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Modeling study of the effect of placebo and medical therapy
on storage and voiding symptoms, nocturia, and quality of life
in men with prostate enlargement at risk for progression
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BACKGROUND: Modeling studies using large datasets from men with lower urinary tract symptoms/benign prostate enlargement
(LUTS/BPE) can predict changes in International Prostate Symptom Score (IPSS) and risk of acute urinary retention/surgery under
different treatment regimens and according to predictors (baseline characteristics) that commonly define risk of progression. We
assessed the impact of treatments on different symptom types (storage, voiding, and nocturia), quality of life (QoL; IPSS Q8), and
BPH Impact Index [BII]).
METHODS: Generalized least squares models were used to predict each outcome. Data from the CombAT study were used to
predict outcomes for active treatments (dutasteride, tamsulosin, combination therapy). Predictors included: age; IPSS total, storage,
voiding, nocturia and QoL (IPSS Q8) scores; BII; prostate volume; maximum urine flow rate (Qmax), prostate-specific antigen,
postvoid residual urine (PVR); alpha-blocker usage within 12 months. Data from phase III dutasteride monotherapy studies were
used to predict placebo outcomes. Results were visualized using an interactive web-based tool (www.bphtool.com).
RESULTS: Combination therapy provided greater predicted benefit than either monotherapy for all five outcomes for most patient
profiles within the CombAT inclusion criteria. PVR and corresponding subscores were significant predictors of change in both
storage and voiding subscores. Alpha-blocker use within 12 months, age (storage subscore), and Qmax (voiding subscore) were also
significant predictors. PVR, age, Qmax, and nocturia score were significant predictors of change in nocturia. PVR, Qmax, previous
alpha-blocker use, total IPSS, and QoL (IPSS Q8) score were significant predictors of change in QoL (IPSS Q8) score. For BII,
significant predictors were PVR, age, total IPSS, and BII score. The multivariable effect of covariates and treatments is best visualized
through the interactive web-based tool.
CONCLUSIONS: This predictive modeling study informs our understanding of how risk factors for disease progression interact and
affect treatment impact on different symptom types and QoL scores.

Prostate Cancer and Prostatic Diseases; https://doi.org/10.1038/s41391-023-00731-w

INTRODUCTION
Clinical guidelines provide clear recommendations for assessing
men with lower urinary tract symptoms (LUTS) as a result of benign
prostatic enlargement (BPE), and have two main objectives: to
establish a differential diagnosis (since the origin of LUTS in men is
multifactorial) and to define the clinical profile (including risk of
disease progression, e.g., higher prostate volume [PV], higher serum
prostate-specific antigen [PSA] concentration, advanced age,
higher post-void residual volume [PVR], and lower urinary flow) of
men with LUTS in order to provide personalized and appropriate
care [1, 2].
Men with LUTS/BPE can be affected by voiding, storage, and

post-micturition symptoms [3]. Voiding symptoms are thought to

arise from urethral obstruction, often as a result of BPE [4, 5].
Storage symptoms (including nocturia) are often seen in men with
overactive bladder (OAB) and BPE, and result from altered smooth
muscle structure and function in the bladder and prostate [5, 6].
Voiding and storage symptoms cause bother and impair quality of
life (QoL) [7–9]. Nocturia is among the most frequently reported
and bothersome symptom [10, 11] and the major cause of
physician consultations in men with LUTS/BPE [12]. LUTS/BPE can
progress to worsening of symptoms and complications, such as
acute urinary retention (AUR) and BPE-related surgery. Therefore, a
treatment approach that targets the underlying disease mechan-
ism and improves different symptom types, as well as reducing
the risk of AUR/surgery, would be advantageous.
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The wealth and complexity of clinical trial data make it difficult to
understand how evidence can optimally inform personalized
treatment decisions, since results are typically presented as mean
values for a defined population. Insights from the application of
predictive analytics to large clinical cohorts can support physicians
in understanding the key characteristics and relationships behind
responses to individual treatments. This knowledge can help to
tailor the treatment approach in patients with LUTS/BPE at different
levels of progression risk. Visualizing individual risks, and how they
may change in the future depending on treatment choice (active or
placebo), may support healthcare professionals and patients in
making more personalized, data-driven decisions based on easily
accessible baseline parameters and risk factors.
A predictive analytics solution, using large datasets of patients

