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ABSTRACT
BACKGROUND: α1-Adrenoceptor antagonists are recommended as the main pharmacological
treatment for lower urinary tract symptoms suggestive of benign prostatic hyperplasia (BPH/LUTS).
Short-term efficacy of tamsulosin has been verified in many randomized controlled trials. However,
there is a relative paucity of long-term data on the maintenance of the efficacy of this drug.

OBJECTIVE: To evaluate the long-term efficacy of tamsulosin for patients with BPH/LUTS in real-life
clinical practice.

METHODS: A total of 113 males with BPH/LUTS (mean age {SD} = 68.5 {8.8} years; mean prostate
volume {SD} = 34.2 {15.7} ml) who were treated with tamsulosin (0.2 mg daily) for more than 3 months
were retrospectively evaluated. The International Prostate Symptom Score (I-PSS), quality of life (QOL)
score, average and maximum flow rate (Qave and Qmax), and postvoid residual urine volume (PVR)
and percentage of residual urine (%PVR) were determined before (baseline) and after the initiation of
treatment.

RESULTS: Of these patients, 72 (64%) remained on tamsulosin (12 to 48 months of treatment) and 41
(36%) withdrew after a mean of 17.4 months on average. Reasons for withdrawal were: satisfied with
the current condition in 1 patient (1%), lost to follow-up for unknown reasons in 18 (16%), detection of
prostate cancer in 5 (4%), insufficient therapeutic response in 16 (14%; 1 patient stopped medication;
6 changed to other drugs; 9 underwent surgery), and adverse effects (headache) in 1 patient (1%).
The mean total I-PSS, total I-PSS storage subscore, total I-PSS voiding subscore, post-micturition score,
and QOL score were all significantly decreased with P values of < 0.0001 after 1 month and remained
stable for up to 48 months of treatment. Qave and Qmax were significantly increased (P < 0.0001), and
PVR and %PVR were significantly decreased (P = 0.0051 and P = 0.0001, respectively) after 3-month
treatment. The means of these scores did not change significantly, but rather appeared to remain stable
for 24 to 48 months.

CONCLUSION: Effects of tamsulosin on BPH/LUTS are immediate (within 1 month) and persist (for
over 12 months). Tamsulosin is well tolerated for BPH/LUTS.
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Data are expressed as mean {SD}. Changes from baseline
values were analyzed using the paired t test or the Wilcoxon’s
signed-rank test. A P value of less than 0.05 was regarded as
statistically significant.

INTRODUCTION

RESULTS

α1-Adrenoceptor antagonists are recommended as the main
pharmacological treatment for lower urinary tract symptoms
suggestive of benign prostatic hyperplasia (BPH/LUTS) [1-3].
Since Kawabe et al. [1] verified the efficacy of tamsulosin in
a randomized, placebo-controlled study, this α1-adrenoceptor
antagonist has been widely used for BPH/LUTS in real-life
clinical practice for more than 14 years in Japan. The shortterm efficacy of tamsulosin has been verified in many
randomized controlled trials (RCTs) [4,5]. Safety of this drug
was reported even in patients with BPH/LUTS complicated by
diabetes or on antihypertensive agents [6,7]. However, there
is a relative paucity of long-term data on maintenance of the
efficacy of this drug [8-13]. The aim of the present study is to
retrospectively evaluate long-term efficacy of tamsulosin for
treatment of BPH/LUTS in real-life clinical practice.

In this series, 72 (64%) patients were still on tamsulosin for
12 to 48 months, including 3 patients followed up in other
institutions. Of these patients, 41 (36%) withdrew after a
mean of 17.4 (range = 4–45) months of treatment. Reasons
for withdrawal were: satisfied with the current condition in 1
patient (1%), lost to follow-up for unknown reasons in 18 (16%),
detection of prostate cancer in 5 (4%), insufficient therapeutic
response in 16 (14%; 1 patient stopped medication; 6 changed
to other drugs; 9 underwent surgery), and adverse effects
(headache) in 1 patient (1%). Prostate volume measured by
ultrasonography was significantly increased from 35.6 {17.9}
ml at baseline to 41.8 {21.4} ml after 1 year in 23 patients
studied both before and after 1-year therapy (P < 0.028).

