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Abstract 

Introduction: Benign Prostatic Hyperplasia (BPH) occurs due to an imbalance between cell proliferation 

and the apoptotic process. Many factors influence the growth of the prostate. This study aims to 

determine which factors among TGF-, TNF-,, PSA, testosterone, correlate the most the stromal-to-

epithelial ratio of the prostate. Methods: The study was conducted in 83 BPH subjects in several 

hospitals in Denpasar. From all subjects, blood was taken for PSA and testosterone examination. TGF-

and TNF- were examined from the histopathological examination of prostate tissue specimens. Data 

were collected, then statistical analysis was done with SPSS 22.0. Results: From all parameters, only 

PSA was significantly negatively related to stromal-to-epithelial ratio, although the strength was 

negatively weak (r -0.28). Multivariate analysis showed that the combination of PSA and TGF-  levels 

had an effect of 10.8% on the epithelial-stromal ratio. Conclusion: PSA showed a significant association 

with the ratio of prostate epithelial stroma and had an effect value of 10.8% when combined with TGF- 
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Introduction 

Benign prostate hyperplasia (BPH) is one of 

the most common diseases found in men [1]. 

The aetiology of BPH is still uncertain but is 

said to be associated with a high 

inflammatory reaction compared to apoptosis 

[2, 4].  

Various growth factors and cytokines are 

known to play a role in the inflammatory 

process, affecting the histological composition 

of the prostate, where occurred the 

hyperplastic processes of the fibromuscular 

stromal and glandular epithelial elements of 

the prostate [2, 4, 8]. Prostate-Specific 

Antigen (PSA) was found to increase stromal 

proliferation and prostate volume [9, 10]. 

On the other hand, testosterone in the form 

of dihydrotestosterone (DHT) will bind to 

androgen receptors and trigger prostate cell 

proliferation. In molecular level, cytokines 

are found to play a role [2, 11, 13]. Tumor 

necrosis factor-α (TNF-α), a proinflammatory 

cytokine produced by macrophages and T 

cells, stimulates stromal and epithelial cells 

to produce IL-6 so that epithelial cells 

proliferate [2, 5, 6, 14]. Also, TNF-α induces 

transforming growth factor-β (TGF-β) and 

causes an epithelial-mesenchymal transition 

(EMT) process so that stromal cells will 

increase [2, 7, 8, 15, 17]. TGF- β is one of the 

main growth factors produced by granulation  
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tissue cells which causes fibroblast migration 

and proliferation, increases collagen and 

fibronectin synthesis, thus decreases the 

degradation of the extracellular matrix so 

that stromal tissue will increase.  

Until now, there was no existing study that 

compared which among these four 

parameters that influenced the most in 

changing of stromal epithelial ratio in BPH 

patients [2, 14, 17, 20]. Therefore, the aim of 

this study was to determine the relationship 

between TGF-beta, TNF-alpha, PSA, and 

testosterone with the stromal ratio of 

prostate epithelial in benign prostate 

hyperplasia and determine which factor was 

the most influential. 

Methods 

This is prospective study conducted in 

September to October 2018 with a nested 

consecutive sampling technique, 

identifying cases in 83 BPH patients aged 

50 to 80 years with a prostate weight of 20 

to 80 grams through ultrasound 

examination that underwent TURP. The 

study protocol was approved by the 

institutional review board.  

All subjects provided a written informed 

consent to be included in the study. PSA 

and testosterone levels were examined in 

patients, then a histopathological 

examination of prostate tissue specimens 

was carried out to determine the stromal-

to-epithelial ratio, and 

immunohistochemical examination for 

TGF- and TNF-α. From the data 

obtained, statistical analysis was 

performed with multiple linear regressions 

between TNF-α, TGF-β, PSA, and 

testosterone with the stromal-to-epithelial 

ratio to determine which factor was the 

most significant. Data analysis was 

carried out using statistical package for 

social sciences (SPSS) version 21.0. 

Spearman’s correlation test is used to see 

if there is any correlation between two 

variables. A p value of <0.05 was 

considered significant.  

Results 

This study involved 83 subjects with the 

age range between 50 and 84 years old. 

The mean BMI of the patient is 22.99 

kg/m2, with a standard deviation of 3.08. 

The PSA level of the study subjects ranged 

from 0.22 to 43.20 ng/dl, with a median 

value of 5.11 with a p-value of 0.177. The 

mean of testosterone is 412.4 ng/dl with a 

standard deviation of 177.05.  

