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ABSTRACT

Background: Benign prostatic hyperplasia is the most commeon cause of lower urinary tract symptoms in the clderly male and
commoanly treatcd by open prostatectomy in this environment despite newer safer options. The standard of care for benign prostatic
hyperplasia is still the open prostatectomy procedure carried out by either the retro -pubic or transvescical raute particularly in health
institutions in developing countries where the resources for modern methods are not readily available. The authors’ place of practice
has practiced this method of managing BPH since the establishment of the institution over fifty years ago and has continued todo so
despite becoming a University Teaching Hospital. Huge number of patients with BPH flock our Qutpaticnt Clinics seeking for
management of their BPH. The number of these embarking on medical tourism is also on the increase to have more modem
techniques of treatment like TURP in view of its better outcome, thus further depleting our scarce foreign reserve.

We therefore reviewed retrospectively the opén prostatectomies (OP) carried out in the institution looking at the cost cffectiveness,
surgical complications and quality of life thercafter.

Objective: To assess the outcome of OP earried out in Bingham University Teaching Hospital (BHUTH), between January; 2011 to
January; 2017 in crder to recommend options for improved outcome in terms of quality of life, cost effectiveness and patient safety.
Desipn: A retrospective study of open prostatectomics done at Bingham University Teaching Hospital, formerly ECWA Evangel
Hospital, Jos looking at the cost effectiveness, post-operative morbidity outcomes, length of hospitalization and quality of life
thereafler. e 8 e
Serting: Bingham University Teaching Hospital, Jos, Nigeria.

Methads: Afler obtaining cthical clearance from the BHUTH Health Research Ethics Committee for this study, we reviewed the
medical records of 80 open prastatectomy patients from January 2011 to January; 2017 in order to document both medical and
surgical complications arising from the surgeries. We also classificd the complications documented using the modified Clavien
method of classificalion for surgical operations.

Resulis: We found a total of 108 OP that were carried out over the review period. Of the number only 80 cases were analysed. Those
excluded were cither due to incomplete documentation or existing comorbidities. Of the 80 OP patients analysed, statistical analysis
showed that the mean age of the patients was 62+10 years and a range of 53— x years. In this study 8% of the subjects bad one form of
complication or the other. Most complications were found to have occurred in the immediate post-surgery period. Other
complications of OP that occurred in the carly postoperative period were re-operated within 2 and 5 years respectively. Length of
hospital stay ranged between five and fwenty days.

Conclusion: We conclude that OP procedure is still accompanied with substantial perioperative morbidity and mortality and this
correlated well with the grade of the complication, particularly for high-grade complications. Open prostatectomy is still a valid
operative procedure in a contemporary socicty, even where advanced techoiques for transurcthral approach to prostatectomy and laser
and assisted robotic radical prostatectomy are available. However, where the human resources for modem techniques such as the
transurethral Prostatectomy (TURP) arc available, the armamentarium should be acquired to further reduce the occurrence of
morbidity and even mortality recordediin this study. We also note that possible complications should be well explained to the patient at
the preoperative encounter and documented.

INTRODUCTION (BPH) in most centres of the developing countries
Open prostatectomy (OP) via the transvesical route, even though the transurethral route is becoming
is still the reference standard for managing increasing available in our country, Nigeria,"
complications of benign prostatic hyperplasia However, in developed countries the gold standard
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for OP is transurethral prostatectomy (TURP).
Complications resulting from the various types of
prostatectomy methods is a source of significant

debate among general surgeons/urologists because
of conflicting results."?

Studies have shown that moderate to severe bleeding
is the most common complication found in OP."? Itis
important that surgical procedures be assessed from
time to time looking at complication rates and how
this is being influenced by the specific surgical
technique used. Biases in surgical audit can be
overcome by use of a reliable and validated
classification system when reporting complications
fsurgery. Clavien et al classification is an excellent
1¢ that can be used for such exercise when there is
sed for quality assurance.*” This was first published
. 1992 and used initially to report complications in
cholecystectomy,' For this study, the modified
Clavien classification structure introduced by Dindo
ct al was used.”” This will objectively assess the
complications of OP via the transvesical route.
Modified Clavien classification has been validated
and can be applied globally by surgeons and other
general practitioners.*

MATERIALS AND METHODS

We carried out a retrospective study of OP via the
transvesical route at Bingham University Teaching
Hospital, Jos, Nigeria that provides mostly
secondary level of care for most of the study period
before transforming into a tertiary training Centre
for the training of medical students. The Centre also
has postgraduate training programme in Family
Medicine and is currently in the process of starting
residency programs in Surgery, Paediatrics, Intemnal
Medicine as well as Obstetrics and Gynaecology.
The institution also hosts a Centre of excellence for
holistic management of obstetric fistula. This Centre
has been performing OP for more than 50.

