our study.

The surgical and anesthetic advancements had led 
the strategy to reduce the days of hospital stay which is 
beneficial for patients as well as the hospital. One Nepalese 
study showed the strong co-relation of early removal 
of the catheter (less than two days) and the duration of 
hospitalization in M-TURP. They recommended to remove the 
foley catheter early, in the patient having no co-morbidities, 
no intra-operative complication, and short resection time 
with limited amount of resected prostatic tissue.28 Study 
reported the shorter catheterization time had reduced the 

infection rate, and cost of surgery for the patient and it was 
also useful for optimum bed management of the waiting 
list. 27, 28 Our hospital practice for deciding the removal of 
a foley catheter after TURP was guided by the urine color at 
the time of morning round the next day irrespective of the 
size of the prostate and resected volume.

In present study, the hospital stay of patients in M-TURP 
and B-TURP varied from 3 to 5 days. The mean length of 
hospital stay was 3.20 days in M-TURP and 3.28 days in 
B-TURP, which was not statistically significant(p=1.00). This 
is similar to other studies compared to the length of hospital 
stay.29, 30 

Our study had also limitations: being a retrospective, 
single institution-based with a short duration of time and 
a low number of cases. Various aspects of TURP e.g., co-
morbidities, medications, the histopathological study of 
resected prostatic chips and long-term complications were 
not studied. This study will add some valuable information 
comparing monopolar and bipolar TURP in our set-up.

Conclusion
Both B-TURP and M-TURP were found to be safe and 
effective with equivalent outcomes in the amount of resected 
prostatic tissue, the incidence of hyponatremia, length of 
hospital stay, blood transfusion rate, re-catheterization rate, 
clot retention and evacuation rate. The shorter duration of 
prostatic surgery was found in M-TURP and the transurethral 
resection syndrome was observed only in M-TURP.

1.	 Ottaiano N, Shelton T, Sanekommu G, Benson CR. 
Surgical Complications in the Management of Benign 
Prostatic Hyperplasia Treatment. Current Urology 
Reports. 2022;1–10. 

2.	 Mamoulakis C. The position of bipolar technology 
in transurethral resection of the prostate for benign 
prostatic obstruction: An evidence-based approach. 
:215. 

3.	 Mousapour E, Sarkarian M, Mousapour P, Rahimizadeh 
J. Bipolar versus Monopolar Transurethral Resection of 
Prostate (TURP), Advantages and Disadvantages in 
a 6-Month Follow-Up. Jentashapir Journal of Health 
Research. 2018;9(4). 

4.	 Ho CC, Eng HS, Das S. Results From An International 
Multicentre Double-Blind Randomized Controlled Trial 
On The Perioperative Efficacy And Safety Of Bipolar Vs 
Monopolar Transurethral Resection Of The Prostate. 
BJU international. 2012;109(7):E22–E22. 

5.	 Alexander CE, Scullion MMF, Omar MI, Yuan Y, 
Mamoulakis C, N’Dow JMO, et al. Reprint – Bipolar 
vs. monopolar transurethral resection of the prostate 
for lower urinary tract symptoms secondary to benign 
prostatic obstruction: A Cochrane review. Can 
Urol Assoc J [Internet]. 2020 Dec [cited 2022 Jul 



O
rg

in
al

 A
rt

ic
le

JKISTMC | VOL 06 | ISSUE 11 | NO 1 | JAN, 2024 25

Regmi P et al. Jan. 2024;11(1):20-28

6];14(12):423–30. Available from: https://www.ncbi.
nlm.nih.gov/pmc/articles/PMC7704097/

6.	 El Saied Hafez MH, El Din Abd El Hamid MH, El Raouf 
SA, Soaida SM, Marie MM. Bipolar versus monopolar 
transurethral prostate resection: Comparison of 
hemodynamic and biochemical changes. Egyptian 
Journal of Anaesthesia [Internet]. 2014 Jan [cited 
2023 Oct 22];30(1):47–52. Available from: 
https://www.tandfonline.com/doi/full/10.1016/j.
egja.2013.09.005

7.	 Yousef AA, Suliman GA, Elashry OM, Elsharaby 
MD, Elgamasy AE naser K. A randomized 
comparison between three types of irrigating 
fluids during transurethral resection in benign 
prostatic hyperplasia. BMC Anesthesiol [Internet]. 
2010 Dec [cited 2023 Oct 22];10(1):7. Available 
from: https://bmcanesthesiol.biomedcentral.com/
articles/10.1186/1471-2253-10-7

8.	 Afandiyev F, Ugurlu O. Factors predicting the 
development of urethral stricture after bipolar 
transurethral resection of the prostate. Revista da 
Associação Médica Brasileira. 2022;68:50–5. 