CORRESPONDENCE: Tomonori Yamanishi, Department of
Urology, Dokkyo Medical University, 880 Kitakobayashi, Mibu,

METHODS
We included a total of 113 male BPH/LUTS patients, aged 45–
86 (mean = 68.5) years, treated with tamsulosin (0.2 mg daily)
for more than 3 months. The inclusion criteria were α-blocker
naive patients, I-PSS total score of 8 or greater, maximum
flow rate (Qmax) of less than 15 ml/sec, and prostate volume
of 15 ml or greater (measured by ultrasonography). Exclusion
criteria were prostate cancer, urethral stricture, apparent
neurogenic bladder, and medications such as anticholinergics
or anti-androgen drugs that might affect voiding function. The
international prostate symptom score (I-PSS) and quality of life
(QOL) score were determined at baseline and evaluated at 1,
3, 6, 12, 24, 36, and 48 months after initiation of therapy. Total
I-PSS storage subscore was calculated as the sum of scores for
“increased daytime frequency,” “urgency,” and “nocturia.”
Total I-PSS voiding subscore was calculated as the sum of
scores for “intermittency,” “weak stream,” and “straining.”
According to the terminology defined by the International
Continence Society in 2002, the symptom of “feeling of
incomplete emptying” is a post-micturition symptom, and was
classified separately [14]. Postvoid residual urine volume (PVR)
and percentage of residual urine (%PVR = PVR/(voided volume
+ PVR) × 100%) were measured by ultrasonography. Average
(Qave) and maximum (Qmax) flow rates and PVR and %PVR
were determined at baseline and at 1, 3, 12, 24, 36, and 48
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Table 1. Baseline characteristics of patients (mean
{SD})
doi:10.3834/uij.1944-5784.2009.02.01.t1

Age (years old) (range)
Treatment period (months)

68.6 {8.8} (45–86)
27.2 {19.0}

I-PSS
Feeling of incomplete emptying
(= post-micturition symptoms)

2.3 {1.8}

Increased daytime frequency

2.3 {1.8}

Intermittency

2.3 {1.8}

Urgency

1.8 {1.7}

Weak stream

3.5 {1.6}

Straining

1.7 {1.7}

Nocturia

0.7 {1.4}

Total storage symptoms

6.8 {3.6}

Total voiding symptoms

7.5 {3.8}

Total I-PSS

16.5 {6.6}

QOL score

4.5 {1.3}

Total prostate volume (ml) (range)

34.2 {15.7}
(15–96)
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Baseline total I-PSS, total I-PSS storage subscores, total I-PSS
voiding subscores, post-micturition score, QOL score, Qave and
total prostatic volume are summarized in Table 1. Changes in
I-PSS and QOL score were determined at 1 month after initiation
of treatment in 82 patients, at 3 months in 81 patients, at
6 months in 59, at 12 months in 70, at 24 months in 38, at
36 months in 28, and at 48 months in 18 (Figure 1 and Table
2). Mean total I-PSS, total I-PSS storage subscores, total I-PSS
voiding subscores, post-micturition score, and QOL score all
decreased significantly with P values of < 0.0001 after 1 month
of treatment and remained stable up to 48 months. Specific
individual symptom scores (scores for feeling of incomplete
emptying, urinary frequency, intermittency, urgency, weak
stream, straining, and nocturia) each decreased significantly
after 1-month treatment (P < 0.001) and remained stable up to
48 months (data not shown).
Changes in Qave, Qmax, PVR, and %PVR were determined
after 3 months of treatment in 94 patients, after 12 months
in 73 patients, after 24 months in 28, after 36 months in 18,
and after 48 months in 15. At present, 18 patients have been
treated for 48 months, however urinary flow parameters for 3
patients declined. Mean {SD} of Qave, Qmax, PVR, and PVR at
baseline and after 3, 12, 24, 36, and 48 months of treatment
are summarized in Table 3. Both Qave and Qmax increased

Figure 1. Change in total International Prostate
Symptom Score (I-PSS) and I-PSS quality of life
(QOL) score in BPH patients treated with long-term
tamsulosin.
doi:10.3834/uij.1944-5784.2009.02.01.f1
(mean ± SD)
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significantly (P < 0.0001), and both PVR and %PVR decreased
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significantly (P = 0.0051 and P = 0.0001, respectively) after
3 months of therapy. Mean for these scores did not change
significantly but appeared to remain stable for 24 to 48
months, probably because the number of patients was small
and the standard deviation was large.
In 9 patients who eventually underwent invasive surgery,
mean baseline total I-PSS was 20.8 {7.0} (range = 14–33), mean
baseline QOL score was 4.5 {1.3} (range = 2-6), mean baseline
total voiding subscores were 11.0 {4.2} (range = 3–15), and
mean baseline total storage subscores were 6.63 {4.7} (range =
0–13). Mean baseline Qmax was 6.9 {4.3} ml/sec (range = 3.7–
10.7), and PVR was 42.9 {36.0} ml (range = 0–117).

