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every male patient over age 50. Because 
the incidence of BPH increases not only 
with age but also with other comorbid 
conditions such as diabetes7 and erectile 
dysfunction (ED),8 you should discuss 
the symptoms and potential complica-
tions of BPH with patients who pres-
ent with these comorbidities. You can 
reassure them that BPH is not cancer, 
nor is it a precursor to prostate cancer; 
rather it is a fairly common, treatable 
disorder.

❚  Questionnaire can help,
addresses quality of life

Questionnaires such as the Interna-
tional Prostate Symptom Score (IPSS) 
(PATIENT HANDOUT )9 and the simi-
lar American Urological Association 
symptom index (AUA-SI) (available 
on page 44 of http://www.auanet.org
/ g u i d e l i n e s / m a i n _ r e p o r t s / b p h
_management/chapt_1_appendix.pdf) 
can help you evaluate your patient’s 
symptom severity.2,6 

The IPSS, with 3 categories of 

symptom severity (mild 0 to 7, mod-
erate 8 to 19, severe 20 to 35) and a 
global quality-of-life question also 
referred to as the “Bother Score,” is a 
validated tool for monitoring disease 
distress and clinical change.10,11 The 
quality-of-life question is a good indi-
cator for assessing whether watchful 
waiting might be preferred to active 
treatment.9,12 

Further categorizing the symptoms is 
not helpful. Lower urinary tract symp-
toms have traditionally been divided 
into irritative symptoms such as noc-
turia, urgency, and frequency, attrib-
uted to bladder and prostatic smooth 
muscle contractions, and obstructive 
symptoms such as hesitancy, decreased 
force of stream, and incomplete emp-
tying, attributed to increased glandular 
mass.1 This distinction, however, is not 
helpful inasmuch as irritative symp-
toms can result from increased tissue 
mass alone and obstructive symptoms 
from muscle hypertonicity alone; ad-
ditionally, most BPH patients have a 
combination of both.13,14 

What’s right for your patient?
Watchful waiting? � -Blocker therapy? Surgery?

•  Watchful waiting should yield to 
pharmacologic or surgical intervention only 
when there is signifi cant symptom bother 
or serious complications. 

•  � -Blocker therapy alone is reasonable 
with a prostate of any size, but combination 
� -blocker and 5-�  reductase inhibitor therapy is 
more appropriate for patients with larger glands 
(>40 mL). 

•  Surgery, especially transurethral resection 
of the prostate, remains the standard for 
treatment effi cacy and is associated with 
unchanging or improved erectile function—
but increased ejaculatory dysfunction.

Reassure patients 
that BPH is not 
cancer, nor is it 
a precursor 
to prostate cancer
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PATIENT HANDOUT

International Prostate Symptom Score 
questionnaire with “bother score”9

Please answer the following questions about your urinary symptoms. 
Write your score for each question at the end of each row.
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Over the past month, 
how often have you…

Not 
at all

Less 
than 1 

time in 5

Less 
than half 
the time

About 
half 

the time

More 
than half 
the time

Almost 
always

Your 
score

1.  ...had a sensation of not emptying 
your bladder completely after you 
fi nished urinating?

2.  ...had to urinate again less than 2 
hours after you fi nished urinating?

3.  ...stopped and started again 
several times when you urinated?

4.  ...found it diffi cult to postpone 
urination?

5. ...had a weak urinary stream?

6.  ...had to push or strain to begin 
urination?

And fi nally… None Once Twice 3 times 4 times
5 times 
or more

7.  Over the past month, how many times 
did you most typically get up to urinate 
from the time you went to bed at night 
until the time you got up in the morning?

Add up your total score and write it in the box.

Supplementary question: Quality of life due to urinary symptoms
If you were to spend the rest of your life with your urinary condition the way it is now, how would you feel about that? 
(Please check the word that best describes how you would feel.) 

         Delighted          Mostly dissatisfi ed

         Pleased           Unhappy  

         Mostly satisfi ed             Terrible

          Mixed—about equally 
satisfi ed and dissatisfi ed

Assessment
In general, an IPSS score of:
• 0 to 7 indicates mild symptoms • 8 to 19 indicates moderate symptoms • 20 to 35 indicates severe symptoms.

