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INTRODUCTION
Focal therapy is an emerging management alternative for men
with localized prostate cancer, but its optimal use remains
controversial. Based on the American Urological Association
(AUA) and National Comprehensive Cancer Network (NCCN)
guidelines, focal therapy by High Intensity Frequency Ultrasound
(HIFU) or other modalities is not routinely recommended for the
treatment of patients at any risk level, due to a lack of supporting
evidence. This guideline is based on expert opinion [1, 2].
Cryoablation can be considered for the treatment of intermediate
risk prostate cancer, but is not recommended for low or high-risk
prostate cancer patients. For patients with prostate cancer
recurrence after radiation therapy, whole gland cryoablation and
HIFU can be considered for salvage treatment per the NCCN
guidelines [2]. High-quality evidence in support of focal therapy is
limited, but despite this, these techniques are gaining popularity
and commonly employed in contemporary practice [3]. Numerous
focal therapies have been developed over the years and include
but not limited to: Cryoablation [4], HIFU [5], Transurethral
Ultrasound Ablation of the Prostate (TULSA™) [6] t, irreversible
electroporation (NanoKnife) [7], Photodynamic Therapy, and more
recently laser ablation [8, 9].
The current guidelines reflect the accepted standard of care for

urologic practices. Although the detailed text of the guidelines do
describe focal therapy in passing, they include no direction on the
suggested preoperative diagnostic evaluation or post-operative care
to help clinicians determine when to offer focal therapy, guidance for
patients selecting focal therapy, or expectations for future research.
The recently formed University of California Urologic Collabora-

tive “(UC) [2]” was founded with the goals of synchronizing clinical
and research efforts in urologic oncology across the five UC
campuses (Davis, Irvine, Los Angeles, San Diego, and San
Francisco), and ensuring high quality and safe practices for
urology patients. Our Collaborative met with the goal of
determining the current state of science and also to determine
priority objectives for future research. The Collaborative’s first task
was to propose several critical questions about the appropriate
clinical utility of focal therapy in the treatment of patients with
prostate cancer; the intention is to help drive the safe practice of
focal therapy and further prompt high quality prospective studies

in this space. There was no external entity involved with or
supporting the (UC) [2] discussion. The following are a set of five
consensus statements on the perceived appropriate use of focal
therapy, which balance oncological outcomes, patient safety, and
shared decision making (Table 1). These includes guidance on the
pre-operative counseling session, candidate selection process,
recommended imaging, and post-operative surveillance.

HOW SHOULD PATIENTS BE COUNSELED ON THE USE OF
FOCAL THERAPY?
Patients should be counseled that focal therapy is not the standard
care of care for the treatment of prostate cancer and there are no
randomized trials currently comparing its effectiveness to radiation
therapy or surgery (Statement 1). The U.S. Food and Drug
Administration has granted 510(k) clearance to Ablatherm Inte-
grated Imaging HIFU for the ablation of prostate tissue but not for
the treatment of prostate cancer [10]. Clinicians should discuss with
patients that there have been few comparative studies on
oncological outcomes, HRQoL outcomes, or morbidity across
treatment modalities. Ideally, patients treated with focal therapy
should be included in trials or prospective registries (Statement 2).

WHAT ARE THE OPTIMAL CLINICAL SCENARIOS FOR FOCAL
THERAPY?
For patients with low risk disease, guidelines now consistently
recommend active surveillance as the preferred management
strategy [2]. Based on current literature, the 5-year biopsy
reclassification-free survival rate is 20–30% [11]. Moreover,
metastasis free survival and cancer specific survival are excellent
and well over 99% for localized prostate cancer [12]. Thus, current
guidelines appropriately recommend against the immediate
treatment of patients with low risk prostate cancer.
Despite these recommendations, there is continued interest in

treating low risk prostate cancer patients to attempt to effect
progression, as well as patient related factors such as anxiety [13].
In this setting focal therapy, along with whole-gland radical
treatments are still being used commonly for the treatment of low
risk prostate cancer patients [14]. Our Collaborative emphasizes
that treatment, including focal therapy, should not be routinely
used for low-risk disease, but acknowledge that in unusual cases
of low-risk (Gleason 3+ 3) disease (e.g., large lesion on MRI or high
genomic risk, with high suspicion for undersampling) immediate
treatment may be considered. In most such cases, however, repeat
biopsy first to verify pathology is advisable.
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On the other hand, finding alternatives to whole gland
radiation therapy and radical prostatectomy for the treatment of
intermediate risk disease is an area of active interest [15].
Perceived benefits include lower impact on health-related
quality of life (HRQoL) such as erectile, urinary, and bowel
function without compromising oncological outcomes [16]. This
has been demonstrated in a recent retrospective and also
prospective study [17, 18]. Tremendous heterogeneity in risk
exists within the “intermediate risk” group. We have therefore
proposed parameters for selection of these patients for
treatment (Statement 3).
Suitable criteria for focal therapy in the setting of high or very