9.	 Zhang P, Dong W, Liu T, Liu T, Huang X. Does the Resected 
Prostatic Weight Ratio Affect the Clinical Outcomes in 
Men Who Underwent Bipolar Transurethral Resection 
of the Prostate? Urology Journal. 2022;6856–6856. 

10.	Singh H, Desai MR, Shrivastav P, Vani K. Bipolar 
versus Monopolar Transurethral Resection of Prostate: 
Randomized Controlled Study. Journal of Endourology 
[Internet]. 2005 Apr [cited 2023 Jul 9];19(3):333–
8. Available from: http://www.liebertpub.com/
doi/10.1089/end.2005.19.333

11.	Raghuvanshi K, Raval A, Jain DK, Vartak KP, Patil S, 
Iqbal S, et al. Comparative assessment of monopolar 
versus bipolar transurethral resection of prostate for 
the management of benign prostatic enlargement. 
Urological Science. 2019;30(6):262. 

12.	Aziz W, Ather MH. Frequency of Electrolyte Derangement 
after Transurethral Resection of Prostate: Need for 
Postoperative Electrolyte Monitoring. Advances in 
Urology [Internet]. 2015 [cited 2022 Jun 15];2015:1–
5. Available from: http://www.hindawi.com/journals/
au/2015/415735/

13.	Gamit B, Thakkar NB. Role of preoperative assessment 
of serum sodium in transurethral resection of prostate 
to avoid transurethral resection of prostate syndrome: 
a comparative study. International Surgery Journal. 
2020;7(8):2630–5. 					  

14.	Issa MM. Technological advances in transurethral 
resection of the prostate: bipolar versus monopolar 
TURP. J Endourol. 2008 Aug;22(8):1587–95. 

15.	Regmi P, Basnet RB, Subedi DD, Shah JN. Incidence 
and outcome of transurethral resection of prostate 
syndrome at a tertiary care hospital: Incidence and 
outcome of TURP. Journal of Patan Academy of Health 
Sciences. 2023;10(1):11–8. 

16.	Fagerström T, Nyman CR, Hahn RG. Bipolar 
transurethral resection of the prostate causes less 
bleeding than the monopolar technique: a single-
centre randomized trial of 202 patients: BIPOLAR TURP 
CAUSES LESS BLEEDING THAN THE MONOPOLAR 
TECHNIQUE. BJU International [Internet]. 2010 Jun 
[cited 2023 Jul 8];105(11):1560–4. Available from: 
https://onlinelibrary.wiley.com/doi/10.1111/j.1464-
410X.2009.09052.x

17.	Thapa N, Acharya GB, Poudel A, Neupane A, Mishra 
S. Bipolar versus Monopolar Transurethral Resection of 
Prostate in Treatment of Benign Prostatic Enlargement. 
Birat Journal of Health Sciences [Internet]. 2021 Dec 
31 [cited 2022 Jul 6];6(3):1647–51. Available from: 
https://www.nepjol.info/index.php/bjhs/article/
view/43215

18.	Shrestha S, Maskey P, Shah JN. Outcome of bipolar 
transurethral resection in benign enlargement 
of prostate: A retrospective analysis. Journal of 
General Practice and Emergency Medicine of Nepal. 
2021;8(11):32–6. 

