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BACKGROUND: Benign prostatic hyperplasia (BPH) is an affliction of the aging male population that contributes to bothersome
and disruptive lower urinary tract symptoms (LUTS). The UroLift® implant has been developed as a mechanical means of widening
the prostatic urethra and providing relief from lower urinary tract symptoms (LUTS) through a minimally invasive procedure.
METHODS: In the current study, we utilize histological results from canine tissue, resected tissue from human subjects treated with
the UroLift System and post-market surveillance data collected by the manufacturer in order to elucidate the long-term biological
mechanism of action of the UroLift implant.
RESULTS: The delivery of the implant causes tissue compression, likely resulting in focal ischemia that causes observed local
atrophy and minimal-mild chronic inflammation that ultimately remodels tissue to produce a widened prostatic urethra.
CONCLUSIONS: These studies reveal the lack of impact the device has on systemic tissue, providing evidence that the UroLift
System is benign and biocompatible, and offering histologic explanation for the clinically observed durability.
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INTRODUCTION
Implantable medical devices are widely used in the therapeutic
management of a broad range of medical conditions. It is
estimated that approximately 8–10% of the US population and
5–6% in industrialized countries have been implanted with
some type of a medical device to treat an existing medical
condition, restore function, improve the quality of life, and in
many cases, extend patient longevity [1]. Permanent implants
have not only represented tremendous advancement for how
certain disease are treated but have also changed the standard
of care by providing patients with a minimally invasive
alternative option to traditional surgery. For example, in the
US, nearly four million artificial intra-ocular lenses [2], 8000
cochlear implants [3], and 16,000 stent grafts for abdominal
aortic aneurysms are implanted into patients each year [4].
These devices serve to reduce risks of mortality, improve quality
of life by returning sight and hearing, and avoid the risks of
open cavity surgery.
Within the field of interventional urology, a standard

technique for nerve sparing radical prostatectomy is to refrain
from cautery and instead deploy ligation clips to arterial bleeds
at the level of the prostate [5]. The use of small permanent
implants, in this case, reduces the likelihood of thermal
damage to the neurovascular bundles that could induce erectile
dysfunction. Perhaps paradoxically, the application of large
amounts of heat to the prostate has been the surgical standard
for the treatment of benign prostatic hyperplasia for nearly

100 years. In 1980, Fabian reported the use of the first metallic
intraprostatic stent in an attempt to open the occluded prostate
without surgery or heat [6]. Over the next decade, several metal
mesh and spiral stents were developed for the prostatic urethra.
Although initially successful at improving LUTS, up to 47% of
implanted men required removal of their prostatic stents due to
complications associated with migration and encrustation, with
most removals occurring within two years of the initial
procedure [7]. Despite later permutations aimed at overcoming
these limitations, the use of prostatic stents was largely
abandoned due to high rates of migration, encrustation, and
device failure [8].
The Prostatic Urethral Lift (PUL) procedure utilizing the UroLift®

System is a very different approach to mechanically opening the
prostatic urethra that minimizes permanent implant material and
its exposure to the urinary system. Rather than placing a tube-like
structure within the urethra like the permanent stents introduced
in the 1980s, the UroLift implants (Teleflex, Pleasanton, CA) are
deployed transprostatically such that only a small metal tab rests
on the urethra, and deployment tension causes that tab and the
urethral wall under it to invaginate into the adenoma. Approved
by the US FDA in 2013, the UroLift System is the first mechanical
prostatic implant to demonstrate safe and effective treatment of
BPH without the clinical sequelae of prior stents, such as a
migration, and high rates of encrustation, infection, and need for
removal if deployed properly. The safety profile shows mild to
moderate side effects that largely resolve by two to four weeks
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post treatment [9]. Durability in symptom improvement has been
demonstrated through five years with a surgical retreatment rate
of 13.6% [10]. Although extensive evidence has established the
clinical outcomes of PUL with the UroLift System [10–14], little has
been published regarding the short-term and long-term mechan-
ism of action of the implants. Here we analyze pre-clinical in vivo
and in vitro test results, samples and images from clinical trial
subjects, and post-market surveillance data collected by the
manufacturer in order to elucidate the long-term biological
mechanism of action and assess the likelihood of implant
migration, encrustation, and breakage that underly the estab-
lished treatment durability.

