40

T 32 weuit 1 Aguinu 2554

duusmuadu

-
Urethral Traction after Transurethral

Resection of the Prostate:
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Abstract

Objective: To compare clinical outcomes between Foley catheter traction and non traction after transurethral

resection of the prostate (TURP).

Materials and Methods: Randomized prospective control trial was performed in the patients who required
surgical management for benign prostatic hyperplasia. The study compared between Foley traction and non
traction after TURP procedure. Data were collected included in patient characteristics, perioperative, postoperative

outcome and complication.

Results: Baseline characteristics of both groups were similar. There were no statistically difference between
traction group and non traction group regarding operative time ,weight of prostate resection, perioperative
blood loss, rate of blood transfusion, hematocrit decreasing of clot retention, and post operative complication.
There were statistically significant decreasing in pain score after operation (2.95 + 0.82 versus 4.95 + 1.3,
P <0.05) and shorter length of hospital stay (49.5 + 8.8 versus 60.5 + 18 hours, P <0.05) in non traction group

compared to traction group.

Conclusion: Non Foley catheter traction technique after TURP is a safe procedure and it provides less pain

and shorter length of hospital stays compared to the Foley catheter traction technique.
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Introduction

Transurethral resection of the prostate (TURP)
is the gold standard for the surgical management of
benign prostatic hyperplasia (BPH)[1]. In the past,
bleeding after TURP is a major cause of morbidity
and occasional mortality especially in old age patients
who have low cardiovascular reserved[2]. Traction of
Foley catheter after TURP is used by many urologists
to control post TURP bleeding[3]. However, several
institutes do not prefer this technique due to the
patients, complaints, regarding severe pain and
discomfort during the catheter traction. In addition,
this traction procedure may prolong catheter time
and hospital stay. To date, TURP has been performed
by using modern instruments and technique in which
provide the excellent endoscopic visualization and
perfect hemostasis[4-6]. Therefore, the point of
bleeding can be completely stopped and the bleeding
after TURP is rarely occurred. Currently, there is a
limited data regarding the necessity of Foley catheter
traction after TURP and there is also no consensus
regarding the standard guideline mentioned about
this issue. The decision of “traction or no traction” is
depended on the surgeon preference and experience

in which is vary among the various institutes. In our
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study, we compare the outcomes of the patients
who underwent TURP between traction group and

non-traction group.

Materials and Methods

Between May 2009 and November 2010, 40
patients who had indications for TURP were enrolled
into the study. This randomized prospective study
was approved by ethical committee of the hospital.
The patients were divided into 2 groups (group 1;
traction and group 2; no traction after TURP) by
using blind envelope. TURP was performed by both
urological staffs and senior urology residents. The
procedure has been performed using bipolar electro-
cautery system under endoscopic vision. After
completion of the procedure, all cases were indwelled
with a no. 24, 3-way Foley catheter. In the group 1;
traction, the catheter was traction with balloon 30 ml
and the tail of the catheter was fixed in the level of
the patient knee for 24 hours (Figure 1). In the group
2; non-traction, the catheter was left with balloon of
10 ml. (Figure 2). The demographic data of both
groups, operative outcomes including operative times,
blood loss, prostate resected weight, pain score and

complication were recorded.

Fig.1 Foley catheter traction technique

Fig.2 Non-Foley catheter traction technique
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All data were analyzed by SPSS program version
11.5. Both groups were compared by independent-
Sample T Test. In nonparametric data, Chi-Square
test was used. Mann-Whitney Test was used for un-
normal distribution data. All tests were considered

statistically significant at P-value of less than 0.05.

Results

There were no significant difference in between
age, BMI ,ASA status, history of patients who receive
5 alpha reductase drug or history of retained Foley
catheter before surgery. The indications for surgery
were failure of medical treatment (52%), refractory
urinary retention (35%) and urinary tract infection
(5%) (Table 1).

Regarding operative time, operative blood loss,
weight of prostate resection, post operative hematocrit
dropping were similar in both groups. All Histologic
finding were benign prostatic hyperplasia. Patient
in non traction groups had less pain, and shorter

length of hospital stay compared to the traction group

Table 1 Baseline patient characteristics
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(Table 2).

None of the patients required re-operation.
However, there was one patient in non traction group
needed Foley catheter traction because of bleeding.
The median of follow up was 77 days (14-410). There
was one case of contracture bladder neck in traction

group (Table 3).

Discussion

Intraoperative and postoperative bleeding after
TURP are the major concern for most of urologists
especially in the earlier of endourology era. The
amount of intraoperative bleeding depends on the
size of the prostate, the length of time required to
resect the adenoma, instruments and the surgeon’s
skills[1]. The use of preoperative finasteride and
dutasteride can reduce bleeding during and after
TURP[7-9].