Copyright EMIS and PiP 2008. Reproduced with permission from http://www.patient.co.uk
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clinicians indicates that the “PSA cutoff 
era” is now past and that decisions for 
further prostate cancer screening should 
be made with a patient’s DRE and family 
history data in mind.21 

Diagnostic  studies.  Noninvasive urine 
� ow rates, postvoid residual measures, 
pressure-� ow studies, cystoscopy, and re-
nal or transrectal ultrasound are optional 
unless dictated by speci� c circumstances, 
including recurrent hematuria, pelvic 
pain, or urinary retention, in which case 
urologic consultation is indicated.4,15

❚  Weigh patient preference
against symptom severity

The treatment goals for a patient with 
BPH-related lower urinary tract symp-
toms must focus on improving and 
maintaining quality of life, achieving and 
sustaining symptom control, and avoid-
ing disease progression.22 In choosing 
a speci� c treatment, weigh the patient’s 
preferences against symptom severity 
and speci� c physiologic variables; even 
individuals with moderate IPSS ratings 
may improve (40%) or show no change 
(45%) with watchful waiting.23 (The 
AUA outlines treatment options for pa-
tients with moderate to severe symptoms 
in its BPH practice guidelines. They can 
be accessed on page 16 of http://www
.auanet.org/guidelines/main_reports/bph
_management/chapt_1_appendix.pdf.

Quality-of-life issues—how much 
lower urinary tract symptoms interfere 
with work, social life, sleep, sexual func-
tion, and travel—are generally more 
important than the symptoms per se.14 
The AUA has published a diagnosis and 
treatment algorithm for BPH that is 
very helpful for practitioners.4 It is avail-
able on page 7 of http://www.auanet
.org/guidelines/main_reports/bph
_management/chapt_1_appendix.pdf. 

❚  Watchful waiting—even 
with high IPSS ratings

Watchful waiting is an option for patients 

experiencing minimal bother—even with 
high IPSS ratings—because the risk for 
progression is relatively small.4,14,15 If you 
choose this route, encourage the patient 
to minimize alcohol and caffeine use and 
the intake of � uids in the evening, and 
minimize the use of α-agonist, anticholin-
ergic, antihistaminic, and calcium-chan-
nel blocker medications. 

Where nocturia is a particular prob-
lem, diuretics timed to minimize night-
time urine production, daytime naps, and 
use of antidiuretic hormones (although 
contraindicated in patients with conges-
tive heart failure) may be appropriate.24,25 
Notably, in the context of combined 
bladder outlet obstruction and detrusor 
overactivity validated by urodynamic 
studies, there are recent studies identify-
ing a role for anticholinergics.26,27

❚  Medical therapy 
before surgery 

Medical therapy has supplanted surgery 
as the primary therapeutic tool for BPH-
related lower urinary tract symptoms.4 
α-Adrenergic antagonists decrease 
prostatic and urethral smooth muscle 
tone, induce tissue apoptosis through 
tumor growth factor-beta signaling, 
and increase detrusor muscle vascular 
supply, while 5-α reductase inhibitors 
block conversion of testosterone to di-
hydrotestosterone and reduce prostate 
volume (TABLE).4,14,15,28-40

α-Adrenergic  blockers.  Nonselective 
α-adrenergic blockers include terazosin, 
doxazosin, and alfuzosin. Their greater 
selectivity for nonprostatic peripheral 
vasculature α-1B receptors than for pros-
tatic α-1A receptors account for their po-
tential to cause orthostatic hypotension. 
A fourth agent, tamsulosin, is mostly se-
lective for the prostatic α-1A receptor and 
does not have a clinically signi� cant ef-
fect on blood pressure.30

At therapeutic doses, these drugs 
have comparable ef� cacy in lowering 
IPSS scores, increasing urine � ow rates, 
and improving symptoms.4 Potential 

PSA is a less 
accurate means 
of detecting 
cancer in BPH 
patients
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terms of IPSS scores, urgency episodes, 
frequency of micturitions, quality-of-life 
scores, and patient perception of treat-
ment benefi t.48

Phytotherapy. Saw palmetto is de-
rived from the ripe berries of the Ameri-
can dwarf palm (Serenoa repens or Sabal 
serrulata); retail sales in the United States 
totaled over $20 million in 2004.49 The 
mechanism of action is uncertain, but 
may involve antiandrogen activity. Short-
term improvement of nocturia and peak 
urinary fl ow comparable with that of 
fi nasteride has been suggested by meta-
analyses involving almost 3000 patients 
in trials ranging from 1 month to 1 year.39 
However, neither American nor Europe-
an guidelines recommend its use.4,15,40 

A 6-month, double-blind, placebo-
controlled trial of urtica dioica (sting-
ing nettle) in 620 BPH patients found a 
signifi cant improvement in IPSS scores, 
peak fl ow rates, and a small but signifi -
cant reduction in prostate size among pa-
tients taking urtica dioica compared with 
baseline.50