TNF-α from the study subjects ranged 

from 10.76 to 121.70 pg/dl with a median 

value of 45.99 with a p-value of 0.308. The 

TGF- value ranges from 128.99-387.57, 

the median value is 200.59 with p-value of 

0.156. While the stromal-to-epithelial ratio 

ranged from 0.33 to 4, median 1 with a p-

value of 0.185 (Table 1).  
 

Table 1: Characteristics of the subjects (N=83) 

Variables Results 

Age (years), mean ±SD 

BMI (kg/m2), mean ±SD 

64.42 ± 8.19 

22.99 ± 3.08 

PSA (ng/dl), mean ±SD 

Testosterone (ng/dl), mean ±SD 

TNF-α (pg/dl), median (min-max) 

TGF- (pg/dl), median (min-max) 

5.11 (0.22-43.20) 

412.4 ± 177.05 

45.99 (10.76-121.70) 

200.59 (128.99-387.57) 

Stromal-to-epithelial ratio, median (min-max) 1 (0.33-4) 

SD: standard deviation; BMI: body mass index; PSA: prostate-specific antigen; TNF: tumour necrosis factor; TGF: transforming 

growth factor 

 

Because the distribution of data is not 

normal, the relationship between variables 

(bivariate analysis) was tested by the 

Spearman Rank test. In Table 2, the 

correlation among PSA, testosterone, TNF-, 

TGF-, and the stromal-to-epithelial ratio in 

the form of a matrix is shown. Only PSA is 

shown to have a significant relationship, 

although the correlation is negative weak 

with the stromal-to-epithelial ratio (p=0.010). 

Testosterone has a positive relationship with 

the stromal-to-epithelial ratio, but it was still 

not significant statistically (p=0.45). TNF-

and TGF- have a negative relationship 

with the stromal-to-epithelial ratio but not 

statistically significant with p values of 0.345 

and 0.133, respectively (Table 2 and Figure 

1). In this study, only two variables, PSA and 

TGF- , met the requirements of multivariate 

analysis with p smaller than 0.25. The 

combination of PSA and TGF- levels affects 

10.8% of the prostatic stromal-to-epithelial 
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ratio. Both have a negative relationship with the stromal-to-epithelial ratio (Table 3). 

 

Table 2: Correlation among PSA, Testosterone, TNF-alpha, TGF-beta with prostate stromal-to-epithelial 

ratio 

 Variables  Prostate stromal-to-epithelial ratio 

R p 

PSA 

Testosterone 

TNF- 

TGF- 

-0.28 

0.084 

-0.105 

-0.166 

0.010 

0.450 

0.345 

0.133 

 
 

 

 
Figure 1: Scatter plots between PSA Levels and prostate stromal-to-epithelial ratio 

 

 
Table 3: Multiple linear regression of PSA and TGF-  levels with stromal-to-epithelial ratio 

Variables β 95%CI p-value R2 

PSA -0.021 -0.043-0.001 0.065 10.8% 

TGF-β -0.003 -0.006-(-0.001) 0.018  

 

Discussion 

Mostly, PSA produced by peripheral zone the 

of the prostate. The transitional zone 

produces a little amount of PSA. Thus, 

prostate cancer shows significant higher 

increased of PSA than BPH. The activity of 

the PSA is regulated by several factors. 

Procedure to the prostate, such as prostate 

surgery and biopsy will increase PSA value. 

Medicament to reduce prostate size, 5-  
reductase inhibitor, will decrease PSA value.  

PSA is involved in the proliferation of 

prostate cells. Before entering circulation, 

stromal prostate was exposed by PSA. It 

explains that the level of circulating PSA 

does not directly describe the amount of PSA 

exposed to the prostate cells in BPH [7, 10, 

21, 23]. 

In normal men, 85-95% PSA in circulation 

binds to α1-antichymotrypsin or α 2-

macroglobulin. When stromal cells are  

 

incubated with PSA, IGF-I, and IGFBP3, an 

increase in the number of stromal cells is 

affected by the concentration of PSA in both 

substances [8, 10, 23, 24]. The results of this 

study indicate that of all the parameters 

studied, only PSA levels had a significant 

negative relationship with the stromal 

epithelial ratio (r -0.28; p 0.01). This can be 

caused by PSA can increase systemic 

bioavailability of IGF-I against IGF receptors 

of prostate epithelial cells by decreasing the 

affinity of IGFBP3 so that there is an 

increase in proliferation of epithelial cells, 
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resulting in lower stromal-to-epithelial ratio 

[10, 12, 23]. 