Despite transformation into a University Teaching
Hospital about six years ago the facility has
continued to carry out OP. We therefore reviewed the
medical records of all the patients who had OP
between January; 2011 and January; 2017 with the
aimofnoting the surgical and medical complications
thatarose from the procedures and after the OP.

Data were collated, computed into data base and

Expernience with Open Prostatectomy

analyzed by the same author so as to ensure strict
compliance with inclusion critenia. All patients
whose medical records could not be found or lost to

follow up and those with inadequate data were
excluded from the study.

Consent for this research work was obtained from

BHUTH Health Research Ethics Committee prior to
the study.

Complications were predetermined before the
review process as follows immediate, early and late
complications. Immediate complications were
defined as complications occurring at the time of
surgery. Early complications were those that
occurred after surgery but within thirty days post-
surgery and late complication when the complication
occurrcd beyond thirty days post OP. In our study
cystoscopy evaluated state of urethra, the mucosa of
the bladder, the bladder uvula and the two lateral
lobes of the prostate were carried out to ascertain
inclusion or exclusion of study subjects.

Thru-cut® needle biopsies of prostates were taken for
histopathology in cases of nodularity of the prostate
and overtly high PSA values. PSA values and size of
prostate gland did not influence acceptance or
rejection of patients into the study. Patients with
carcinioma of Prostate were excluded ab initio as well
as patients above ASA IV-score. Others with
incidental carcinoma of prostate at histopathology

were left in the study group since they underwent the
OP.

Spinal Anaesthesia consisting of hyperbaric xylocain
was used in 98% of the cases, except in cases of
damaged lumbar vertebrae patients who were
intubated. Packed cell volume (PCV), creatinine,
electrolytes, BUN, urinalysis and blood glucose
values were determined. Demographics of patients
were determined while diabetes and hypertension
(HPT) were controlled.

The modified Clavien classification tool was then
used to grade the complications resulting from the
OPs carried out within the specified period.** All the
patients with OP had structured regular follow up
while those with complications had more frequent
follow up. The details of the meodified Clavien
grading of complications are as in the table below.

NJFP Vol 8 No 4, 2017



Oseni-Momodu E, Chima AA George, Ushie AP

Table of Modified Clavien Classification
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Grade Definition

| Any deviation from the normal course after surgery, with no need for
pharmacological treatment or surgical, endoscopic and radiological interventions.
Allowed therapeutic regimens are: drugs as anti -emetics, antipyretics, analgesics,
diuretics, clectrolytes, and physiotherapy. This grade also includes wound
infections opened at the bedside

2 Requiring pharmacological treatment with drugs other than such allowed for grade
I. Blood transfusions-and total parenteral nutrition arc aisc included

3 Requiring surgical, endoscopic or radiological intervention.
Intervention not under general anacsthesia.

3a
Intervention under general anaesthesia

3b

4 Life-threatening complication (including CNS complications*) requiring IC/ICU
management

4a Single-crgan dysfunction (including dialysis)

4b Multi-organ dysfunction

5 Death of the patient

On discharge it is noted whether or not the patient
has complication. The suffix'd’ (disability) is added
to the particular grade of complication to show the
necessity for continuing full evaluation of
complication ateach physician —patient encounter.

RESULTSAND ANALYSIS
The age-distribution was statistically analyzed using

(1]

|

I's

=

411

EXCEL 2013 which returned a median of 64,
standard deviation of 10, age maximum of 80 years ,
minimum of 27 years, with a range of 53, 2 mean of
62 a frequency of 60, and a confidence interval of 2.
Cluster Chart of Age Distribution

The age distribution is as depicted in the chart above.
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healed by allowing urethral catheters to remain in the
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ocourred, Two Patients (3%), had cpididymo-orchitis
with no side prevalence. The Clavien classification of
complications, revealed 5 patients falling into grade 1

while 2 of the patients were found to have grade five
complications. The mean duration of the 3-way in-
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. The mean Los) was 13 days, with SD of 8 days, a

!

median of 12 and a confidence interval of 2, The
least LoS was one day in one subject and 2 days for
two other subjects who however were sent home
with their 3 way catheter because there was no more
bleeding and hence could retum for further follow
up. This option was only used for younger patients in
the group. 2 persons had stricture, 2 had urinary
incontincnce while 2 had epidimo-orchitis. We also
found out that most of the surgeons who performed
the OP ranged from Family Physicians secondarily
trained to do OP under the tutelage of an Urologist
while others were carried out by either general
surgeons similarly trained like the Family
Physicians or were urologists themselves.