receiving placebo, dutasteride, tamsulosin, or dutasteride/tamsulo-
sin combination therapy (CT), was developed to project the change
from baseline in total IPSS and risk of AUR or surgery under these
different treatment regimens, according to baseline characteristics
that commonly define patients at risk of disease progression, such
as age ≥50 years, moderate-to-severe LUTS, PV ≥ 30mL, and
PSA ≥ 1.5 ng/mL [13]. The study showed that the vast majority of
patients benefit more from dutasteride or dutasteride/tamsulosin
CT compared with tamsulosin alone, highlighting the prognostic
importance of baseline covariates to predict treatment response in
individual profiles [13]. An educational, interactive web-based tool
was developed to facilitate visualization and understanding of
predicted outcomes for any individual profile meeting the CombAT
study entry criteria, integrating any possible combination of
variables (predictors). The tool is available at www.bphtool.com.
The current study aimed to expand on the predictive analytics

solution described above to better understand how placebo,
dutasteride, tamsulosin, or CT impact different symptom types
(IPSS subscores for storage, voiding, and nocturia [IPSS Q7]) over
time, as well as QoL (IPSS Q8) and BPH Impact Index (BII), in

different profiles of men with BPE at risk of progression as defined
by their baseline characteristics. The web-based tool was updated
to facilitate visualization and understanding of study results.

METHODS
Data sources, endpoints, and variables
Datasets are the same as those used in the initial predictive analytics solution
[13]; three placebo-controlled dutasteride trials (ARIA3001, ARIA3002, and
ARIB3003) and one trial comparing the active therapies: dutasteride,
tamsulosin, and combination (ARI40005; CombAT) [14, 15]. Reasons for not
including other studies of dutasteride and finasteride have been previously
described [13].
Using clinically relevant baseline characteristics that commonly define

patients with LUTS/BPE at risk of disease progression, we aimed to separately
predict longitudinal change from baseline in (i) IPSS voiding subscore, (ii)
IPSS storage subscore, (iii) IPSS nocturia subscore (Q7), (iv) QoL (IPSS Q8), and
(v) BII score. Definitions of the disease outcomes explored, and duration of
follow-up, are detailed in the Supplementary information (Table S1). The
covariates used to predict treatment effect on LUTS/BPE outcomes in these
models are shown in Table 1.

Predictive modeling strategy
Patient-level data from the CombAT study [15] were used in a model to
predict outcomes with active treatments (dutasteride, tamsulosin, and CT).
Patient-level data from three phase III dutasteride monotherapy studies
[14] were used in a model to predict outcomes with placebo.
A generalized least squares model was used to predict each of the five

disease outcomes, assuming all outcomes to be continuous. Models were
validated using a 10-fold cross-validation method, and performed equally
well in the training and test sets. Model evaluation was compared before
and after excluding non-relevant predictors and nugatory predictors,
based on estimated parameters with associated p values > 0.05 and
insignificant improvement of model when its presence was excluded. After
exclusion, the change in parameter estimates for the remaining predictors
was evaluated; those with a relative change in estimate >30% were

Table 1. Covariate use in models to predict treatment effect on LUTS/BPE outcomes.