❚  Bothersome symptoms? 
Consider surgery

Transurethral resection of the prostate 
(TURP) was the primary surgical ap-
proach during most of the 20th century 
and remains the benchmark. TURP in-
volves removing a portion of the prostate 
through the urethra.4 When compared 
with watchful waiting, TURP achieved 
better outcomes with men most bothered 
by symptoms at the outset. Watchful wait-
ing was also considered safe, but 24% 
of this group underwent surgery during 
the 3 years. There were no increases in 
urinary incontinence or ED among surgi-
cally treated patients.51

TURP is indicated for patients with 
refractory urinary retention due to severe 
bladder outlet obstruction, recurrent uri-
nary tract infections, progressive renal 
insuffi ciency, hematuria unresponsive to 
5-α reductase inhibitors, bladder stones, 
and BPH-related hydronephrosis. Lower 

urinary tract symptom improvement is 
expected in 80% to 90% of cases, with 
a retained effi cacy of 75% for at least 7 
years and a risk of repeating surgery of 
only 1% annually.4,14,15 IPSS scores may 
decrease 15 to 20 points, but quality of 
life is enhanced only with severe lower 
urinary tract symptoms, and postopera-
tive ejaculatory dysfunction (65%-70%) 
is expected, along with 1% to 2% peri-
operative mortality.15 

It’s important to note that TURP is 
a procedure that requires a hospital stay 
and is associated with a variety of poten-
tial side effects, including sexual dysfunc-
tion, bladder neck contracture, urinary 
tract infection, hematuria, and irritative 
voiding symptoms, while patients may 
also require blood transfusions.4,52 

Other surgical therapies include open 
prostatectomies for patients with glands 
≥80 mL and transurethral incision of the 
prostate (TUIP) for glands <30 mL.1,4,15 
TUIP is a simpler outpatient operation 
than TURP. It offers equivalent symptom-
atic relief and less associated ejaculatory 
dysfunction or bleeding, but has a higher 
rate of reoperation.1,4,15 High-risk surgi-
cal candidates with severe urinary reten-
tion may also receive prostatic stents, but 
signifi cant complications of pain, infec-
tion, and encrustation are common.4

Holmium laser enucleation of the 
prostate (HOLEP) is another alternative 
to TURP that has demonstrated equiva-
lent effi cacy in terms of AUA-SI scores, 
peak fl ow rates, and quality-of-life scores 
in studies of up to 3 years in length. Lon-
ger-term studies are required to determine 
its effi cacy beyond that time frame.53-56

❚  Minimally invasive route 
for high-risk patients

Transurethral needle ablation (TUNA) 
and transurethral microwave thermo-
therapy (TUMT) offer AUA-approved al-
ternative treatment choices based on the 
severity of symptoms and the presence 
of complications.4 TUNA uses radiofre-
quency waves administered through 2 

FAST TRACK

Combination 
α-blocker and 
5-α reductase 
inhibitor therapy 
is appropriate for 
patients 
with larger glands 
(>40 mL)
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Medical therapies for BPH at a glance4,14,15,28-40