DISCUSSION:

Every time a new surgical technique becomes
available within the surgical field, surgeons are
confronted are challenged by the existing, clearly
defined straight — forward surgical techniques
available and accessible to clients. The use of more
modem surgical techniques in the management of
BPH has been similarly challenged. The situation is
made worse by the developing nature of our country.
However it is important to carefully evaluate the
procedural outcomes using standardized methods to
grade the outcomes of the existing technique and
possibly compare with the new techniques, looking
at results from literatures from countries or centres
where the new techniques have been well
established and practiced for possible replication in
one's own centre, may eventually help to define new
standards of care. We thercfore report the pre -
operative and post-operative outcomes of OPs
performed overa five year period in our centre.

Besides the physical outcome, the surgical technique
is important in evaluating the rate of complications.
To evaluate the outcome of surgical procedurcs there
is need for a standardized, reliable and validated
mode of evaluation that is reproducible and easy to
use by both surgcons and researcher's globally.*
Thus, an objective assessment and comparative
analysis of different surgical techniques can be
made, that way ambiguity in rcporting can be
minimised or completely eradicated. The use of the
modified Clavien classification helped us to
categorize the complications in this study into

grades 1 to 5.}

The worst grade which is dcath was found in 2 (3%)
of the study subjects. Healing by primary intention
occurred in 76 (96%) of the subjects, while 5% (4) of
the subjects had urine leakage which letter healed by
catheter prolongation leading to healing by
sccondary intention. The f{indings in this study is

21

similar to the findings from other OP outcome studies
except that the complication rate in this study was
much lower to what was obtained in other studies
ranging up to 46%." The mortality rate in this study
was 3% while the mortality rates from other studies
ranged from 0.9% t0 3.9%.*"

Both OP and transurethral resection of the prostate
(TURP) are surgical procedures that relieve
moderate to severe urinary symptoms caused by an
enlarged prostate, a condition known as BPH. Open
prostatectomy, TURP/other modern surgical
techniques are usually indicated when symptoms of
BPH have not improved with medication and
“watchful waiting™.” Doctors recommendation of
surgical technique is dependent on the availability of
the requisite surgical competency and facilities.

TURP has stood the test of time for the relief of
bladder outlet obstruction (BOO) secondary to BPH.”
It is recognized as the gold standard for management
of lower urinary tract syndromes (LUTS).” It also
improves both objective flow rates (Omax) and
subjective measures such as the International
Prostate Symptom Scores (IPSS) by as much as 90-
175% and 53-81%." respectively. Quality of life
(QoL) objectively improves as well.'"®

Our mortality of 3% finding in this study i1s much
discouraging when compared with the mortality rate
of 0 to 0.01% for TURP revealed from systematic
meta-analysis hence the need for us in this facility to
immediately acquire the facilities for TURP, since the
most important resource for such is available i.e.
human resource.""

The complications of TURP, from 1979-1993 were
known as “early” and “intermediate” for those from
1994 -1999 whereas the term “recent” or “late” for
complications started from 2000-2005."* However,
the medified Clavien classification was used in this

study.

From various studies, it is obvious that, TURP has far
better outcome looking at the LOS, QOL, Qmax and
even ISPSS; despite being more expensive to
procure. The morbidity for contemporary TURP is
lower than previously reported based on continuous
improvement of armamentarium and technique, but
also due to a significant improvement in teaching
modalities including video assistance, hands-on
courses with phantoms, TURP courses with live
demonstrations, and textbooks with CD-ROMs. "

Only about 5% of TURP cases have scvere bleeding
intra- and post-operatively. Consequently, blood
transfusions are rare, unlike our review which
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showed that 100% of our study subjects received
blood transfusion intra-operatively.” ™"

Literature reveals that only about 2% have another
surgery after 3 years and another 8% need 1o have
another TURP after S years.”

