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Patologia prostaticã reprezintã un subiect de
actualitate pentru majoritatea bãrbaþilor peste
vârsta de 50 de ani. Atât prostatita cât ºi
hiperplazia benignã de prostatã prezintã o
simptomatologie pentru care medicul este

Prostatic pathology is a matter of interest for
most males over 50 years of age. Both prostatitis
and benign prostatic hyperplasia present a
symptomatology that requires for the specialist to
find a solution starting even from the first stages

Rezumat

Prostatitele ºi hiperplazia benignã prostaticã sunt
patologii cu o frecvenþã crescutã, ce reprezintã un punct de
interes pentru numeroase cercetãri ºi dezbateri. Inflamaþia
joacã un rol crucial în declanºarea ºi progresia acestor
patologii. Prostatitele ºi hiperplazia benignã prostaticã
beneficiazã atât de tratament medicamentos cât ºi de
rezolvare chirurgicalã. Identificarea unor posibili factori de
risc sau mecanisme fiziopatogenice ar putea permite
stabilirea unor mãsuri de prevenire ºi control la pacienþii cu
patologie prostaticã. În aceastã lucrare, se discutã date
recente obþinute în tratamentul cu fitoterapice la 
pacienþii cu prostatite ºi hiperplazie benignã prostaticã,
insistându-se asupra efectului antiandrogenic ºi anti-
inflamator la nivel prostatic.

Cuvinte cheie: prostatitã, hiperplazia benignã
prostaticã, fitoterapie, inflamaþie prostaticã.

Summary

Prostatites and benign prostatic hyperplasias are
pathologies of increased frequency that have become of
interest for numerous researches and debates. Inflammation
plays a crucial role in the activation and progression of
these pathologies. Prostatites and benign prostatic
hyperplasias are treated both by drugs administration and
surgically. Identification of possible risk factors or
physiopathogenical mechanisms could allow for the
establishment of prevention and control measures in
patients with prostatic pathology. In this paper we discuss
recent data obtained in the treatment with
phytotherapeuticals of patients with prostatitis and benign
prostatic hyperplasia, while insisting upon the
antiandrogenic and anti-inflammatory effect of this therapy
at prostatic level.
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chemat sã gãseascã o rezolvare chiar din fazele
incipiente ale bolii, datoritã afectãrii vizibile a
calitãþii vieþii la aceºti pacienþi. În aceste condiþii,
clinicianul se gãseºte în faþa mai multor opþiuni
terapeutice, trebuind sã aleagã tratamentul cel
mai eficient ºi totodatã cel mai puþin invaziv.
Hiperplazia benignã de prostatã, dar ºi prostatita,
beneficiazã atât de tratament medicamentos cât ºi
de rezolvarea chirurgicalã, în funcþiile de
criteriile stabilite de ghidurile de tratament
internaþionale (EAUGuidelines, 2013).

Atât hiperplazia benignã de prostatã cât ºi
prostatita, reprezintã un patern reactiv, care
necesitã mãsuri de prevenire ºi control. În acest
sens , în timpul evaluãrii pacienþilor, autorii(1,2)
recomandã identificarea unor posibili factori de
risc sau mecanisme fiziopatogenice, cum ar fi:
dezechilibre hormonale sau imune, alterarea
statusului între oxidanþi ºi antioxidanþi sau între
factorii proinflamatori ºi antiinflamatori, sau
dezintegrarea matricei extracelulare.