METHODS
Prostatic urethral lift procedure
The Prostatic Urethral Lift procedure involves the cystoscopically guided
transurethral deployment of small permanent UroLift implants transversely
across the lobes of the prostate. Rigid cystoscopy is performed, and a
delivery device is introduced through the sheath. The device is used to
compress the prostate lobe at the desired location, and a 19-gauge hollow
needle that houses the implant is deployed into the prostate such that it
passes through the prostatic capsule. Upon retraction, the needle deposits
a nitinol tab on the capsular surface and a tensioned suture from the tab to
the device. A stainless steel endpiece is then affixed to the tensioned
suture at the urethral surface. The suture is then cut, completing the
deployment (Fig. 1). Because the glandular stromal tissue of the prostate is
compliant and more easily compressed outwardly than the prostatic
capsule pulled inwardly, compression results in the opening of the
prostatic urethra (Fig. 1G). Typically, four to six implants are required per
treatment to open the anterior aspect of the prostatic urethra from bladder
neck to prostatic apex, thus reducing the prostatic obstruction.

Biocompatibility testing and animal tissue studies
To evaluate the chronic tissue response to the UroLift implant, pre-clinical
studies were carried out in dogs following GLP quality systems. A total of
24 healthy dogs were implanted with the UroLift device. Sham (control)
group included 15 animals that underwent the same procedure, including
deployment of the needle, except for the placement of the implant.
Following the intervention, operative success, post-op bleeding, and injury
were evaluated. Follow-up cystoscopy and fluoroscopy examinations were
performed just prior to sacrifice at 1 (n= 8), 3 (n= 3), 6 (n= 8), and
12 months (n= 5) after implantation. The removed specimens were then
subjected to gross examination and histopathological studies.

Human tissue studies
Tissue specimens containing components of the UroLift implant with the
surrounding urethra and prostate tissue were collected from four patients
enrolled and treated in an early PUL feasibility clinical trial
(ACTRN12609000760279) who underwent transurethral resection of the
prostate at 13, 15, 27, and 43 months after PUL treatment. Histological
studies were performed on the excised tissue.

Histopathology
All tissue samples, human and canine, were fixed in 10% formalin,
embedded in Spurr’s resin, cut into 4 μm sections, and stained with
hematoxylin and eosin (H&E). Microscopic evaluation was focused on
any potential changes attributed to the implant including tissue
damage, thrombosis, encrustation, inflammation, abnormal fibrosis,
infection, and proliferative changes, as well as wound healing processes
in tissues surrounding the implant. Measurements were conducted using
ImageJ.

Scanning electron microscope inspection
To evaluate the long-term integrity of the Urolift implant, three Urolift
explants were inspected with scanning electron microscopy (SEM) after
15 months of implantation in canine prostate. Explant surfaces were
examined for any visible sign of corrosion or degradation, and surface
properties were compared to an unused implant control. The SEM
inspection was performed using a FEI Quanta 200 3D microscope operated
at 20 kV in the secondary electron mode at magnification ranging from

39X to 500X. Both the Inside Diameter (ID) and Outside Diameter (OD)
were evaluated during the inspection.

Post-market data analysis
Worldwide post-market data spanning April 2018 through September 2020
were made available by the implant manufacturer (Teleflex, Pleasanton,
CA) and reviewed for cases of implant migration, encrustation, and
breakage. Commercial complaints reporting was utilized to deduce the
migration, breakage and stone formation rates. The search terms utilized
for potential breakage incidents were, “Dislodged urethral endpiece,
dislodged implant, unattached implant, loose urethral endpiece, and
poorly tensioned implant.” For potential stone formation incidents, the
search terms included “Stone formation, urinary calculus, and encrustation/
stone formation.”