DISCUSSION
Benign prostatic hyperplasia (BPH) is a common condition
caused by enlargement of the prostate gland. This condition
may lead to bladder outlet obstruction, lower urinary tract
symptoms (LUTS), and reduced QOL. BPH is present in 50%
of males over 50 years old [15,16]. Treatments include
transurethral resection of the prostate and various minimally
invasive therapies for BPH, such as holmium:YAG laser
prostatectomy and pharmacological therapy [17]. Of these
therapies, pharmacological treatment with α1-adrenoceptor
antagonists is widely used as a conservative treatment for
BPH/LUTS and bladder neck obstruction, [1-12,15,16,18-23].
α1-Adrenoceptor antagonists have been reported to relieve
bladder outlet obstruction and detrusor overactivity, thus they
are effective for both voiding and storage symptoms [2].
Tamsulosin is an α1-adrenoceptor antagonist widely used in
real-life clinical practice (for more than 14 years in Japan)
to treat BPH/LUTS. This drug is considered to be an α1A/
α1DAR subtype-selective antagonist [15], with affinity 3.3and 15.3-fold higher for α1A-adrenoceptors than for α1D- and
α1B-adrenoceptors, respectively [24]. Short-term efficacy of
tamsulosin in RCTs comparing tamsulosin with placebo [4,5],
phytotherapy [2], and other α1-adrenoceptor antagonists [1923] has been reported.
Several long-term studies of tamsulosin have also been reported
[8-13]. Most were extensions of previous short-term trials,
which differed in patient selection and study protocol. Most
patients were asked to visit the hospital according to a strictly
defined protocol. In 516 patients enrolled from 2 European
open label studies that were extensions of 3 double-blind RCTs,
Schulman et al. [8] reported significant improvement in Qmax
(1.2–2.2 ml/sec increase from baseline) and Boyarsky symptom
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ISSN 1944-5792 (print), ISSN1944-5784 (online)

UIJ

®

UroToday International Journal

original study

Long-Term Efficacy of Tamsulosin in the Treatment of Lower Urinary Tract Symptoms Suggestive of Benign
Prostatic Hyperplasia in Real-Life Practice

score (decrease by 4.1–4.7 points from baseline), observed
while the previous RCTs persisted (i.e., Qmax was maintained
at 11.5–12 ml/sec throughout the extension period for up to 4
years in patients that remained on therapy). During the 4-year
follow-up, 66% of patients withdrew from the study. The most
common reasons for withdrawal were insufficient efficacy
and side effects, however only 5% of patients discontinued
treatment because of drug-related side effects. In a 1-year
open label trial extended to 8 years by Narayan et al. [9],
the initial rapid improvements were maintained for all 609
patients with BPH, although only 109 (18%) completed the
whole 8-year study. The retreatment rate after extension to
5 years of the 3-year follow-up study by De la Rosette et al.
[10] using tamsulosin, alfuzosin, and terazosin in 316 LUTS
patients was 27% for tamsulosin, 37% for alfuzosin, and 49%
for terazosin. They concluded that severe LUTS, low Qmax (<10
ml/sec), large prostate (>40 ml), and urodynamically proven
bladder outlet obstruction increased the risk of treatment
failure. In these extension studies, data up to 12 months seem
to be complete, and all reported that the rapid improvement
yielded by tamsulosin in the previous short-term study was still
present at long-term follow-up. However, the discontinuation
rate was high after 3–5 years of treatment (64–79%) [8-10],
which is similar to our present study (73% after 3 years).
Kawabe et al. [11] retrospectively followed up 300 Japanese
BPH patients for 3.3 ± 3.3 years to determine whether disease
severity was associated with time to implementation of
invasive therapy. Eventually, 83 patients (27.7%) underwent
invasive therapy. They found that lower baseline QOL score
and Qmax reduced the time to invasive therapy and concluded
that overall baseline severity in accordance with the “Severity
Criteria for BPH” was a good indicator of prognosis for patients