Existã numeroase dovezi clinice ºi experi-
mentale care atestã rolul inflamaþiei în patologia
prostaticã. Nu s-au stabilit cu certitudine
mijloacele prin care s-ar putea soluþiona procesul
inflamator la nivel prostatic, dar s-a observat cã
rãspunsul inflamator diferã de la o persoanã la
alta în funcþie de particularitãþile  pacientului
(stare generalã, grad de nutriþie, status imun),
durata de acþiune ºi intensitatea factorilor de
agresiune, natura mecanismelor implicate în
generarea rãspunsului inflamator. În inflamaþie
se pot identifica evenimente moleculare ºi
celulare: vasoconstricþie urmatã de vasodilataþie,
creºterea permeabilitãþii vasculare, aflux de
leucocite, fagocitozã, rezultatul fiind acumularea
de lichid în spaþiul extravascular ce va stimula
terminaþiile nervoase. Evenimentele din faza
celularã presupun migrarea leucocitelor în
focarul inflamator. Neutrofilele, macrofagele,
bazofilelele, eozinofilele, mastocitele sunt celulele
predo-minante în procesul inflamator. Funcþiile
neutrofilelor în procesul inflamator sunt
multiple: elibereazã substanþe chemotactice ce
vor atrage ºi alte celule în focarul inflamator,
secretã o serie de enzime care intervin în
recunoaºterea, ingestia ºi distrugerea particulelor
strãine. Macrofagele au rol în vindecarea ºi
regenerarea þesuturilor (fagociteazã þesutul
necrozat, resturi celulare, substanþe strãine), în
procese imune, elibearea unor factori pro-

of the disorder. This is due to the visible decline
in these patients’ quality of life. Under such
circumstances, the clinician is called upon to
choose from several therapeutical options 
and recommend the most efficacious and
concurrently the least invasive treatment.
Prostatis benign hyperplasia as well as prostatis
are treated both by drugs administration and
surgically, depending on criteria established by
international treatment guides (EAU Guidelines,
2013). 

Both benign prostatic hyperplasia and
prostatitis present an active pattern that requires
prevention and control measures. In this respect,
during patients’ evaluation, some authors [1, 2}
recommend the identification of risk factors or
physiopathogenical mechanisms such as:
hormonal or immune unbalances, alteration of
the oxidant and antioxidant status or of the pro-
inflammatory and anti-inflammatory factors, or
the desintegration of the extracellular matrix. 

Numerous clinical and experimental data
confirm the role played by inflammation in
prostatic pathology. The means to treat the
inflammatory process at prostatic level have not
yet been assuredly found, but it has been noted
that the inflammatory response differs from
person to person, depending on the patient’s
peculiarities (general health status, nutrition
factors, immune status), on the duration of action
and the intensity of the aggresive factors, on the
nature of the mechanisms involved in the
generation of the inflammatory response.
Molecular and cellular events can be tracked
down in the inflammatory process: vasocon-
striction followed by vasodilation, the increase in
vascular permeability, leukocytes afflux,
phagocytosis, all of them leading to the
accumulation of liquid in the extravascular space
that will stimulate the nervous terminations. The
events that take place in the cellular stage refer to
leukocytes migration in the inflammatory focus.
Neutrophils, macrophages, basophils, eosinophils,
mastocytes are cells that prevail in the
inflammatory process. Neutrophils play multiple
roles in the inflammatory process: they release
chemotactic substances that will attract other
cells in the inflammatory focus; they secrete
several enzymes involved in the recognition,
ingestion and destruction of heterogenous
particles. Macrophages contribute to the healing
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inflamatori (TNFα, IL8, IFNα). Bazofilele conþin
granule cu histaminã ºi heparinã. Mastocitele
conþin granule cu histaminã. Rolul limfocitelor
este de a produce limfokine (substanþe chemo-
tactice) ºi de a distruge celule þintã. Limfocitele B
sunt specializate în producerea de anticorpi prin
transformare în plasmocit. Limfocitele NK sunt
implicate în apararea nespecificã (protejeazã
organismul de infecþii virale ºi dezvoltarea
tumoralã). Rezoluþia focarului inflamator pre-
supune restabilirea funcþiei þesutului, neutra-
lizarea ºi îndepãrtarea cât mai rapidã a agentului
agresiv ºi a exsudatului format. Când focarul
inflamator se transformã în inflamaþie cronicã,
avem de-a face cu un proces de lungã duratã, în
care predominã procesele de fibrozã (2).

În consecinþã, este necesarã monitorizarea
clinicã ºi biologicã a pacienþilor cu afectiuni
prostatice, precum ºi o strânsã colaborare inter-
disciplinarã pentru a asigura un management
adecvat al acestor bolnavi. În continuare se vor
trece în revistã principalele mijloace terapeutice
folosite în prostatite ºi în HPB, insistându-se
asupra rolului fitoterapiei.