In this study, it was found that TGF- had a 

negative relationship with the stromal-to-

epithelial ratio, although it was not 

significant. Cells produce TGF- as 

proprotein in latent phase in the 

extracellular matrix. TGF-binds to 

glycoprotein latent TGF- binding protein.  

Activating TGF- requires retinoic acid and 

FGF-2 and many other molecules. TGF- 

induces anti-proliferative agent in the whole 

cell cycle, but useful in G1 phase [19, 24, 

28].The cycle will be terminated at the 

terminal of mitotic in G1. Low level of TGF- 

induces proliferation of stromal cells; 

opposite high level of TFG- induce apoptotic 

of stromal cells.  

TGF- has a plural function, TGF- was 

known to stimulate mesenchymal cells 

including fibroblast, but strong inhibitor for 

epithelial cells, endothelial, hematopoietic 

and immunologic cells [13, 17, 19, 25, 26]. 

However, TGF- also induces epithelial 

proliferation through EGF and FGF, which 

acts on fibroblast cells and inhibits glandular 

prostate cells so that the stromal-to-epithelial 

ratio is lower even though not statistically 

significant. Development of prostate 

controlled by the interaction of stromal 

epithelial, stromal cells in BPH induce 

epithelial cells proliferation [17, 25, 26, 29, 

30].For TNF-, it stimulates stromal 

proliferation with FGF, increasing stromal 

cells. Kruslin states that prostate tumour 

epithelial cells are more sensitive than cells 

in the normal prostate to TNF-, where TNF-

 induces growth regulation and apoptosis. 

So that epithelial cells also experience 

proliferation and apoptosis by the influence 

of TNF-. In this study, it was found that 

testosterone had a positive relationship with 

the stromal epithelial ratio but was not 

statistically significant [2, 16, 31, 

32].Testosterone which binds to AR is in the 

form of DHT, while testosterone levels 

examined in the blood are mostly in 

association with Sex Hormone Binding 

Globulin (SHBG) in its inactive form. 

Enzyme 5alpha-reductase is needed to reduce 

testosterone to DHT. Sexual hormones 

regulate epithelial proliferation through a 

paracrine mechanism that is influenced by 

various growth factors via epithelial-stromal 

interactions [33, 36]. 

From the multivariate analysis, the 

combination of PSA and TGF levels 

affected 10.8% of the epithelial-stromal ratio. 

Both the glandular epithelial cells and the 

stromal cells (including muscular fibres) 

undergoing hyperplasia in BPH, however, the 

negative relations with PSA and TGF  

showed that the epithelial component was 

more increased in the improvement of these 

two mediators. 

Conclusion 

PSA and TGF- are protective factors for an 

increase in the stromal epithelial ratio of the 

prostate in benign prostate hyperplasia 

patient. Future research is needed to 

determine other factors that have a stronger 

influence on the stromal epithelial ratio of 

the prostate.  

.  

 

References  

1. Wang CC, Liao CH, Kuo HC (2015) 

Clinical Guidelines for Male Lower 

Urinary Tract Symptoms Associated With 

Non-Neurogenic Overactive Bladder. 

Urological Science, 26(1):7-16. 

doi:10.1016/j.urols.2014.12.003  

2. Duarsa GWK, Oka AAG, Maliawan S, et al 

(2018) Elevated Tumor Necrosis Factor-α 

and Transforming Growth Factor-β in 

Prostatic Tissue are Risk Factors for 

Lower Urinary Tract Symptoms after 

Transurethral Resection of the Prostate in 

Benign Prostatic Hyperplasia Patients 

with Urinary Retention. The Open Urology 

& Nephrology Journal, 11:46-53. 

doi:10.2174/1874303X01811010046 

3. Nickel JC (2015) Role of Prostatic 

Inflammation in the Clinical Presentation 

of Benign Prostatic Hyperplasia. European 

Urology Supplements, 14(9):e1459-63. 

doi:10.1016/S1569-9056(15)30500-5 



Gede Wirya Kusuma Duarsa et. al. | Journal of Global Pharma Technology | 2019| Vol. 11| Issue 08 (Suppl.) |73-78 

©2009-2019, JGPT. All Rights Reserved                                                                                                                                 77 

4. Yalcinkaya FR, Gokcei A, Davarci M, et al 

(2011) The Impact of NIH-IV Prostatitis 

on Early Post Operative  Outcomes of 

Transurethral Resection of The Prostate in 

Patients with Symptomatic Benign 

Prostate Hyperplasia. Turk J. Med. Sci., 

41(3):515-9. doi:10.3906/sag-1004-777 

5. Chughtai B, Lee R, Te A, Kaplan S (2011) 

Role of inflammation in benign prostatic 

hyperplasia. Rev. Urol., 13(3): 147-50.  

