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What Is Benign Prostatic Hyperplasia (BPH)?

Benign prostatic hyperplasia (BPH) is a non-malignant, histological condition characterised by an increase

in the number of stromal and epithelial cells within the transition zone of the prostate gland. It is the most

common benign tumour in men and the most frequent cause of lower urinary tract symptoms (LUTS) in the

male population. BPH is not prostate cancer, does not predispose to prostate cancer, and is not

life-threatening — but it can significantly impair quality of life and, if untreated, may lead to serious

complications.

The prostate is a walnut-sized exocrine gland situated at the base of the bladder, encircling the proximal

urethra. As the gland enlarges in BPH, it progressively narrows the urethral lumen and increases urethral

resistance, producing the obstructive and irritative urinary symptoms that characterise the condition.

Symptoms are driven by both static obstruction (physical gland compression) and dynamic obstruction

(increased alpha-adrenergic smooth muscle tone).

Prevalence (histological) ~50% of men aged 50–60; ~90% of men by age 80–90

Symptomatic BPH ~25–30% of men over 50 have bothersome LUTS attributable
to BPH

Average prostate volume Normal ~25 mL; BPH typically 40–80 mL; large >80 mL

Complications if untreated Acute urinary retention; recurrent UTI; bladder stones; renal
impairment

Annual AUR risk ~1–2% per year for untreated symptomatic BPH; higher with
larger glands

Aetiology Age-related hormonal changes; DHT-mediated stromal
proliferation; androgen-oestrogen imbalance

BPH is NOT prostate cancer BPH and prostate cancer are independent conditions; BPH
does not increase cancer risk

Symptoms — LUTS Classification & IPSS

Lower urinary tract symptoms in BPH are classified as obstructive (voiding) or irritative (storage) in nature.

Severity is quantified using the validated International Prostate Symptom Score (IPSS), a

seven-question, 35-point self-administered questionnaire that forms the cornerstone of clinical assessment

and treatment monitoring:

Category Symptoms Pathophysiological Basis

Voiding (Obstructive) Hesitancy; poor stream;
intermittency; straining;
prolonged voiding; terminal
dribbling; sensation of
incomplete emptying

Mechanical obstruction of the proximal urethra by the
enlarged transitional zone; increased urethral
resistance requires greater detrusor pressure to
initiate and sustain micturition; post-void residual urine
accumulates over time
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Category Symptoms Pathophysiological Basis

Storage (Irritative) Urgency; frequency; nocturia;
urgency urinary incontinence;
nocturia (≥2 episodes per night)

Secondary detrusor overactivity (DO) arising from
chronic partial outlet obstruction; bladder wall
hypertrophy and altered urothelial signalling; reduced
functional bladder capacity; may persist
post-operatively if detrusor damage is established

Post-Micturition Post-micturition dribbling;
sensation of incomplete
emptying

Pooling of urine in the bulbar or prostatic urethra
post-voiding; reduced urethral sphincter recoil in the
context of bladder outlet obstruction

IPSS Score Severity Recommended Management

0–7 Mild Watchful waiting; lifestyle advice; bladder diary;
reassurance

8–19 Moderate Medical therapy (alpha-blockers ± 5-alpha reductase
inhibitors); consider surgical assessment if symptoms
poorly controlled

20–35 Severe Medical therapy; strong indication for surgical
intervention; urological referral recommended

URGENT / RED FLAG SYMPTOMS

Blood in the urine, pain on urination, or complete inability to pass urine are not typical features of BPH and

require same-day GP assessment. These symptoms may indicate urinary tract infection, bladder cancer, or

acute urinary retention, and must not be attributed to BPH without formal clinical evaluation.

Acute urinary retention (AUR) — sudden, painful inability to void — requires emergency catheterisation. Attend

A&E; immediately.

Sources: NHS UK — www.nhs.uk/conditions/enlarged-prostate/ (reviewed April 2025) | EAU Guidelines on Non-Neurogenic Male

LUTS, 2024 | Barry MJ, et al. J Urol. 1992;148(5):1549–1557 (IPSS validation)
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The BPH Assessment Clinic — Mr Khan's Pathway

A thorough, structured assessment is fundamental to accurate diagnosis, appropriate risk stratification,

and selection of the optimal treatment strategy. Mr Khan offers a dedicated BPH Assessment Clinic

providing a comprehensive range of investigations to individualise patient care.