Tratamentul chirurgical comun pentru ambele
patologii este reprezentat de TURP (Trans Uretro
Rezecþie Prostaticã) ºi constã în rezecþia
transuretralã endoscopicã a þesutului prostatic. În
cazul hiperplaziei benigne de prostatã, trata-
mentul chirurgical este unicul cu rol curativ,
indicaþiile absolute fiind: retenþia acutã de urinã
repetatã, infecþiile urinare repetate secundare
HBP, litiaza vezicalã secundarã HBP, insuficienþa
renalã secundarã HBP, diverticuloza vezicalã
secundarã HBP ºi hematuria recurentã datoratã
HBP (EAU Guidelines, AUA Practice Guidelines
Committee, 2013).

Efectuarea transuretrorezecþiei prostatice la
un pacient cu prostatitã ºi simptomatologie
severã,reprezentatã de durere intensã cu diferite
localizãri (perineal, scrotal sau testicular, penian,
suprapubian) asociatã cu sindrom iritativ ºi
obstructiv urinar, febrã, hematurie ºi care nu se
remite la tratamentul medicamentos, poate
reprezenta o opþiune terapeuticã la aceºti
pacienþi, deºi ghidurile recomandã ca, dacã este
posibil, intervenþiile chirurgicale sã fie evitate la
pacienþii cu prostatitã, cu excepþia drenajului
abceselor prostatice. (EAU Guidelines, 2013).

and regeneration of tissues (they phagocytate the
necrosed tissue, cellular remains, extraneous
matter), in immune processes, in the release of
pro-inflammatory factors (TNFα, IL8, IFNα).
Basophils contain granules with histamin and
heparin. The role of lymphocytes is that of
producing lymphokines (chemotactic substances)
and destroying target cells. Lymphocytes B are
specialized in the generation of antibodies by
transformation into plasmocyte. Lymphocytes
NK are involved in nonspecific defence (they
protect the body against viral infections and
tumors). Receding of the inflammatory focus
implies the restoring of tissue function, the
neutralization and the removal as soon as
possible of the aggressive agent and the exudate.
Turning of the inflammatory focus turns into
chronic inflammation is a standing process where
fibrosis prevails [2]. 

Consequently, clinical and biological moni-
toring of prostatic patients as well as close
interdisciplinary collaboration is necessary to
ensure adequate management of these disorders.
Here below we present the main therapeutical
methods used in prostatites and BPH, while
insisting on the role played by phytotherapy.

The common surgical treatment for both
pathologies is represented by the transurethral
resection of the prostate (TURP), which consists
in the endoscopic transurethral resection of the
prostatic tissue. In prostatitis benign hyperplasia,
the surgical treatment is the only curative one.
Absolute indications are: acute and repeated
urine retention, repeated urinary infections
secondary to BPH, vesicular lithiasis secondary
to BPH, renal insufficiency secondary to BPH,
vesicular diverticulosis secondary to BPH and
recurrent hematuria from BPH (EAU Guidelines,
AUA Practice Guidelines Committee, 2013).

Transurethral resection may be a
therapeutical option in prostatic patients with
severe symptoms: deep pain localised in various
areas (perineal, scrotal or testicular, penial,
suprapubian), associated with irritative and
obstructive urinary syndrome, fever, hematuria
that do not remit under medicamental treatment.
However, international guides recommend
avoidance, if possible, of surgical interventions in
prostatic patients, with the exception of prostatic
abscesses drainage (EAU Guidelines, 2013).
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Tratamentul medicamentos, este o opþiune
curativã în majoritatea cazurilor de prostatitã. În
cazul pacienþilor cu hiperplazie benignã de
prostatã, rolul medicaþiei fiind de a ameliora
calitatea vieþii pacientului, prin remisia sau chiar
dispariþia simptomatologiei prostatice. 

