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GreenLightTM After UroLiftTM: Practice Insights From Physicians 
Editorial Commentary:  
David Robbins, MDa 
Ricardo Gonzalez, MDb 
Rahul Mehan, MDc 
 

The sentiments expressed within this article are representative of the opinions and experiences of the 
respective physicians. Drs. Robbins, Gonzalez and Mehan are Boston Scientific consultants and were 
compensated. Physician experience and patient responses can and do vary. 
 
Urologists Dr. David Robbins, Dr. Ricardo Gonzalez and Dr. Rahul Mehan provided their perspectives and experiences 
when using the GreenLight XPS™ Laser Therapy System for patients requiring further intervention following a UroLift™ 
procedure. 
 
The UroLift System is commonly used to treat benign prostatic hyperplasia (BPH) and involves the use of implants to 
hold open the obstructed pathway blocking urine flow. UroLift offers rapid and significant improvements in symptoms, 
urinary flow and quality of life sustained through five years, and patients can preserve sexual function.1 UroLift is 
indicated for the treatment of symptoms due to urinary outflow obstruction secondary to BPH, including lateral and 
median lobe hyperplasia, in men 45 years of age or older. It is contraindicated for patients with a prostate volume of 
>100 cc. The American Urological Association (AUA) Guidelines recommend UroLift for patients with Lower Urinary Tract 
Symptoms (LUTS)/BPH with prostate volume 30-80 cc and verified absence of an obstructive middle lobe.2 In some 
cases, patients experience a reoccurrence of symptoms and require further treatment to manage their BPH. [In the 
pivotal trial, UroLift patients had a 13.6% surgical retreatment rate and 10.7% medical retreatment rate at five years.1]  
 
Therapy with GreenLight is proven to effectively and safely treat a broad spectrum of BPH patients, including those at 
high risk (e.g., larger prostate, older age, greater comorbidities) and on anti-coagulants, while providing long-term 
durability, reduced bleeding, and shorter hospitalization and catheter times as compared to transurethral resection of 
the prostate (TURP).3-5 GreenLight provides durable results and symptom relief for patients.6 
 
According to the Instructions for Use for both devices, following are important considerations for both treatments: 
 

GreenLight7 
The GreenLight Laser System is intended for incision/excision, 
vaporization, ablation, hemostasis, and coagulation of soft tissue, 
including photoselective vaporization of the prostate for benign 
prostatic hyperplasia (BPH). The laser system is contraindicated for 
patients who are: contraindicated for surgery, contraindicated 
where appropriate anesthesia is contraindicated by patient history, 
have calcified tissue, require hemostasis in >2mm vessels, have 
uncontrolled bleeding disorders, have prostate cancer, have acute 
urinary tract infection (UTI), or severe urethral stricture. Possible 
risks and complications include, but are not limited to, irritative 
symptoms (dysuria, urgency, frequency), retrograde ejaculation, 
urinary incontinence, erectile dysfunction, hematuria - gross, UTI, 
bladder neck contracture/outlet obstruct, urinary retention, 
perforation - prostate, urethral stricture. 

UroLift8 
The UroLift System is indicated for the treatment of symptoms due 
to urinary outflow obstruction secondary to benign prostatic 
hyperplasia (BPH), including lateral and median lobe hyperplasia, in 
men 45 years of age or older. The UroLift System should not be used 
if the patient has: a prostate volume of >100 cc, a urinary tract 
infection, urethral conditions that may prevent insertion of delivery 
system into bladder, urinary incontinence due to incompetent 
sphincter or current gross hematuria. Possible risks and 
complications include, dysuria, hematuria, pelvic pain, micturition 
urgency, urinary incontinence, calculus urinary, retention, nocturia, 
pollakiuria, bladder spasm, blood clot in urine, urge incontinence 
and painful ejaculation. 
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What goes into patient selection for UroLift, and why might patients choose UroLift for BPH?  
 