6. Bostanci Y, Kazzazi A, Momtahen S, Laze 

J, Djavan B (2013) Correlation Between 

Benign Prostatic Hyperplasia and 

Inflammation. Curr. Opin. Urol., 23(1):5-

10. doi: 10.1097/MOU.0b013e32835abd4a 

7. Cooperberg MR, Presti Jr JC, Shinohara 

K, Carroll PR (2013) Neoplasms of the 

Prostate Gland, in: McAninch JW, Lue TF 

(eds). Smith and Tanagho’s General 

Urology 18th ed. 2013; USA: The McGraw-

Hill Companies, 350-79. 

8. Cunha GR, Ricke WA (2011) A historical 

perspective on the role of stroma in the 

pathogenesis of benign prostatic 

hyperplasia. Differentiation, 82(4-5): 168-

72. doi:10.1016/j.diff.2011.04.002. 

9. Chan SW (2011) Pathology and Medical 

Therapy of Benign Prostatic Hyperplasia, 

The Hong Kong Medical Diary, 16(6):4-8.  

10. Duarsa GWK, Lesmana R, Mahadewa 

TGB (2016) High Serum Prostate Specific 

Antigen as A Risk Factor for Moderate-

Severe Prostate Inflammation in Patient 

with Benign Prostatic Hyperplasia. Bali 

Medical Journal, 4(3):148-51. 

11. McCullough A (2015) Alternatives to 

testosterone replacement: testosterone 

restoration. Asian J. Androl., 17(2): 201-5. 

doi:10.4103/1008-682X.143736.  

12. Kaplan SA (2006) Update on the american 

urological association guidelines for the 

treatment of benign prostatic hyperplasia. 

Rev. Urol., 8: 4(4):S10-7.  

13. Wu Y, Davidian MH, DeSimone EM (2016) 

Guidelines for the Treatment of Benign 

Prostatic Hyperplasia. US Pharm., 

41(8):36-40.  

14. Tracey D, Klareskog L, Sasso EH, Salfeld 

JG, Tak PP (2008) Tumor necrosis factor 

antagonist mechanisms of action: A 

comprehensive review. Pharmacol. Ther., 

117(2):244-79. doi: 

10.1016/j.pharmthera.2007.10.001 

15. De Nunzio C, Kramer G, Marberger M, et 

al (2011) The controversial relationship 

between benign prostatic hyperplasia and 

prostate cancer: the role of inflammation. 

Eur Urol., 60(1):106-17. doi: 

10.1016/j.eururo.2011.03.055 

16. Engelhardt PF, Seklehner S, Brustmann 

H, Riedl C, Lusuardi L (2015) Tumor 

necrosis factor-α expression in patients 

with obstructive benign prostatic 

hyperplasia is associated with a higher 

incidence of asymptomatic inflammatory 

prostatitis NIH category IV and prostatic 

calcification. Scand J. Urol., 49(6):472-8. 

doi:10.3109/21681805.2015.1044560 

17. Alonso-Magdalena P, Brössner C, Reiner 

A, et al (2009) A role for epithelial-

mesenchymal transition in the etiology of 

benign prostatic hyperplasia. Proc. Natl. 

Acad. Sci. USA, 106(8):2859-63. 

doi:10.1073/pnas.0812666106. 

18. Zhu YS (2005) Molecular Basis of Steroid 

Action in the Prostate. Cellscience, 1(4):27-

55. doi:10.1901/jaba.2005.1-27. 

19. Descazeaud A, Weinbreck N, Robert G, et 

al (2011) Transforming Growth Factor β-

Receptor II protein expression in benign 

prostatic hyperplasia is associated with 

prostate volume and inflammation. BJU 

Int., 108(2 Pt 2):E23-8. doi: 10.1111/j.1464-

410X.2010.09699.x 

20. Wen S, Chang HC, Tian J, Shang Z, Niu Y, 

Chang C (2015) Stromal androgen receptor 

roles in the development of normal 

prostate, benign prostate hyperplasia, and 

prostate cancer. Am J. Pathol., 185(2):293-

301. doi:10.1016/j.ajpath.2014.10.012 

21. Bozdar HR, Memon SR, Paryani JP (2010) 

Outcome of Transurethral Resection of 

Prostate in Clinical Benign Prostate 

Hyperplasia. J. Ayub. Med. Coll. 

Abbottabad., 22(4):194-6. 