Assessment Component Method, Purpose & Clinical Significance

History & IPSS Questionnaire Detailed structured history of LUTS onset, duration, and severity. IPSS score
quantifies symptom burden and quality-of-life impact. Identifies red flag
symptoms, haematuria, previous urological history, medication review (diuretics,
anticholinergics, antipsychotics), and relevant comorbidities. Bladder diary
(frequency-volume chart) recorded for ≥3 days to characterise voiding pattern
and fluid intake.

Physical Examination & Digital
Rectal Examination (DRE)

Abdominal examination to exclude palpable bladder (chronic retention). DRE
assesses prostate size, consistency, and surface texture. A smooth, rubbery,
symmetrically enlarged gland is consistent with BPH; hard, nodular, or
asymmetric areas prompt further PSA assessment and consideration of prostate
biopsy to exclude co-existing malignancy.

PSA Blood Test Serum PSA is offered and discussed with all patients undergoing BPH
assessment. PSA elevation above age-adjusted reference ranges may indicate
concomitant prostate cancer, prostatitis, or a large BPH gland (PSA is
proportional to prostate volume in BPH — typically ~0.1–0.3 ng/mL per cc of
benign tissue). A significantly elevated PSA prompts MRI and consideration of
biopsy before any BPH surgical intervention. PSA also informs medical
management: higher levels (>1.4 ng/mL) predict greater benefit from 5-alpha
reductase inhibitors.

Urinalysis & MSU Dipstick urinalysis to identify haematuria (mandates further investigation),
glycosuria (screening for diabetes mellitus as a confounding cause of LUTS), and
evidence of urinary tract infection. Midstream urine culture before any
instrumentation or surgical intervention.

Uroflowmetry (Urine Flow Rate
Study)

The patient voids into a calibrated flow meter under normal conditions. Key
parameters: maximum flow rate (Qmax — normal >15 mL/s; BOO typically <10
mL/s), voided volume, flow curve morphology, and voiding time. A voided volume
of ≥150 mL is required for a clinically valid result. Post-void residual (PVR)
measured by bladder ultrasound immediately after voiding. PVR >300 mL
consistently raises the risk of AUR and renal impairment and generally indicates
surgical intervention.

Renal Ultrasound & Bladder
USS

Upper tract assessment for hydronephrosis, which may indicate bilateral ureteric
obstruction from chronic high-pressure chronic retention (HPCR). Bladder wall
thickness assessment: increased trabeculation and wall thickening indicate
established detrusor hypertrophy from chronic outflow obstruction. Prostate
volume measurement guides surgical technique selection (e.g. TURP vs HoLEP
for larger glands).
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Assessment Component Method, Purpose & Clinical Significance

Urodynamic Studies
(Pressure-Flow Study — PFS)

Indicated when the diagnosis is uncertain, voiding symptoms are present without
significant Qmax reduction, there is suspicion of detrusor underactivity
(acontractile bladder rather than BOO), or where a previous BPH procedure has
failed to improve symptoms. Pressure-flow study simultaneously measures
detrusor pressure and urine flow rate during voiding. Bladder outlet obstruction
index (BOOI ≥40) confirms urodynamic obstruction. Detrusor overactivity
detected during the filling phase predicts poorer surgical outcomes. Essential
before re-operative BPH surgery or in complex cases with neurological
comorbidity.

Flexible Cystoscopy Outpatient endoscopic inspection of the urethra and bladder under local
anaesthesia. Performed when: haematuria is present (to exclude bladder
tumour); previous lower urinary tract surgery has been performed; urethral
stricture disease is suspected (common confounding diagnosis for poor flow);
bladder stones are identified on USS; or where anatomical confirmation is
required before planning BPH surgery. Also identifies median lobe hypertrophy,
the degree of prostatic urethral occlusion, and bladder mucosal changes
indicative of chronic outflow obstruction.

