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Background: Benign prostatic hyperplasia (BPH) and lower
urinary tract symptoms (LUTS) are common clinical encoun-
ters for most primary care practitioners (PCPs). More than
50% of men aged > 50 years will develop significant lower
urinary tract symptoms. Managing these symptoms can be
complicated and requires an informed discussion between
the PCP and the patient. This article provides a comprehen-
sive review for PCPs regarding the evaluation and manage-
ment of LUTS in men and when to consider a urology referral.

Observations: Over the past 3 decades, medications have be-
come the most common BPH and LUTS therapy, but recently,
newer minimally invasive surgeries have challenged this para-
digm. PCPs are in a unique position to help many patients who
present with early stage LUTS.

Conclusions: A clear understanding of the available treat-
ment options will help PCPs counsel patients appropriately
about lifestyle modification, medications, and surgical treat-
ment options for their symptoms.

are common and tend to increase in fre-

quency with age. Managing LUTS can
be complicated, requires an informed discus-
sion between the primary care practitioner
(PCP) and patient, and is best achieved by a
thorough understanding of the many medi-
cal and surgical options available. Over the
past 3 decades, medications have become the
most common therapy; but recently, newer
minimally invasive surgeries have challenged
this paradigm. This article provides a com-
prehensive review for PCPs regarding the
evaluation and management of LUTS in men
and when to consider a urology referral.

Benign prostatic hyperplasia (BPH) and
LUTS are common clinical encounters for
most PCPs. About 50% of men will develop
LUTS associated with BPH, and symptoms
associated with these conditions increase
as men age.'? Studies have estimated that
90% of men aged 45 to 80 years demon-
strate some symptoms of LUTS.? Strong ge-
netic influence seems to suggest heritability,
but BPH also occurs in sporadic forms and is
heavily influenced by androgens.*

BPH is a histologic diagnosis, whereas
LUTS consists of complex symptomatol-
ogy related to both static or dynamic compo-
nents.' The enlarged prostate gland obstructs
the urethra, simultaneously causing an in-
crease in muscle tone and resistance at the
bladder neck and prostatic urethra, leading to
increased resistance to urine flow. As a result,
there is a thickening of the detrusor muscles
in the bladder wall and an overall decreased

Lower urinary tract symptoms (LUTS)
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compliance. Urine becomes stored under in-
creased pressure. These changes result in a
weak or intermittent urine stream, incom-
plete emptying of the bladder, postvoid drib-
ble, hesitancy, and irritative symptoms, such
as urgency, frequency, and nocturia.

For many patients, BPH associated with
LUTS is a quality of life (QOL) issue. The
stigma associated with these symptoms
often leads to delays in patients seeking
care. Many patients do not seek treatment
until symptoms have become so severe that
changes in bladder health are often irrevers-
ible. Early intervention can dramatically
improve a patients QOL. Also, early inter-
vention has the potential to reduce over-
all health care expenditures. BPH-related
spending exceeds $1 billion each year in
the Medicare program alone.”

PCPs are in a unique position to help
many patients who present with early-
stage LUTS. Given the substantial impact
this disease has on QOL, early recognition
of symptoms and prompt treatment play
a major role. Paramount to this effort is
awareness and understanding of various
treatments, their advantages, and adverse
effects (AEs). This article highlights evi-
dence-based evaluation and treatment of
BPH/LUTS for PCPs who treat veterans and
recommendations as to when to refer a pa-
tient to a urologist.

EVALUATION OF LUTS AND BPH
Evaluation begins with a thorough medical
history and physical examination. Particular
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FIGURE Lower Urinary Tract Cystoscopy

A, Healthy bladder muscle; B, Permanently damaged muscle.

attention should focus on ruling out other
causes of LUTS, such as a urinary tract in-
fection (UTI), acute prostatitis, malignancy,
bladder dysfunction, neurogenic bladder, and
other obstructive pathology, such as urethral
stricture disease. The differential diagnosis of
LUTS includes BPH, UTI, bladder neck ob-
struction, urethral stricture, bladder stones,
polydipsia, overactive bladder (OAB), noc-
turnal polyuria, neurologic disease, genito-
urinary malignancy, renal failure, and acute/
chronic urinary retention.®

Relevant medical history influencing uri-
nary symptoms includes diabetes mellitus,
underlying neurologic diseases, previous
trauma, sexually transmitted infections, and
certain medications. Symptom severity may
be obtained using a validated questionnaire,
such as the International Prostate Symptom
Score (IPSS), which also aids clinicians in
assessing the impact of LUTS on QOL. Ad-
ditionally, urinary frequency or volume re-
cords (voiding diary) may help establish the
severity of the patient’s symptoms and pro-
vide insight into other potential causes for
LUTS. Patients with BPH often have concur-
rent erectile dysfunction (ED) or other sex-
ual dysfunction symptoms. Patients should
be evaluated for baseline sexual dysfunction
before the initiation of treatment as many
therapies worsen symptoms of ED or ejacu-
latory dysfunction.