19.	Jin S, Liu Z, Liu Y, Wu J, Yu Q. Analysis of Risk Factors 
and Nursing Strategies for Postoperative Hemorrhage 
of Benign Prostatic Hyperplasia. Evidence-Based 
Complementary and Alternative Medicine [Internet]. 
2022 May 19 [cited 2023 Jul 13];2022:e4205015. 
Available from: https://www.hindawi.com/journals/
ecam/2022/4205015/

20.	Al-Rawashdah SF, Pastore AL, Salhi YA, Fuschi A, 
Petrozza V, Maurizi A, et al. Prospective randomized 
study comparing monopolar with bipolar transurethral 
resection of prostate in benign prostatic obstruction: 
36-month outcomes. World journal of urology. 
2017;35:1595–601. 

21.	Srinivasrao P, Shashidhar M. Bipolar versus monopolar 
transurethral resection for benign prostatic hypertrophy: 
a prospective comparative study. International Surgery 
Journal. 2022;9(5):1016–8. 

22.	Ramadan A, shoeb mohammed, Shabayek M. Short-
term surgical outcomes after Monopolar- versus Bipolar 
Transurethral Resection of the Prostate. QJM: An 
International Journal of Medicine [Internet]. 2021 Oct 
1 [cited 2023 Jul 6];114(Supplement_1):hcab110.003. 
Available from: https://doi.org/10.1093/qjmed/
hcab110.003					   
	



O
rg

in
al

 A
rt

ic
le

JKISTMC | VOL 06 | ISSUE 11 | NO 1 | JAN, 202426

Regmi P et al. Jan. 2024;11(1):20-28

23.	Tang Y, Li J, Pu C, Bai Y, Yuan H, Wei Q, et al. Bipolar 
transurethral resection versus monopolar transurethral 
resection for benign prostatic hypertrophy: a systematic 
review and meta-analysis. Journal of endourology. 
2014;28(9):1107–14. 

24.	Mebust: Transurethral prostatectomy: immediate 
and... - Google Scholar [Internet]. [cited 2023 Feb 
27]. Available from: https://t&author=HL+Holdgrew
e&author=AT+Cockett&volume=142&publication_
year=1989&pages=243-7&PMID=2545927&

25.	Ndimbo T. Immediate outcome of transurethral 
resection of prostate at Muhimbili National Hospital 
[PhD Thesis]. Muhimbili University of Health and Allied 
Sciences; 2019. 

26.	Cornu JN, Ahyai S, Bachmann A, de la Rosette J, Gilling P, 
Gratzke C, et al. A systematic review and meta-analysis 
of functional outcomes and complications following 
transurethral procedures for lower urinary tract 
symptoms resulting from benign prostatic obstruction: 
an update. European urology. 2015;67(6):1066–96. 

27.	Bhatta P, Raya A, Yadav UK, Kumar V, Shahi S, Singh A. 
Median Duration of Hospital Stay after Early Removal 
of Foley’s Catheter among Patients Undergoing 
Transurethral Resection of Prostate: A Descriptive 
Cross-sectional Study. JNMA: Journal of the Nepal 
Medical Association. 2021;59(239):688. 

28.	Chalise PR, Agrawal CS, Pandit RK. Reduction of length 
of hospital stay after transurethral resection of prostate 
by early catheter removal: a retrospective analysis. 
Nepal Med Coll J. 2007 Jun 1;9(2):84–7. 

29.	Meyer CP, Friedlander DF, Wang Y, Hollis M, Lipsitz 
SR, Eswara J, et al. Comparative effectiveness of 
transurethral resection techniques in the inpatient 
setting for benign prostatic hyperplasia. Urology 
practice. 2018;5(5):377–82. 

30.	Erkoç M, Beşiroğlu H. Comparison of bipolar TURP and 
monopolar TURP patients who underwent surgery due 
to benign prostatic hyperplasia. Age (mean\pmSD). 
2020;63(7.7):64–82. 

References

1.	 Ottaiano N, Shelton T, Sanekommu G, Benson CR. 
Surgical Complications in the Management of Benign 
Prostatic Hyperplasia Treatment. Current Urology 
Reports. 2022;1-10. 				  
DOI: 10.1007/s11934-022-01091-z	
PMID:35262855				  

2.	 Mamoulakis C. The position of bipolar technology 
in transurethral resection of the prostate for benign 

prostatic obstruction: an evidence-based approach. 
Universiteit van Amsterdam [Host]; 2015. 