Covariate Range for covariate LUTS/BPE outcome and predictors used

This study Gravas et al. [13]

IPSS-S IPSS-V IPSS-N IPSS-Q BII Total IPSS AUR/S

Age (years) 50–100 YES YES YES YES YES YES YES

Total IPSS 12–35 NO NO NO YES YES YES YES

IPSS-S 0–15 YES NO NO NO NO NO NO

IPSS-V 0–20 NO YES NO NO NO NO NO

IPSS-N 0–5 NO NO YES NO NO NO NO

IPSS Q 0–6 NO NO NO YES NO NO NO

BII 0–13 NO NO NO NO YES NO NO

PSA (ng/mL) 1.5–10 YES YES YES YES YES YES YES

PV (mL) 30–150 YES YES YES YES YES YES YES

Qmaxa (mL/s) 6–15 YES YES YES YES YES YES YES

PVR (mL) 0–250 YES YES YES YES YES YES YES

AB useb Yes/no YES YES YES YES YES YES YES

Randomized treatmentc Yes/no YES YES YES YES YES YES YES

Age is recorded at the start of treatment. All other covariates are recorded at baseline.
The baseline total IPSS is not used as a covariate in the prediction of IPSS storage and voiding sub scores as well as IPSS Q7 nocturia, since the total IPSS scores
subsume the above subscore showing a high correlation.
AB alpha-blocker, AUR acute urinary retention, BII BPH impact index overall score, BPE benign prostate enlargement, BPH benign prostatic hyperplasia, IPSS
international prostate symptom score, IPSS-N IPSS Q7 nocturia subscore, IPSS-Q IPSS Q8 quality of life score, IPSS-S IPSS storage subscore, IPSS-V IPSS voiding
subscore, LUTS lower urinary tract symptoms, PSA prostate-specific antigen, PV prostate volume, PVR post-void residual volume, Qmax maximum urinary flow
rate, S surgery.
aWith minimum voided volume >125mL at baseline.
bWithin the last 12 months.
cPlacebo, dutasteride, tamsulosin, or dutasteride/tamsulosin combination therapy.
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considered possible confounders and adjusted for in the final model. The
analyses adhere to the Transparent Reporting of a multivariable prediction
model for Individual Prognosis Or Diagnosis statement [16].
Table 2 shows summary statistics of baseline characteristics from the

CombAT and phase III dutasteride studies that were considered for model
development and validation. Additional information on datasets (Table S2),
endpoints, variable selection, handling of missing data, modeling strategy,
and model performance is provided in the Supplementary material.

RESULTS
Descriptive analysis of baseline variables
A total of 9166 subjects with LUTS/BPE at risk of progression who
were included in the CombAT study and placebo-controlled
dutasteride monotherapy studies were considered. There were no
significant differences in baseline covariates between groups in
CombAT or the placebo-controlled dutasteride studies (Tables S3
and S4). Table 3 presents the relevant covariates with significant
estimates (p < 0.05) for each of the outcomes.

IPSS storage subscore
The benefit of treatment (reduction in storage subscore) is
predicted to be greater with dutasteride plus tamsulosin than
with either monotherapy for most patient profiles within the
CombAT study inclusion criteria. Figure 1a shows the change
from baseline in IPSS storage subscore for an example patient
profile, based on mean values of the relevant covariates
considered in this model, as visualized on the updated interactive
tool (www.bphtool.com).
The baseline covariates of PVR, previous alpha-blocker use, age,

and baseline storage subscore were significant predictors of the
change in storage subscore in the CombAT model (Table 3,
Table S6). The positive sign of the coefficient indicates that higher
baseline values of PVR and age, and previous alpha-blocker use,
predict an increase in the subscore and, therefore, a worsening of
symptoms. For the placebo model, age, PSA, and previous alpha-
blocker use were significant predictors of change in storage
subscore (Table 3, Table S9).
Baseline IPSS storage subscore was a significant predictor of

improvement in storage subscore for each of the active treatments
(coefficient of –0.603; p < 0.001). Improvements in storage subscore
were greater with CT than with either monotherapy across all
baseline IPSS storage values; the improvement was greater with
higher baseline storage subscores. Older age (coefficient of 0.019;
p < 0.001), higher baseline PVR (coefficient of 0.001; p= 0.004), or
previous alpha-blocker use (coefficient of 0.259; p= 0.001) predicted
a significant worsening of storage symptoms.
While baseline PSA was not a significant predictor of change in

storage subscore, the best model fitting the data is represented by
the combination of the significant covariates at baseline and
interaction between PSA and baseline storage subscore with
treatments (Table S5). CT was predicted to improve IPSS storage
subscores compared with tamsulosin across all baseline PSA
values, with greater improvement with lower baseline PSA. The
effect of dutasteride was similar to that of CT.

