
Annals of PIMS                     ISSN:1815-2287 

 

 Ann. Pak. Inst. Med. Sci. 2016                           166 

 
Trial Without Catheter with Alpha Blockers in Acute 
Urinary Retention due to Benign Prostatic Hyperplasia 

Sajid Mumtaz Qazi1, Wajeed Gul2 
A u t h o r ` s   

A f f i l i a t i o n  
1Assistant Professor 
2Postgraduate Resident 
Department of Urology, Pakistan 
Institute of Medical Sciences,(PIMS) 
Shaheed Zulfiqar Ali Bhutto Medical 
University, Islamabad 

A u t h o r ` s  
C o n t r i b u t i o n  

1 conceived the idea and planned 
the study and finalized the final 
draft of the article,  
2Literature review and manuscript 
writing, data analysis 
3 collected the data, data analysis.  

A r t i c l e  I n f o  
Received: April 2  ,2016 
Accepted: Oct 18, 2016 

H o w  t o  C i t e  t h i s  
M a n u s c r i p t  

Qazi SM, Gul W. Trial Without 
Catheter with Alpha Blockers in 
Acute Urinary Retention due to 
Benign Prostatic Hyperplasia 
.Ann. Pak. Inst. Med. Sci. 2016; 
12(3):166-170. 

Funding  Source: Nil 
Conflict of Interest: Nil 
Address of Correspondence 
Sajid Mumtaz Qazi 
sajid_qazi@hotmail.com 
 
 
 
 
 
 
 
 

A B S T R A C T  
Background: Benign Prostatic Enlargement is one of leading cause of 

Acute Urinary Retention, various modalities are available for treatment of 
Benign Prostatic Enlargement and Acute Urinary Retention.  

Objective: This study was conducted to evaluate the clinical efficacy of 
Uroselective Alpha-1A blocker (Tamsolosin) in the treatment of Acute 
Urinary Retention due to Benign Prostatic Enlargement. 

Place and Duration: This randomized controlled trial (RCT) was 
conducted at the Department of Urology and Renal Transplantation, 
Pakistan Institute of Medical Sciences, Islamabad between September 23, 

2011 and March 23, 2012. 
Materials and Methods: This Randomized controlled trial included 120 
patients over age of 50 years, which were randomly divided in two 

groups i.e. tamsolosin group and control group of 60 patients each. All 
the patients were treated with Urethral Catheter and in treatment group, 

Tamsolosin 0.4 mg once a day for 3 days was administered. The 
catheter was removed after 3 days of the treatment. Successful Trial 
without catheter after 3 days of treatment was the main outcome 

measure. 
Results: After removal of catheter, overall 44.1% (53/120) of patients 
voided successfully. The efficacy was significantly better 58.3% 

(35/60) in tamsulosin group compared to 30% (18/60) in the 
control group (p-value = 0.003).  
Conclusion: Treatment with tamsulosin had a greater rate of success in 

voiding without catheter after an episode of acute urinary retention. 
Outcome was significantly influenced by age of the patient and volume 
of urine drained at the time of catheterization.  

Keywords: Urinary retention, Urinary catheterization, Prostatic hyperplasia, 
Mortality, Morbidity. 

Introduction  
Men in the 8th decade of life often present with inability to 
void urine voluntarily, this condition is known as Acute 
Urinary Retention (AUR). The onset is sudden and leads 
to pain and discomfort.1,2,3 It is a common and distressing 