with BPH treated with tamsulosin. In our present study, only
9 patients (9%) underwent invasive therapy. The reason for
the difference may be that our study excluded patients that
withdrew after less than 3 months of treatment. Ichioka et
al. [12] followed up 123 BPH patients treated with tamsulosin
for longer than 12 months before enrollment, and reported
that significant improvements in all clinical variables except
Qmax were maintained for an average of 43 months; 24.4%
of patients withdrew because of surgical interventions; and a
baseline total I-PSS ≥ 15, lowest total I-PSS of ≥ 13, lowest QOL
score of ≥ 3, and lowest BPH impact index score of ≥ 14 during
the first 12 months were predictive of failure of tamsulosin
therapy. However, neither Qmax nor PVR were significant risk
factors. Patient enrollment in their study and our study may
be similar in that only patients that remained on therapy after
12 months were included in their study and patients had to
remain on therapy for 3 months for our study. The reason we
limited enrollment to such patients was that most patients that
visit real-life practice withdraw within 3 months, and concerns
about short-term (within 3 months) efficacy and safety differ
from those for long-term efficacy and safety.
Recently, the 2-year effects of dutasteride, tamsulosin, and
combination therapy on BPH/LUTS and prostatic enlargement
(CombAT study) have been reported [13]. This study included
4844 patients with moderate to severe LUTS (I-PSS of 12 points
or greater) and prostate volume 30 ml or greater, total serum
prostate specific antigen 1.5 ng/ml or greater to less than 10
ng/ml, and peak urinary flow greater than 5 to less than 15 ml
per second, with a minimum voided volume of 125 ml. Thus,
the inclusion criteria in this study were strict and follow-up was
better organized than for our real-life practice. In that study,
tamsulosin reduced total I-PSS from 16.4 points at baseline

Table 2. Changes in I-PSS (mean {SD})
doi:10.3834/uij.1944-5784.2009.02.01.t2

0M
(n = 113)

1M
(n = 82)

3M
(n = 81)

6M
(n = 59)

12 M
(n = 70)

24 M
(n = 38)

36 M
(n = 28)

48 M
(n = 18)

Total
storage

6.8 {3.6}

4.5 {3.3}‡

4.5 {3.4}‡

4.6 {3.3}‡

4.3 {3.0}‡

3.8 {3.0}‡

4.5 {3.4}*

3.6 {2.8}†

Total
voiding

7.5 {3.8}

4.4 {3.8}‡

4.2 {3.6}‡

3.7 {3.4}‡

3.5 {3.1}‡

3.6 {3.3}‡

3.6 {3.6}†

2.7 {3.5}†

Postmicturition

2.3 {1.8}

1.0 {1.5}‡

1.0 {1.4}‡

0.9 {1.3}‡

0.9 {1.3}‡

0.8 {1.1}†

1.1 {1.4}†

0.9 {1.3}†

*P<0.05, †P<0.01, ‡P<0.001 (Wilcoxon’s signed ranks test, compared with the baseline value)
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by -4.5 points at 3 months, -4.5 at 12 months, and -4.3 at 24
months. These results appear similar to our study, in which
total I-PSS was reduced from 16.5 points by -6.8 at 3 months,
-7.8 at 12 months, and -8 points at 24 months after treatment
with tamsulosin.
In 9 of our patients that eventually underwent invasive
surgery, the most important risk factor for surgery appeared
to be a baseline total I-PSS of ≥ 14. In total, 8 patients had
a mean baseline total voiding subscore ≥ 7 (11.0 {4.2}), but
only 3 had mean baseline total storage subscore of 10 (6.63
{4.7}). Comparing patients transferred to those not transferred
to invasive therapy, there were significant differences in
“straining” score (3.75 {1.8} vs. 1.5 {1.6}; P = 0.0016) and voiding
subscore (11.0 {4.2} vs. 7.2 {3.7}; P = 0.0128). Mean baseline
Qmax was 6.9 {4.3} (range = 4–10.3) ml/sec. Thus, there was
a tendency to transfer patients with lower baseline Qmax to
invasive therapy (P = 0.07242 vs. noninvasive therapy). The
withdrawal rate (36%) in our study was similar to that reported
for other studies [8-12]. Dissatisfaction with improvement
in LUTS may account for discontinuation of α1-adrenoceptor
antagonist therapy [10]. To evaluate this phenomenon, analysis
of long-term effect of the drug on the rate of secondary
interventions is necessary [11]. In the present study, the rate
of discontinuation due to insufficient therapeutic response
was 15%, similar to that reported by de la Rosette et al. (27%)
[10]. The rate of discontinuation due to adverse effects was
1% (observed in only 1 patient), which may be lower than