high-risk prostate cancer remain unclear. Again, actual biological
and clinical risk within the “high risk” category varies tremen-
dously: a man with a GG4, pT2c, PSA 22 tumor in 12 of 14 cores
faces a very different prognosis than one with a GG1, pT1c, PSA 22
tumor in which the PSA is driven primarily by benign growth but
both are classified as “high risk.” The latter patient may be a good
candidate for focal therapy, whereas the former is not. Generally,
however, men with high risk disease are best treated with whole
gland surgery or radiation, and current evidence supporting the
use of focal therapy for treatment of high-risk disease is limited
[19]. Therefore, these patients should not generally be offered
treatment outside of the context of a clinical trial or formal
prospective cohort study. This consensus statement gives further
support for the existing guidelines on this topic 1a.
Lastly, for patients with recurrence after primary radiation

therapy for localized prostate cancer, opportunities for salvage
treatment include focal therapy (cryoablation or high intensity
frequency ultrasound), radical prostatectomy, irreversible electro-
poration, salvage radiation therapy, and brachytherapy [20, 21].
There is no accepted standard of care for the treatment of patients
with recurrent disease after radiation therapy [2].

HOW SHOULD CLINICIANS CONFIRM IF A PATIENT IS A
CANDIDATE FOR FOCAL THERAPY AND DEFINE SUCCESSFUL
TREATMENT?
Patients considered for focal therapy should generally have
intermediate risk disease (favorable or unfavorable) and meet
the criteria outlined in consensus (Statement 3). As noted above,
rare patients with low- or high-risk disease might also be
considered on an individual basis. Patients should undergo
confirmatory MRI-guided prostate biopsy, including both targeted
and systematic cores, prior to focal therapy, particularly if the
urologist performing the focal therapy did not perform the
original biopsy. Additionally, the biopsy should be done within
12 months of the patient receiving focal therapy (Statement 4).

It is recommended that patients undergoing biopsy, should
receive an MRI with specifications as outlined in American
College of Radiology PI-RADS V2.1 (Statement 2) [22]. Given
high rates of inter-observer variation in determining PI-RADS
scores, the MRI should be performed, or at least reviewed, by a
radiologist with subspecialty prostate expertise, and the
treating urologist should personally review the images as well.
Clinicians should use fusion technology to perform this biopsy.
Alternatively, cognitive fusion can be considered if the urologist
has extensive expertise in the interpretation of MRIs and
ultrasounds [23].
The authors acknowledge that not all prostate cancer is visible

on MRI, and lesion- directed biopsies alone may miss clinically
significant prostate cancer in up to 10–30% of cases [24]. Patients
with clinically significant prostate cancer found in an MRI invisible
lesion, should rarely be considered candidates for focal therapy.
The optimal number of lesion-directed biopsies and the clinical

utility of performing biopsies of the margins of the lesion are still
under debate. Therefore, the authors agreed that a minimum of
two biopsies per lesion is recommended due to intratumor
heterogeneity.
Additionally, due to the possibility of MRI invisible disease

harboring clinically significant prostate cancer, patients should
receive a systematic 10–12 core biopsy of the peripheral zone,
consistent with AUA guidelines [1, 25].
Following focal treatment there is no clear recommendation on

determining oncological success. In general, a combination of
PSA, imaging and repeat biopsy when indicated should be
performed. The authors agreed that post-ablation MRI and biopsy
should be performed 12 months after treatment to ascertain
pathological evidence of treatment response (Statement 5).

WHICH ENDPOINTS SHOULD BE ASSESSED IN STUDIES
INVESTIGATING FOCAL THERAPY?
The use of focal therapy in the treatment of prostate cancer
should be studied using a wide range of outcomes (Statement 2).
These include but not limited to: ablation effectiveness deter-
mined by an in-field biopsy rate at 12 months, adverse events,
urinary and erectile function using validated questions (UCLA-
EPIC, IPSS, IPPS-QOL, IIEF-15), prostate-specific antigen kinetics
including PSA nadir and PSA stability, HRQoL validated ques-
tionnaires such as EQ-5D. Additional endpoints include clinical
recurrence free risk survival, disease specific survival, and overall
survival. PSA outcomes are exploratory, and the ASTRO and
Phoenix definitions used to define outcomes of radiation therapy
should not be used as clinical outcomes in focal therapy research
or clinical management.