A comprehensive physical examination
with a focus on the genitourinary system
should, at minimum, assess for abnormali-
ties of the urethral meatus, prepuce, penis,
groin nodes, and prior surgical scars. A
digital rectal examination also should be
performed. Although controversial, a dig-
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ital rectal examination for prostate cancer
screening may provide a rough estimate of
prostate size, help rule out prostatitis, and
detect incident prostate nodules. Prostate
size does not necessarily correlate well with
the degree of urinary obstruction or LUTS
but is an important consideration when de-
ciding among different therapies.!

Laboratory and Adjunctive Tests
A urinalysis with microscopy helps iden-
tify other potential causes for urinary symp-
toms, including infection, proteinuria, or
glucosuria. In patients who present with
gross or microscopic hematuria, additional
consideration should be given to bladder
calculi and genitourinary cancer.” When a
reversible source for the hematuria is not
identified, these patients require referral to
a urologist for a hematuria evaluation.
There is some controversy regarding
prostate specific antigen (PSA) testing.
Most professional organizations advocate
for a shared decision-making approach be-
fore testing. The American Cancer Soci-
ety recommends this informed discussion
occur between the patient and the PCP for
men aged > 50 years at average risk, men
aged > 45 years at high risk of developing
prostate cancer (African Americans or first-
degree relative with early prostate cancer
diagnosis), and aged 40 years for men with
more than one first-degree relative with an
early prostate cancer diagnosis.’
Adjunctive tests include postvoid re-
sidual (PVR), cystoscopy, uroflowmetry,
urodynamics, and transrectal ultrasound.
However, these are mostly performed by
urologists. In some patients with bladder
decompensation after prolonged partial
bladder outlet obstruction, urodynamics
may be used by urologists to determine
whether a patient may benefit from an out-
let obstruction procedure. Ordering ad-
ditional imaging or serum studies for the
assessment of LUTS is rarely helpful.

TREATMENT

Treatment includes management with or
without lifestyle modification, medication
administration, and surgical therapy. New
to this paradigm are in-office minimally
invasive surgical options. The goal of
treatment is not only to reduce patient
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symptoms and improve QOL, but also to
prevent the secondary sequala of urinary re-
tention, bladder failure, and eventual renal
impairment.” A basic understanding of these
treatments can aid PCPs with appropriate
patient counseling and urologic referral ®

Lifestyle and Behavior Modification
Behavior modification is the starting point
for all patients with LUTS. Lifestyle mod-
ifications for LUTS include avoiding sub-
stances that exacerbate symptoms, such
as a-agonists (decongestants), caffeine, al-
cohol, spicy/acidic foods, chocolate, and
soda. These substances are known to be
bladder irritants. Common medications
contributing to LUTS include antide-
pressants, decongestants, antihistamines,
bronchodilators, anticholinergics, and sym-
pathomimetics. To decrease nocturia, be-
havioral modifications include limiting
evening fluid intake, timed diuretic admin-
istration for patients already on a diuretic,
and elevating legs 1 hour before bedtime.
Counseling obese patients to lose weight
and increasing physical activity have been
linked to reduced LUTS.? Other behav-
ioral techniques include double voiding:
a technique where patients void normally
then change positions and return to void
to empty the bladder. Another technique
is timed voiding: Many patients have im-
paired sensation when the bladder is full.
These patients are encouraged to void at
regular intervals.

Complementary and Alternative Medicine
Multiple nutraceutical compounds claim im-
proved urinary health and symptom reduc-
tion. These compounds are marketed to
patients with little regulation and oversight
since supplements are not regulated or held to
the same standard as prescription medications.
The most popular nutraceutical for prostate
health and LUTS is saw palmetto. Despite its
common usage for the treatment of LUTS, lit-
tle data support saw palmetto health claims. In
2012, a systematic review of 32 randomized
trials including 5666 patients compared saw
palmetto with a placebo. The study found no
difference in urinary symptom scores, urinary
flow, or prostate size.!®! Other phytother-
apy compounds often considered for urinary
symptoms include stinging nettle extract and
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B-sitosterol compounds. The mechanism of
action of these agents is unknown and efficacy
data are lacking.