Sources: NHS UK — www.nhs.uk/conditions/enlarged-prostate/ (reviewed April 2025) | EAU Guidelines on Non-Neurogenic Male

LUTS, 2024 | NICE Guideline NG97 (LUTS in men, 2024)
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Medical Management of BPH / LUTS

Medical therapy is the first-line treatment for men with moderate-to-severe LUTS who do not have absolute

indications for surgery. The choice of agent depends on predominant symptom type (voiding versus

storage), prostate volume, PSA level, and patient comorbidities. Combination therapy is often more

effective than monotherapy for men at risk of disease progression.

Drug Class / Agent Primary Indication & Mechanism Evidence & Key Side Effects

Alpha-1 Blockers (Tamsulosin,
Alfuzosin, Silodosin,
Doxazosin)

First-line for voiding LUTS in all
prostate sizes. Relax prostatic smooth
muscle and bladder neck by blocking
alpha-1A adrenoreceptors; reduces
dynamic urethral resistance within
days. Onset of action: 48–72 hours.

Level 1A evidence; improve Qmax by
~20–25% and IPSS by ~30–35%. Side
effects: retrograde ejaculation
(especially tamsulosin — ~30%),
orthostatic hypotension (doxazosin),
dizziness, rhinitis. No effect on prostate
volume or long-term progression.

5-Alpha Reductase Inhibitors
(5-ARIs) (Finasteride,
Dutasteride)

Indicated when prostate volume
>30–40 mL or PSA >1.4 ng/mL;
reduces disease progression risk.
Blocks conversion of testosterone to
DHT; reduces prostate volume by
~20–25% over 6–12 months.
Requires 3–6 months for full symptom
benefit.

Reduces AUR risk by 57% and need for
surgery by 55% (MTOPS trial). Halves
PSA — must adjust interpretation. Side
effects: erectile dysfunction (~5%),
reduced libido, ejaculatory disorder,
gynaecomastia. Important: PCPT trial
shows modest increased risk of
high-grade prostate cancer detection —
counsel patients appropriately.

Combination Therapy
(Alpha-blocker + 5-ARI)

Moderate-to-severe LUTS with
prostate >40 mL or PSA >1.4 ng/mL;
men at risk of progression (younger,
higher PSA, larger gland). Combines
immediate symptom relief with
long-term volume reduction.

MTOPS and CombAT trials:
combination therapy superior to either
agent alone at 4 years for symptom
relief, Qmax, AUR, and need for
surgery. Cumulative side effects of both
agents apply.

Muscarinic Antagonists
(Solifenacin, Tolterodine,
Oxybutynin)

Storage LUTS (urgency, frequency,
urgency incontinence) as predominant
complaint; may be combined with
alpha-blocker. Reduces detrusor
overactivity and increases functional
bladder capacity.

Use with caution when PVR >150 mL
(risk of precipitating AUR). Side effects:
dry mouth, constipation, blurred vision,
cognitive effects (especially oxybutynin)
in elderly patients. Reassess after 4–6
weeks; monitor PVR.

Beta-3 Agonist (Mirabegron) Storage LUTS as an alternative or
adjunct to muscarinic antagonists.
Activates beta-3 adrenoreceptors in
the detrusor; relaxes bladder during
filling; increases functional bladder
capacity.

Preferred over anticholinergics in men
with constipation, glaucoma, or
cognitive impairment. Side effects:
hypertension (monitor BP), urinary
retention (lower risk than
anticholinergics). Can be combined
with alpha-blockers safely.
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Drug Class / Agent Primary Indication & Mechanism Evidence & Key Side Effects

PDE5 Inhibitors (Tadalafil 5 mg
daily)

LUTS / BPH + erectile dysfunction;
also monotherapy for LUTS without
predominant ED. Relaxes smooth
muscle in the prostate, urethra, and
bladder neck via cyclic GMP pathway.

NICE approved for LUTS + ED
combination. Improves IPSS by ~5
points and IIEF (erectile function)
scores. Does not improve Qmax as
significantly as alpha-blockers.
Contraindicated with nitrates. Side
effects: flushing, headache, back pain,
nasal congestion.