Improved TURP technology has made the difference
with high frequency (HF) energy up to 160watts
through bipolar loop-shaped electrode, and the

introduction of the video-assisted resection. ™ ™** "%
25

Qur aim was to show the nced for progression to a
newer next level method of prostatectomy out of the
several possibilities for example Laser, but in
particular TURP, which is easily learnable. TURP
would lift the socioeconomic standard of BHUTH
and still be at an acceptable cost to patients.

The psychosocial well-being of the patients
affected by OP or TURP complications:

In a systematic review of 15 studies, the
psychosocial impact of complications of OP was
noted. There was significant relationship between
surgical complications-and lower scores on physical,
emotional and social dimensions when various QoL
measures were analysed and showed an adverse
outcome.”™ A meta — analysis of three studies also
revealed an adverse effects of complications both on
the physical and the mental health components. The
above discoveries in both the systematic review and
the meta — analysis are in keeping with previous

initial reports on the psychosomatic encumbrance.

that surgical adverse happenings frequently inflict
on the patients.” Higher incidence of post-operative
anxiety and depression have also be associated with
post-operative complications especially when
associated with prolonged LoS and other QoL
measures.” This again makes TURP a better option
than OP, with shorter LoS and better QoL indices.

We therefore believe that having TURP
armamentarium installation in our facility would
improve the psychosocial outcomes of OP.

Of the several methods now practiced in advanced
countries, and some select few private Medical
Centres in Nigeria, only OP seems 1o have settled in
Nigeria because of the lower cost of procuring the
operative tools and shorter learning curve of the
procedure.

The real challenging alternative to TURP wouldbe a
procedure that allows immediate and complete
removal of obstructing tissue in a reasonable
operative time with low morbidity and good

Experience with Open Prostatectomy

symptomatic relief and OP is certainly not that
alternative.”

Although short learning curve have been reported for
OP, TURP also has a short learning curve in which the
mentor and mentee use video assistance and both see
what they are dﬂing.’r The Trainee Registrar becomes
efficient after about, 50 TURP procedures.” Not
worsening the already existing crection problems in
men plus the low rate of reoperation of only 2% after
an acceptable period of over 3 years make TURP an
attractive method of prostatectomy.*”

In our study of OP urethral catheters lefl in place at
discharge home of patient were removed at first
presentation 10 — 14 days post operatively in the
outpatient clinic. We observed a case of 1 (1%)
disturbing urine dribbling after catheter removal.
These groups of patients did not like their Qol even if
they were happy that they survived the surgery and
had their prostates removed. The joy of successful
operation took too long in coming in
contradistinction to TURP. Epididymo-orchitis of
(3%) in our study was another factor that worsened
the QoL of the study subjects affected.

Post OPLab checks:

There was no significant change in the mean PCV (10 -
g, 33 %,) and a normal mean scrum creatinine level (1
mg/dL,) immediately after OP, respectively. This was
explained by the fact that patients tegularly had

transfusions of one to two pints of whole blood
during OP operation.

Post-operative continuous bladder irrigation with
Normal Saline for more than 24 hours was usual in
our study (100%). All paticnts were able to void
spontancously within 2-4 wecks after OP. Most
patients wanted the catheters removed -earlier
signifying a poorstatec of QoL

Some of the complications were similar to what
obtains in the developed world where OP still obtains
even at top Urology Centres.™*™

Management of complications:

Pre-operatively, 2 to 3 days admission before surgery
for bladder immigation with requisite antibiotics,
followed by systemic antibiotic treatment post OP
was done to reduce epididymo-orchitis, All patients
with long time catheterizations had pre-operative
cystitis and received antibiotic treatment based on
anti-biogram test results.

Urine leakage of 4%, due to bladder dehiscence was
observed despite good principles of surgery at
bladder closure with exact muscle bites and
equidistant placement of stitches. Particular care was
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taken during the continuous running horizontal sero-
muscular mattress stitches for the closure of bladder.
Mortality of 2 patients (3%) was recorded despite
perioperative anti-thrombotic therapy and early
postoperative physiotherapy. This finding from our
study is in keeping with literature findings.

We therefore report a relatively high post-operative
morbidity rate after OP and exceptionally long LoS
of patients compared with 2 — 4 days in TURP.” OP
remains however, the treatment of choice in the third
world countries,” but change should come by now.

After the recent world cconomic crisis, healthcare
resources became limited and National Health
Systems (NHS) UK -in Nigeria NHIS- were forced
to reconsider allocation of resources, with an
inevitable trend towards reducing the number of
inpatient beds, increasing number of day-case
surgeries in order to lower treatment costs, thus
indirectly calling for altemnative surgical techniques,
in thiscase TURP.