3.	 Mousapour E, Sarkarian M, Mousapour P, Rahimizadeh 
J. Bipolar versus Monopolar Transurethral Resection 
of Prostate (TURP), Advantages and Disadvantages in 
a 6-Month Follow-Up. Jentashapir Journal of Health 
Research. 2018;9(4). 					   
DOI: 10.5812/jjhr.60396

4.	 Ho CC, Eng HS, Das S. Results From An International 
Multicentre Double‐Blind Randomized Controlled 
Trial On The Perioperative Efficacy And Safety Of 
Bipolar Vs Monopolar Transurethral Resection Of The 
Prostate. Bju International. 2012 Apr;109(7): E22-. 		
DOI :10.1111/j.1464-410X.2012.11001_2.x		
PMID: 22414177		

5.	 Alexander CE, Scullion MM, Omar MI, Yuan Y, 
Mamoulakis C, N’Dow JM, Chen C, Lam TB. The 
following is an abridged republication of a published 
Cochrane Review, reprinted with permission: Reprint-
-Bipolar vs. monopolar transurethral resection of the 
prostate for lower urinary tract symptoms secondary 
to benign prostatic obstruction: A Cochrane review. 
Canadian Urological Association Journal. 2020 Dec 
1;14(12):423-31.						    
DOI: 10.5489/cuaj.6464					   
PMID:32569563 PMCID:PMC7704097

6.	 El Saied Hafez MH, El Din Abd El Hamid MH, El Raouf 
SA, Soaida SM, Marie MM. Bipolar versus monopolar 
transurethral prostate resection: Comparison of 
hemodynamic and biochemical changes. Egyptian 
Journal of Anaesthesia. 2014 Jan 1;30(1):47-52. 
DOI: 10.1016/j.egja.2013.09.005

7.	 Yousef AA, Suliman GA, Elashry OM, Elsharaby MD, 
Elgamasy AE. A randomized comparison between 
three types of irrigating fluids during transurethral 
resection in benign prostatic hyperplasia. BMC 
anesthesiology. 2010 Dec;10:1-7. 			
DOI: 10.1186/1471-2253-10-7		
PMID:20509864 PMCID: PMC2891743

8.	 Akpayak IC, Shuaibu SI, Onowa VE, Nabasu LE, 
Galam ZZ. Monopolar transurethral resection of the 
prostate for benign prostatic hyperplasia: what are 
the outcomes and complications in our patients?. 
Nigerian Journal of Medicine. 2017;26(2):173-7. 
DOI: 10.4103/1115-2613.278291	

9.	 Issa MM. Technological advances in transurethral 
resection of the prostate: bipolar versus monopolar 
TURP. J Endourol. 2008 Aug;22(8):1587-95.		
DOI: 10.1089/end.2008.0192			    	
PMID:18721041

https://doi.org/10.1007/s11934-022-01091-z
https://doi.org/10.5812/jjhr.60396
https://doi.org/10.1111/j.1464-410X.2012.11001_2.x 
https://doi.org/10.5489/cuaj.6464 
https://doi.org/10.1016/j.egja.2013.09.005 
https://doi.org/10.1186/1471-2253-10-7 
https://doi.org/10.4103/1115-2613.278291 
https://doi.org/10.1089/end.2008.0192


O
rg

in
al

 A
rt

ic
le

JKISTMC | VOL 06 | ISSUE 11 | NO 1 | JAN, 2024 27

Regmi P et al. Jan. 2024;11(1):20-28

10.	 Fagerström T, Nyman CR, Hahn RG. Bipolar 
transurethral resection of the prostate causes less 
bleeding than the monopolar technique: a single‐
centre randomized trial of 202 patients. BJU 
international. 2010 Jun;105(11):1560-4.		
DOI: 10.1111/j.1464-410X.2009.09052.x		
PMID:19912211

11.	 Afandiyev F, Ugurlu O. Factors predicting the 
development of urethral stricture after bipolar 
transurethral resection of the prostate. Revista da 
Associação Médica Brasileira. 2022; 68:50-5.	
DOI: 10.1590/1806-9282.20210550			 
PMID:35239937