Table 1. Consensus statements on focal therapy.

1. Clinicians must discuss with patients offered focal therapy, that this remains investigational treatment, and that short- and long-term oncological
and HRQOL outcomes remain incompletely defined.

2. To as great an extent as possible, patients treated with focal therapy should be included in trials or detailed, prospective registries so that over
time we can learn better which men are optimal candidates for this emerging therapy.

3. Patients receiving treatment should have life expectancy at least 10 years, and organ- confined, intermediate risk disease, defined as Gleason
3+ 4 or low-volume 4+ 3, PSA < 10 (or PSA < 20 and PSAD < 0.15) and ≤ cT2c disease. The presence of additional Gleason 6 outside of the target
is not a contraindication to treatment.

4. Patients should receive a high-quality prostate MRI prior to biopsy. Radiologists should also be informed of the possibility of focal therapy prior
to their interpretation of the imaging. Patients with unfavorable intermediate risk should receive a PSMA PET scan. There should be a minimum
of 2 biopsies taken from the target lesion and consideration of sampling of the lesion penumbra to determine treatment margin, a 10–12 core
systematic biopsy, and clinically significant disease (GG2) should be visible on MRI. All patients offered focal therapy should have a second
(confirmatory or planning) biopsy within 12 months prior to treatment.

5. In addition to regular PSA assessment, patients should have a follow-up MRI and biopsy (systematic and targeted to the ablation zone) at 12
months after treatment.
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There is no perfect endpoint for any study; however future
prospective studies should include a combination of HRQoL and
oncological outcomes.

CONCLUSION
(UC) [2], the University of California Collaborative, is a newly
formed group who met with the goal of defining best practices for
treatment and research in urologic oncology. In this article, we
summarize our conclusions and recommendations about the use
of focal therapy in the treatment of localized prostate cancer
(Table 1). We acknowledge there will be disagreement with some
of the details of these recommendations; however, the growing
use of focal therapy calls for the development of consensus
statements to guide its increasing utilization. Substantial research
needs to be performed to help optimize patient selection,
oncological and HRQoL outcomes, as well as standardized of
reporting outcomes to facilitate further study of its effectiveness
and long-term durability.

Juan Javier-DesLoges 1✉, Marc A. Dall’Era2, Wayne Brisbane3,
Karim Chamie3, Samuel L. Washington III 4,

Thenappan Chandrasekar 2, Leonard S. Marks3, Hao Nguyen4,
Michael Daneshvar5, Gregory Gin5, Christopher J. Kane1,

Aditya Bagrodia1 and Matthew R. Cooperberg 4✉
1Department of Urology, University of California—San Diego, La

Jolla, CA, USA. 2Department of Urology, University of California—
Davis, Sacramento, CA, USA. 3Department of Urology, University of

California—Los Angeles, Los Angeles, CA, USA. 4Department of
Urology, University of California—San Francisco, San Francisco, CA,
USA. 5Department of Urology, University of California—Irvine, Irvine,

CA, USA. ✉email: jjavierdesloges@health.ucsd.edu;
Matthew.cooperberg@ucsf.edu

REFERENCES
1. ASTRO/AUA/SUO clinically localized prostate cancer guideline summary. Guideline

Central. https://www.guidelinecentral.com/guideline/22052. Accessed Aug 2022.
2. 1. National Comprehensive Cancer Network: NCCN Clinical Practice Guidelines in

Oncology (NCCN Guidelines) Prostate cancer Version 2.2020. www.nccn.org/
professionals/ohysician_gls/pdf/prostate.pdf, 2020—Google Search. https://
www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+
National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice
+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer
+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%
2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network
%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN
+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%
2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=
CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3-
cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUD
CAk&uact=5 Accessed Sep 2020.

3. Ashrafi AN, Tafuri A, Cacciamani GE, Park D, de Castro Abreu AL, Gill IS. Focal
therapy for prostate cancer: concepts and future directions. Curr Opin Urol.
2018;28:536–43.

4. ICEFXTM. www.bostonscientific.com. https://www.bostonscientific.com/en-US/
products/cryoablation/icefx.html Accessed Aug 2022.

5. EDAP TMS - Global leader in therapeutic ultrasound. https://us.edap-tms.com/
home/us Accessed Aug 2022.

6. Transurethral Ultrasound Ablation. TULSA Procedure. https://tulsaprocedure.com/
Accessed Aug 2022.

7. NanoKnife 3.0 System. AngioDynamics. https://www.angiodynamics.com/
product/nanoknife-system/ Accessed Aug 2022.

8. TRANBERG® | Thermal therapy system - CLS. https://clinicallaser.se/products/
tranberg-thermal-therapy-system/ Accessed Aug 2022.