Historically, acupuncture and pelvic
floor physical therapy have been used suc-
cessfully for OAB symptoms. A meta-anal-
ysis found positive beneficial effects of
acupuncture compared with a sham con-
trol for short- and medium-term follow-
up in both IPSS and urine flow rates in
some studies; however, when combining
the studies for more statistical power, the
benefits were less clear.'? Physical thera-
pists with specialized training and certifica-
tion in pelvic health can incorporate certain
bladder training techniques. These include
voiding positional changes (double voiding
and postvoid urethral milking) and timed
voiding.">!'* These interventions often ad-
dress etiologies of LUTS for which medical
therapies are not effective as the sole treat-
ment option.

Medication Management
Medical management includes a-blockers,
5-a-reductase inhibitors (5-a-RIs), antimus-
carinic or anticholinergic medicines, -3 ag-
onists, and phosphodiesterase inhibitors
(Table). These medications work indepen-
dently as well as synergistically. The use of
medications to improve symptoms must be
balanced against potential AEs and the con-
sequences of a lifetime of drug usage, which
can be additive.'>'¢

First-line pharmacological therapy for
BPH is a-blockers, which work by blocking
alA receptors in the prostate and bladder
neck, leading to smooth muscle relaxation,
increased diameter of the channel, and im-
proved urinary flow. a-receptors in the
bladder neck and prostate are expressed
with increased frequency with age and
are a potential cause for worsening symp-
toms as men age. Studies demonstrate that
these medications reduce symptoms by
30 to 40% and increase flow rates by 16 to
25%."7 Commonly prescribed a-blockers
include tamsulosin, alfuzosin, silodo-
sin, doxazosin, and terazosin. Doxazosin
and terazosin require dose titrations be-
cause they may cause significant hypoten-
sion. Orthostatic hypotension typically
improves with time and is avoided if the
patient takes the medication at bedtime.
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TABLE Benign Prostatic Enlargement Medications

Medications Daily Doses

Adverse Effects

Comments

Nonselective 0-blockers

Doxazosin

1 mg daily; titrate to max dose 8 mg
Terazosin ER 4 mg daily; titrate to max dose 8 mg
1 mg daily; titrate to max dose 20 mg daily

Orthostatic hypotension,
dizziness, headache, fatigue

If therapy is stopped for several days, must
retitrate, BP monitoring required

Q-blockers

Tamsulosin 0.4 mg daily; max dose 0.8 mg daily Headache, dizziness, No BP monitoring, avoid with QTc prolonging
abnormal ejaculation, rhinitis, agents

Alfuzosin 10 mg daily floppy iris syndrome

Silodosin 8 mg daily with food First-dose hypotension, Increase PSA, rule out prostate cancer prior to

syncope

starting, renal adjustment

5-0t-reductase inhibitors

Finasteride 5 mg daily Decreased libido, 6 months of therapy needed to assess benefit,
ejaculatory disorder, reduces PSA by 50%
Dutasteride 0.5 mg daily dizziness
Anticholinergics
Oxybutynin IR 5 mg 2 or 3 times daily; Dizziness, Monitor postvoid residual, indicated for
max dose 5 mg 4 times daily drowsiness, overactive bladder or irritated bladder
dry mouth,
Oxybutynin ER  5-10 mg daily; max dose 30 mg daily constipation,
nausea
Trospium IR 20 mg twice daily Renally adjusted, lower dose for geriatric
patients, take on an empty stomach
Trospium ER 60 mg daily
Solifenacin 5 mg daily, max dose 10 mg daily Renal and hepatic adjustment, dose adjustment
with potent CYP3A4 inhibitors
Tolterodine 2 mg twice daily Renal and hepatic adjustments, dose adjust-
ment with potent CYP3A4 inhibitors, may start
Tolterodine ER 4 mg daily higher dose and lower based on tolerability,
avoid alcohol within 2 hours or ER
Darifenacin 7.5 mg daily; max dose 15 mg daily Hepatic adjustments, dose adjustments with
potent CPY3A4 inhibitors
Fesoterodine 4 mg daily; max dose 8 mg daily Renal and hepatic adjustments, dose
adjustments with potent CPY3A4
[3-agonists
Mirabegron 25 mg daily; max dose 50 mg daily Hypertension, BP monitoring, renal and hepatic adjustments,
tachycardia inhibits CYP2D6
Vibegron 75 mg daily Headache Caution with bladder outlet obstruction and

concomitant muscarinic antagonists

Phosphodiesterase-5 Inhibitors

Tadalafil 5 mg daily

Flushing, headache,
myalgia

BP monitoring, renal adjustments, monitor with
CYP3A4 inhibitors, avoid nitrates

Natural Products?