12.	 Zhang P, Dong W, Liu T, Liu T, Huang X. Does the 
Resected Prostatic Weight Ratio Affect the Clinical 
Outcomes in Men Who Underwent Bipolar 
Transurethral Resection of the Prostate? Urology 
Journal. 2022;6856-6856. | DOI | Google scholar 
| PubMed | Full Text |

13.	 Singh H, Desai MR, Shrivastav P, Vani K. Bipolar 
versus monopolar transurethral resection of prostate: 
randomized controlled study. Journal of endourology. 
2005 Apr 1;19(3):333-8.				  
DOI: 10.1089/end.2005.19.333		
PMID:15865523

14.	 Raghuvanshi K, Raval A, Jain DK, Vartak KP, Patil S, 
Iqbal S, et al. Comparative assessment of monopolar 
versus bipolar transurethral resection of prostate for 
the management of benign prostatic enlargement. 
Urological Science. 2019;30(6):262.		
DOI: 10.4103/UROS.UROS_30_19

15.	 Aziz W, Ather MH. Frequency of electrolyte 
derangement after transurethral resection of prostate: 
Need for postoperative electrolyte monitoring. 
Advances in Urology. 2015 May 18;2015.		
DOI: 10.1155/2015/415735			 
PMID: 26089874 PMCID: PMC4450210

16.	 Gamit B, Thakkar NB. Role of preoperative assessment 
of serum sodium in transurethral resection of prostate 
to avoid transurethral resection of prostate syndrome: 
a comparative study. International Surgery Journal. 
2020 Jul 23;7(8):2630-5. 				 
DOI: 10.18203/2349-2902.isj20203246

17.	 Regmi P, Basnet RB, Subedi DD, Shah JN. Incidence 
and outcome of transurethral resection of prostate 
syndrome at a tertiary care hospital: Incidence and 
outcome of TURP. Journal of Patan Academy of Health 
Sciences. 2023;10(1):11-8. 			 
DOI: 10.3126/jpahs.v10i1.53968

18.	 Thapa N, Acharya GB, Poudel A, Neupane A, 
Mishra S. Bipolar versus Monopolar Transurethral 

Resection of Prostate in Treatment of Benign Prostatic 
Enlargement. Birat Journal of Health Sciences. 2021 
Dec 31 ;6(3):1647-51. 				  
DOI: 10.3126/bjhs.v6i3.43215

19.	 Shrestha S, Maskey P, Shah JN. Outcome of bipolar 
transurethral resection in benign enlargement of 
prostate: A retrospective analysis. Journal of General 
Practice and Emergency Medicine of Nepal. 2021 Jul 
14;8(11):32-6.					   
DOI: 10.59284/jgpeman65

20.	 Jin S, Liu Z, Liu Y, Wu J, Yu Q. Analysis of Risk Factors 
and Nursing Strategies for Postoperative Hemorrhage 
of Benign Prostatic Hyperplasia. Evidence-Based 
Complementary and Alternative Medicine. 2022 May 
19;2022.						    
DOI: 10.1155/2022/4205015			 
PMID: 35646136 PMCID: PMC9135509

21.	 Al-Rawashdah SF, Pastore AL, Salhi YA, Fuschi A, 
Petrozza V, Maurizi A, Illiano E, Costantini E, Palleschi 
G, Carbone A. Prospective randomized study 
comparing monopolar with bipolar transurethral 
resection of prostate in benign prostatic obstruction: 
36-month outcomes. World journal of urology. 2017 
Oct;35:1595-601.					  
DOI: 10.1007/s00345-017-2023-7		
PMID:28243790

22.	 Srinivasrao P, Shashidhar M. Bipolar versus 
monopolar transurethral resection for benign 
prostatic hypertrophy: a prospective comparative 
study. International Surgery Journal. 2022 Apr 
26;9(5):1016-8. 					   
DOI: 10.18203/2349-2902.isj20221035

