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Background: Prostatic artery embolisation (PAE) for the treatment of lower urinary tract
symptoms secondary to benign prostatic obstruction (LUTS/BPO) still remains under
investigation.

Objective: To compare the efficacy and safety of PAE and transurethral resection of the
prostate (TURP) in the treatment of LUTS/BPO at 2 yr of follow-up.

Design, setting, and participants: A randomised, open-label trial was conducted. There were
103 participants aged 40 yr with refractory LUTS/BPO.

Intervention: PAE versus TURP.

Outcome measurements and statistical analysis: International Prostate Symptoms Score
(IPSS) and other questionnaires, functional measures, prostate volume, and adverse events
were evaluated. Changes from baseline to 2 yr were tested for differences between the two
interventions with standard two-sided tests.

Results and limitations: The mean reduction in IPSS after 2 yr was 9.21 points after PAE and
12.09 points after TURP (difference of 2.88 [95% confidence interval 0.04–5.72]; p = 0.047).
Superiority of TURP was also found for most other patient-reported outcomes except for
erectile function. PAE was less effective than TURP regarding the improvement of maximum
urinary flow rate (3.9 vs 10.23 ml/s, difference of –6.33 [–10.12 to –2.54]; p < 0.001),
reduction of postvoid residual urine (62.1 vs 204.0 ml; 141.91 [43.31–240.51]; p = 0.005), and
reduction of prostate volume (10.66 vs 30.20 ml; 19.54 [7.70–31.38]; p = 0.005). Adverse
events were less frequent after PAE than after TURP (total occurrence n = 43 vs 78, p = 0.005),
but the distribution among severity classes was similar. Ten patients (21%) who initially
underwent PAE required TURP within 2 yr due to unsatisfying clinical outcomes, which
prevented further assessment of their outcomes and, therefore, represents a limitation of the
study.

Conclusions: Inferior improvements in LUTS/BPO and a relevant re-treatment rate are found
2 yr after PAE compared with TURP. PAE is associated with fewer complications than TURP.



The disadvantages of PAE regarding functional outcomes should be considered for patient
selection and counselling.

Comments

In this edition of the Journal of Club CAU, I will analyze a recent paper entitled “Prostatic
Artery Embolisation Versus Transurethral Resection of the Prostate for Benign Prostatic
Hyperplasia: 2-yr Outcomes of a Randomised, Open-label, Single-centre Trial”, published on
June-July edition of the European Urology. The authors have to be praised for performing a
randomised, open-label, single-centre trial on 103 men aged >39 years with refractory
LUTS/BPO who underwent prostatic artery embolization (PAE) or transurethral resection of
the prostate (TURP) with a 2-years follow-up. The primary endpoint of the study was the
change from baseline to 24 months in the Internationale Prostate Symptom Score (IPSS)
questionnaire.
First, I want to congratulate the authors for the effort of the 24 months data collection and
analysis. Benign prostate hyperplasia (BPH) is a common disease in adult men and
consequent lower urinary tract symptoms (LUTS) have a major impact on quality of life (QoL).
Most elderly men have at least one LUTS and, in those refractories to medication, TURP has
represented the gold-standard up to date. Anyway, some patients are reluctant to undergo
TURP given its associated risks, such as retrograde ejaculation and sometimes erectile
dysfunction. Recently, PAE has been proposed as an alternative minimally invasive treatment.
Last year, a systematic review showed how PAE was associated with fewer adverse events and
shorter hospitalization times than TURP1.
EAU guidelines strongly recommend performing imaging of the prostate before surgical
treatment. In this research study, selected patients underwent transabdominal ultrasound
prior to surgery to calculate the prostate volume. At 3- and 24-months follow-up visits,
prostate volume was assessed using MRI. As a comment, a difference in volume could be
attributed to the use of MRI instead of ultrasound. Moreover, it would have been significant to
calculate volume through transrectal ultrasound in order to obtain a more objective
measurement. In fact, transrectal ultrasound is known to be superior to transabdominal
ultrasound in measuring the volume of the prostate2.
An exclusion criterion was a pre-interventionally proven carcinoma of the prostate. Table 1
reports baseline characteristics of patients included. In this table it can be evinced that some
patients had an altered serum total PSA. It is appealing for the discussion to understand how
these patients would be managed. As a constructive criticism, PSA density was not evaluated.
PSA density is the level of serum PSA divided by the prostate volume, and could add valuable
information. The higher the PSA density, the higher the risk of an asymptomatic prostate
cancer3. Did these patients undergo further studies before surgical procedure? At least a
multiparametric MRI of the prostate should be performed in case of suspicious prostate
cancer. Moreover, it could be interesting to know if some of these patients had carcinoma at
final pathology and how was he managed.
Ten patients (21%), who initially underwent PAE, required TURP within two years due to
unsatisfying clinical outcomes. 21% is a high rate of reintervention and should be considered
when PAE is proposed to a patient. Analysing supplementary table 1, TURP was performed
always within the first 12 months, in some cases within 3 months, and prostate size had little



to no reduction after PAE, as well as PVR. In fact, the reason of intervention in most cases was
the persistency of LUTS. However, there are no information about the anatomy of the prostate.
Patients with a relevant middle lobe have major improvements after TURP and such detail
could add significant information to this study.
About complications, authors stratified them according to the modified Clavien system.
However, a 2-years follow-up is too short to properly evaluate and compare the complications
of the two techniques. A longer follow up of at least 5 or 10 years is needed.
In conclusion, the study fulfils the main endpoints. It would be fascinating to perform a
multi-centre prospective study comparing TURP and PAE evaluating if a difference in prostate
resected weight could be related to better or worse outcomes in comparison with PAE.
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