RESULTS
Evidence of acute mechanical mode of action
PUL is intended to reduce obstruction specifically in the anterior
aspect of the prostatic urethra (Fig. 2a). Evidence supporting this
mechanism are: (1) cystoscopy at end of procedure (Fig. 2c), (2)
computed tomography (CT) scan of prostate (Fig. 2d), and (3)
magnetic resonance imaging (MRI) of the prostate (Fig. 2e), as
well as the symptomatology of patients over time. Each imaging
technique demonstrates the increased opening of the prostatic
urethra thereby reducing prostatic urethral obstruction. CT
images show location of both urethral and capsular compo-
nents, whereas the nitinol capsular tab is not visible on MRI. A
small artifact surrounds the MR image of the urethral end piece
in T2 weighted imaging. As evidenced in the clinical studies of
PUL, obstructive or voiding measures of the International
Prostate Symptom Score (IPSS) is significantly reduced by two
weeks, and irritative or storage symptoms follow thereafter
reaching peak response by three months [15]. Urinary flow rates
improve without reaching levels that are associate with
cavitating procedures where most or all prostate glandular
tissue is removed. Recent publications show a high success rate
in treating men in acute and chronic urinary retention, freeing
them from daily urinary catheterization [12, 16].

Biocompatibility & histology studies
Histopathological evaluation of the implant and surrounding
tissue was carried out by an independent pathologist using their
standardized grading system of tissue response. extracted from
canine specimens at 1, 3, 6, and 12 months post implantation
revealed no signs of hemorrhage, infection, necrosis, encrustation,
and exaggerated tissue proliferation. Microscopic examination of
the implant-tissue interface (where the implant is in direct contact
with surrounding tissue) showed minimal-mild chronic inflamma-
tion at one-month post implantation, and minimal chronic
inflammation and minimal-mild fibrosis at six and 12 months
post implantation, which are signs of a stable and normal healing
response typical of a permanent biocompatible device [17, 18].
Proliferative changes indicative of aberrant tissue response such
as urothelial or glandular hyperplasia or neoplasia were not
observed at any timepoint evaluated. Inspection of the implant
surface with SEM performed on three UroLift explants after
15 months of implantation in canines demonstrated no signs of
corrosion or degradation when compared to an unused control
(Fig. 3).
Available human data corroborate the findings of the canine

study. Cystoscopic examination available at 12 to 27 months post
PUL displayed normal-appearing mucosa in the prostatic urethra
with no evidence of inflammation or encrustation with urethral
end-pieces invaginated into the prostate lobes [9] (Fig. 4).
Pathological assessment of resected explants at 13, 15, 27, and
43 months further exhibited no evidence of inflammation or
foreign body type reaction. Proliferative changes such as
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Fig. 2 Visualization of UroLift® Implant Placement. A Illustration of UroLift implants placed as a result of the PUL procedure, which reside in
the anterolateral prostate and anterior to the neurovascular bundles. Cystoscopy images captured (B) before and (C) after PUL demonstrating
a continuous channel through the anterior aspect of the prostatic urethra. D Computed tomography (CT) and (E) MRI scans depicting the final
implant location following treatment.

Fig. 1 UroLift System Components and Procedure. The UroLift System is comprised of two main components: (A) the UroLift Delivery Device
and (B) the UroLift implant. The delivery device is designed to access the prostatic urethra and deliver one implant through the lobes of
the prostate. The implant consists of a Capsular Tab (CT), made from nitinol (nickel titanium alloy), connected by a monofilament polyethylene
terephthalate suture to the Urethral End-Piece (UE), made from stainless steel. The materials used in the implant are made of chemically and
biologically inactive materials, commonly used in other implants. Details of the PUL procedure are as follows: (C) under cystoscopic guidance
the delivery device is introduced through the sheath and is used to compress the prostate lobe. D A 19-gauge needle that houses the implant
is deployed through the prostatic lobe and capsule. Upon retraction of the needle, the CT is deposited with a suture under tension. E The
implant is secured by deployment of the UE and excess suture is cut. (F) Additional implants are delivered as required. G The glandular stromal
tissue of the prostate is compliant and more easily compressed outwardly resulting in the opening of the prostatic urethra.
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neoplasia or hyperplasia were not observed in the urothelium or
prostate parenchyma (Fig. 5), and there were no signs of infection.

