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Gu Pengying' Xiao Jun® Wang Weidong' et al
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Abstract Objective To observe whether postprandial two-hour plasma glucose had the aggravated tendency on
benign prostatic hyperplasia in different glucose tolerance subjects. Methods 84 cases of elderly men according to
oral glucose tolerance test (OGTT) group were divided into normal glucose tolerance (NGT) impaired glucose tol-
erance group (IGT) and type 2 diabetes group (T2DM) comparing different groups of various metabolic indicators
and the differences in prostate volume(PV). Results Prostate volume in the NGT group and IGT group and the
T2DM group increased significantly (P <0.01) ; 2hPG was positively correlated with PV (r =0. 634 P <0.01)
and was the independent risk factor associated with PV(P <0.01). Conclusion PV may be involved in insulin
resistance and is closely related to glucose metabolism. Elderly benign prostatic hyperplasia people with high 2hPG
have obvious tendency of high PV.

Key words type 2 diabetes mellitus; impaired glucose tolerance; benign prostatic hyperplasia