urological emergency and one of the common 
complications of benign prostatic hyperplasia (BPH). The 
risk increases with the increasing age of the have a 10% 
chance of AUR in the next 5 years.4 
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The precipitating AUR has triggering events like urinary 
tract infection (UTI), non-prostate related surgery like 
surgeries on the anorectal or perineal region, pain, 
anaesthesia, ingestion of medications with Anticholinergic 
or sympathetomimetic action, antihistamines, etc.1,2,3 But 
mostly, there is no such preceding event and AUR is due 
to an enlarged prostate (EP) due to BPH. This condition is 
referred to as spontaneous AUR (sAUR).1, 2, 3 Incidence of 
sAUR is estimated at 37%.1  sAUR is a common 
indication for transurethral resection of prostate (TURP) 
in patients with BPH. 20-42% of men undergoing TURP 
have AUR as the main indication for surgery.2 
Management of AUR includes immediate decompression 
of urinary bladder usually by urethral Foley 
catheterization or suprapubic cystostomy if urethral 
catheterization is not possible.2, 3, 4  Since sAUR is an 
emergency it always require catheterization for relief of 
urinary retention, afterwards most of these patients 
require prostatic surgery like TURP.2,3,4 Immediate 
prostate related surgery for AUR is associated with 
perioperative complications and increased morbidity and 
mortality of the patient. Moreover, the presence of 
urethral catheter can lead to an increased risk of urosepsis 
and bleeding in patients undergoing TURP.5,6  This 
signifies the importance of measures that can lead to an 
early catheter free self voiding and a delayed surgery in 
sAUR patients. One alternative option is offering the 
patient an early trial without a catheter (TWOC) that may 
allow the patient to void spontaneously and surgery could 
thus be delayed.7,8,9,10  Alpha blocker (α-blocker) can 
make TWOC more successful in these patients. Evidence 
has shown that 48% of cases with sAUR have a 
successful TWOC when they are given α-blocker 
(Tamsulosin) as against only 26% successful trial when 
no drug is offered to the patients.10 Non-selective α-
blockers had some systemic side effects which were the 
main reason for drug non-compliance and discontinuation 
of therapy. But with the advent of uroselective alpha 
blockers or alpha 1A blocker (α-1A blocker) such as 
Tamsulosin, most of the systemic side effects of α-
blockers are minimized.10  
We aimed to evaluate the role of α-1A blockers in 
increasing the success rate of TWOC following sAUR. 
This would help in improving the overall management of 
patients with sAUR and its likely outcomes by decreasing 
morbidity and mortality associated with performing 
surgery on catheterized patients particularly in elderly 
population. Similarly, it will decrease the burden of out 
and inpatients and shrinking heavy Operation theatre lists 

in my hospital if more and more patients can self void, 
not needing urethral catheterization and surgery for 
benign enlargement of the prostate. 

Materials and Methods 
Patients and setting: 
This randomized controlled trial (RCT) was conducted at 
the Department of Urology and Renal Transplantation, 
Pakistan Institute of Medical Sciences, Islamabad 
between September 23, 2011 and March 23, 2012 (6 
months). The objective was to assess the outcome of 
TWOC offered along with Tamsulosin in comparison to 
controls in the patients presenting with AUR due to BPH.  
Both groups of the study were catheterized for reliving 
urinary retention, only the treatment   group was offered 
Alpha blocker to look for its efficacy after removing 
catheter after three days. 
A total of 120 patients more than 50 years were included 
in the study after exclusion of 100 cases. We included all 
patients who fulfilled study criteria during the study 
period. The protocol was approved by Institutional 
Review Committee.  
Data was collected from the patients after taking 
informed consents, through a standardized proforma. All 
the patients were evaluated by history and performing a 
thorough examination including DRE and 
ultrasonography. Patients with sAUR were managed by 
passing a Foley catheter per urethra and group assigned 
randomly based on Lottery method. Patients in Group A 
were given in addition, 0.4 mg of tamsulosin orally for 
three days. Patients were then given a TWOC after 3 
days. The main outcome measure was to see a successful 
TWOC. The frequencies of successful TWOC in the 
tamsulosin and control group were measured. Those who 
had a failed outcome were re-catheterized and managed 
accordingly.  
Statistical considerations: The data analysis was done 
with the help of SPSS version 13.0. Demographic data of 
the patients i.e. age, volume of urine drained at the time 
of catheterization and size of prostate were calculated. 
Chi square test was applied to compare TWOC with or 
without tamsulosin. A p-value of ≤ 0.05 was considered 
significant.  