Dr. Mehan: There are many reasons why patients would choose UroLift to treat their BPH, including that it can 
be performed in office under local anesthesia and the return to normal voiding is rapid.2 Additionally, sexual 
function is preserved, and symptom improvement is rapid and significant. Finally, there is minimal risk with the 
procedure, and it doesn’t negate the option for future treatment options if they are needed.2 

 
Typically, optimal patient candidates for UroLift have a prostate volume of less than 80 cc when not on medical 
therapy, with International Prostate Symptom Score (IPSS) ≥ 12 with associated bother, and a Qmax (peak flow 
rate) less than 15 mL/s.1 

      
Dr. Robbins: When I’m choosing patients for BPH surgery, I find out what their goals and needs and wants are as 
far as ejaculatory maintenance. Additionally, I assess their physical condition to determine key factors such as 
how much obstruction they have, how big their prostate is, what does the bladder look like, do they have a 
median lobe, etc. For a UroLift candidate, I’m looking for smaller prostates, and patients who are not in 
retention and are interested in ejaculatory preservation.2  

 
How often are you seeing patients in your practice require intervention following treatment with UroLift? 
[In the pivotal trial, UroLift patients had a 13.6% surgical retreatment rate and 10.7% medical retreatment rate at five years.1] 

 
Dr. Gonzalez: I specialize in voiding dysfunction, and I see men who need treatments for their BPH daily – 
between 8 and 10 per week. Of these patients, one or two are candidates for minimally invasive surgical therapy 
(MIST) procedures in my particular practice. 
 
I usually treat at least one patient a week who has had prior UroLift intervention and, for those, I tend to do 
laser procedures. It allows me more versatility because I can treat different shapes and morphologies of 
prostates, and I tend to lean on those therapies for most men. 
 
I do not feel that UroLift is necessarily a bad option, but it may have been too little too late for these particular 
patients, and not enough to solve their problem.  
 

What are the symptoms patients present with prior to reintervention? 
 

Dr. Gonzalez: My patients who present with prior UroLift and now are considering reintervention generally are 
doing so because either their original symptoms persist or they appear to have been exacerbated. Some 
examples include patients who have smaller prostates that might have primary bladder neck obstruction or a 
puckered appearance of the bladder neck.  
 
Other patients present because the degree of improvement that they experience was not to their expectation or 
was not good enough to allow them to be able to stop medical therapy.  
 
Dr. Robbins: I don’t see a lot of patients who have had UroLift and who have major complications from the 
implants. Some patients just don’t have the relief that they expected they would have. They’re continuing to 
have the typical BPH symptoms of urinary urgency, frequency, they’re waking up at night, they’re straining to 
urinate.  
 

Why do you choose to use GreenLight for a UroLift patient requiring reintervention? 
 

Dr. Mehan: I absolutely love utilizing GreenLight for UroLift reinterventions. It is the most versatile treatment 
option I offer in my practice. It allows me to open the central tissue and better address the lateral lobes. I can 
also take down high riding bladder necks or median bars very easily and efficiently. From a patient standpoint, it 
avoids the risks of erectile dysfunction as seen with the TURP procedure.4 Also, with the ejaculatory hood 
sparing technique, ejaculatory function can better be preserved.9  
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Dr. Gonzalez: What I love about GreenLight is the versatility of the laser. With that single laser technology, I can 
do a simple incision of the prostate. I can vaporize the prostate or perform an enucleation of the prostate with a 
safe technology that minimizes bleeding.3 When I have a patient who has a tight bladder neck or high median 
bar, and who hopes to preserve as much ejaculatory function as possible, making an incision of the prostate 
with GreenLight is effective and can have an antegrade ejaculation rate of 85%.10  
 
In patients who have bulky obstruction by the lateral lobes, photo-selective vaporization (PVP) and enucleation 
techniques along with vaporization incision technique (VIT) with GreenLight allows resection of the obstructing 
tissue as well as the UroLift clips, and allows us to remove the obstruction, thereby improving the patient’s 
ability to void the bladder, and impact their quality of life.4 Also, in patients who had an obstructing median 
lobe, you can enucleate the median lobe and enucleate the lateral lobes. Or you can enucleate the median lobe 
and vaporize the lateral lobes. The benefit is that the same laser allows you to employ different techniques 
where needed within the prostate. 
 
