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Benign prostatic hyperplasia (BPH) remains a pervasive condition in aging men, presenting a significant burden 

on quality of life through bothersome lower urinary tract symptoms (LUTS). Primary care clinicians are often 

the first point of contact, tasked with navigating a complex market of diagnostic considerations and therapeutic 

options. Understanding the full spectrum of management, from watchful waiting to surgical referral, is essential 

for effective patient care.

K E Y  TA K E AWAY S

º The Pivot: Initial BPH management in primary care must carefully consider symptom severity, prostate 

size, and patient comorbidities to guide therapy selection.

º The Data: Alpha-blockers provide rapid symptom relief, while 5-alpha reductase inhibitors reduce prostate 

volume and long-term complication risk in larger prostates.

º The Action: Clinicians should stratify patients based on symptom impact and objective measures, initiating 

appropriate pharmacotherapy and knowing when to refer for advanced interventions.

Benign prostatic hyperplasia, a non-malignant enlargement of the prostate gland, affects a substantial proportion of men 

as they age. Histological evidence of BPH can be found in over 50% of men in their 50s and up to 90% of men in their 

80s. Not all men with histological BPH develop bothersome symptoms, but for those who do, the impact on daily life 

can be considerable, ranging from nocturia and frequency to urgency and a weakened urinary stream. The primary care 

setting is essential for initial assessment, diagnosis, and management, often dictating the trajectory of a patient's care.

The pathophysiology of BPH involves both stromal and epithelial hyperplasia within the prostate's transition zone. This 

growth is largely androgen-dependent, particularly influenced by dihydrotestosterone (DHT), a potent metabolite of 

testosterone. As the prostate enlarges, it can compress the urethra, leading to bladder outlet obstruction (BOO). The 

bladder, in response, may undergo compensatory changes, such as detrusor muscle hypertrophy, which can eventually 

lead to detrusor instability and reduced contractility. These changes manifest as the storage and voiding LUTS commonly 

associated with BPH.

Initial Assessment and Diagnosis
A thorough initial assessment in primary care is paramount. This begins with a detailed history, focusing on the character, 

severity, and impact of LUTS on the patient's quality of life. The International Prostate Symptom Score (IPSS) is a 

validated, self-administered questionnaire that quantifies symptom severity and assesses quality of life. Scores range 

from 0 to 35, categorizing symptoms as mild (0-7), moderate (8-19), or severe (20-35). This tool helps guide treatment 

decisions and monitor response to therapy. A digital rectal examination (DRE) is essential to estimate prostate size and 

consistency, and to screen for prostate cancer. While DRE alone is not sufficient for cancer screening, it remains a vital 
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part of the BPH workup. Urinalysis should be performed to rule out infection or hematuria, which could mimic or 

exacerbate LUTS. Serum prostate-specific antigen (PSA) testing should be discussed with patients, particularly those 

considering 5-alpha reductase inhibitor (5-ARI) therapy or those with a life expectancy of more than 10 years, given its 

role in prostate cancer screening. But, PSA levels can be elevated in BPH, making interpretation complex.

Further diagnostic tests, such as uroflowmetry and post-void residual (PVR) volume measurement, can provide objective 

data on bladder function and obstruction. Uroflowmetry measures the rate of urine flow, with a reduced maximum flow 

rate often indicating BOO. PVR volume assesses the amount of urine remaining in the bladder after voiding; elevated 

PVR can indicate significant obstruction or bladder dysfunction and may increase the risk of urinary tract infections or 

renal impairment. These tests help differentiate BPH from other conditions causing LUTS, such as neurogenic bladder 

dysfunction, urethral stricture, or bladder cancer. For a comprehensive understanding of general medical conditions and 

their management, the Oxford Handbook of Clinical Medicine serves as an invaluable resource.

Pharmacological Management Strategies
Pharmacological interventions for BPH primarily target either the dynamic component of prostatic obstruction (smooth 

muscle tone) or the static component (prostate gland size). Alpha-1 adrenergic receptor blockers (alpha-blockers) are 

often the first-line therapy for symptomatic BPH, regardless of prostate size. These agents, such as tamsulosin, alfuzosin, 

silodosin, and doxazosin, relax the smooth muscle in the prostate and bladder neck, thereby reducing urethral resistance 

and improving urine flow. Their onset of action is relatively rapid, often providing symptom relief within days to 

weeks. Common side effects include orthostatic hypotension, dizziness, and ejaculatory dysfunction, particularly with 

tamsulosin and silodosin. Patient counseling on these potential side effects is important for patient adherence, especially 

regarding the sexual side effects clinicians must discuss.

For men with larger prostates (typically >30-40 mL) and more severe symptoms, 5-alpha reductase inhibitors (5-ARIs) 

like finasteride and dutasteride are an option. These drugs inhibit the conversion of testosterone to DHT, leading to 

a reduction in prostate volume over several months. This reduction in prostate size can improve LUTS, increase peak 

urinary flow, and, importantly, reduce the long-term risk of acute urinary retention and the need for BPH-related surgery. 

But, 5-ARIs have a slower onset of action compared to alpha-blockers, often taking 6-12 months to achieve maximal 

effect. Side effects can include decreased libido, erectile dysfunction, and gynecomastia. They also reduce PSA levels, 

which must be accounted for when interpreting PSA results for prostate cancer screening.