Results  
A total of 120 patients were included in the study. 
Following urethral catheterization, 60 cases received 
tamsulosin while the remaining 60 were not offered any 
drug (controls). The patient characteristics at baseline are 
given in Table I. Patients aged in the range of 55-90 years 
with a mean age of 68.6 ± 10.1 years. The mean age of 
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the patients in the tamsulosin group was 67.5 years while 
in the control group, it was 71.8 years. 
Table I: Age of patients in the two study groups  
 Tamsulosin 

group (n=60) 
Control 
group  
(n=60) 

p-
value 

Age categories 
(years) 

   

  55-60 21 (35.0%) 20 (33.3%) 0.81 
  61-70 13 (21.6%) 16 (26.6%) 
  71-80 14 (23.3%) 16 (26.6%) 
  81-90 12 (20.0%) 8 (13.3%) 
Age (mean + SD) 67.5 + 8.5 71.8 + 11.6 0.37 
 
The mean value of volume of urine drained at the time of 
catheterization was 833.3 ± 249.4 mls with a minimum 
value of 500 and maximum of 1300 mls. The mean 
urinary retention volume was 644.3 mls in the tamsulosin 
group compared to 983.8 mls patients in the control 
group and this difference was statistically found 
significant among the two groups (p-value = 
<0.001).(Table II) 

 
Mean prostatic size was 55.7 + 12.8 in tamsulosin group 
and 56.9 + 13.1 grams in the control group, which was 
found comparable between the groups. The overall mean 
prostate size was 57.4 ± 12.3 grams in the study (Range: 
38 to 85 grams). 
Overall, in the study after removing the catheter, 53 
(44.2%) patients voided successfully. Among the groups, 
in tamsulosin 35 (58.3%) patients voided successfully 
compared to 18 (30.0%) in the control group, this 
difference was statistically significant (p-value = 0.003). 
(Table III) 
During the course of the treatment no complaint of any 
significant adverse events was noted. In general, minor 
adverse events like headache, dizziness and constipation 
were reported. The above mentioned adverse events were 
seen in patients in both the groups. However, it did not 
require any treatment. 

 

Discussion 
There are high variations within and among countries in 
the management of AUR in terms of type and duration of 
catheterization, hospital admission, TWOC, emergency 
or delayed surgery. 
In the current study, role of uro-selective alpha blocker 
(tamsulosin) in BPH patients presenting with AUR has 
been evaluated. The hypothesis postulated at the 
beginning of the study proved to be true as the study 
showed that patients receiving tamsulosin before catheter 
removal voided more successfully than those who 
received no drug before a TWOC. In the present study 
the success rates of tamsulosin group of 58.3% and that 
of the control group of 30% was a little higher in order of 
magnitude as reported in previous studies.10  
In the study by Agrawal MS et al, patients with acute 
urinary retention (AUR) showed successful voiding in 
both Alfuzosin and Tamsulosin groups (66% and 70%, 
respectively) compared to 36% in the control group.11  

In another study by Maldonado-Ávila M 43.2% patients 
in tamsulosin group and 26.2% in the placebo group 
voided and TWOC was successful.12 

Similarly, Lucas et al reported successful voiding of 
volume of >100 ml in 33.8% patients receiving 
tamsulosin compared to 24.3% patients on placebo. 
Nonetheless, the need for recatheterization following a 
TWOC was significantly lower in the tamsulosin group 
than the placebo group (49.3% vs 70.0%; p-value = 
0.01).10  
Hua LX et al witnessed that after removal of the catheter 
61% patients receiving tamsulosin voided successfully 
compared to 28% patients in the control group (p-value = 
< 0.01).13  
Pandit RK et al reported that 68.9% of their patients had 
successful TWOC using  alpha 1 blocker prior 
to TWOC.14 McNeill SA, reported that a successful 
TWOC was achieved in 55% of alfuzosin-treated patients 
compared with 29% in the placebo group (p-value = 
0.03).15  

In the study by Yk Li et al successful TWOC at Day 3 
(first follow up) and Day 6 (second follow up) were 

Table II: Comparison of mean prostate size and urinage 
drainage between study groups 

 Tamsulosin group 
(n=60) 

Mean + SD 

Control group  
(n=60) 

Mean + SD 

p-value 

Prostate size 
(grams) 

55.7 + 12.8 56.9 + 13.1 0.23 

Mean volume 
of urine 
drainage (mls) 

644.3 + 255.6 983.8 + 213.7 <0.001 

Table III: Comparison of outcome of TWOC between the 
two groups 

 Tamsulosin 
group (n=60) 

Control group 
(n=60) 

p-
value 

Voiding status 
   Successful 35 (58.3%) 18 (30.0%) 0.003 

   Unsuccessful 25 (41.7%) 42 (70.0%) 
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found to be 76.9% and 79.0% respectively.17 This 
comparable evidence validated the current study’s 
findings and further signifies the effective role of 
tamsulosin in the management of AUR.  