And these techniques are not solely exclusive. For example, one man may only have vaporization or one man 
may only have enucleation. In the same patient you can enucleate one lobe, but vaporize two lobes, or 
enucleate two lobes and vaporize one lobe. Because GreenLight is versatile enough that it lets you employ the 
technique you need to solve the problem, and I think of it as my Swiss Army knife in my arsenal for BPH. 
 
And not only allowing me to treat different shapes and sizes, but also higher risk men who are perhaps 
anticoagulated or who are just delicate enough that I would not want to do a type of procedure like a TURP 
where the patient might need to stay the night in the hospital.5 As much as possible, I really want to do day 
surgery and have a patient go home the same day to keep them out of the hospital. In the U.S., GreenLight can 
be a same-day procedure.11 This helps to avoid exposing them to risks that may be inherent from a hospital stay, 
but also keeps us from using hospital resources that we don’t have to use. 
 
Dr. Robbins: GreenLight is a great solution because here in the U.S., it can be a day surgery procedure with 
minimal catheterization time, bleeding and recovery.11,12 Additionally, with GreenLight you can remove the 
UroLift implants.  
 
As a treatment in and of itself, GreenLight is really definitive - you can actually take away or vaporize the 
majority of the obstructing tissue. You can remove the median lobe and the UroLift implants and create a nice 
open channel for the patient to void through and have significant relief of their symptoms. 
 

How do you decide which treatment to use – and how does GreenLight fit into your practice? 
 
Dr. Mehan: I have found GreenLight to be an invaluable part of my BPH treatment tool bag. It is the jack of all 
trades and works well with both small and large prostates. GreenLight has proven durability. It is clinically 
proven to be comparable in IPSS, Qmax, symptoms relief and long-term durability to TURP with a better safety 
profile.3 In my practice, I have found that patients want to minimize their risk of sexual side effects and often 
choose MIST procedures for that. If a MIST procedure is not right, or if they have failed a MIST procedure, 
GreenLight is the next logical choice. It has replaced TURP in my practice. Over my last 1,000 cases, I have sent 
nearly all patients home after the procedure.  
 
Dr. Gonzalez: If I have a man with BPH and urinary symptoms who is responsive to medicine, and they feel it is 
helping their urinary symptoms, but they do not want to be dependent on a medicine, then I think they’re 
excellent candidates for a MIST procedure like Rezūm™ Water Vapor Therapy, UroLift or iTIND. The next step 
would be to measure the size of their prostate. If their prostate is 30 to 80 grams, they remain a candidate for a 
MIST procedure.2 If, on anatomical study with ultrasound and cysto, we see that they have an intravesical 
median lobe, then it is my preference to offer that patient Rezūm Therapy. But if they don’t have a median lobe 
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and it’s just lateral lobe obstruction from 30 to 80 grams, that patient who’s responding to medical therapy, 
then it’s up to the patient to choose between UroLift, Rezūm Therapy and iTIND.2 

 
If I have a patient who has urinary symptoms that are not alleviated by medical therapy, I do not offer them a 
MIST procedure because the degree of improvement with a MIST procedure would not be enough. The IPSS 
improvement I expect to have from a MIST procedure, is minimum of 8 points and up to an 11-point 
improvement. But with surgery, in my experience, we can get a 15+ point improvement. So 16, 17 points is not 
unheard of after GreenLight enucleation or vaporization.  
 