Antibioterapia reprezintã tratamentul cel mai
utilizat de medicul specialist în tratamentul
prostatitei, mai ales dacã apar simptome cum ar
fi: febra, durerea perinealã sau alterarea stãrii
generale (3). Cele mai des folosite antibiotice
sunt: cefalosporinele de generaþia a III-a sau
fluorochinolonele, iar pentru tratamentul iniþial
se poate asocia un aminoglicozid. Antibioticele
de primã linie sunt fluorochinolonele (4),
deoarece acestea realizeazã cea mai eficientã
concentraþie în urinã, lichid seminal ºi þesutul
prostatic (4). Pe lângã utilizarea antibioticelor,
alte medicamente eficiente în tratamentul
prostatitelor, sunt alfa blocantele ºi inhibitorii de
5-alfa reductazã.Scopul alfa blocantelor este de a
îmbunãtãþi fluxul urinar cu diminuarea
refluxului ductal intraprostatic ºi chiar cu efecte
în ameliorarea durerii la nivel pelvin prin
modificarea percepþiei durerii la nivelul
receptorilor spinali (5), iar inhibitorii de 5-alfa
reductazã atenueazã simptomatologia prin
mecanism inflamator. Antiinflamatoarele neste-
roidiene dar ºi celesteroidiene pot fi utilizate
pentru a reduce inflamaþia prostaticã ºi în acest
fel pentru a contribui la ameliorarea simpto-
matologiei la aceºti pacienþi. 

În ceea ce priveºte tratamentul medicamentos
în hiperplazia benignã de prostatã, avem
urmãtoarele clase de medicamente:

Blocanþii α-adrenergici sunt o clasã de
medicamente ce se bazeazã pe principiul acþiunii
noradrenalinei la nivelul receptorilor α1-
adrenergici, situaþi la nivelul colului vezical ºi al
sfincterului vezicii urinare generând simpto-
matologia obstructivã ºi iritativã tipicã; aceste
medicamente blocheazã receptorii α1- adre-
nergici scãzând rezistenþa la fluxul urinar.α-1
receptorii prezintã douã subtipuri, în funcþie de
selectivitatea prazosinului faþã de aceºtia: α-1H
(highly selective) ºi α-1L (low selectivity). Din
subtipul α-1H s-au identificat apoi mai multe
subtipuri, cele mai importante fiind : α-1A, B, ºi D
(3,6). Medicamentele din aceastã clasã sunt cele
mai utilizate de cãtre clinicieni datoritã efectului

Antibiotherapy is the commonest treatment
prescribed by specialists to prostatic patients, all
the more when symptoms such as fever, perineal
pain or alteration of the general health state occur
[3]. Most frequently used antibiotics are:
cephalosporins 3rd generation or fluoro-
quinolones, to which an aminoglycoside may be
associated in the inital stage. First line antibiotics
are the fluroquinolones [4] since they achieve the
most efficient concentration in urine, seminal
fluid and prostatic tissue [4]. Besides antibiotics
other medication that has proved efficacious in
the treatment of prostates includes the alpha
blockers and the 5-alpha reductase inhibitors.
Alpha blockers improve the urinary flux and
reduce the intraprostatic ductal reflux and also
reducing the pain at pelvic level by modifying
pain perception in the spinal receptors [5], while
5-alpha reductase inhibitors mitigate the
symptomatology through the inflammatory
mechanism. Nonsteroidal, but also steroidal anti-
inflammatory drugs can be used in order to
reduce prostatic inflammation and therefore
contribute to the amelioration of symptoma-
tology in these patients.  

As to the medicamental treatment in benign
prostatic hyperplasia, the following classes of
drugs shoul be mentioned: 

α-Adrenergic blockers are a class of
pharmacological agents based on the principle of
noradrenalin action at the level of α1-adrenergic
receptors that are localised in the vesical cervix
and in the urinary bladder sphincter, generating
a typical obstructive and irritative sympto-
matology; these agents block α1-adrenergic
receptors and increase the resistance to the
urinary flux. α1-Adrenergic receptors can be
divided into two subtypes, depending on
prazosin selectivity to them: α-1H (highly
selective) and α-1L (low selectivity). α-1H
Subtype comprises several classes, the most
important being α-1A, B, and D [3, 6]. The drugs
belonging to this class are the most commonly
used by clinicians owing to their fast and
efficacious effect on prostatic symptomatology.