22. Gravas S, Cornu JN, Drake MJ, et al 

(2019) EAU Guidelines on Management of 

Non-Neurogenic Male Lower Urinary 

Tract Symptoms (LUTS), incl.  Benign 

Prostatic Obstruction (BPO). EAU 

Guidelines. Edn. presented at the EAU 

Annual Congress Barcelona, ISBN 978-94-

92671-04-2. 2019: EAU Guidelines Office, 

Arnhem, the Netherlands. 

23. Miah S, Catto J (2014) BPH and prostate 

cancer risk. Indian J. Urol., 30(2): 214-8. 

doi:10.4103/0970-1591.126909 



Gede Wirya Kusuma Duarsa et. al. | Journal of Global Pharma Technology | 2019| Vol. 11| Issue 08 (Suppl.) |73-78 

©2009-2019, JGPT. All Rights Reserved                                                                                                                                 78 

24. Kubiczkova L, Sedlarikova L, Hajek R, 

Sevcikova S (2012) TGF-β - an excellent 

servant but a bad master. J. Transl. Med., 

10:183. doi:10.1186/1479-5876-10-183 

25. Krušlin B, Tomas D, Džombeta T, 

Milković-Periša M, Ulamec M (2017) 

Inflammation in Prostatic Hyperplasia 

and Carcinoma-Basic Scientific Approach. 

Front Oncol., 7: 77. 

doi:10.3389/fonc.2017.00077. 

26. Patel ND, Parsons JK (2014) Epidemiology 

and etiology of benign prostatic 

hyperplasia and bladder outlet 

obstruction. Indian J. Urol., 30(2):170-6. 

doi:10.4103/0970-1591.126900. 

27. Oh WK, Hurwitz M, D'Amico AV, et al. 

Neoplasms of the Prostate. In: Kufe DW, 

Pollock RE, Weichselbaum RR, et al (2003) 

editors. Holland-Frei Cancer Medicine. 6th 

edition. Hamilton (ON): BC Decker 

Chapter 111.  

28. Ficarra V, Rossanese M, Zazzara M, et al 

(2014) The role of inflammation in lower 

urinary tract symptoms (LUTS) due to 

benign prostatic hyperplasia (BPH) and its 

potential impact on medical therapy. Curr. 

Urol. Rep., 15(12):463. doi:10.1007/s11934-

014-0463-9 

29. Gandaglia G, Briganti A, Gontero P, et al 

(2013)  The role of chronic prostatic 

inflammation in the pathogenesis and 

progression of benign prostatic 

hyperplasia (BPH). BJU Int., 112(4):432-

41. Doi: 10.1111/bju.12118 

30. Roberts RO, Jacobson DJ, Girman CJ, et 

al (2003) Insulin-like Growth Factor I, 

Insulin-like Growth Factor Binding 

Protein 3, and Urologic Measures of 

Benign Prostatic Hyperplasia. Am J. 

Epidemiol., 157(9):784-91. doi: 

10.1093/aje/kwf054 

31. Rosadi BA, Mahadewa TGB, Duarsa GWK 

(2016) The Role of Multiplex Polymerase 

Chain Reaction in Detecting Etiological 

Causes of Bacterial Prostatitis Associated 

Benign Prostatic Hyperplasia. Bali. Med. 

J., 4(1):44-7. 

32. Ho CK, Habib FK (2011) Estrogen and 

androgen signaling in the pathogenesis of 

BPH. Nat. Rev. Urol., 8(1):29-41. doi: 

10.1038/nrurol.2010.207 

33. Jarvis TR, Chughtai B, Kaplan SA (2015) 

Testosterone and benign prostatic 

hyperplasia. Asian J. Androl., 17(2): 212-6. 

doi:10.4103/1008-682X.140966 

34. Izumi K, Mizokami A, Lin WJ, Lai KP, 

Chang C (2013) Androgen receptor roles in 

the development of benign prostate 

hyperplasia. Am J. Pathol., 182(6): 1942-9. 

doi:10.1016/j.ajpath.2013.02.028 

35. Liao CH, Li HY, Chung SD, Chiang HS, 

Yu HJ (2012) Significant association 

between serum dihydrotestosterone level 

and prostate volume among Taiwanese 

men aged 40-79 years. Aging Male, 

15(1):28-33. doi: 

10.3109/13685538.2010.550660 

36. Oka AAG, Duarsa GWK, Novianti PA, 

Mahadewa TGB, Ryalino C (2019) The 

impact of prostate-transurethral resection 

on erectile dysfunction in benign prostatic 

hyperplasia. Res. Rep. Urol., 11: 91-6. 

doi:10.2147/RRU.S189414 

 