Sources: EAU Guidelines on Non-Neurogenic Male LUTS, 2024 | NICE NG97 (updated 2024) | MTOPS Research Group. McConnell

JD, et al. NEJM. 2003;349(25):2387–2398 | Chapple CR, et al. Eur Urol. 2013;63(3):508–518
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Surgical Treatment — Evidence-Based Comparison

Surgical intervention is recommended when medical therapy has failed or is poorly tolerated, when

symptoms are severe (IPSS ≥20), or when absolute indications exist: acute urinary retention, recurrent

retention, bladder stones secondary to BPH, obstructive renal impairment, or recurrent UTI attributable to

incomplete bladder emptying. The following procedures are supported by randomised controlled trial

evidence and EAU/NICE endorsement.

Procedure Prostate Size Anaes- thesia Hospital Stay Catheter
Duration

Evidence Level

Bipolar TURP (Mr
Khan)

<80 mL GA / Spinal 1–2 days 1–2 days Level 1A (EAU
Gold Standard)

HoLEP (Referral) Any size (ideal
>80 mL)

GA 1–2 days 1–2 days Level 1A
(Equivalent to
TURP)

Prostate Artery
Embolisation
(PAE) (Referral —
IR)

>40 mL (ideal
>80 mL)

Sedation / LA Day case / 1
night

1–7 days
variable

Level 2–3 (NICE
IPG611 2018)

UroLift
(Independent
evidence review)

<70 mL No
median lobe

LA / GA Day case 0–1 days Level 1B (NICE
MTG26 2015 —
limited long-term
data)

Rezum (Water
Vapour Therapy)
(Independent
evidence review)

30–80 mL
(median lobe
acceptable)

LA / Sedation Day case 3–7 days Level 1B (NICE
MTG49 2021 —
5-yr data limited)

Open
Prostatectomy
(Millin's / HRP)

>80 mL
(selected)

GA / Spinal 5–7 days 5–7 days Level 1A
(historical gold
standard for large
glands)

Bipolar TURP — The Evidence-Based Gold Standard

Transurethral resection of the prostate (TURP) has been the gold standard surgical treatment for BPH for

over 60 years. Bipolar TURP, which uses saline as the distension medium, has superseded monopolar

TURP in contemporary practice, eliminating the risk of TUR syndrome (dilutional hyponatraemia) and

enabling safe resection in patients with cardiac pacemakers.

Aspect Clinical Details

Technique A rigid resectoscope is passed transurethrally under GA or spinal anaesthesia.
Bipolar electrosurgical loops resect prostatic tissue in saline irrigation, creating a
channel through the obstructing adenoma. Resected chips are evacuated and
sent for histology. Duration: 45–90 minutes dependent on gland size. A urethral
catheter is left in situ for 24–48 hours post-operatively.
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Aspect Clinical Details

Efficacy IPSS improvement: 65–70% reduction sustained at 10 years. Qmax
improvement: 100–165% increase from baseline. Post-void residual: normalises
in the majority. Durable outcomes superior to all minimally invasive surgical
treatments (MIST) at 5+ year follow-up. Re-treatment rate: ~5% at 5 years.
Considered the reference procedure against which all other BPH interventions
are benchmarked in randomised controlled trials.

Advantages over monopolar Uses normal saline (isotonic) irrigation — eliminates TUR syndrome risk; safe in
patients with cardiac implantable electronic devices (pacemakers, ICDs);
equivalent haemostasis with potentially reduced transfusion risk; reduced
capsular perforation rate; shorter catheterisation time in most series.

Side effects & risks Retrograde ejaculation: 65–90% (most common; occurs due to disruption of the
bladder neck; patients must be counselled pre-operatively). Erectile dysfunction:
~5–10% (lower than historical monopolar data). Urinary incontinence (stress):
<1–2% if sphincter integrity maintained. Urethral stricture or bladder neck
stenosis: 2–5% long-term. Blood transfusion: <1–2% with bipolar technique.
Short-term: dysuria, haematuria, frequency post-operatively for 2–6 weeks.