For the postoperative bleeding concern, arterial
bleeding is controlled by electrocoagulation. This

should be done as one completes each stage of the

Traction group Non traction group P-value

Patients 20 20
Age (years) 69.25 + 7.5 71 +56 0.383
BMI (kg/m’) 219+ 27 216 + 33 0.683
Indication for surgery 0.895

Refractory urinary retention 8 6

Fail medication 10 11

Renal insufficiency 0 1

Urinary tract infection 1 1

Vesical calculi 0 1

Persistent hematuria 1 0
Receive 5 alfa reductase drug before surgery

Yes/No 6/14 713 0.736
Retained foley cath before surgery

Yes/No 7/13 6/14 0.736

Data are presented as the mean + SD
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Table 2 Perioperative and Postoperative Data

Traction group Non traction group P-value
Operative time (minutes) 65.5 + 20 75 + 28 0.20
Weight of resection prostate(grams) 15 (2-60) 16.5 (4-70) 0.45
Perioperative blood loss (cc) 2775 + 1251 2675 + 132.1 0.81
Hematocrit dropping (%) 295 + 2.1 26 + 268 0.654
Pain score (VAS) 495 +13 295 + 0.82 <0.05*
Morphine requirement (mg) 4 (0-12) 0 (0-12) 0.63
Blood transfusion (U) 0 (0) 0 (0-1) 0.31*
Catheter time (hours) 60 (30-336) 46 (34-70) 0.64
Length of hospital stays (hours) 60.5 (+ 18) 495 + 8.8 0.02*
Follow up (days) 121 (30-400) 775 (14-410) 0.238
Histology 0.038*

BPH 17 11

BPH with prostatitis

Prostate cancer

Data are presented as the mean + SD for operative time, perioperative blood loss, Hct dropping, pain score, length of hospital stay
Data are presented as the median (min-max) for weigth of prostate resection, morphine requirement, blood transfusion, catheter time,

follow up.

Table 3 Postoperative complications

Traction group Non traction group P-value
Re-operation 0 0
Clot retention 1 0 >0.05
Perforation 2 0 0.487
Retraction catheter due to bleeding 0 1
Urinary retention 2 1 >0.05
Contracture bladder neck 1 0 >0.05
Urge incontinence 4 2 0.661
Urethral stricture 0 0
Urinary tract infection 1 0 >0.05
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resection, before moving on to the next stage. After
the catheter is inserted, at the end of the surgical
procedure, the irrigation fluid should be light pink. If
the irrigation fluid has a continued red color, one
should suspect arterial bleeding. For venous bleeding,
it is usually controlled by placing the traction catheter.
Venous bleeding can also be controlled by filling the
bladder with 100 mL of irrigating fluid and placing
the catheter on traction for 7 minutes at the operating
table[1]. However, the duration of Foley catheter
traction is uncertainly. The traction catheter time was
varied from 2 to 24 hours[10,11]. Walker 1995 reported
that traction for the first 30 minutes after resection
reduced blood loss during this period[3]. They found
that the traction does not alter the blood loss during
the 90 minutes after traction removed. To date, there
was no consensus regarding this issue whether we
should perform traction after TURP. However, new
technology; Bipolar TUR-P provides excellent
hemostasis and the procedure usually performs under
endoscopic magnification with the camera system[6].
Therefore, all of the bleeding points including arterial
and venous bleeding can be visualized and controlled
perfectly. The incidence of the bleeding after TURP
is quite rare in the modern endourology era. The
question concern whether traction after TURP is
necessary?

In the earlier period of our practice, we usually
use traction by Foley catheter over night and this is
the major cause of the pain and discomfort for patient
after TURP. The procedure has been performed for
20 years as our senior staffs suggestion. Most of the
patients who underwent traction needed opioid drug
for control pain. Moreover, some patients could not
tolerate the pain and asked for earlier removal. Our
data demonstrated that there was no difference in
the clinical outcome such as postoperative drop of

hematocrit, re-operation for stop bleeding, amount
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of blood transfusion in both group. Non-traction group
had less pain scores and shorter length of hospital
stays than in the traction group with statistically
significance. Prostate gland size is not affect the
outcome. In this study, we resected the largest of 70
grams of prostate gland with non traction catheter
technique. This patient had very good postoperative
results and there was no complication. Recently,
Leelamanothum et al. reported in their retrospective
study that short catheter traction time (7-10 minutes)
after the end of procedure is the safe technique[12].
There was no difference in clinical outcomes such
as post operative bleeding or amount of blood
transfusion compare with traction groups.

There was a limitation of our study. Estimation
of blood loss of TURP is quite difficult and subjective.
In this study, blood loss was estimated by anesthetist’s
experience and indirect evidence of blood loss, these
were including hematocrit dropping and blood
transfusion. In literature, there have many methods
for blood loss measurement such as portable
photometer for hemoglobin detection (HemoCue
photometer)[13] or urine-strip techniquw[14]. However,
our study showed no difference in clinical outcomes

in hematocrit dropping, amount of blood transfusion.

Conclusions

Non Foley catheter traction technique after
TURP is a safe procedure. It can reduce postoperative
pain, catheter time and hospital stay compared to
catheter traction technique. In uncomplicated cases,
the traction after TURP may not necessary in the

modern endoscopic era.
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