IPSS voiding subscore
The predicted treatment benefit (reduction in voiding subscore) is
greater with CT than with either monotherapy for most patient
profiles within the CombAT inclusion criteria. The change from
baseline in IPSS voiding subscore for an example patient profile in
this model is shown in Fig. 1b.
The baseline covariates of Qmax, PVR, and baseline voiding

subscore are significant predictors of the change in voiding subscore
in the CombAT model (Table 3, Table S10). Overall, patient profiles
with higher baseline voiding subscores benefit from each of the
active treatments (coefficient of −0.652; p < 0.001), and improve-
ment is greater with CT compared with dutasteride (coefficient of

0.085; p= 0.001) and tamsulosin (coefficient of 0.062; p= 0.012).
Higher baseline PVR (coefficient of 0.003; p < 0.001) and lower Qmax
(coefficient of −0.042; p < 0.001) at baseline predicted a significant
worsening in voiding symptoms. For the placebo model, PSA and
previous alpha-blocker use were significant predictors of change in
voiding subscore (Table 3, Table S12).
Significant interaction effects were detected between baseline

PV, PSA, and voiding subscores with treatment (Table 3). Patient
profiles with lower PSA values were predicted to have significantly
greater voiding symptom improvement with CT compared with
either monotherapy. Higher baseline PSA values resulted in a
comparable predicted treatment effect for dutasteride and CT.

Nocturia (IPSS Q7)
The change from baseline in nocturia for an example patient
profile is shown in Fig. 1c. The predicted treatment benefit for
most patient profiles within the CombAT inclusion criteria was
greater with CT compared with either monotherapy.
The baseline covariates of Qmax, PVR, nocturia severity, and

age were significant predictors of the change in nocturia score
in the CombAT model (Table 3, Table S14). Overall, patients with
more severe nocturia at baseline benefited from all treatments
(coefficient of –0.595; p < 0.001). Higher baseline PVR (coefficient
of 0.001; p= 0.001) and lower baseline Qmax (coefficient of
–0.008; p= 0.006) predicted a significant worsening in nocturia
symptoms. For the placebo model, age, PSA, and baseline
nocturia score were significant predictors of change in nocturia
score (Table 3, Table S16).
A significant interaction between alpha-blocker use and treat-

ment was observed. While previous alpha-blocker use predicted
greater improvement in nocturia with CT or dutasteride, a significant
worsening was predicted with tamsulosin (coefficient of 0.172;
p= 0.009). Baseline nocturia score, age, and PVR also interacted
significantly with treatment. Higher values of baseline nocturia score
predicted greater improvements with CT compared with either
monotherapy.

QoL (IPSS Q8)
Figure 2a shows the change from baseline in QoL (IPSS Q8) for
the example patient profile. Predictions for placebo were not
possible since data for QoL (IPSS Q8) were not available in the
dutasteride phase III studies. Once more, the predicted benefit
for most profiles within CombAT inclusion criteria is greater with
CT than with either monotherapy. The baseline covariates of
total IPSS, IPSS Q8 score, Qmax, PVR, and previous alpha-blocker
use were significant predictors of change in Q8 score (Table 3,
Table S18).
Significant interactions were detected between baseline covari-

ates of QoL (IPSS Q8) score, PV, age, Qmax, and treatment (Table 3).
Higher scores at baseline were predictive of greater improvement in
QoL (IPSS Q8) with CT compared with either monotherapy. For PV,
the predicted difference of tamsulosin over CT was greater with
higher baseline values.