Who is it suitable for? Men with prostate volume up to approximately 80 mL, moderate-to-severe LUTS
refractory to medical therapy, absolute surgical indications (AUR, recurrent UTI,
bladder stones, obstructive uropathy), or those who prefer a definitive, durable
procedure with the largest long-term evidence base of any BPH intervention.

Sources: EAU Guidelines on Non-Neurogenic Male LUTS, 2024 | NICE NG97 | Mamoulakis C, et al. Eur Urol. 2009;55(2):364–371 |

Burke N, et al. BJU Int. 2010;105(8):1164–1169
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HoLEP, PAE, UroLift & Rezum — Evidence Review

HoLEP — Holmium Laser Enucleation of the Prostate

HoLEP uses a high-power holmium:YAG laser to enucleate the entire prostatic adenoma from the surgical

capsule, replicating the tissue removal achieved by open prostatectomy but endoscopically. The

enucleated lobes are morcellated within the bladder and evacuated. HoLEP is size-independent — it is

equally applicable to glands of 30 mL and 300 mL — and is the recommended procedure for prostates too

large for safe TURP (generally >80 mL).

Aspect HoLEP — Clinical Evidence

Efficacy vs TURP Multiple RCTs and meta-analyses demonstrate equivalent or superior outcomes
to TURP for IPSS, Qmax, and PVR, with lower blood transfusion rates and
shorter catheter time. At 7-year follow-up, HoLEP re-treatment rates are
significantly lower than TURP (~1.5% vs ~5%) due to more complete adenoma
removal.

Advantages Size-independent: no upper prostate volume limit. Lower blood loss than TURP
or open prostatectomy (bloodless field). Day-case or 23-hour admission. Shorter
catheterisation (18–24 hours). Applicable to patients on anticoagulation.
Recommended by EAU as the preferred technique for large prostates (>80 mL).

Limitations Steep learning curve: approximately 50–100 supervised cases required for
proficiency; not universally available. Retrograde ejaculation rate equivalent to
TURP (~70–80%). Transient stress urinary incontinence in 5–15% during early
recovery (typically resolves within 3–6 months in the majority). Requires
specialist centre with high-power holmium laser equipment.

Mr Khan's Practice Mr Khan refers patients with prostate volumes >80 mL, or where HoLEP is the
preferred technique based on individual clinical circumstances, to specialist
high-volume HoLEP centres for this procedure. Full pre-operative assessment,
IPSS, uroflowmetry, and MDT documentation are provided with all referrals.

Prostate Artery Embolisation (PAE)

PAE is a minimally invasive radiological procedure in which microspheres are injected selectively into the

prostatic arteries under fluoroscopic guidance via a femoral or radial artery approach, reducing prostatic

blood supply and causing controlled ischaemic shrinkage of the gland.

Aspect PAE — Clinical Evidence & Pathway

Efficacy The ROPE registry and several RCTs (including PAE vs TURP — Carnevale et
al., Russo et al.) demonstrate significant IPSS improvement (average 10–15
points), Qmax improvement, and prostate volume reduction (15–25%). Outcomes
are consistently inferior to TURP in direct comparative trials at 12 months, but
PAE avoids general anaesthesia and preserves ejaculatory function in the
majority of patients (~80% preserve antegrade ejaculation).
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Aspect PAE — Clinical Evidence & Pathway

Indications & Patient Selection
Criteria

Best suited to: patients unfit for or declining general anaesthesia; large-volume
prostates (>80 mL) as an alternative to open/HoLEP; men where preservation of
ejaculatory function is a priority; those with significant haematuria from BPH
(haemostatic effect). Not suitable for: prostates <40 mL; severe atherosclerosis of
pelvic vessels; renal impairment (contrast risk); absent arterial anatomy on CT
angiography planning.

Evidence Level & NICE Status NICE Interventional Procedure Guidance IPG611 (2018): recommends PAE only
in specialist centres, with governance arrangements, consent for uncertainty
regarding long-term outcomes, and audit and research participation. Not yet a
first-line recommendation. Re-treatment rates higher than TURP: ~15–20%
require further BPH treatment within 3 years in registry data. Longer-term
comparative data beyond 3 years remains limited.