Long-term biological mechanism of action
Microscopic examination of canine prostate sections revealed the
UroLift implant initiates a process of tissue remodeling induced by
the localized compression between the capsular tab and urethral
end piece (Fig. 5A). Compression likely leads to local ischemia that
induces observed tissue atrophy. Within 1 to 6 months post
treatment, histologic changes in the compression zone between
urethra and capsule are all consistent with a stable tissue
remodeling response following implantation and characterized
by moderate subacute lobular inflammation, moderate lobular
atrophy, and localized glandular duct dilation resulting from
compressed prostatic ducts. Increased lobular atrophy and
progression to fibrosis and scaring occur at 12 months post
implantation (Fig. 5A), with 4.2 mm of scarring observed through
most of the atrophic region (Fig. 5A & B). The implant may become
fully encapsulated within the prostatic tissue as early as 6 months.
Dilation of glandular ducts within the compression zone was also
seen in human prostate tissue samples harvested 13 months after
treatment with the UroLift System (Fig. 5B). Collectively these
results support a long-term biological mechanism of action
whereby compression-induced localized tissue remodeling is
initiated by implant placement, which then leads to roughly 4
mm of lobular atrophy surrounding the encapsulated fixed
implant (Fig. 6). In this way, the tissue fully remodels to the
reduced prostate lobe width created initially by the implant alone.

Implant stability
Review of post-market surveillance provided by the manufacturer
from 779,844 UroLift System devices used in the clinic further
reveals the stability of the implant as demonstrated by the
absence of evidence of migration after a proper deployment.
Voluntary reporting yielded a 0.004% (28/779,844) breakage rate
and a 0.006% (43/779,844) rate of stone formation from

encrustation. Nearly all stones that formed were located in the
bladder on the exposed part of the implant and were attributed to
improper placement.

DISCUSSION
Over 200,000 patients worldwide have been treated with PUL
conducted with the UroLift System, the first implantable medical
device to demonstrate safe and effective improvement of LUTS/
BPH without the complications associated with permanent
prostatic stents. In numerous clinical studies, PUL has been
shown to be minimally invasive, often delivered in the office
setting with local anesthesia. Post-operative urinary catheteriza-
tion is considerably lower than other leading BPH procedures;
adverse effects are typically mild to moderate resolving within
two to four weeks of treatment; and PUL is the only BPH
procedure that has not been associated with new onset
sustained erectile or ejaculatory dysfunction
[10, 13, 14, 19, 20]. As observed cystoscopically and with other
imaging modalities, the UroLift implant pulls the prostatic
urethra toward the capsule thereby mechanically reducing
obstruction in the prostatic urethra. This is a fundamentally
distinct mode of action compared with thermal ablation
techniques that induce tissue damage and result in extended
periods of edema, retention/catheterization, irritative symptoms
and higher risks of urinary infections [21–23]. By preserving the
bladder neck and the peri-colliculus tissue around the veru-
montanum, PUL uniquely preserves ejaculatory function. Resec-
tion, vaporization and thermal ablation are all associated with
ejaculatory dysfunction due to thermal injury and/or surgical
cutting of the internal sphincter and prostatic tissue [24–26].
Erectile dysfunction resulting from cavitating/ablative proce-
dures [27] may likely be due to dispersed energy affecting the
nervi erigentes (pelvic splanchnic nerves), which innervate the
prostate and sexual organs. Mechanical devices such as PUL
avoid this region and this risk [28].