BII
The change from baseline in BII for an example patient profile is
shown in Fig. 2b. CT provides greater predicted benefit compared
with either monotherapy for most profiles within the CombAT
inclusion criteria. Baseline age, PVR, BII score, and total IPSS were
significant predictors of change in BII score (Table 3, Table S20). For
the placebo model, total IPSS, PSA, and previous alpha-blocker use
were significant predictors of change in BII score (Table 3, Table S22).
A significant interaction between alpha-blocker use and treatment
was observed (Table 3). Alpha-blocker use in the previous 12
months was predicted to provide greater benefit than no previous
use for treatment with tamsulosin; however, both dutasteride and
CT were predicted to provide greater benefit than tamsulosin alone.
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Table 2. Summary statistics for the baseline characteristics in the BPH studies considered for model development and validation.

Variable Model Treatment Median (IQR) Mean SD

Age at treatment start (years) CombAT Combination 66.0 (61–71) 66.0 7.0

Dutasteride 66.0 (61–71) 66.0 7.9

Tamsulosin 66.0 (61–71) 66.2 7.0

Placebo Dutasteride 67 (61–72) 66.5 7.6

Placebo 66 (61–71) 66.1 7.4

Baseline prostate volume (mL) CombAT Combination 48.9 (39.2–63.2) 54.7 23.5

Dutasteride 48.4 (38.5–63.2) 54.6 23

Tamsulosin 49.6 (38.7–65) 55.8 24.2

Placebo Dutasteride 48.7 (38.5–63.1) 54.9 23.9

Placebo 48.3 (39–62.3) 54.0 21.9

Baseline post-void residual volume (mL) CombAT Combination 50 (20–96) 68.2 66.1

Dutasteride 50 (20–100) 67.4 63.5

Tamsulosin 50 (20–100) 67.7 65.2

Placebo Dutasteride 56.0 (20–112) 76.6 75.0

Placebo 59.0 (20–109) 74.9 69.6

Baseline Qmax (mL/s) with minimum voiding volume >125mL CombAT Combination 10.6 (8.4–12.8) 10.9 3.6

