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Sexuality and disease progression: 
the cutting edge of BPH management

Highlights of a satellite symposium held during the XIXth Congress 
of the European Association of Urology 

25 March 2004, Vienna, Austria

Introduction

This Sanofi-Synthelabo-sponsored symposium
introduced the latest concepts in the management
of benign prostatic hyperplasia (BPH). 

Over the past 15 to 20 years, the management of
BPH has evolved from an essentially surgical role
to a more prominent role for medical treatment. 

Today, the two main objectives of BPH medical
treatment are improvement of symptoms and
prevention of disease progression. It is becoming
clear that the benefit/risk ratio differs between the
classes of drugs used for the treatment of BPH, as
well as between drugs within each class. These
differences impact on quality of life, most notably
sexual function. The final treatment choice must
take into account the patient’s perspective and
priorities.  

During this symposium, Dr Mark Emberton, UK,
provided an overview of acute urinary retention
(AUR), its epidemiology, aetiology and treatment
options including the benefits of selective 
α1-adrenergic receptor blockers (α-blockers). Dr
Michael O’Leary, USA, discussed the relationship
between urinary symptoms and sexual function 
and the impact of treatment choices on sexual
function. Finally, Prof François Desgrandchamps,
France, summarized data from recent clinical trials
on BPH and their potential impact on BPH
treatment guidelines.
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Alfuzosin, 
10 mg once daily,
over 6 months
following a
successful 
TWOC reduces
the need for BPH
surgery without
increased risk of
adverse events

AUR is a frequent complication of BPH, with an
estimated 5-year risk of one in three for men in
their 80s.1 Also, AUR is reported by up to one
third of patients who undergo transurethral
resection of the prostate (TURP) for BPH. As 
Dr Mark Emberton, UK, concluded, AUR is an
important public health issue for men with BPH.

Acute urinary retention
AUR can be spontaneous (65% of cases) or
precipitated (35%).2 Aetiological factors include
α-adrenergic activity, mechanical obstruction,
bladder distension and sensory/motor deficit,
though we don’t yet have a unifying hypothesis
for these factors.

Management of AUR varies greatly between
countries, as shown by recent data from Alf-
One – a large, real-life practice study of 8000
patients conducted in 29 countries in four
continents. Variable healthcare access and a
lack of harmonization in the management of
BPH complications might account for these
differences.2,3

Management options for BPH/AUR
Until recently, prostatectomy was the only
method for managing AUR, though surgery
following AUR is associated with increased
morbidity and mortality. Current treatment
options include a trial without catheter (TWOC)
and α-blockers.

Trial without catheter
The need for BPH surgery to be performed in
an emergency setting can be reduced by
TWOC. This enables appropriate planning for
surgery, and the surgical procedure may be
performed in the absence of a urinary catheter.
Factors that influence the success of a TWOC
include the duration of catheterization, age,
drained volume and detrusor pressure.

αα-blockers
Recent clinical studies have assessed the role 
of α-blockers in the management of AUR, in
particular alfuzosin. α-blockers could influence
the AUR outcome by reducing bladder outlet
obstruction and post-void residual urine volume
(PVR).4–6

ALFAUR is a double-blind, placebo-
controlled trial of alfuzosin, 10 mg o.d., and 
a TWOC in patients (n=363) with a first AUR
episode related to BPH. ALFAUR comprised 
two phases:

Phase 1: patients were randomized to receive
alfuzosin, 10 mg o.d., or placebo for 2 to 3 days
from the beginning of catheterization until a
TWOC. Alfuzosin increased the rate of successful
voiding after catheter removal (61.9% vs 47.9%
for placebo, p=0.012; Figure 1).

Alfuzosin almost doubled the likelihood of a
successful TWOC and its beneficial effects were
particularly marked in patients at high risk of
TWOC failure (men over 65 years of age and/or
with a retention volume greater than 1000 ml).

Phase 2: patients who successfully voided in
phase 1 were re-randomized to receive
alfuzosin, 10 mg o.d., or placebo for a further 
6 months. Following a successful TWOC,
alfuzosin reduced the need for BPH surgery by
almost 30% compared to placebo at 6 months.
Improvements over placebo were even more
marked at months 1 and 3 (61% and 52% risk
reduction, respectively, p=0.04; Figure 2).

Overall, alfuzosin significantly increased the
success rate of a TWOC compared to placebo
(39% vs 25%, p=0.02). The ALFAUR data show
that alfuzosin, which affects risk factors and
sympathetic overactivity, allows rapid catheter
removal in patients with AUR. Alfuzosin also
significantly reduces recurrence of AUR and the
need for BPH-related surgery, compared with
placebo, over the medium term.7

Treating acute urinary retention: medicine and/or surgery
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1 Alfuzosin increases the incidence of successful voiding
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2 Alfuzosin reduces the need for BPH surgery within 6
months after a successful TWOC.

                                      



Sexual function: the new focus of BPH
Sexual function is an important element of quality of life and,
as highlighted by Dr Michael O’Leary, USA, many men are
sexually active into their 80s. We are now becoming aware of
how significantly BPH and its treatment can affect sexual
function in the older male.

LUTS and sexual function
Lower urinary tract symptoms (LUTS) cause sexual dysfunction,
as revealed by the Multinational Survey of the Aging Male
(MSAM-7).8 The severity of sexual dysfunction is closely related
to the severity of LUTS, and both erection and ejaculation are
affected (Figure 3). The severity of LUTS is independent of
other risk factors (hypertension, diabetes, cardiac diseases) and
patients’ perceptions are that ejaculatory disorders (EjD) are as
bothersome as erectile disorders (ED).