5-α Reductase inhibitors constitute the
second class of medicinal drugs that can be
administered solely or in combination with á-
blocking agents. 5-α Reductase is an NADPH-
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lor rapid ºi eficient asupra simptomatologiei
prostatice.

Inhibitorii de 5α- reductazã sunt o a doua
clasã de medicamente ce se pot administra
singular sau în combinaþie cu α-blocantele. 5α-
reductaza este o enzimã NADPH-dependentã ce
catalizeazã conversia ireversibilã a testos-
teronului în dihidrotestosteron (DHT). Dihidro-
testosteronul acþioneazã ca un hormon paracrin,
stimulând creºterea prostaticã, aspect favorizat ºi
de numãrul mare de receptori androgenici de la
nivel prostatic. Inhibitorii de 5α- reductazã reduc
volumul prostatic prin inhibarea producerii de
DHT. Sunt utilizate de regulã în tratamentul
adenoamelor de dimensiuni mai mari (50 cm3), la
care efectul este semnificativ mai important.

Antagoniºtii receptorilor muscarinici se
bazeazã pe faptul cã neurotransmiþãtorul principal
la nivelul vezicii urinare este acetilcolina, care
stimuleazã fibrele netede de pe suprafaþa
muºchiului detrusor. Dintre cele 5 subtipuri de
receptori muscarinici, subtipul M2 ºi M3 sunt
predominant exprimate la nivelul muºchiului
detrusor, fiind implicaþi în mecanismul
contracþiei vezicale (7-9). Astfel, prin relaxarea
muºchiului detrusor, se amelioreazã simpto-
matologia de tip iritativ la pacienþii cu hiper-
plazie benignã de prostatã. 

Pe lângã toate aceste molecule de sintezã, atât
în cazul prostatitelor cât ºi în cazul hiperplaziei
benigne de prostatã ºi-a fãcut loc în ultimii ani în
armamentariumul terapeutic ºi fitoterapia.

Compuºii din aceastã categorie sunt utilizaþi
în mod aproape empiric, mecanismul de acþiune
al extractelor din plante utilizate nefiind pe
deplin înþeles. Printre extractele cel mai frecvent
utilizate se numãrã: rãdãcinã de Hypoxis Rooperi,
fructe de Serenoa rerpens/Sabal Serrulata, seminþe
de dovleac, extracte de polen, rãdãcini de
Echinceea purpurea ºi multe altele (10).

Aceste extracte prezintã în compoziþia lor:
fitosteroli (stigmasterol, campestrol, β- sitosterol),
fitoestrogeni (flavonoizi, izoflavone, coumestrol,
genistein, acizi graºi liberi sau esterificaþi),
triterpene (leptine, polizaharide, compuºi alcoolici
alifatici, uleiuri din plante) (11).

Nu este încã foarte clar care din toþi aceºti
compuºi reprezintã elementul activ al fito-
terapicelor, dar existã studii care considerã acizii
graºi liberi ºi sitosterolul ca fiind compuºii activi

dependent enzyme that catalyzes the irreversible
conversion of testosterone into dihydrotestos-
terone (DHT). Dihydrotestosterone acts as a
paracrine hormone that stimulates prostatic
boosting, an aspect also biased by the great
number of androgenic receptors at prostatic level.
5-α Reductase inhibitors reduce the prostatic
volume by inhibiting DHT production. They are
used as a rule in the treatment of high size (50
cm3) adenomas, in which the effect is
significantly higher.  

Muscarinic receptors antagonists are based
on the fact that the main neurotransmitter in the
urinary bladder is acetylcholine, which
stimulates smooth fibers on the surface of the
detrusor muscle. From of the five subtypes of
muscarinic receptors, M2 and M3 prevail in the
detrusor muscle, being involved in vesical
contraction mechanism [7-9]. Thus, by detrusor
muscle relaxation, irritative symptomatoly in
BPH patients is improved. 