Fig. 3 Durability of the UroLift® Implant. SEM images of surfaces of Capsular Tab (CT), and Urethral End-piece (UE) of a Urolift explant after
15 months of implantation in canine prostate, compared to unused control sample. Note the similarity between the explant surface and that
of control, with no visible signs of damage or corrosion on the explant.
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While the acute mechanical nature by which PUL functions has
been widely known, this is the first study to elucidate the chronic
response of the prostate tissue to the implant, offering a long-
term biological understanding of the demonstrated durability of
effect. The surgical retreatment rate for PUL is 13.6% at five years
post treatment [10], which is comparable to standard BPH
procedures [29–31]. Histology shows that the compressive effect
of the implant leads to permanent tissue remodeling into the
compressed geometry with encapsulation of the implant. The
atrophic zone created by the implant is less cellular than the
surrounding hyperplastic tissue and consequently may demon-
strate less hyperplasia. A series of implants delivered in PUL can
create a durable channel while the remainder of the prostate is
free to continue its hyperplastic process. One could theorize that
this channel could function by allowing bladder pressure to enter
the prostate unobstructed further compressing the lobes and
thereby dilating the urethra during micturition. Without such a
channel, bladder pressure may simply bear down on the
obstructed prostate and not open the prostatic urethra sufficiently
for flow.
Prostatic stents (introduced in the 1980s) were fraught with

complications including migration, encrustation, recurrent urinary
tract infections, and tissue overgrowth near the implant, which
required a secondary removal procedure [7, 8, 32]. These issues
were likely associated with the fact that stents were originally
developed for cylindrical vascular anatomy, rather than the
confluence of lobes that define the prostatic urethra. The high
density of foreign material and the poor fit to the anatomy led to
encrustation due to foreign material exposed to standing urine and
implant migration either toward the bladder, external sphincter or
into the prostatic parenchyma. The UroLift implant departs from
this approach as the urologist is able to compress the obstructive
prostatic lobe with the delivery device and tailor the suture to
reflect the patient’s uniqure prostate anatomy. As such, minimal
foreign material is embedded into the prostatic tissue. Further-
more, because each implant is directed toward a focal effect on the
prostate lobe, there is no excess material and the urethral
component and surrounding urethral tissue invaginate into the
compliant transitional zone tissue. Encrustation is very rare when
the implant is properly deployed in the prostate. Early reports
showed misdeployment into the bladder vesicle as high as 9% [10],
but a recent post market study of over 1,400 patients showed this
rate to be <1% [12]. The lack of evidence of UroLift implant
migration in over 750,000 deployed clinically is likely because the
implant is effectively a tissue anchor deployed across a single
organ, approximating urethra to capsule. There is no residual or
suspending force that would cause the implant to migrate in one
direction or the other. The implant reshapes the prostate lobe,
either lateral or middle, to a compressed configuration. Histology
shows that the surrounding tissue then remodels into this new
shape and in some instances encapsulates the implant. Upon
completion of remodeling, it can be hypothesized that the
compression initiated by the suture diminishes and the newly
remodeled tissue contributes to the long-term effect. The total
extent of atrophy produced by each UroLift implant in this canine
model is ~4mm; the atrophic tissue may act as a histologic scar,
which reinforces the open configuration of the lobe. These cellular
changes reflect the expected response of tissue following
implantation, are indicative of a stable healing process, and may
contribute to the durability of the treatment. One may extrapolate
that the human prostate would have a similar remodeling and
atrophic response following treatment.
The UroLift implant is made of chemically and biologically

inactive materials, commonly used in other implants, thus
minimizing the risk of unfavorable interactions between the
implant and host tissue [17]. Evaluation from human and canine
tissues containing the implant components reveal no evidence of

Fig. 4 Inflammatory response and invagination of the UroLift
implant following treatment. A Cystoscopic images of apex at
baseline, (B) at 12 months post treatment and (C) at 27 months
post treatment show absence of inflammation at 12 and 27 months
post implantation. Arrow indicates invaginated tissue where an
implant had been placed. The urethra in that area shows no
difference from the healthy urethra on the contralateral side.
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significant inflammation at the tissue-implant interface and in
tissues in proximity to the implant at any timepoint post-
implantation. The inflammatory response was categorized as a
minimal-mild chronic inflammation and minimal-mild fibrosis and
was considered a stable end-stage healing response that is typical
for a biocompatible permanent device. In addition, scanning
electron microscopy examination of UroLift explants after
15 months of implantation in canine showed durability of the
materials with no signs of corrosion degradation such as material
discoloration, or rough surfaces in any of the implant parts, further
indicating that the implants were biocompatible and chemically
stable.
A key strength of this study is the strong visual evidence of both