TYPE OF 
THERAPY ACTIVITY 

EFFICACY IN 
CLINICAL  TRIALS SIDE EFFECTS INDICATIONS

NUMBER NEEDED 
TO TREAT*

α-Adrenergic  
blockers

Nonselective
  Terazosin

  Doxazosin

  Alfuzosin

Selective
  Tamsulosin

•  Decrease 

prostatic 

and urethral 

smooth 

muscle tone

•  Induce tissue 

apoptosis by 

increasing 

tumor growth 

factor-β
•  Increase de-

trusor muscle 

vascular 

supply

•  Comparable effi cacy in lowering 

IPSS scores 4 to 6 points and 

increasing urine fl ow rates

•  Show clinical change as early 

as 48 hours after initiation

•  Minimal impact on prostate volume

•  Potential side effects include asthenia, 

headache, dizziness, and peripheral 

edema

•  Early postural hypotension and rebound 

hypertension on withdrawal are seen with 

terazosin and doxazosin, requiring titra-

tion and tapering over 2 to 3 weeks when 

introduced or eliminated

•  Alfuzosin is preferentially concentrated at 

prostatic sites28,29 and does not require 

titration or tapering

•  Doxazosin has been associated with 

increased risks of congestive heart failure 

in men with cardiac risk factors in the 

ALLHAT trial;14 this concern reason-

ably extends to terazosin, which shares 

hypotensive effects

•  Tamsulosin and alfuzosin are associated 

with rhinitis and ejaculatory dysfunction, 

but fewer cardiovascular effects30

•  Patients with 

LUTS second-

ary to BPH

Terazosin
4.0 (to achieve >10% 

improvement in 

Boyarsky score, an 

older measure compa-

rable to the IPSS)31

Doxazosin
13.7 (for the prevention 

of clinical progression)32

Alfuzosin
5.8 (to achieve ≥3 points 

improvement in IPSS)33

Tamsulosin
4.5 (to achieve ≥25% 

increase in AUA score)34

5-α Reductase  
inhibitors
  Dutasteride

  Finasteride

•  Block 

conversion of 

testosterone 

to dihy-

drotestoster-

one, thereby 

reducing 

prostate 

volume14

•  Decrease prostate volume 

(20%-30%)

• Lower IPSS scores 3 to 4 points

•  Increase urine fl ow rates and 

decrease urinary retention and need 

for surgery (50%) vs placebo15

•  Clinical effects gradually appear 

over 3 to 6 months35

• Decreased libido

• Erectile dysfunction

• Ejaculation disorders

• Lowers PSA levels by as much as half15

•  Finasteride may reduce the prevalence of 

prostate cancer almost 25% vs placebo36

•  Patients with 

signifi cantly en-

larged prostates 

>40 mL35

Dutasteride
mild-to-moderate 

symptoms: 10 (to 

achieve 2-point im-

provement in AUA-SS) 

severe symptoms: 6.3 

(to achieve 2-point 

improvement in 

AUA-SS)37,38

Finasteride
15.0 (for the prevention 

of clinical progression)32

Combination  
therapy  with  
      α-Adrenergic 

blockers and 
5-α
reductase

inhibitors

•  MTOPS study compared placebo, 

doxazosin, fi nasteride, and combi-

nation therapy on clinical progres-

sion measures of BPH32

•  Signifi cant symptom score 

improvements by all drug treat-

ments, but clear superiority in the 

combination group

•  Combination therapy and fi naste-

ride signifi cantly reduced urinary 

retention and need for surgery; 

doxazosin did not

•  Side effects similar to those of each drug 

alone vs placebo

•  Abnormal ejaculation, peripheral edema, 

and dyspnea were more frequent in 

patients taking both drugs

•  Patients with 

larger glands 

and higher 

PSA values at 

greatest risk for 

progression; 

thresholds not 

yet clear4

Combination  of  
doxazosin  + 
“ nasteride

8.4 (for the prevention 

of clinical progression)32

Phytotherapy
   Saw 

palmetto

•  Unknown; 

possible 

antiandrogen 

effects

•  Short-term improvement of nocturia 

and peak urinary fl ow comparable 

with fi nasteride suggested by meta-

analyses of trials (n=~3000 patients) 

lasting from 1 month to 1 year39

•  Double-blind, randomized, 1-year 

trial (n=225) vs placebo detected 

no signifi cant difference in LUTS, 

fl ow rates, prostate size, residual 

volumes, QOL measures, or serum 

PSA40

•  Identifi ed drug interactions and side 

effects have been minimal

•  Not recom-

mended by 

AUA or EAU 

guidelines

N/A

*Number needed to treat (NNT) values should not be regarded as points of effi cacy comparison since they are not consistently based on head-to-head trials, 
are derived from different patient populations, and may refer to different effi cacy end points as well as different lengths of follow-up.

AUA-SS, American Urological Association symptom score; BPH, benign prostatic hyperplasia; EAU, European Association of Urology; IPSS, International Prostate 
Symptom Score; LUTS, lower urinary tract symptoms; N/A, not available; PSA, prostate-specifi c antigen; QOL, quality of life. 

TABLE
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18-gauge needles to heat prostatic tissue. 
An outpatient procedure, TUNA is effec-
tive over the long term, demonstrating 
a low failure rate (25% after 5 years); 
however, temporary side effects such as 
irritative urinary symptoms and urinary 
retention can occur.4,57 

With >100,000 procedures per-
formed, TUMT is the most frequent 
minimally invasive treatment utilized 
worldwide. Heat destroys targeted pros-
tatic tissue, while a cooling system pro-
tects the prostatic urethra. Its ef� cacy 
has been demonstrated by randomized 
trials, and its failure rate documented 
at 10% to 16% annually.4 Morbidity 
is related mainly to required indwelling 
catheterization for 4 to 6 weeks follow-
ing intervention. However, it is an outpa-
tient, low-risk procedure well-suited to 
high-risk patients or those who oppose 
surgery. ■
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