Saw palmetto 320 mg daily

Gl upset, headache

May enhance the anticoagulation effect of warfarin

Abbreviations: BP, blood pressure; ER, extended release; Gl, gastrointestinal; IR, immediate release; PSA, prostate specific antigen; QTc, QT

correction.

aDose most commonly studied in trials; dosing with natural product varies widely.

Sources: Lexi-Drugs. Accessed April 15, 2019. http://online.lexi.com; Micromedex Solutions; Truven Health Analytics Inc. Accessed April 15, 2019.

http://www.micromedexsolutions.com

576 - FEDERAL PRACTITIONER « DECEMBER 2021

mdedge.com/fedprac



Both doxazosin and terazosin are on the
American Geriatric Society’s Beers Cri-
teria list and should be avoided in older
patients.'® Tamsulosin, alfuzosin, and silo-
dosin have a standardized dosing regimen
and lower rates of hypotension. Significant
AFs include ejaculation dysfunction, nasal
congestion, and orthostatic hypotension.
Duan and colleagues have linked tamsu-
losin with dementia. However, this asso-
ciation is not causal and further studies
are necessary.'*?° Patients who have taken
these agents also are at risk for intraop-
erative floppy iris syndrome (IFIS). Per-
manent visual problems can arise if the
intraoperative management is not man-
aged to account for IFIS. These medica-
tions have a rapid onset of action and work
immediately. However, to reach maximum
benefit, patients must take the medica-
tion for several weeks. Unfortunately, up to
one-third of patients will have no improve-
ment with a-blocker therapy, and many pa-
tients will discontinue these medications
because of significant AEs.>*!

5-a-Rls (finasteride and dutasteride) in-
hibit the conversion of testosterone to more
potent dihydrotestosterone. They effectively
reduce prostate volume by 25 to 30%.*
The results occur slowly and can take 6 to
12 months to reach the desired outcome.
These medications are effective in men with
larger prostates and not as effective in men
with smaller prostates.”> These medications
can improve urinary flow rates by about
10%, reduce IPSS scores by 20 to 30%, re-
duce the risk of urinary retention by 50%,
and reduce the progression of BPH to the
point where surgery is required by 50%.**
Furthermore, 5-a-Rls lower PSA by > 50%
after 12 months of treatment.”

A baseline PSA should be established be-
fore administration and after 6 months of
treatment. Any increase in the PSA even if
the level is within normal limits should be
evaluated for prostate cancer. Sarkar and col-
leagues recently published a study evaluating
prostate cancer diagnosis in patients treated
with 5-a-RI and found there was a delay in di-
agnosing prostate cancer in this population.
Controversy also exists as to the potential of
these medications increasing the risk for high-
grade prostate cancer, which has led to a US
Food and Drug Administration (FDA) warn-
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ing. AEs include decreased libido (1.5%),
ejaculatory dysfunction (3.4%), gynecomas-
tia (1.3%), and/or ED (1.6%).2°28 A recent
study evaluating 5-a-RIs demonstrated about
a 2-fold increased risk of depression.*

There are well-established studies that
note increased effectiveness when using
combined a-blocker therapy with 5-a-RI
medications. The Medical Therapy of Pros-
tate Symptoms (MTOPS) and Combination
Avodart and Tamsulosin (CombAT) trials
showed that the combination of both med-
ications was more effective in improving
voiding symptoms and flow rates than ei-
ther agent alone.™!® Combination therapy
resulted in a 66% reduction in disease pro-
gression, 81% reduction in urinary reten-
tion, and a 67% reduction in the need for
surgery compared with placebo.