the short-term mechanical and long-term biological mechanisms
of action that we present utilizing canine and human explant
tissue. The evaluation of the animals at different time points
assists in the understanding of the tissue remodeling process. This
study includes data that is rarely analyzed in peer-reviewed
literature, namely adverse event and complaint reporting
chronicled by the manufacturer. Some limitations to consider in
this study include the small sample sizes of tissue samples.
Minimal animal experimentation was conducted to adequately

assess implant biocompatibility, and due to the low retreatment
rate of PUL, few resection samples were available after treatment.
In summary, numerous clinical studies have demonstrated the

prostatic urethral lift procedure as a safe, effective, and durable
minimally invasive treatment for BPH. By not relying on tissue
damage and recovery to reduce prostatic obstruction, this
mechanical approach avoids extensive post operative retention,
irritation, and infection that can be associated with thermal
ablation and standard surgery. In addition to the acute reshaping
of the prostatic urethra induced by the implants, the prostatic
tissue remodels to assist in long term durability. The implant
causes localized compression that induces chronic remodeling,
scarring and fibrosis, reducing the effect of continued prostatic
hyperplasia in the area of implantation. When placed properly, low
rates of implant removals are expected as the implant safely
affects cellular changes with minimal risk of migration, encrusta-
tion, or breakage.

REFERENCES
1. Joung YH. Development of implantable medical devices: from an engineering

perspective. Int Neurourol J. 2013;17:98–106.

Fig. 6 Histological sections of canine prostate showing events leading to tissue remodeling in the zone surrounding the UroLift implant.
A Localized compression in the implant zone between the Capsular tab (CT) and Urethral End-Piece (UE) results in reduced tissue perfusion.
B Moderate lobular atrophy and minimal-mild chronic inflammation in tissue surrounding the implant observed at one and six months (the
implant circled in green). C Stable end-stage healing response characterized by lobular atrophy and scarring in tissue surrounding the implant
at 12 months.

Fig. 5 Atrophic response following UroLift implant placement. A Mild fibrosis or encapsulation at the tissue interface of the Urethral End-
Piece (UE) and Suture (S) component of UroLift implant removed from a patient who underwent transurethral resection at 43 months post-
implantation of the device. B No abnormalities at the tissue interface of the Urethral End-Piece and mild multifocal glandular dilation in the
surrounding parenchyma.

C.G. Roehrborn et al.

6

Prostate Cancer and Prostatic Diseases



2. Sharkness CM, Hamburger S, Kaczmarek RG, Hamilton PM, Bright RA, Moore RM
Jr. Racial differences in the prevalence of intraocular lens implants in the United
States. Am J Ophthalmol. 1992;114:667–74.

3. Peters BR, Wyss J, Manrique M. Worldwide trends in bilateral cochlear implan-
tation. Laryngoscope. 2010;120:S17–44.

4. Suckow BD, Goodney PP, Columbo JA, Kang R, Stone DH, Sedrakyan A, et al.
National trends in open surgical, endovascular, and branched-fenestrated
endovascular aortic aneurysm repair in Medicare patients. J Vasc Surg.
2018;67:1690–7. e1

5. Roehl KA, Han M, Ramos CG, Antenor JA, Catalona WJ. Cancer progression and
survival rates following anatomical radical retropubic prostatectomy in 3,478
consecutive patients: long-term results. J Urol. 2004;172:910–4.

6. Fabian KM. [The intra-prostatic “partial catheter” (urological spiral) (author’s
transl)]. Urol A. 1980;19:236–8.

7. Armitage JN, Cathcart PJ, Rashidian A, De Nigris E, Emberton M, van der Meulen
JH. Epithelializing stent for benign prostatic hyperplasia: a systematic review of
the literature. J Urol. 2007;177:1619–24.