Mr Khan's Practice Mr Khan assesses patients' anatomical and clinical suitability for PAE during the
BPH clinic consultation — including review of CT angiography where indicated.
Suitable patients are referred to his trusted specialist interventional radiology
partners for the PAE procedure. Mr Khan remains responsible for pre- and
post-procedure urological assessment, outcome monitoring, and salvage
treatment planning if PAE proves insufficient.

Sources: NICE IPG611, 2018 (PAE) | Carnevale FC, et al. Cardiovasc Intervent Radiol. 2016;39:44–52 | Russo GI, et al. Eur Urol.

2020;78(4):571–582 | EAU Guidelines on Non-Neurogenic Male LUTS, 2024
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UroLift & Rezum — Factual Evidence Critique

EDITORIAL NOTE — EVIDENCE TRANSPARENCY

The following section provides a factual, evidence-based critique of UroLift and Rezum. It is not intended to be

dismissive of these techniques, which are appropriate for carefully selected patients in specific clinical

circumstances. However, patients and referrers deserve a clear, balanced account of what the published

evidence actually demonstrates — including the limitations that manufacturers' promotional materials may not

fully emphasise.

UroLift (Prostatic Urethral Lift — PUL)

Aspect UroLift — Evidence & Critical Appraisal

Mechanism Nitinol implants are inserted under cystoscopic guidance to mechanically retract
and hold the obstructing prostatic lobes laterally, creating a channel in the
prostatic urethra. No tissue is removed or ablated. The procedure is typically
performed under local anaesthesia or sedation as a day case.

Published Efficacy (Best-Case
Data)

L.I.F.T. RCT (Roehrborn et al., J Urol 2013): at 12 months, IPSS improved by
11.1 points vs 7.0 (sham); Qmax improved by 4.4 mL/s vs 2.7 mL/s. 5-year
follow-up (Gratzke et al., Eur Urol 2017): 60% of originally implanted patients
were still receiving benefit at 5 years without additional BPH intervention —
meaning 40% required further treatment within 5 years.

Limitations & Critical Appraisal 1. CONTRAINDICATED in median lobe hypertrophy — which is present in
approximately 50–60% of men presenting with BPH of sufficient severity to
warrant surgical intervention. This substantially limits the eligible population.
2. Only suitable for prostates <70 mL in most protocols.
3. Qmax improvement is modest and significantly inferior to TURP in all direct
comparison data (TURP achieves ~100–165% vs ~30–40% for UroLift).
4. Re-treatment rate: ~19% at 5 years (BPH6 study); approximately 13% of
patients in the LIFT trial underwent a surgical re-intervention within 5 years.
Real-world re-treatment rates in registry data are higher.
5. No long-term (>5 year) RCT data available. The NICE guidance (MTG26,
2015, updated 2020) was issued with explicit acknowledgement of limited
evidence and a requirement for continued audit and research.
6. Permanent implants remain in situ — future MRI may be affected; the clinical
significance of this is not fully established.
7. NICE NG97 (2024 update) notes that UroLift should only be offered to men for
whom preserving sexual function is a priority and who have been fully informed of
the inferior durability compared to TURP.

Ejaculatory Function The primary marketed advantage of UroLift is preservation of ejaculatory function
— antegrade ejaculation is maintained in ~93% of patients. This is a genuine and
clinically important benefit for appropriately selected younger men for whom
sexual function is a priority. It does not, however, override the significantly inferior
symptom improvement and durability when compared to TURP in the published
RCT literature.
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Aspect UroLift — Evidence & Critical Appraisal

Summary: Who May Benefit UroLift may be an appropriate option for: men aged <65 years with
mild-to-moderate LUTS (IPSS 8–19); prostate volume <70 mL without a
significant median lobe; who prioritise preservation of ejaculation and accept a
higher likelihood of requiring further intervention within 5 years; and who are fully
informed of the comparative outcome data. It is not appropriate as a substitute for
TURP in men with: IPSS ≥20; large gland; significant median lobe; PVR >200
mL; or absolute surgical indications (AUR, stones, renal impairment).