Combination therapy, typically an alpha-blocker plus a 5-ARI, is indicated for men with larger prostates and moderate 

to severe symptoms who have not responded adequately to monotherapy. This approach targets both dynamic and 

static components of obstruction, providing more comprehensive symptom relief and reducing long-term complications. 

Antimuscarinic agents (e.g., tolterodine, solifenacin) or beta-3 agonists (e.g., mirabegron) may be added for patients with 

predominant storage symptoms (urgency, frequency, nocturia) who have already optimized treatment for BOO. These 

agents relax the detrusor muscle, reducing bladder overactivity. But, they should be used with caution in patients with 

elevated PVR volumes due to the risk of worsening urinary retention.

When to Consider Referral and Advanced Therapies
Not all patients respond adequately to medical therapy, or they may develop complications that necessitate more invasive 

interventions. Indications for referral to urology include refractory LUTS despite optimal medical management, recurrent 
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urinary tract infections, gross hematuria, bladder stones, renal insufficiency due to BPH, or acute urinary retention. These 

are situations where the risks of conservative management outweigh the benefits, and surgical intervention becomes 

necessary to prevent further morbidity.

Minimally invasive surgical therapies (MISTs) have emerged as alternatives to traditional transurethral resection of the 

prostate (TURP) for select patients. These procedures aim to reduce prostate tissue or improve urethral patency with 

less morbidity than TURP. Examples include prostatic urethral lift (PUL), which uses implants to retract prostatic lobes, 

and water vapor thermal therapy (Rezum), which uses steam to ablate obstructive prostate tissue. These MISTs offer 

quicker recovery times and often preserve ejaculatory function better than traditional surgery, a significant concern for 

many patients. But, their long-term efficacy and durability, especially compared to TURP, are still being evaluated. For 

patients whose minimally invasive BPH therapies fail, what's next becomes a critical question, often leading back to 

more established surgical options.

Transurethral resection of the prostate (TURP) remains the gold standard for surgical management of BPH, particularly 

for prostates of moderate size (30-80 mL). TURP involves resecting prostatic tissue endoscopically, creating a wider 

urethral channel. It offers excellent and durable symptom relief. Potential complications include bleeding, infection, 

retrograde ejaculation, and, less commonly, erectile dysfunction or TURP syndrome. For very large prostates (>80 mL), 

open prostatectomy or holmium laser enucleation of the prostate (HoLEP) may be preferred. HoLEP, in particular, has 

gained favor due to its ability to remove large amounts of tissue with less bleeding and a lower risk of TURP syndrome, 

offering comparable efficacy to open surgery with a minimally invasive approach. The choice of surgical procedure 

depends on prostate size, patient comorbidities, and surgeon expertise.

Lifestyle Modifications and Patient Education
Beyond pharmacological and surgical interventions, lifestyle modifications and patient education play a vital role in 

BPH management. Patients should be advised on fluid management, particularly reducing fluid intake before bedtime 

to mitigate nocturia. Avoiding caffeine and alcohol, which can act as bladder irritants and diuretics, may also alleviate 

symptoms. Regular physical activity and maintaining a healthy weight can also contribute to overall prostate health. 

Constipation can exacerbate LUTS, so dietary fiber and adequate hydration are important. Pelvic floor exercises, while 

primarily associated with incontinence, can sometimes help with bladder control and symptom management.

Patient education should cover the chronic nature of BPH, the expected benefits and potential side effects of prescribed 

medications, and the importance of adherence. Discussing realistic expectations for symptom improvement is key to 

patient satisfaction. Clinicians should also empower patients to monitor their symptoms using tools like the IPSS and to 

report any worsening or new symptoms promptly. The decision-making process should be shared, considering patient 

preferences, comorbidities, and tolerance for potential side effects. This holistic approach ensures that patients are active 

participants in their care, leading to better outcomes and improved quality of life.

CLINICAL IMPLICATIONS

Primary care clinicians are on the front lines of BPH management, and their initial assessment dictates the 

entire treatment pathway. Relying solely on symptom scores without considering prostate size or PVR volume 

risks suboptimal outcomes. A pragmatic approach involves early stratification: mild symptoms can often be 

managed with watchful waiting and lifestyle changes, but moderate to severe symptoms demand a more 
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aggressive, evidence-based pharmacological strategy.

The choice between alpha-blockers and 5-ARIs, or their combination, should not be arbitrary. Alpha-blockers 

offer rapid relief for most, but for men with larger prostates, 5-ARIs are important for long-term risk 

reduction of acute urinary retention and surgical intervention. Ignoring prostate volume in these patients is a 

disservice, delaying definitive treatment and potentially leading to preventable complications. Clinicians must 

be comfortable initiating and monitoring these therapies, understanding their distinct side effect profiles.

Knowing when to refer is as important as knowing what to prescribe. Persistent, bothersome symptoms 

despite optimized medical therapy, or the development of complications like recurrent UTIs, hematuria, or 

renal impairment, are clear signals for urological consultation. Delaying referral in these cases only prolongs 

patient suffering and can lead to irreversible bladder damage. The expanding array of minimally invasive 

options means that surgical referral is not always a leap to TURP, but often a discussion about less invasive, 

yet effective, alternatives.
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