MSHQ: measuring men’s sexual health
The MSAM-7 study highlights the need to consider sexual
function in the older male. Evaluation tools are needed that
consider both ED and EjD. The Male Sexual Health
Questionnaire (MSHQ) is a psychometrically-validated tool 
for evaluating sexual function in BPH patients and includes
questions about both erection and ejaculation, as well as
satisfaction, activity and desire. The MSHQ is well suited to
clinical trials in BPH/LUTS and their use will further our

understanding of the effects of age, BPH and associated
management strategies on sexual function.9

BPH treatments and sexual function
Not only BPH/LUTS themselves, but some of the strategies 
for managing BPH affect sexual function. Differences in 
these effects are observed between surgical and medical
interventions and also within drug classes. Currently available
drugs differ significantly in their sexual side-effect profiles.
5α-reductase inhibitors, such as finasteride or dutasteride,
are associated with increased impotence and decreased
libido. Tamsulosin, a selective α1a-blocker, is also associated
with increased EjD (6% at 0.4 mg; 18% at 0.8 mg).9,10

Conversely, EjDs appear negligible with alfuzosin 
(Figure 4).11,12

These differences between α-blockers are being
investigated. Potential explanations include effects on different
targets that affect the bladder neck and seminal vesicle, and
the potential role of 5HT1A receptors for tamsulosin.13,14

Clinical data show that alfuzosin has a positive impact on
sexual function after 12 months’ treatment, compared with
the pre-treatment state (Figure 5). 

It is clear from these data that sexual function must be
considered when choosing treatment options for BPH and
LUTS.
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(b) DAN-PSSsex: ejaculatory dysfunction
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3 Effects of severe LUTS on sexual function are independent of age.
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Sexual function
should be taken
into account in

the initial
evaluation of
BPH patients

and the choice
of treatment

Until recently, the standard view of medical
treatment for BPH was simply the control of
symptoms until surgery. However, recent data
show the importance of managing disease
progression. Prof Desgrandchamps, France,
reviewed these data and their impact on the
management of BPH, based on four key
factors:

n interfere with the natural history of BPH
n interfere with sexual life
n combination therapy
n interfere with the risk of prostate cancer.

Interfere with natural history of BPH
Reducing the risk of AUR is a primary goal of
treatment. For patients with a prostate greater
than 40 g and PVR greater than 50 ml, risk of
AUR increases three-fold during follow-up for 
3 to 4 years. 5α-reductase inhibitors, such as
finasteride, significantly reduce this risk.16

Alfuzosin acts on risk factors such as PVR
(Figure 6), thereby reducing the incidence of
AUR in patients with LUTS.17,18 The exact role
of alfuzosin and other α-blockers in the
prevention of AUR requires long term placebo-
controlled studies.

Interfere with sexual life
Prof Desgrandchamps reiterated the impact of
LUTS on sexual function in old age and the
negative effect of some BPH treatments on ED
and/or EjD (e.g. tamsulosin, finasteride). Unlike
these treatments, alfuzosin does not negatively
affect sexual function; in fact, alfuzosin has been
shown to improve it (Figure 5).

Combination therapy
Combination therapies are common for multi-
factorial diseases such as hypertension and
diabetes. Combination treatments for BPH, 
e.g. α-blockers and 5α-reductase inhibitors,
could have an impact on the dynamic and
anatomic components of LUTS, respectively.
The Medical Therapy of Prostatic Symptoms
(MTOPS) trial has demonstrated that combined
doxazosin plus finasteride significantly delays
disease progression compared to monotherapy.

In this trial, patients who may benefit from
combination therapy, i.e. at high risk of disease
progression, are those with prostate-specific

Everyday practice for BPH patients: impact of recent results
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6 Alfuzosin reduces PVR, a risk factor for AUR.15

BPH treatment
choice must
consider the

risk of disease
progression

and the
benefit–risk

ratio for each
treatment as

well as the
patient’s

perspective 

antigen (PSA) median levels greater than 
1.6 ng/ml and a prostate greater than 31 g.
However, caution must be exercised when
choosing a combination therapy because of
potential safety problems as well as the cost of
combining treatments – approximately double
the financial cost for less than 10% reduction in
risk of progression. 

Currently, α-blockers offer the best
monotherapy choice for BPH, while combination
therapy should be reserved for patients at high
risk of disease progression. The exact
characteristics of these patients remain to be
defined.

Interfere with risk of prostate cancer
Risk of prostate cancer is high among patients
with BPH. The Prostate Cancer Prevention Trial
(PCPT) of nearly 19,000 men treated with
finasteride showed a 6% global reduction in
prostate cancer incidence after 7 years’
treatment compared to placebo. However,
finasteride appeared to increase the risk of
high-grade prostate cancer. The significance of
these data is not clearly understood, so we must
carefully monitor patients taking this drug. 

Each of the four factors discussed by Prof
Desgrandchamps must be considered when
choosing the best treatment for each patient.
Individualizing patient treatment based on these
factors will maximize the alleviation of
symptoms, delay disease progression and
minimize the side-effects that affect quality 
of life of the older man with BPH.

                                



Overall conclusions
In the past, medical treatment of BPH was
limited to symptom management until surgery.
Today, improved treatment options enable us 
to control disease progression as well as
symptoms. 

Sexual function is an important element 
of quality of life and must be considered
when making treatment choices for patients
with BPH. In addition to age and LUTS, some
medical treatments affect sexual function.
While some treatments have a negative
effect, alfuzosin appears to improve sexual
function.
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*Adjunctive therapy for AUR granted in some countries, please check the prescribing information in your country.

Prescribing information and available presentations may differ according to the countries.
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