Alongside all these synthesis molecules, in
recent years phytotherapy has more and more
become an alternative in the treatment of both
prostatites and benign prostatic hyperplasias. 

Compounds belonging to this category are
almost empirically used, as the action mechanism
of plant extracts has not yet been fully
understood. Some of the most commonly used
extracts are: roots of Hypoxis Rooperi, fruit of
Serenoa rerpens/Sabal Serrulata, pumpkin seeds,
pollen extract, roots of Echinceea purpurea and
many others [10].

The composition of these extracts includes
the following: phytosterols (stigmasterol, campe-
strol, β-sitosterol), phytoestrogens (flavonoids,
isoflavones, coumestrol, genistein, free or
esterified fatty acids), triterpenes (leptines,
polysaccharides, aliphatic alcoholic compounds,
plant oils) [11].

So far it is not very clear which of these
compounds represent the active factor in
phytotherapeuticals, although some studies
point to free fatty acids and sitosterol [12].
Mention should nevertheless be made of the fact
that within the composition of all these products
there is another active matter composition and
concentration, due both to the various fabrication
methods used and to the different plant mixes
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ai acestora (12). Meritã însã precizat faptul cã în
compoziþia fiecãruia din produsele existente
existã o altã compoziþie ºi concentraþie de
substanþe active, datoratã atât metodelor de
fabricaþie diferite, cât ºi datoritã amestecurilor
diferite de plante utilizate ºi proporþiei diferite a
acestora de la produs la produs.

Mecanismul de acþiune al acestor medicamente
nu este clar definit. Existã puþine studii existente
indiferent despre care din aceste produse este
vorba, determinãri standardizate fiind efectuate
doar in vitro. În urma acestora, s-a sugerat cã
aceºti compuºi acþioneazã prin mecanisme cum
ar fi: scãderea nivelului de SHBG (sex-hormone
binding globuline), inhibitor al aromatazei, efect
antiandrogenic, efect antiestrogenic, efect de
inhibitor al 5-alfa reductazei, alfa-blocant,
alterarea metabolismului colesterolului,alterarea
peroxidãrii lipidice, interferenþa cu sinteza
prostaglandinelor, efect antiinflamator ºi nu în
ultimul rând, efect placebo (13). Totuºi, cele mai
importante trei mecanisme de acþiune descrise în
literaturã sunt reprezentate de: inhibiþia 5-alfa
reductazei, efectul antiinflamator ºi alterarea
creºterii celulare.

Serenoa repens, una din cele mai utilizate
extracte din plante în terapia adenomului de
prostatã, prezintã o inhibiþie a factorilor de
creºtere (IL1, IL6, FGF, TNF-α), ceea ce inhibã
COX-2 ºi conduce la o scãdere a sintezei de
prostaglandinã E2, inhibând astfel mecanismul
inflamaþiei la nivel prostatic (14). IL-1, IL-6 si
TNF-α, reprezintã mediatori esenþiali ai
inflamaþiei, care, prin stimularea de cãtre
elemente proinflamatorii cum ar fi CRP, sunt
implicate în stimularea fagocitozei antigenelor ºi
a microorganismelor, determinând clearence-ul
detritusurilor celulare, cu activarea cãii clasice a
complementului (15). Aºadar, inflamaþia conduce
la  un numãr crescut de modificãri biologice
locale ºi sistemice la pacienþii cu patologie
prostaticã.

În ceea ce priveºte efectul fitoterapiei
comparativ cu cel al inhibitorilor de 5-alfa
reductazã, numeroase studii clinice au arãtat o
scãdere semnificativã a concentraþiei de
dihidrotestosteron prostatic, la pacienþii care au
urmat minim 3 luni de tratament fitoterapic.
Comparativ cu finasterida, studiile cu extracte
cum ar fi cel de Serenoa repens pe modele

and their share, which varies from product to
product. 