The Urologic Endoscopy Suites at some Medical
Centres, just as in BHUTH, have functional
cystoscopes and needs only be upgraded to include
resectoscopes and accessories for TURP.

The authors of this work consider acquiring
armamentarium for TURP as a goal that is possible
even at this present despites cost of about 385, 000.
These tools are reusable and have long durability.
We submit that TURP would pay for its purchase and
increase the self-worth of the hospital.

It has been established that TURP is efficient, cost-
effective and, most importantly durable with low
long-term complications and re-treatment rates.”

All complications resulting from TURP are
reportedly milder in severity, shorter and very easy
to manage.” The intra-operative bleeding is less and
requires minimal blood transfusion. Post-operative
urethral catheterization is of short duration —a mere
2-3 days. Length of hospital stay is shorter; Qol 1s
also good. "

WHO recognizes Quality of Life (Qol) as personal
idea of life values culturally and systems-wise.
CDC definition of Health-related quality of life
(HRQOL) is an individual's or a group's perceived
physical and mental health over time. Patients felt
better in every respect.

Health status have become more relevant predictors
of morbidity and mortality than simple health
objective measures which is why HRQOL questions
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have become more valid indicators of unmet needs
and intervention outcomes.™" The old paradigm of
what is measurable by laboratory work-up alone isno
more acceptable,”"

TURP does not worsen the already present erection
problems in men.” The low rate of reoperation of
only 2% after an acceptably long time of over 3 years
make TURP an attractive method of prostatectomy.”

We believe that a surgeon who has mastered the art of
cystoscopy and the basic OP could master TURP
after 10— 15 continuous training periods.

Studies have shown mortality rate for TURP to be
0.10% while the cumulative short-term morbidity
rate was 11.1%; both rates were below the average for
OP by a skilled Urologist/Surgeon.* Mortality rate in
our study was 3%.

Two important issues with introducing a new
technology in Medicine are learning curve and cost
effectiveness,” which we believe are easily
surmountable challenges in TURP.

We submit several reasons why the Urologic Units in
Nigeria should quickly upgrade to the level of
minimum of TURP. The cardinal reason of which, is
that it is relatively cost effective, safer with reduced
morbidity and mortality.” QoL is restored more
quickly to status quo ante. Los is shorter as already
alluded to.

Mortality is the worst consequent of any surgery, We
registered 2 (3%) mortalities in the OP review which
could have been avoided if TURP was used. This
makes it more imperative for the introduction of
TURP since we now have urologists who have been
trained in performing TURP and have successfully
carried out 3 TURPs using equipment's borrowed
from another facility. The mortality rate is expected
to reduce appreciably soon after introduction of
modem equipment and continuous work with the
TURP."”* Patients would not be kept prostrate for too
long thereby preventing DVC. Learning curve is
relatively shorter thereby reducing cost.

Some Private Medical Facilities have introduced
TURP in Nigeria and patients are paying.

We found out that TURP could cost about N200, 000
(Two hundred thousand Naira) which cost is
reasonable considering shorter Los and greatly
improved QoL atshorter times.

In summary, TURP and its modifications offer well-
documented long-term data of efficacy and safety in
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surgica) treatment for BPH.*

LIMITATIONS

The paucity of electricity supply could direotly
hinder the fluidity of daily operations. The cost of
TURP at N200, 000 (Two hundred thousand Naira)
may be too high for some patients who perhaps are
even languishing under the lower cost of OP at about
N120, 000 (One hundred and twenty thousand Naira

only).

CONCLUSION

Thereis relatively high perioperative morbidity with
OP made worse by the unacceptably long LoS.
Although economic down tum faveurs OP, which is
expecledly less expensive; however it is more cost
effective to acquire the armamentarium for more
modem techniques such as TURP. The TURP
technigue produces sustained improvement of
objective and subjective parameters. Therefore our
take home is the recommendation for immediate
acquisition of the urethral resectoscopes and the
accessories for TURP at BHUTH and in all General
and University Teaching Hospitals with Urologic
Centres, It is also impaortant to convert the current
manual health records into electronic health record,
since this will help eradicate the challenge of
missing health records,

Finally this study has shown the importance of
outcome assessment and therefore the need for
clinical practice improvement. It has also thrown up
useful information that will guide policy makers in
policy making as well as helping the health care
practitioners at health protocol and health paolicy
implementation,
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