Dutasteride 10.3 (8.0–12.7) 10.6 3.6

Tamsulosin 10.3 (8.0–12.6) 10.6 3.6

Placebo Dutasteride 9.9 (7.6–12.2) 10.1 3.5

Placebo 10.2 (7.9–12.5) 10.3 3.6

Baseline PSA (ng/mL) CombAT Combination 3.4 (2.4–5.1) 4.0 2.1

Dutasteride 3.4 (2.3–5.1) 3.92 2.1

Tamsulosin 3.5 (2.4–5.2) 4.0 2.1

Placebo Dutasteride 3.4 (2.3–5.3) 4.0 2.1

Placebo 3.5 (2.3–5.2) 4.0 2.1

Baseline total IPSS CombAT Combination 16 (12–21) 16.6 6.3

Dutasteride 16 (12–20) 16.4 6.0

Tamsulosin 16 (12–20) 16.4 6.1

Placebo Dutasteride 17 (13–21) 17.1 6.0

Placebo 17 (13–21) 17.2 6.1

Baseline IPSS storage subscore CombAT Combination 7.0 (5.0–9.0) 7.3 3.0

Dutasteride 7.0 (5.0–9.0) 7.2 2.9

Tamsulosin 7.0 (5.0–9.0) 7.2 2.9

Placebo Dutasteride 8.0 (5.0–10.0) 7.7 3.0

Placebo 8.0 (6.0–10.0) 7.8 3.0

Baseline IPSS voiding subscore CombAT Combination 9.0 (6.0–12.0) 9.3 4.3

Dutasteride 9.0 (6.0–12.0) 9.2 4.3

Tamsulosin 9.0 (6.0–12.0) 9.2 4.2

Placebo Dutasteride 9.0 (7.0–12.0) 9.4 4.1

Placebo 9.0 (6.0–12.0) 9.4 4.3

Baseline IPSS Q7 nocturia CombAT Combination 2 (2–3) 2.4 1.2

Dutasteride 2 (2–3) 2.4 1.2

Tamsulosin 2 (2–3) 2.4 1.2

Placebo Dutasteride 2 (2–3) 2.4 1.2

Placebo 2 (2–3) 2.4 1.2

Baseline BPH Impact Index Score CombAT Combination 5.0 (3.0–8.0) 5.3 3.1

Dutasteride 5.0 (3.0–8.0) 5.3 3.0

Tamsulosin 5.0 (3.0–7.0) 5.3 3.1

Placebo Dutasteride 4.0 (2.0–6.0) 4.1 2.7

Placebo 4.0 (2.0–6.0) 4.0 2.8

Baseline IPSS Q8 QoL CombAT Combination 4 (3–5) 3.3 0.9

Dutasteride 4 (3–5) 3.3 0.9

Tamsulosin 4 (3–5) 3.3 0.9

Placebo Dutasteride - - -

Placebo - - -

The total N for CombAT study (ARI40005) models is 4841: combination (n= 1609), dutasteride (n= 1623), tamsulosin (n= 1609).
The total N for placebo study (ARIA3001, ARIA3002, ARIB3003) models is 4325: dutasteride (n= 2167), placebo (n= 2158).
Sample size (N) may be different across the different statistics due to missing values.
Baseline IPSS Q8 QoL data were not included in placebo studies.
BPH benign prostatic hyperplasia, IPSS international prostate symptom score, IQR interquartile range, Qmax maximum urinary flow rate, QoL quality of life, SD
standard deviation.
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DISCUSSION
We have previously developed multivariable predictive models
using the largest available datasets of patients with LUTS/BPE at risk
of disease progression to predict the change in IPSS total score and
the risk of AUR and BPE-related surgery with different treatment
regimens (placebo, dutasteride, tamsulosin, or CT) for up to
48 months, with baseline characteristics commonly used to define
the risk of disease progression [13]. The current study extends this
work by developing similar models to predict changes in IPSS
storage subscore, IPSS voiding subscore, nocturia (IPSS Q7), QoL
(IPSS Q8), and BII (bother). Consistent with results from post hoc
analyses of average CombAT patient profiles [17, 18], in general, the
predicted benefit over time of treatment with dutasteride/
tamsulosin CT is greater than with either monotherapy for most
patient risk profiles. Our results reinforce the benefit of a treatment
approach that targets the underlying disease mechanism (5α-
reductase inhibitors [5ARI]) in the short and long term in men with

LUTS/BPE at risk of disease progression. They also provide insight on
the impact of the studied treatments on different types of
symptoms and QoL measures for individual patient profiles, which
is typically not available from clinical trials (that address average
treatment effects across a study population). In addition, the results
allow greater understanding of the contribution of individual
baseline characteristics that commonly define risk of LUTS/BPE
disease progression.
Prior alpha-blocker use is a significant predictive factor of most

outcomes. In addition, the models predict that the placebo effect
is lower in men with a history of alpha-blocker use than in men
without. This likely reflects differences in perceived benefit of
active study treatment, which is likely to have been lower in men
with alpha-blocker use in the previous 12 months than in men
with no prior alpha-blocker use.
The predicted long-term effects of 5ARI-based treatment on

storage symptoms and nocturia are also noteworthy. PVR is

Fig. 1 Examples of estimated trajectories over time of absolute change from baseline in IPSS subscores with 95% confidence intervals,
by treatment group. a storage subscore, b voiding subscore, c nocturia subscore. Obtained from www.bphtool.com. Estimates for placebo
are made using a model trained on monotherapies data only (2-year study duration). These examples consider mean values of covariates
considered to estimate the trajectories for both treatments and placebo for the intended outcomes: (1) Common predictors for all outcomes:
age, 66 years; PV, 55mL; PVR, 68mL; Qmax, 11mL/s; PSA, 4 ng/mL; alpha-blocker use, no. (2) Additional outcome-specific predictors: IPSS
storage subscore, 7; IPSS voiding subscore, 9; IPSS nocturia (Q7) score, 2.
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thought to be a multifactorial condition, with involvement of both
bladder outlet obstruction (BOO) and bladder dysfunction (e.g.,
detrusor underactivity) [19]. Previous studies have suggested a
role for 5ARIs in counteracting the molecular changes that lead
to development and worsening of storage symptoms, probably
as a result of PV reduction and improvement in BOO over time
[20–23]. Several studies have also reported that 5ARI-based
therapy can improve nocturia [18, 24]. Nocturia is associated
with incomplete bladder emptying, OAB symptoms, and
nocturnal polyuria, with the latter known to be highly prevalent
in men with BPE [25].
While LUTS/BPE is rarely life-threatening, symptoms such as