In patients who have severe symptoms, if a patient has an IPSS score of 30, despite having a prostate in the 30 
to 80 range, it is very unlikely that a MIST procedure alone would get that patient to have mild symptoms 
because in my practice, the average patient has improvement of 8 to 11 points. We can really normalize them 
with doing something like a laser vaporization or laser enucleation with GreenLight. 
 
If a patient has a prostate over 80 grams, then in my practice we move into treatment options for larger 
prostates vs. reaching for MIST procedures. In those cases, I offer these patients options like laser enucleation or 
ablation of the prostate, which are newer therapies with fewer side effects than TURP. 
 
The absolute indications for surgeries, as opposed to MIST procedures, remain the same on the AUA and EAU 
guidelines, which are urinary retention, bladder stones, recurring hematuria, recurring infections, renal failure, 
and failure of medical therapy.1,13   
 
What I like about GreenLight is that it’s a one-size-fits-all treatment modality that I can use for a large prostate, 
small prostate, median lobe, no median lobe, lateral obstruction. The other modalities come in when patients 
have certain needs and desires, such as office-based procedures and a strong interest in ejaculatory 
preservation, and they have a smaller prostate that is most likely to result in a positive clinical outcome with a 
MIST procedure. 
 

What would you like your colleagues to know about durable BPH treatments? 
 
Dr. Mehan: My advice to interested other urologists, is to give it a try. If you have taken one new BPH treatment 
modality, why not try another? There is a renaissance of new technology and it’s beautiful. Patients want 
innovation. GreenLight is easy to onboard and gives you an option to treat men when MIST treatments are not 
ideal or fail. GreenLight can enhance outcomes and in my opinion, provides an improved patient and provider 
experience.14  
 
Dr. Gonzalez: I would like my colleagues to know that, with GreenLight laser therapy, whether it’s vaporization, 
the vaporization incision technique, or enucleation, which we have been doing for almost two decades, we know 
it is safe, reliable, and that the re-treatment rate is 4.8% at five years, making it very durable.15  I like laser 
therapy because it allows me to safely treat patients with multiple shapes and sizes of prostate and with 
multiple comorbidities, such as patients with health conditions requiring anticoagulation, or higher risk 
populations, often as an outpatient.4,5 
 
In terms of durability you have to consider debulking tissue to be the most durable sort of the gold standard, 
and I prefer the GreenLight laser over TURP, because you’re going to achieve what TURP can achieve, if not 
more, but with shorter catheterization times, most likely no hospital stay and less bleeding.3 That’s what makes 
GreenLight wonderful.  
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What advice would you give colleagues considering incorporating GreenLight into their practices? 
 
Dr. Gonzalez: I would encourage them to have something in their arsenal that allows them to treat a broad 
spectrum of patients who are walking in the door with urinary problems. As men age, we know they’re more 
likely to have multiple health conditions and more likely to have urinary tract symptoms associated with 
prostate enlargement. Most patients we’re going to see who have BPH with obstruction are going to be older 
and many will be high risk (e.g., larger prostate, older age, greater comorbidities). So having something in your 
arsenal that allows you to treat those men, as well as being able to salvage maybe a healthier man or other men 
who didn’t respond to something less invasive is very versatile and useful. So again, I consider it the Swiss Army 
knife of my BPH arsenal. 
 
Dr. Robbins: For my colleagues who really want to treat BPH, GreenLight really has to be part of their tool belt. 
The most recent version of GreenLight XPS has been around for a long time and is proven to be able to debulk 
tissue in a safe and minimally invasive manner.3  
 

Conclusion 
The participating urologists agree that GreenLight can be a tool of choice for treating patients who may need 
reintervention following UroLift due to the versatility and durability of the therapy while also providing enhanced 
outcomes for patients.3 
 
SIDEBAR 
A Step-by-Step Overview of Using GreenLight to Treat UroLift Patients 
Dr. Gonzalez 
 
Three patient types: 
 
Patient #1 – Patient doesn’t require removal of implants, just symptom improvement 
Perhaps the patient had trilobar obstruction and had UroLift implants only placed in the lateral lobes, but they had a 
median lobe that was ball valving and causing obstruction. In that case, if the patient wanted to preserve ejaculation, I 
would just remove the median lobe using the laser and leave the UroLift clips holding the lateral lobes apart. And you 
don’t necessarily have to get the implants out in those patients. 
 