8. Peyton CC, Badlani GH. The management of prostatic obstruction with urethral
stents. Can J Urol. 2015;22:75–81.

9. Roehrborn CG, Gange SN, Shore ND, Giddens JL, Bolton DM, Cowan BE, et al. The
prostatic urethral lift for the treatment of lower urinary tract symptoms asso-
ciated with prostate enlargement due to benign prostatic hyperplasia: the L.I.F.T.
Study. J Urol. 2013;190:2161–7.

10. Roehrborn CG, Barkin J, Gange SN, Shore ND, Giddens JL, Bolton DM, et al. Five
year results of the prospective randomized controlled prostatic urethral L.I.F.T.
study. Can J Urol. 2017;24:8802–13.

11. Chin PT, Bolton DM, Jack G, Rashid P, Thavaseelan J, Yu RJ, et al. Prostatic urethral
lift: two-year results after treatment for lower urinary tract symptoms secondary
to benign prostatic hyperplasia. Urology. 2012;79:5–11.

12. Eure G, Gange S, Walter P, Khan A, Chabert C, Mueller T, et al. Real-world evidence
of prostatic urethral lift confirms pivotal clinical study results: 2-year outcomes of
a retrospective multicenter study. J Endourol. 2019;33:576–84.

13. Rukstalis D, Rashid P, Bogache WK, Tutrone RF, Barkin J, Chin PT, et al. 24-month
durability after crossover to the prostatic urethral lift from randomised, blinded
sham. BJU Int. 2016;118:14–22.

14. Sønksen J, Barber NJ, Speakman MJ, Berges R, Wetterauer U, Greene D, et al.
Prospective, randomized, multinational study of prostatic urethral lift versus
transurethral resection of the prostate: 12-month results from the BPH6 study.
Eur Urol. 2015;68:643–52.

15. Roehrborn CG, Rukstalis DB, Barkin J, Gange SN, Shore ND, Giddens JL, et al.
Three year results of the prostatic urethral L.I.F.T. study. Can J Urol.
2015;22:7772–82.

16. Sievert KD, Schonthaler M, Berges R, Toomey P, Drager D, Herlemann A, et al.
Minimally invasive prostatic urethral lift (PUL) efficacious in TURP candidates: a
multicenter German evaluation after 2 years. World J Urol. 2019;37:1353–60.

17. FDA U. Biological responses to metal implants. Food and Drug Administration.
2019:1–143. https://www.fda.gov/media/131150/download Accessed 21 Jan
2021.

18. Gibon E, Amanatullah DF, Loi F, Pajarinen J, Nabeshima A, Yao Z, et al. The
biological response to orthopaedic implants for joint replacement: Part I: Metals. J
Biomed Mater Res B Appl Biomater. 2017;105:2162–73.

19. Rukstalis D, Grier D, Stroup SP, Tutrone R, deSouza E, Freedman S, et al. Prostatic
Urethral Lift (PUL) for obstructive median lobes: 12 month results of the MedLift
Study. Prostate Cancer Prostatic Dis. 2019;22:411–9.

20. Woo HH, Bolton DM, Laborde E, Jack G, Chin PT, Rashid P, et al. Preservation of
sexual function with the prostatic urethral lift: a novel treatment for lower urinary
tract symptoms secondary to benign prostatic hyperplasia. J Sex Med.
2012;9:568–75.

21. Hoffman RM, Monga M, Elliott SP, Macdonald R, Langsjoen J, Tacklind J, et al.
Microwave thermotherapy for benign prostatic hyperplasia. Cochrane Database
Syst Rev. 2012;9:CD004135.

22. Rosario DJ, Woo H, Potts KL, Cutinha PE, Hastie KJ, Chapple CR. Safety and
efficacy of transurethral needle ablation of the prostate for symptomatic outlet
obstruction. Br J Urol. 1997;80:579–86.

23. Tutrone RF, Schiff W. Early patient experience following treatment with the
UroLift prostatic urethral lift and Rezum steam injection. Can J Urol.
2020;27:10213–9.