23.	 Ramadan A, shoeb M, Shabayek M. Short-term 
surgical outcomes after Monopolar-versus Bipolar 
Transurethral Resection of the Prostate. QJM: 
An International Journal of Medicine. 2021 Oct 
1;114(Supplement_1):hcab110-003.		
DOI: 10.1093/qjmed/hcab110.003

24.	 Tang Y, Li J, Pu C, Bai Y, Yuan H, Wei Q, Han P. 
Bipolar transurethral resection versus monopolar 
transurethral resection for benign prostatic 
hypertrophy: a systematic review and meta-analysis. 
Journal of endourology. 2014 Sep 1;28(9):1107-14. 
DOI: 10.1089/end.2014.0188			 
PMID: 24754254 PMCID: PMC4146489		
	

25.	 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. 
The Journal of urology. 1989 Feb;141(2):243-7. 

https://doi.org/10.1111/j.1464-410X.2009.09052.x 
https://doi.org/10.1590/1806-9282.20210550
https://doi.org/10.1089/end.2005.19.333
https://doi.org/10.4103/UROS.UROS_30_19
https://doi.org/10.1155/2015/415735 
https://doi.org/10.18203/2349-2902.isj20203246
https://doi.org/10.3126/jpahs.v10i1.53968 
https://doi.org/10.3126/bjhs.v6i3.43215
https://doi.org/10.59284/jgpeman65 
https://doi.org/10.1155/2022/4205015 
https://doi.org/10.1007/s00345-017-2023-7 
https://doi.org/10.18203/2349-2902.isj20221035
https://doi.org/10.1093/qjmed/hcab110.003
https://doi.org/10.1089/end.2014.0188


O
rg

in
al

 A
rt

ic
le

JKISTMC | VOL 06 | ISSUE 11 | NO 1 | JAN, 202428

Regmi P et al. Jan. 2024;11(1):20-28

26.	 Ndimbo T. Immediate outcome of transurethral 
resection of prostate at Muhimbili National Hospital 
(Doctoral dissertation, Muhimbili University of Health 
and Allied Sciences). 

27.	 Cornu JN, Ahyai S, Bachmann A, de la Rosette J, 
Gilling P, Gratzke C, McVary K, Novara G, Woo H, 
Madersbacher S. A systematic review and meta-
analysis of functional outcomes and complications 
following transurethral procedures for lower urinary 
tract symptoms resulting from benign prostatic 
obstruction: an update. European urology. 2015 Jun 
1;67(6):1066-96.					   
DOI: 10.1016/j.eururo.2014.06.017		
PMID: 24972732

28.	 Bhatta P, Raya A, Yadav UK, Kumar V, Shahi S, Singh A. 
Median Duration of Hospital Stay after Early Removal 
of Foley’s Catheter among Patients Undergoing 
Transurethral Resection of Prostate: A Descriptive 
Cross-sectional Study. JNMA: Journal of the Nepal 
Medical Association. 2021 Jul;59(239):688.		
DOI: 10.31729/jnma.6384				  
PMID: 34508509 PMCID: PMC9107867

29.	 Chalise PR, Agrawal CS, Pandit RK. Reduction of 
length of hospital stay after transurethral resection 
of prostate by early catheter removal: a retrospective 
analysis. Nepal Medical College Journal: NMCJ. 
2007 Jun 1;9(2):84-7.

30.	 Meyer C, Gild P, Von Landenberg N, Friedlander DF, 
Eswara J, Menon M, Chun F, Fisch M, Sun M, Chung B, 
Chang S. Comparative effectiveness of transurethral 
resection techniques for benign prostatic hyperplasia-
Analysis of an all payer in patient discharge database. 

31.	 Erkoç M, Beşiroğlu H. Comparison of bipolar TURP 
and monopolar TURP patients who underwent surgery 
due to benign prostatic hyperplasia. Age (mean±SD). 
2020 Mar 1;63(7.7):64-82.				  
DOI: 10.4274/eamr.galenos.2018.24855

https://doi.org/10.1016/j.eururo.2014.06.017
https://doi.org/10.31729/jnma.6384
https://doi.org/10.4274/eamr.galenos.2018.24855 

	Prophylaxis_Against_TURP_Syndrome