Rezum (Convective Water Vapour Thermal Therapy)

Aspect Rezum — Evidence & Critical Appraisal

Mechanism Pulses of radiofrequency-generated water vapour (steam at 103°C) are injected
transurethrally into the prostatic transition zone and, where present, the median
lobe, via a cystoscopic delivery system. The steam condenses within the tissue,
releasing stored thermal energy, causing cell death and subsequent resorption of
prostatic tissue over approximately 4–12 weeks. Performed under local
anaesthesia or sedation.

Published Efficacy (Best-Case
Data)

Dixon et al., J Urol 2019 (pivotal RCT): at 12 months, IPSS improved by 11.4
points (Rezum) vs 4.9 (sham). Qmax improved by 6.2 mL/s vs 1.1 mL/s. McVary
et al., Urology 2021 (4-year follow-up): IPSS improvement maintained in ~75% of
patients at 4 years — 25% required additional BPH treatment by 4 years. 5-year
data from the single-arm Rezum II study (McVary et al., 2021) suggests
sustained benefit in ~77% of original cohort, though loss to follow-up and patient
selection bias must be acknowledged.

Limitations & Critical Appraisal 1. Prolonged post-operative catheterisation: 3–7 days mandatory catheterisation
post-procedure due to oedema and urinary retention — significantly longer than
TURP (24–48 hours) or HoLEP (18–24 hours). This is frequently under-stated in
promotional materials.
2. Delayed symptom response: tissue resorption takes 4–12 weeks; symptom
improvement is not immediate (unlike TURP/HoLEP).
3. Qmax improvement is significantly inferior to TURP in all studies (6.2 mL/s vs
~12–15 mL/s for bipolar TURP).
4. Re-treatment rate: approximately 4.4% surgical retreatment at 4 years in
controlled trial data, though this rises in real-world practice. The 5-year
retreatment rate from combined study data is approximately 10–12% in
unselected patients.
5. Not recommended for prostates >80 mL or significant urodynamic obstruction
(BOOI ≥40 with detrusor underactivity component).
6. NICE MTG49 (2021): approved for use with specialist oversight; the
assessment explicitly states that the evidence base at approval was limited, with
follow-up data beyond 4 years not yet robust. NICE requires continued data
collection and audit.
7. No head-to-head RCT comparing Rezum directly to bipolar TURP at 5 years
has yet been published (as of 2025). All comparative statements in manufacturer
materials rely on indirect comparison across trials.

Ejaculatory Function & Sexual
Side Effects

Antegrade ejaculation is preserved in approximately 92% of patients in trial data
— a genuine advantage for sexually active men. However, this must be weighed
against the significantly inferior immediate symptom response, the mandatory
post-procedure catheter burden, and the delayed onset of benefit.
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Aspect Rezum — Evidence & Critical Appraisal

Summary: Who May Benefit Rezum may be an appropriate option for: men with moderate LUTS (IPSS 8–19);
prostate 30–80 mL including median lobe involvement; who prioritise sexual
function preservation; who accept a 3–7 day catheter post-procedure; and who
understand the delayed symptom response and the less durable outcomes
compared to TURP at 5 years. Absolute surgical indications (AUR, bladder
stones, obstructive uropathy) remain contraindications for Rezum.

MR KHAN'S CLINICAL POSITION — UROLIFT & REZUM

Both UroLift and Rezum are NICE-approved minimally invasive surgical therapies (MIST) for carefully selected

patients with moderate LUTS and prostate volumes within defined limits. Neither procedure has demonstrated

equivalent long-term symptom control, Qmax improvement, or re-treatment rates when compared head-to-head

with bipolar TURP in the published RCT literature. Their principal advantage is preservation of ejaculatory

function, which is a legitimate and important priority for selected patients. Patients must be fully informed of the

trade-offs between functional preservation and procedural durability.

Mr Khan does not currently offer UroLift or Rezum as primary BPH treatments at his practice, based on his

assessment of the comparative evidence. Patients for whom these procedures may be appropriate after full

discussion will be referred to specialist centres with established audit programmes.