Anticholinergic medication use in BPH
with LUTS is well established, and their use
is often combined with other therapies. An-
ticholinergics work by inhibiting muscarinic
M3 receptors to reduce detrusor muscle con-
traction. This effectively decreases bladder
contractions and delays the desire to void.
Kaplan and colleagues showed that toltero-
dine significantly improved a patients QOL
when added to a-blocker therapy.*® Patients
reported a positive outcome at 12 weeks,
which resulted in a reduction in urgency in-
continence, urgency, nocturia, and the overall
number of voiding episodes within 24 hours.

B-3 agonists are a class of medications
for OAB; mirabegron and vibegron have
proven effective in reducing similar symp-
toms. In phase 3 clinical trials, mirabegron
improved urinary incontinence episodes
by 50% and reduced the number of voids
in 24 hours.>! Mirabegron is well tolerated
and avoids many common anticholinergic
effects.>? Vibegron is the newest medica-
tion in the class and could soon become the
preferred agent given it does not have cy-
tochrome P450 interactions and does not
cause hypertension like mirabegron.*

Anticholinergics should be used with cau-
tion in patients with a history of urinary re-
tention, elevated after-void residual, or other
medications with known anticholinergic ef-
fects. AEs include sedation, confusion, dry
mouth, constipation, and potential falls in
older patients.'® Recent studies have noted an
association with dementia in the prolonged
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use of these medications in older patients and
should be used cautiously.*

Phosphodiesterase-5 enzyme inhibitors
(PDE-5) are adjunctive medications shown
to improve LUTS. This class of medica-
tion is prescribed mostly for ED. However,
tadalafil 5 mg taken daily also is FDA ap-
proved for the treatment of LUTS second-
ary to BPH given its prolonged half-life.
The exact mechanism for improved BPH
symptoms is unknown. Possibly the ef-
fects are due to an increase mediated by
PDE-5 in cyclic guanosine monophosphate
(cGMP), which increases smooth muscle
relaxation and tissue perfusion of the pros-
tate and bladder.’* There have been lim-
ited studies on objective improvement in
uroflowmetry parameters compared with
other treatments. The daily dosing of
tadalafil should not be prescribed in men
with a creatinine clearance < 30 mL/min.*
Tadalafil is not considered a first-line agent
and is usually reserved for patients who
experience ED in addition to BPH. When
initiating BPH pharmacologic therapy, the
PCP should be aware of adherence and
high discontinuation rates.*

Surgical Treatments

Surgical treatments are often delayed out of
fear of potential AEs or considered a last re-
sort when symptoms are too severe.*® Early
intervention is required to prevent irrevers-
ible deleterious changes to detrusor muscle
structure and function (Figure). Patients fear
urinary incontinence, ED or ejaculatory dys-
function, and anesthesia complications asso-
ciated with surgical interventions.®*” Multiple
studies show that patients fare better with
early surgical intervention, experiencing im-
proved IPSS scores, urinary flow, and QOL.
The following is an overview of the most
popular procedures.

Prostatic urethral lift (PUL) using the
UroLift System is an FDA-approved, mini-
mally-invasive treatment of LUTS second-
ary to BPH. This procedure treats prostates
< 80 g with an absent median lobe.%?!38
Permanent implants are placed per the
prostatic urethra to displace obstructing
prostate tissue laterally. This opens the ure-
thra directly without cutting, heating, or
removing any prostate tissue. This proce-
dure is minimally invasive, often done in
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the office as an outpatient procedure, and
offers better symptom relief than medica-
tion with a lower risk profile than transure-
thral resection of the prostate (TURP).>#
The LIFT study was a multicenter, ran-
domized, blinded trial; patients were ran-
domized 2:1 to undergo UroLift or a sham
operation. At 3 years, average improve-
ments were statistically significant for
total IPSS reduction (41%), QOL improve-
ment (49%), and improved maximum flow
rates by (51%).* Risk for urinary inconti-
nence is low, and the procedure has been
shown to preserve erectile and ejacula-
tory function. Furthermore, patients re-
port significant improvement in their QOL
without the need for medications. Surgi-
cal retreatment rates at 5 years are 13.6%,
with an additional 10.7% of subjects back
on medication therapy with a-blockers or
5-a-RIs. ¥

Water vapor thermal therapy or Rezim
uses steam as thermal energy to destroy
obstructing prostate tissue and relieve the
obstruction.” The procedure differs from
older conductive heat thermotherapies be-
cause the steam penetrates prostate zonal
anatomy without affecting areas outside
the targeted treatment zone. The proce-
dure is done in the office with local anes-
thesia and provides long-lasting relief of
LUTS with minimal risks. Following the
procedure, patients require an indwelling
urethral catheter for 3 to 7 days, and most
patients begin to experience symptom im-
provement 2 to 4 weeks following the pro-
cedure.** The procedure received FDA
approval in 2015. Four-year data show sig-
nificant improvement in maximal flow
rate (50%), IPSS (47%), and QOL (43%).%
Surgical retreatment rates were 4.4%. Crit-
icisms of this treatment include patient
discomfort with the office procedure, the
requirement for an indwelling catheter
for a short period, and lack of long-term
outcomes data. Guidelines support use in
prostate volumes > 80 g with or without
median lobe anatomy:.