that reported by Schulman et al. (5%) [8], but is similar to that
reported by Narayan (1.3%) and Ichioka (0%) [9,12]. The low
incidence of withdrawal attributable to adverse effects may
be because most patients with adverse events experienced
them within 3 months and had already been excluded. The
percentage of withdrawals due to bothersome side effects has
been reported to be similar for both tamsulosin- and placebotreated patients (about 4-10%) using meta-analysis [25]. Since
the incidence of drug-related adverse events in the short-term
study was low, long-term tamsulosin therapy was thought to
be safe. Insufficient therapeutic response was another reason
for withdrawal (9 patients underwent surgery because of
urinary retention or severe voiding difficulty).
Tamsulosin may improve LUTS immediately: mean total I-PSS,
total storage score, total voiding score, and QOL score decreased
significantly (P < 0.0001) at 1 month after the initiation of
treatment and remained stable up to 48 months. Therefore,
tamsulosin therapy may prolong improvement in LUTS.
Prostate volume after 1 year (40.9 {22.0} ml) increased slightly
from baseline (34.1 {15.7} ml). During the study, 4 patients
(4%) had prostate cancer, which did not markedly differ from
that reported by Narayan et al. (12 of 609 patients: 2%) [9].
In consideration of the low incidence of prostate cancer,
tamsulosin may not affect the risk of prostate cancer.
In conclusion, the withdrawal rate of BPH/LUTS patients treated
with tamsulosin for more than 3 months in real-life practice
was 36%. Discontinuation due to adverse effects was observed
in only 1 patient. Tamsulosin improved LUTS immediately

Table 3. Changes in uroflowmetric parameters and postvoid residual volume (mean {SD})
doi:10.3834/uij.1944-5784.2009.02.01.t3

VV§
||

0M
(n = 113)

3M
(n = 94)

12 M
(n = 73)

24 M
(n = 28)

36 M
(n = 18)

48 M
(n = 15)

185.6 {111.4}

217.8 {123.4}†

213.0 {114.6}

232.3 {113.2}

252.0 {154.6}

267.1 {136.8}

6.5 {3.4}

6.0 {2.4}

6.4 {2.9}

6.4 {3.4}

5.5 {2.6}

Qave

¶

‡

6.9 {3.4}

‡

†

Qmax

9.8 {7.5}

11.4 {5.4}

11.8 {5.9}*

13.0 {6.9}

13.1 {6.7}

12.8 {5.8}

PVR**

43.6 {58.7}

24.5 {44.6}†

29.3 {53.7}*

34.1 {41.8}

50.8 {49.8}

56.2 {49.6}

%PVR††

17.9 {18.6}

10.3 {14.9}†

10.7 {16.1}†

12.0 {13.3}

19.6 {17.3}

18.9 {17.8}

*P<0.05, †P<0.01, ‡P<0.001 (paired t-test, compared with the baseline value); §voided volume (ml),
||average flow rate (ml/s), ¶maximum flow rate (ml/s), **postvoid residual urine volume (ml), ††percent of
PVR.
(within 1 month of treatment) and this improvement persisted
for over 12 months. Tamsulosin is well tolerated for BPH/LUTS.
©2009 UroToday International Journal / Vol 2 / Iss 1 / February
doi:10.3834/uij.1939-4810.2008.12.04

http://www.urotodayinternationaljournal.com
ISSN 1944-5792 (print), ISSN1944-5784 (online)

UIJ

®

UroToday International Journal

Long-Term Efficacy of Tamsulosin in the Treatment of Lower Urinary Tract Symptoms Suggestive of Benign
Prostatic Hyperplasia in Real-Life Practice

REFERENCES
[1]

[2]

[3]

Kawabe K, Ueno A, Takimoto Y, Aso Y, Kato H. Use of
an alpha1-blocker, YM617, in the treatment of benign
prostatic hypertrophy. YM617 Clinical Study Group. J
Urol. 1990 Oct;144(4):908-12.
Yamanishi T, Yasuda K, Kamai T, Tsujii T, Sakakibara
R, Uchiyama T, Yoshida K. Single-blind, randomized
controlled study of the clinical and urodynamic effects
of an alpha-blocker (naftopidil) and phytotherapy
(eviprostat) in the treatment of benign prostatic
hyperplasia. Int J Urol. 2004 Jul;11(7):501-9.
Wilt T, MacDonald R, Nelson D. Tamsulosin for treating
lower urinary tract symptoms compatible with benign
prostatic obstruction: a systematic review of efficacy and
adverse effects. J Urol. 2002 Jan;167(1):177-83.