Sources: NICE MTG26 (UroLift, 2015, updated 2020) | NICE MTG49 (Rezum, 2021) | NICE NG97 (2024) | Roehrborn CG, et al. J Urol.

2013;190(6):2161–2167 (L.I.F.T.) | Gratzke C, et al. Eur Urol. 2017;71(2):79–80 (5-yr UroLift) | Dixon CM, et al. J Urol.

2019;201(3):548–558 (Rezum RCT) | McVary KT, et al. Urology. 2021;156:226–234 (Rezum 4-yr)
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Mr Shahid Khan — BPH Clinic & Surgical Services

Mr Shahid Khan is a Consultant Urological Surgeon at Surrey & Sussex NHS Trust (East Surrey Hospital,

Redhill) and in private practice at Spire Gatwick Park and Spire St Anthony's Hospitals. He leads a dedicated

BPH Assessment Clinic offering the full range of diagnostic and therapeutic services for benign prostatic

hyperplasia and male lower urinary tract symptoms, with particular surgical expertise in bipolar TURP.

Services Provided by Mr Khan

● Dedicated BPH Assessment Clinic — structured consultation with IPSS scoring, bladder diary

review, and symptom characterisation

● PSA testing and interpretation — age-adjusted PSA, PSA density, velocity analysis; prostate

cancer exclusion pathways where indicated

● Digital rectal examination (DRE) — clinical prostate sizing and surface characterisation

● Uroflowmetry — Qmax measurement, flow curve analysis, post-void residual ultrasound assessment

● Urodynamic studies (pressure-flow studies) — for complex or uncertain cases, detrusor

underactivity assessment, and pre-operative workup

● Flexible cystoscopy (outpatient) — exclusion of urethral stricture, median lobe assessment,

bladder pathology, and haematuria evaluation

● Bipolar TURP — under GA or spinal anaesthesia; day-case or 23-hour admission; standard

operating procedure for prostates up to ~80 mL; the reference-standard surgical intervention for BPH

● Medical management and prescription optimisation — alpha-blockers, 5-ARIs, combination

therapy, beta-3 agonists, PDE5 inhibitors

● HoLEP referral — for prostate volumes >80 mL or cases where HoLEP is the preferred technique;

full pre-operative documentation provided

● PAE patient assessment and referral — eligibility assessment, CT angiography review, referral to

specialist interventional radiology partners; post-PAE urological follow-up

● Catheter and retention management — TWOC clinic, long-term catheter management, suprapubic

catheter insertion

● Long-term LUTS surveillance — serial uroflowmetry, PSA monitoring, post-operative follow-up after

TURP and all BPH procedures

REFERRAL & APPOINTMENT INFORMATION

Referrals are welcomed from GPs (routine and urgent pathways), medical and surgical colleagues, and via

self-referral for private consultations. Mr Khan offers rapid-access BPH assessment clinics, flexible cystoscopy

lists, bipolar TURP operating lists, and MDT coordination across NHS and private sectors. Private patients are

seen without waiting lists at Spire Gatwick Park and Spire St Anthony's Hospitals.

Website www.epsomurology.co.uk

NHS Surrey & Sussex NHS Trust | East Surrey Hospital, Canada Avenue, Redhill RH1 5RH

Private Spire Gatwick Park Hospital, Povey Cross Road, Horley, Surrey RH6 0BL

Private Spire St Anthony's Hospital, London Road, North Cheam, Sutton SM3 9DW
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Disclaimer: This document is produced for patient information and professional referral purposes only. All clinical content has been

independently compiled and expressed in original language, drawing upon information published by NHS UK

(www.nhs.uk/conditions/enlarged-prostate/, reviewed April 2025), the European Association of Urology (EAU Guidelines on

Non-Neurogenic Male LUTS, 2024), NICE Guideline NG97 (updated 2024), NICE MTG26 (UroLift), NICE MTG49 (Rezum), NICE

IPG611 (PAE), and peer-reviewed urological literature as cited. No NHS or third-party text has been reproduced verbatim.

Evidence-based critiques reflect published RCT and guideline data as of April 2025. Clinical decisions must be made in the context of

individual patient assessment by a qualified specialist.