TURP is the gold standard to which
other treatments are compared.*® The
surgery is performed in the operating
room where urologists use a rigid cys-
toscope and resection element to effec-
tively carve out and cauterize obstructing
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prostate tissue. Patients typically recover
for a short period with an indwelling ure-
thral catheter that is often removed 12 to
24 hours after surgery. New research
points out that despite increasing mean
age (55% of patients are aged > 70 years
with associated comorbidities), the mor-
bidity of TURP was < 1% and mortality
rate of 0 to 0.3%.*” Postoperative compli-
cations include bleeding that requires a
transfusion (3%), retrograde ejaculation
(65%), and rare urinary incontinence
(2%).*" Surgical retreatment rates for pa-
tients following a TURP are approximately
13 to 15% at 8 years.**

Laser surgery for BPH includes multiple
techniques: photovaporization of the pros-
tate using a Greenlight XPS laser, holmium
laser ablation, and holmium laser enucle-
ation (HoLEP). Proponents of these treat-
ments cite lower bleeding risks compared
with TURP, but the operation is largely sur-
geon dependent on the technology chosen.
Most studies comparing these technologies
with TURP show similar outcomes of IPSS
reports, quality of life improvements, and
complications.

Patients with extremely large pros-
tates, > 100 g or 4 times the normal size,
pose a unique challenge to surgical treat-
ment. Historically, patients were treated
with an open simple prostatectomy oper-
ation or staged TURP procedures. Today,
urologists use newer, safer ways to treat
these patients. Both HoLEP and robot-
assisted simple prostatectomy work well
in relieving urinary symptoms with lower
complications compared with older open
surgery. Other minimally invasive proce-
dures, such as prostatic artery embolism,
have been described for the treatment of
BPH specifically in men who may be unfit
for surgery.*

Future treatments are constantly evolv-
ing. Many unanswered questions remain
about BPH and the role of inflammation,
metabolic dysfunction, obesity, and other
genetic factors driving BPH and prostate
growth. Pharmaceutical opportunities exist
in mechanisms aimed to reduce prostate
growth, induce cellular apoptosis, as well
as other drugs to reduce bladder symptoms.
Newer, minimally invasive therapies also
will become more readily available, such as
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Aquablation, which is the first FDA-granted
surgical robot for the autonomous removal
of prostatic tissue due to BPH.* However,
the goal of all future therapies should in-
clude the balance of alleviating disruptive
symptoms while demonstrating a favorable
risk profile. Many men discontinue taking
medications, yet few present for surgery.
Most concerning is the significant popula-
tion of men who will develop irreversible
bladder dysfunction while waiting for the
perfect treatment. There are many opportu-
nities for an effective treatment that is less
invasive than surgery, provides durable re-
lief, has minimal AEs, and is affordable.

CONCLUSIONS

There is no perfect treatment for patients
with LUTS. All interventions have potential
AEs and associated complications. Medi-
cations are often started as first-line ther-
apy but are often discontinued at the onset
of significant AEs. This process is often re-
peated. Many patients will try different
medications without any significant im-
provement in their symptoms or short-term
relief, which results in the gradual progres-
sion of the disease.

The PCP plays a significant role in the
initial evaluation and management of BPH.
These frontline clinicians can recognize pa-
tients who may already be experiencing se-
quela of prolonged bladder outlet obstruction
and refer these men to urologists promptly.
Counseling patients about their treatment op-
tions is an important duty for all PCPs.

A clear understanding of the available
treatment options will help PCPs coun-
sel patients appropriately about lifestyle
modification, medications, and surgical
treatment options for their symptoms.
The treatment of this disorder is a rapidly
evolving topic with the constant introduc-
tion of new technologies and medications,
which are certain to continue to play an
important role for PCPs and urologists.
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