[4]

Abrams P, Schulman CC, Vaage S and the European
Tamsulosin Study Group. Tamsulosin, a selective alpha
1c-adrenoceptor antagonist: a randomized, controlled
trial in patients with benign prostatic obstruction. Br J
Urol. 1995 Sep;76(3):325-36.

[5]

Lepor H. Phase III multicenter placebo-controlled study
of tamsulosin in benign prostatic hyperplasia. Tamsulosin
Investigator Group. Urology. 1998 Jun;51(6):892-900.

[6]

Michel MC, Mehlburger L, Schumacher H, Bressel HU,
Goepel M. Effect of diabetes on lower urinary tract
symptoms in patients with benign prostatic hyperplasia.
J Urol. 2000 Jun;163(6):1725-9.

[7]

original study

Lowe FC. Coadministration of tamsulosin and three
antihypertensive agents in patients with benign prostatic
hyperplasia: pharmacodynamic effect. Clin Ther. 1997
Jul-Aug;19(4):730-42.

[8]

Schulman CC, Lock TM, Buzelin J-M, Boeminghaus F,
Stephenson TP, Talja M; European Tamsulosin Study
Group. Long-term use of tamsulosin to treat lower
urinary tract symptoms/benign prostatic hyperplasia. J
Urol. 2001 Oct;166(4):1358-63.

[9]

Narayan P, Evans CP, Moon T. Long-term safety of
tamsulosin for the treatment of lower urinary tract
symptoms associated with benign prostatic hyperplasia. J
Urol. 2003 Aug;170(2 Pt 1):498-502.

©2009 UroToday International Journal / Vol 2 / Iss 1 / February
doi:10.3834/uij.1939-4810.2008.12.04

[10] de la Rosette JJMCH, Kortman BB, Rossi C, Sonke
GS, Floratos DL, Kiemeney LA. Long-term risk of retreatment of patients using alpha-blockers for lower
urinary tract symptoms. J Urol. 2002 Apr;167(4):1734-9.
[11] Kawabe K, Homma Y, Kubota K, Sozu T; Tamsulosin
Long-term Study Group. How frequent are invasive
therapies required in patients with receiving tamsulosin
for benign prostatic hyperplasia? A retrospective longterm study. Int J Urol. 2006 Feb;13(2):127-31.
[12] Ichioka K, Ohara H, Terada N, Matsui Y, Yoshimura
K, Terai A, Arai Y. Long-term treatment outcome of
tamsulosin for benign prostatic hyperplasia. Int J Urol.
2004 Oct;11(10):870-5.
[13] Roehrborn CG, Siami P, Barkin J, Damião R, MajorWalker K, Morrill B, Montorsi F; CombAT Study Group:
The effects of dutasteride, tamsulosin and combination
therapy on lower urinary tract symptoms in men with
benign prostatic hyperplasia and prostatic enlargement:
2-year results from the CombAT study. J Urol. 2008
Feb;179(2):616-21
[14] Abrams P, Cardozo L, Fall M, Griffiths D, Rosier P, Ulmsten
U, van Kerrebroeck P, Victor A, Wein A; Standardisation
Sub-committee of the International Continence Society.
The standardisation of terminology of lower urinary
tract function: report from the Standardisation Subcommittee of the International Continence Society.
Neurourol Urodyn. 2002;21(2):167-78.
[15] Schwinn DA, Claus G Roehrborn. Alpha1-Adrenoceptor
subtypes and lower urinary tract symptoms. Int J Urol.
2008 Mar;15(3):193-9.
[16] Roehrborn CG, Abbou CC, Allona-Almagro A, BocconGibod L, Ekman PE, Fourcroy J, et al. BPH: Clinical
research criteria. In: Denis L, Griffiths K, Khoury S,
Cockett ATK, McConnell J, Chatelain C, et al. (eds).
Proceedings of the 4th International Consultation of
Benign Prostatic Hyperplasia: Plymouth: Plymbridge
Distributors Ltd. 1998; 437-91.