Overall, the failure rate of TWOC was estimated at 
55.8% which is quite high. It can possibly be due to the 
late presentation of the patients with BPH in our setup, 
drug non-compliance, and psycho-social habits and may 
be due to short period of catheterization which was only 3 
days in my study. Though majority recommend three 
days period of catheterization, 1,8 some studies suggest 
that increasing the period of catheterization before 
TWOC is given; the chances of a successful outcome are 
increased.3,8 Comparing the recorded variables between 
those who had a successful TWOC to ones who had a 
failed trial, it was noted that age and volume of urinary 
retention significantly influenced the outcome of TWOC.  
These finding were suggestive of recent reports that 
increasing age is a risk factor for AUR, subsequent 
failure of TWOC after AUR and poor outcome after BPH 
related surgery.8 This risk of AUR and poor outcome of 
TWOC and surgery with increasing age may be related to 
the increasing incidence of prostatic obstruction 
associated with ageing and the age-related decline in 
detrusor contractility. Two previous studies also 
concluded against the relationship of age and successful 
TWOC.17,18 

Volume of urine drained at the time of catheterization 
was another factor influencing the outcome. Large 
urinary retention volumes lead to more stretching of the 
detrusor and hence, the resulting atonicity.11 According to 
Taube and Gajraj,19 a TWOC should be avoided if the 
urinary retention volume is >900 mls. Similarly, Djavan 
et al20 found that a urinary retention volume of <1 L was 
associated with a good chance of successful voiding after 
catheter removal, but recommended a period of prolonged 
catheterization if the volume was >1.3 L. In the current 
study as well, patients with retention volumes of >1.0 L 
never voided successfully obviating the importance of 
large urinary retention volume as another important 
factor in determining the outcome of AUR and TWOC. 
Large prostate size is being identified as another risk 
factor for failure of TWOC after acute urinary retention8 
thus, may be a useful indicator of outcome after retention. 
However, in this study prostate size didn’t influenced the 
outcome of TWOC as the mean size of prostate between 
tamsulosin and control group was comparable: 57.1 
vs.57.6 grams, respectively. Transrectal ultrasonic 

assessment of prostate might had more predictive value 
and it should be a replacement in future studies. 
The study also outlined very few and non-serious adverse 
events occasionally, with intake of tamsulosin, these 
included dizziness, headache, constipation, etc. Catheter 
related problems like leaks, discomfort etc, were also 
seen, but these never required any sort of treatment. 
Similarly sending patients home with catheters in situ 
was safe and effective and was not associated with 
significant trouble for the patients. It’s evident from 
previous studies too, that sending the patients with AUR 
home for short period of time after urethral 
catheterization is safe to be followed then, for TWOC and 
reassessment for the likely need of surgery or further 
treatment.3 

Conclusion 
In conclusion, this study provides evidence that 
prescribing uroselective alpha 1-blocker (tamsulosin) for 
a period of 3 days while urethral catheter is in situ is 
useful and safe in the management of AUR related to 
BPH. In addition, it provides further evidence that the age 
of the patients is an important factor in deciding which 
management is most suitable after AUR. Whilst treatment 
with uroselective alpha 1-blockers may not obviate the 
need for surgery in all men who present with AUR, a 
reduction in the numbers being sent home with urinary 
catheters in situ for short period of time and then 
removing it, is of benefit, as it may reduce subsequent 
perioperative morbidity and mortality, and it is more 
comfortable and convenient for the patients. It appears 
that the urinary retention volume at initial catheterization 
is also useful in identifying patients who can be at risk of 
recurrent AUR.  
Before generalization of our study findings we suggest 
that further large scale studies on the use of uroselective 
alpha 1-blockers may be conducted with rigorous 
research methodologies.  
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