The action mechanism of these drugs is not yet
clearly defined. Few studies have been carried
out for any of them and standardised
determinations have only been performed in
vitro. As a result of such studies, it has been
suggested that these compounds act by
mechanisms such as: lowering of SHBG (sex-
hormone binding globuline) level, aromatase
inhibitor, antiandrogenic effect, inhibitor of 5-
alpha reductase, alpha-blocking effect, alteration
of cholesterol metabolism, alteration of lipid
peroxidation, interference with prostaglandins
synthesis, anti-inflammatory effect and, last but
not least, the placebo effect [13]. Still, the three
most important action mechanisms described in
literature are: the inhibition of alpha-5 reductase,
the anti-inflammatory effect and the alteration of
cellular growth.   

Serenoa repens, one of the plant extracts most
frequently used in prostate adenoma treatment,
inhibits growth factors (IL1, IL6, FGF, TNF-α),
which inhibits COX-2 and leads to a decrease in
E2 prostaglandine synthesis and therefore an
inhibition of inflammation mechanism at prostate
level [14]. IL-1, IL-6 and TNF-α are essential
inflammation mediators which, through
stimulation by pro-inflammtory elements such as
CRP, are involved in the stimulation of antigens
and microorganism phagocytosis, thus
determining the clearance of cell debris and the
activation of the complement classical pathway
[15]. In conclusion, inflammation brings about a
high number of local and systemic biological
modifications in patients with prostatic
pathology. 

As regards the effect of phyotherapy by
comparison with the effect of 5-alfa reductase
inhibitors, a great number of clinical studies have
shown a significant decrease in prostatic
dihydrotestosteron concentration in patients who
have followed at least 3 months of
phytotherapeutical treatment. When compared to
finasteride, studies performed on plant extracts
such as Serenoa repens on experimental models
have shown that although the effect on the
prostatic volume after phytotherapeutical
treatment is lower than the effect following
treatment with synthesis molecules belonging to
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experimentale au arãtat cã deºi efectul asupra
volumului prostatic este mai scãzut în cazul
tratamentului fitoterapic faþã de tratamentul cu
molecule de sintezã din clasa inhibitorilor de 5 α-
reductazã, efectul asupra capacitãþii celulare a
prostatei de a secreta antigen specific prostatic
(PSA) atât in vitro cât ºi in vivo este
nesemnificativ în cazul Serenoa repens faþã de
finasteridã (16).

Numeroase studii au încercat sã sugereze cã
mecanismul de acþiune al fitoterapicelor ar fi
similar cu cel al inhibitorilor de 5 α- reductazã.
Au fost realizate studii atât in vitro cât ºi in vivo,
dar rezultatele au fost echivoce (12).

Un mecanism de acþiune studiat în cazul
fitoterapicelor, a fost cel al influenþei asupra
creºterii celulare la nivel prostatic. Atât Pigenum
africanum cât ºi Serenoa repens au prezentat un
efect inhibitor atât asupra factorului de creºtere
fibroblasticã (bFGF) cât ºi asupra factorului de
creºtere epideramal (EGF) în studiile efectuate la
ºoareci dar ºi pe subiecþi umani (17).

Existã studii efectuate pe fitoterapice cum ar
fi Asparagus racemosus, care au arãtat efectul
puternic antioxidant al acestuia, cel  imuno-
modulator (producerea de leucocitozã, netrofilie
ºi stimularea fagocitozei), dar ºi efectul
citoprotector (creºterea duratei de viaþã celulare).
(18,19,20) 

Din punct de vedere clinic, s-a constatat o
ameliorare a simptomatologiei la pacienþii cu
hiperplazie benignã de prostatã trataþi cu
fitoterapice, comparativ cu placebo, prin
creºterea calitãþii vieþii relevatã de scorul IPSS,
ameliorarea simptomatologiei ºi scãderea
volumului rezidual postmicþional  (PVR) în
primele douã luni de la începerea tratamentului
(21, 22).