http://www.urotodayinternationaljournal.com
ISSN 1944-5792 (print), ISSN1944-5784 (online)

UIJ

®

UroToday International Journal

original study

Tomonori Yamanishi, Katsuhisa Tatssumiya, Nobutaka Furuya,

www.urotodayinternationaljournal.com
Akinori Masuda, Takao Kamai, Ryuji Sakakibara, Tomoyuki Uchiyama, Ken-Ichiro Yoshida

[17] Yamanishi T, Takei K, Tobe T, Ueda T, Ito H, Yasuda K.
Transurethral holmium: YAG laser prostatectomy using
a side-firing fiber for bladder outlet obstruction due to
benign prostatic enlargement: urodynamic evaluation of
surgical outcome. Eur Urol. 2001 May;39(5):544-50..
[18] Yamanishi T, Yasuda K, Sakakibara R, Hattori T, Tojo M.
Effectiveness of terazosin, an alpha1-blocker, on bladder
neck obstruction as assessed by urodynamic hydraulic
energy. BJU Int. 2000 Feb;85(3):249-53.
[19] Narayan P, O’Leary MP, Davidai G. Early efficacy of
tamsulosin versus terazosin in the treatment of men with
benign prostatic hyperplasia: a randomized, open-label
trial. J Appl Res. 2005; 5(2): 237-45.
[20] Gotoh M, Kamihira O, Kinukawa T, Ono Y, Ohshima
S, Origasa H, Tokai Urological Clinical Trial Group.
Comparison of tamsulosin and naftopidil for efficacy and
safety in the treatment of benign prostatic hyperplasia: a
randomized controlled trial. BJU Int. 2005 Sep;96(4):5816.
[21] Ikemoto I, Kiyota H, Ohishi Y, Abe K, Goto H, Kishimoto
K, Miki K. Usefulness of tamsulosin hydrochloride
and naftopidil in patients with urinary disturbances
caused by benign prostatic hyperplasia: a comparative,
randomized, two-drug crossover study. Int J Urol. 2003
Nov;10(11):587-94.

[22] Nishino Y, Masue T, Miwa K, Takahashi Y, Ishihara S,
Deguchi T. Comparison of two alpha1-adrenoceptor
antagonists, naftopidil and tamsulosin hydrochloride,
in the treatment of lower urinary tract symptoms with
benign prostatic hyperplasia: a randomized crossover
study. BJU Int. 2006 Apr;97(4):747-51.
[23] Momose H, Hosokawa Y, Kishino T, Ono T, Oyama N.
Crossover comparison study on the therapeutic effects
of tamsulosin hydrochloride and naftopidil in lower
urinary tract symptoms associated with benign prostatic
hyperplasia. Drugs Today (Barc). 2007 Feb;43 Suppl A:110.
[24] Takei R, Ikegaki I, Shibata K, Tsujimoto G, Asano T.
Naftopidil, a novel alpha1-adrenoceptor antagonist,
displays selective inhibition of canine prostatic pressure
and high affinity binding to cloned human alpha1adrenoceptors. Jpn J Pharmacol. 1999;79(4):447-54.
[25] Djavan B, Marberger M. A meta-analysis on the efficacy
and tolerability of alpha-1-adrenoceptor antagonists in
patients with lower urinary tract symptoms suggestive of
benign prostatic obstruction. Eur Urol. 1999;36(1):1-13.

TO CITE THIS ARTICLE: Yamanishi T, Tatssumiya K, Furuya N, Masuda A, Kamai T, Sakakibara R, Uchiyama T, Yoshida
K. Long-Term Efficacy of Tamsulosin in the Treatment of Lower Urinary Tract Symptoms Suggestive of Benign
Prostatic Hyperplasia in Real-Life Practice. UIJ. 2009 Feb;2(1). doi:10.3834/uij.1944-5784.2009.02.01

©2009 UroToday International Journal / Vol 2 / Iss 1 / February
doi:10.3834/uij.1939-4810.2008.12.04

http://www.urotodayinternationaljournal.com
ISSN 1944-5792 (print), ISSN1944-5784 (online)