nocturia have been linked to increased mortality risk in men with
the condition [26, 27]. The impact on QoL is also significant and
should not be underestimated. This study allows visualization
of the estimated change in total IPSS from baseline and
corresponding QoL in individual profiles, to better understand
the relevance of changes that ultimately will help guide
treatment decisions [28].
As with our previous study [13], we found that each baseline

covariate contributes differently to the predicted improvements.
In addition, we identified significant interaction effects between
covariates and treatment for each disease outcome, which
should be interpreted in conjunction with the observed main
effect of the covariate and treatment. This wealth of complexity
poses a challenge in how to effectively present many and
diverse results in an informative manner. For example, visualiz-
ing the effect of medical treatment in distinct patient profiles
would require numerous nomograms or heatmaps. The educa-
tional interactive web-based tool (www.bphtool.com) was
developed to facilitate visualization and understanding of the
predicted outcomes for various combinations of baseline values
within the eligibility criteria for the CombAT study [13]. The tool
has been updated to enable visualization of change from
baseline (absolute or percentage) in IPSS voiding and storage
subscores, as well as nocturia score (IPSS Q7), QoL (IPSS Q8)

score, and BII. It is, though, important to note that the tool is not
intended on its own to substitute for medical advice nor to drive
treatment decisions in real-world clinical practice. All such
decisions should also consider a range of additional factors such
as presence of comorbidities, risk of adverse events, and patient
preferences and needs.
Potential limitations of our study should be acknowledged.

The main limitation is that the modeling data and predictions
may not be generalizable to the broader population of men with
LUTS/BPE, as no information is provided for variables outside of
the inclusion criteria used in the dutasteride source datasets
(e.g., age <50 years, IPSS < 12, PV < 30 mL, PSA < 1.5 ng/mL).
Also, placebo predictions were made using a model trained on
2-year monotherapy data only, since there was no placebo arm
in CombAT; consequently, comparison of placebo with active
therapies requires a strong assumption of exchangeability. In
addition, it was not possible to validate model performance
using data from trials with 2-year follow-up on active therapy,
given the absence of such studies. Moreover, the models have
not been assessed in the healthcare setting so are not, therefore,
validated for clinical use. The models also did not evaluate
adverse events, which are an important consideration when
deciding on a personalized treatment approach. A further
limitation is that the IPSS questionnaire does not allow
assessment of incontinence, post-micturition symptoms, or
bother due to different symptom types. Finally, due to the
absence of suitable data from the source datasets, our models
do not take account of other variables that might contribute to
disease and treatment outcomes for men with LUTS/BPE (such
as presence of comorbidities, intravesical prostatic protrusion,
etc); this would be an interesting area of future research, along
with extending the analyses to other available treatments and
patient populations.
In conclusion, this predictive modeling study based on large

datasets enhances our understanding of how risk factors for
disease progression interact and affect the impact of treatment on

Fig. 2 Examples of estimated trajectories over time of absolute change from baseline with 95% confidence intervals, by treatment
group. a IPSS Q8 score, b BII score. Obtained from www.bphtool.com. Estimates for placebo are made using a model trained on
monotherapies data only (2-year study duration). These examples consider mean values of covariates considered to estimate the trajectories
for both treatments and placebo for the intended outcomes: (1) Common predictors for both outcomes: age, 66 years; PV, 55mL; PVR, 68 mL;
Qmax, 11mL/s; PSA, 4 ng/mL; alpha-blocker use, no. (2) Additional outcome-specific predictors: IPSS QoL (Q8) score, 3; BII score, 5.
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different symptom types and QoL, reinforcing the importance of
an individualized approach to LUTS/BPE management.
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