24. Bruyere F, Puichaud A, Pereira H, Faivre d’Arcier B, Rouanet A, Floc’h AP, et al.
Influence of photoselective vaporization of the prostate on sexual function:
results of a prospective analysis of 149 patients with long-term follow-up. Eur
Urol. 2010;58:207–11.

25. McVary KT, Gange SN, Gittelman MC, Goldberg KA, Patel K, Shore ND, et al.
Minimally invasive prostate convective water vapor energy ablation: a multi-
center, randomized, controlled study for the treatment of lower urinary tract
symptoms secondary to benign prostatic hyperplasia. J Urol. 2016;195:1529–38.

26. Rassweiler J, Teber D, Kuntz R, Hofmann R. Complications of transurethral
resection of the prostate (TURP)–incidence, management, and prevention. Eur
Urol. 2006;50:969–79. discussion 80

27. Bachmann A, Tubaro A, Barber N, d’Ancona F, Muir G, Witzsch U, et al. A European
multicenter randomized noninferiority trial comparing 180 W GreenLight XPS
laser vaporization and transurethral resection of the prostate for the treatment of
benign prostatic obstruction: 12-month results of the GOLIATH study. J Urol.
2015;193:570–8.

28. Hanbury DC, Sethia KK. Erectile function following transurethral prostatectomy.
Br J Urol. 1995;75:12–3.

29. Lukacs B, Cornu JN, Aout M, Tessier N, Hodée C, Haab F, et al. Management of
lower urinary tract symptoms related to benign prostatic hyperplasia in real-
life practice in france: a comprehensive population study. Eur Urol.
2013;64:493–501.

30. Malde S, Rajagopalan A, Patel N, Simoes A, Choi W, Shrotri N. Potassium-titanyl-
phosphate laser photoselective vaporization for benign prostatic hyperplasia:
5-year follow-up from a district general hospital. J Endourol. 2012;26:878–83.

31. Yamada Y, Furusawa J, Sugimura Y, Kuromatsu I. Photoselective vaporization of
the prostate: long-term outcomes and safety during 10 years of follow-up. J
Endourol. 2016;30:1306–11.

32. Papatsoris AG, Junaid I, Zachou A, Kachrilas S, Zaman F, Masood J, et al. New
developments in the use of prostatic stents. Open Access J Urol. 2011;3:63–8.

ACKNOWLEDGEMENTS
We would like to thank Roula Antoon, MD, PhD, and Theodore Lamson, PhD, and the
team at NeoTract Inc./Teleflex especially, Jacqueline Nerney Welch, MD, PhD, Emma
Flores-Kim, PhD, and Allison Najafi, PhD for their support in the preparation of this
manuscript.

AUTHOR CONTRIBUTIONS
All authors were investigators on the PUL feasibility clinical trial and Drs. Roehrborn
and Chin were investigators on the pivotal LIFT study. All authors had access to
preclinical data and clinical data and contributed to the study concept and design,
analysis and interpretation of results, and critical review of the manuscript for
important intellectual content.

FUNDING
The study was sponsored by NeoTract Inc./Teleflex. The sponsor played a role in the
collection, management, and analysis of data as well as in manuscript preparation
and review.

COMPETING INTERESTS
Drs. Chin and Roehrborn are NeoTract Inc./Teleflex consultants.

ADDITIONAL INFORMATION
Correspondence and requests for materials should be addressed to H.H.W.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

C.G. Roehrborn et al.

7

Prostate Cancer and Prostatic Diseases

https://www.fda.gov/media/131150/download
http://www.nature.com/reprints
http://www.nature.com/reprints

	The UroLift implant: mechanism behind rapid and durable relief from prostatic obstruction
	Introduction
	Methods
	Prostatic urethral lift procedure
	Biocompatibility testing and animal tissue studies
	Human tissue studies
	Histopathology
	Scanning electron microscope inspection
	Post-market data analysis

	Results
	Evidence of acute mechanical mode of action
	Biocompatibility & histology studies
	Long-term biological mechanism of action
	Implant stability

	Discussion
	Acknowledgements
	Author contributions
	Funding
	Competing interests
	ADDITIONAL INFORMATION