La pacienþii cu prostatitã cronicã,fitoterapia
reprezintã o metodã alternativã de tratament, ce
se considerã a avea un efect atât antiandrogenic
cât ºi antiinflamator la nivel prostatic (23). Cu
toate acestea, studiul lui Kaplan din 2004 nu a
relevat rezultate mai bune ale tratamentului cu
fitoterapeutice (Quercetin – bioflavonoid natural)
comparativ cu lotul placebo. Totuºi, studiul lui
Reissigl din 2004 a remarcat o îmbunãtãþire
moderatã sau chiar crescutã a simptomatologiei
în urma tratamentului cu Serenoa repens la
aproximativ 60% din pacienþii luaþi în studiu

the class of 5-alpha reductase inhibitors, the effect
on the prostate cellular capacity to secrete the
prostatic specific antigen (PSA), both in vitro and
in vivo, is not significantly lower in Serenoa
repens than in finasteride [16].

Lots of studies have attempted at suggesting
that the action mechanism of phytotherapeuticals
is similar to that of 5-alpha reductase inhibitors.
Both in vitro and in vivo studies have been
carried out, but the results have been incon-
clusive [12].

One of the action mechanisms of
phytotherapeuticals that has been studied was
that of the their influence upon prostatic cellular
growth. Both Pigenum africanum and Serenoa
repens have exercised an inhibiting role on the
basic fibroblast growth factor (bFGF) and on the
epidermal growth factor (EGF) in studies
performed on mice as well as on human subjects
[17]. 

Some studies performed on phytothera-
peuticals such as Asparagus racemosus have
highlighted their strong antioxidant effect, the
immunomodulatory action (they trigger
leokocytosis and neutrophilia and stimulate
phagocytosis), as well as their cytoprotective
effect (extension of the cellular life-span) [18, 19,
20]. 

Clinically, an improvement of sympto-
matology has been noted in patients with benign
prostatic hyperplasia treated with phy-
totherapeuticals as compared with placebo. The
improvement consisted in an increase in the
quality of life as measured by the International
prostate symptom score (IPSS), the amelioration
of symptoms and the decrease in the volume of
the post void residual (PVR) in the first two
months after treatment has started [21, 22].

In patients with chronic prostatitis,
phytotherapy is considered an alternative
treatment method with both antiandrogenic and
anti-inflmmatory effect at prostatic level [23].
Nevertheless, the study performed by Kaplan in
2004 did not yield better results after treatment
with phytotherapeuticals (Quercetin – a natural
bioflavonoide) as compared with the placebo
group. Still, Reissigl’s study from 2004 showed a
moderate or even significant improvement  of
symptomatology following Serenoa repens
treatment in about 60 per cent of the patients
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comparativ cu lotul placebo. Aceastã îmbunã-
tãþire a constat în ameliorarea simptomatologiei
prostatice, asociatã cu creºterea calitãþii vieþii ºi
cu îmbunãtãþirea parametrilor urodinamici.

În cazul pacienþilor cu hiperplazie benignã de
prostatã, putem observa cã nu au fost efectuate
studii pe termen mediu ºi lung în vivo cu doze
standard de extracte fitoterapeutice, dar studiile
pe termen scurt au arãtat un beneficiu. Privitor la
pacienþii cu prostatitã, studiile efectuate prezintã
rezultate contradictorii, ceea ce face ca, deºi
fitoterapia sã fie promiþãtoare, ea sã rãmânã cel
puþin deocamdatã o metodã alternativã de
tratament.  Totuºi este necesarã efectuarea de
teste clinice randomizate monitorizate de
structuri independente, pentru a determina cu
certitudine eficienþa acestor produse ºi locul lor
în tratamentul patologiei prostatice.

under study as compared with the placebo
group. The improvement consisted in prostatic
symptomatology amelioration associated with an
increase in the quality of life and the
improvement of urodynamic parameters.

No long-term in vivo studies with standard
doses of phytotherapeutical extracts have been
performed on patients with benign prostatic
hyperplasia, although short-term studies have
shown improvements. In prostatitis patients
studies have yielded inconclusive results so far;
consequently, althoug promissing in perspective,
phytotherapy has remained an alternative
treatment method. Randomized controlled trials
are still to be performed and monitored by
independent organizations in order to determine
without doubt the efficacy of these products and
their role in the treatment of prostatic pathology.
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