Patient #2 – Small prostate that had lateral lobe UroLifts placed, creating a fish-mouth effect to the bladder neck 
You don’t necessarily need to remove the UroLifts if you don’t see them in the way. Once you relax the bladder neck and 
it opens, if you’re not seeing the metal from the UroLift clip, I don’t necessarily go in and take them out if it’s not 
necessary. Or if I find that they’re doing some bit of benefit, then I leave them there for that and just fix what UroLift 
could not resolve. 
 
Patient #3 – The lateral lobes are still coapting or obstructing despite the clips 
My step-by-step approach involves an enucleation versus vaporization incision technique to remove the clips. 
Traditionally, we begin with an incision at five and seven o’clock on the undersurface of the lateral lobe, that step is the 
same. And then the following step would be to make a counterincision on the anterior commissure of that same lobe. So 
if you do a five o’clock incision under the left lobe of the prostate, then you make a one o’clock laser incision down to 
capsule at the anterior commissure of that left lobe, you can identify the capsule and use the laser to peel the prostate 
lobe off of the capsule as you work from one incision towards the other. Working from the one o’clock incision down 
towards the five o’clock or from five o’clock to one o’clock behind the clip. 
 
If you don’t have a morcellator, you would use the laser to divide that segment into smaller pieces that can be extracted 
with a grasper after the case, rather than using a morcellator. If you are going to use a morcellator, it’s important to try 
to remove the metallic parts like the stainless steel luminal side of the clip before morcellating the tissue that you have 
pushed into the bladder. 
 
 

https://www.bostonscientific.com/en-US/medical-specialties/urology/procedures-and-treatments/benign-prostatic-hyperplasia/physicians-perspectives/greenlight-laser-therapy-versatility.html
https://www.bostonscientific.com/en-US/medical-specialties/urology/procedures-and-treatments/benign-prostatic-hyperplasia/physicians-perspectives/greenlight-laser-therapy-versatility.html
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The steps to doing a trilobar enucleation for doing a PVP VIT procedure remain the same, but the purpose is to work 
around the clips to be able to excise them in the tissue, whether it’s en bloc, or in fragments that contain that tissue. In 
my practice, the most reasonable is to do the PVP VIT technique. The GreenLight laser not only cuts through the 
prostate tissue efficiently, but can cut through the PET portion of the UroLift implant to allow separation of the luminal 
stainless steel clip, along with the tissue that’s causing obstruction. 
 
And then that procedure’s repeated on the contralateral side. So when the right lobe is treated, you make the incision at 
the seven o’clock position and 11 o’clock position and remove the tissue in between those two incisions. So the steps 
are functionally the same. The goal would be to avoid direct laser contact with the metal of the clip, because that may 
potentially damage the fiber.  
 
I also do not recommend trying to use the laser to dig out the capsular tab because perforation of the prostate capsule 
can result in bleeding or may have other consequences for the patient. So I remove the tissue that is causing a problem 
and remove the inner stainless steel tab, but I do not try to extract the nitinol capsular tab if it’s outside of the prostate 
capsule. 
 
In some patients with large prostates, the tab that is supposed to be outside of the capsule is actually deployed within 
the prostate tissue itself. And in those cases, removing the nitinol capsular tab, that is in the lateral lobe, is easily 
removed and does not become an issue. 
 
And at the end of the procedure, I confirm that there is no foreign bodies that are visible, and make sure that any tissue 
that needs to be removed is removed. And I get hemostasis using the same laser. 
 
 

UroLift clips embedded in prostatic tissue. Images provided courtesy of Dr. Ricardo Gonzalez. 
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