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(BPH) between China and the global population based on data from the Global Burden of Disease Study (GBD)
2023, predict future incidence trends in China, and provide a basis for formulating prevention and control
strategies. Methods Data on BPH incidence, prevalence, and years lived with disability (YLDs) from 1990
to 2023 in China and 204 global regions were extracted from GBD 2023. The estimated annual percentage
change (EAPC) was used to evaluate the trends of disease burden. Spatiotemporal variation characteristics
were decomposed using an age-period-cohort model, and a Bayesian APC model was employed to predict BPH
incidence in China from 2024 to 2048. Results In 2023, the number of incident cases, prevalent cases, and
YLDs were increased by 138. 02%, 155. 87%, and 154. 05%, respectively, when compared with the values in
1990. However, the age-standardized incidence rate, prevalence rate, and YLDs rate showed decreasing
trends. In China, BPH incidence reached a peak in the aged 75~79 group, while the prevalence and YLDs
remained quite high in the 70~95" age group. Compared with the global average, the decline in age-
standardized rates in China was greater than that in high socio-demographic index (SDI) regions, but the cases
in low SDI regions were detected later. The age effect indicated the highest incidence risk in the population
aged =95 years; the period effect showed a decrease in incidence risk after 2001; The cohort effect revealed
that the later the birth year, the lower the risk. From 2024 to 2048, the age-standardized incidence rate of
BPH in China will continue to decline, with the projected age-standardized incidence rate in the total
population reaching 649. 75 per 100 000 by 2048, and the aged 75~79 group remaining the high-burden age
eroup. Conclusion The disease burden of BPH in China exhibits dual characteristics: an increase in
absolute numbers and a decrease in age-standardized rates. Prevention and control measures have shown
initial effectiveness, but the elderly population remains a key target for intervention. Although the incidence
will continue to decline in the future, efforts to strengthen health education and resource allocation are needed
to address the challenges posed by population aging. Countermeasure: It is advised to strengthen early
screening and comorbidity management in the elderly population, optimize medical resource allocation
especially in rural primary care settings, implement risk factor prevention and health education for young and
middle-aged groups, and establish a long-term prevention and control framework based on predictive data, so
as to promote a shift toward “active prevention and precise intervention” in the management of benign
prostatic hyperplasia.
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Table 1 Incidence, prevalence, and YLD burden of BPH in China and globally from 1990 to 2023

Incidence situation

Prevalence situation

YLDs situation

Year number of cases ASIR number of cases ASPR YLDs ASYR
1990 1467738 363.01 10 024 298 2 879.21 197 789 56. 19
China 2023 3493 467 297.59 25 649 289 2298.36 502 485 44.87
EAPC -0. 19 (95%CI:-0. 32~-0. 05) -0.22 (95%CI:-0. 37~-0. 07) -0.22 (95%CI:-0.37~-0.07)
1990 6416 236 335.20 50 770 281 2901. 08 999 561 56. 74
Global 2023 14 704 527 328.18 120 684 005 2789. 02 2371576 54. 66
EAPC 0.05 (95%CI:0.01~0. 1) 0. 02 (95%CI:-0. 03~0. 06) 0. 03 (95%CI:-0. 02~0. 07)
1990 1088 237 207. 38 9715552 1876. 20 191 625 36. 94
High-income regions 2023 2057 227 214. 41 19 163 212 1 860. 35 374 690 36.53
EAPC 0.24 (95%CI:0. 16~0. 32) 0.08 (95%CI:0. 05~0. 11) 0.07 (95%CI:0. 04~0. 11)
SDI region
1990 1321310 376.23 9803 081 3195.70 193 016 62. 30
High-middle 2023 3682918 360. 36 29 732 337 3053.35 583138 59. 68
EAPC 0.1 (95%CI:0.03~0. 17) 0. 11 (95%CI:0. 03~0. 18) 0.12 (95%CI:0. 04~0. 19)
1990 683 851 419.42 5397 545 3754.59 107 067 73.82
Middle 2023 1734 680 388.98 13 601 871 3390. 52 270 247 66. 87
EAPC -0. 01 (95%CI:-0. 08~0. 06) -0. 06 (95%CI:-0. 15~0. 02) -0. 05 (95%CI:-0. 14~0. 03)
1990 759 421 366. 67 6120173 3318.15 120 345 64. 67
Low-Middle 2023 1832 844 390. 90 15216 410 3528.07 299 240 68.98
EAPC 0. 16 (95%CI:0. 14~0. 18) 0. 17 (95%CI:0. 16~0. 19) 0.19 (95%CI:0. 18~0.2)
1990 759 421 314.27 5 006 894 2804.24 98 696 54.82
Low 2023 1541 880 328. 14 12 540 625 2939. 45 248 200 57. 80
EAPC 0. 12 (95%CI:0. 1~0. 15) 0. 15 (95%CI:0. 13~0. 17) 0.17 (95%CI:0. 16~0. 19)
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ASIR: Age-standardized incidence rate; ASPR: Age-standardized prevalence rate; ASYLDR: Age-standardized YLD rate
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Figure 1 Disease burden indicators for benign prostatic hyperplasia (BPH) from 1990 to 2023
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Figure 2 Age distribution of benign prostatic hyperplasia (BPH) disease burden from 1990 to 2023
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Figure 3 Relationship between benign prostatic hyperplasia (BPH) disease burden and socio-demographic index (SDI)
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Figure 4 Impact of age period cohort on the burden of benign prostatic hyperplasia (BPH)
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Figure 5 Prediction of standardized age-standardized incidence rate (ASIR) of benign prostatic hyperplasia (BPH) and

number of patients in all age groups in China in the next 25 years
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