9. Advanced diagnostics and treatment solutions | HALO Dx. HALO diagnostics.
https://www.halodx.com/ Accessed Aug 2022.

10. Commissioner O of the. Assessment of Patient Tolerance for Risk with High
Intensity Focused Ultrasound (HIFU) that Destroys Prostate Tissue. FDA 2022
https://www.fda.gov/science-research/advancing-regulatory-science/assessment-

patient-tolerance-risk-high-intensity-focused-ultrasound-hifu-destroys-prostate-
tissue Accessed Aug 2022.

11. Preston MA, Feldman AS, Coen JJ, McDougal WS, Smith MR, Paly JJ, et al. Active
surveillance for low-risk prostate cancer: need for intervention and survival at 10
years. Urol Oncol. 2015;33:383.e9–16.

12. Islami F, Ward EM, Sung H, Cronin KA, Tangka FKL, Sherman RL et al. Annual
Report to the Nation on the Status of Cancer, Part 1: National Cancer Statistics. J
Natl Cancer Inst. 2021;djab131:4251–4284.

13. Marra G, Soeterik T, Oreggia D, Tourinho-Barbosa R, Moschini M, Filippini C, et al.
Long-term outcomes of focal cryotherapy for low- to intermediate-risk prostate
cancer: results and matched pair analysis with active surveillance. Eur Urol Focus.
2021;S2405-4569:00114–0.

14. Cooperberg MR, Broering JM, Carroll PR. Time trends and local variation in pri-
mary treatment of localized prostate cancer. J Clin Oncol. 2010;28:1117–23.

15. Hayes M, Lin-Brande M, Isharwal S. Primary focal therapy for localized prostate
cancer: a review of the literature. Oncol (Williston Park). 2021;35:261–8.

16. Ahdoot M, Lebastchi AH, Turkbey B, Wood B, Pinto PA. Contemporary treatments
in prostate cancer focal therapy. Curr Opin Oncol. 2019;31:200–6.

17. Shah TT, Reddy D, Peters M, Ball D, Kim NH, Gomez EG, et al. Focal therapy
compared to radical prostatectomy for non-metastatic prostate cancer: a pro-
pensity score-matched study. Prostate Cancer Prostatic Dis. 2021;24:567–74.

18. Dellabella M, Branchi A, Di Rosa M, Pucci M, Gasparri L, Claudini R, et al. Oncological
and functional outcome after partial prostate HIFU ablation with Focal-One®: a
prospective single-center study. Prostate Cancer Prostatic Dis. 2021;24:1189–97.

19. Chaussy CG, Thüroff S. High-intensity focused ultrasound for the treatment of
prostate cancer: a review. J Endourol. 2017;31:30.

20. Valle LF, Lehrer EJ, Markovic D, Elashoff D, Levin-Epstein R, Karnes RJ et al. A
Systematic Review and Meta-analysis of Local Salvage Therapies After Radio-
therapy for Prostate Cancer (MASTER). Eur Urol. 2020. https://doi.org/10.1016/
j.eururo.2020.11.010.

21. Geboers B, Scheltema MJ, Blazevski A, Katelaris A, Doan P, Ali I et al. Median
4-year outcomes of salvage irreversible electroporation for localized radio-
recurrent prostate cancer. BJU Int. 2023. https://doi.org/10.1111/bju.15948.

22. PI-RADS Version 2.1: A Critical Review, From the AJR special series on radiology
reporting and data systems: American Journal of Roentgenology: 216, No. 1 (AJR).
https://www.ajronline.org/doi/abs/10.2214/AJR.20.24495. Accessed Feb 2021.

23. Wegelin O, van Melick HHE, Hooft L, Bosch JLHR, Reitsma HB, Barentsz JO, et al.
Comparing three different techniques for magnetic resonance imaging-targeted
prostate biopsies: a systematic review of in-bore versus magnetic resonance
imaging-transrectal ultrasound fusion versus cognitive registration. is there a
preferred technique? Eur Urol. 2017;71:517–31.

24. Kuhlmann PK, Chen M, Luu M, Naser-Tavakolian A, Patel DN, Kim HL, et al.
Patient- and tumor-level risk factors for MRI-invisible prostate cancer. Prostate
Cancer Prostatic Dis. 2021;24:794–801.

25. Lee AYM, Chen K, Tan YG, Lee HJ, Shutchaidat V, Fook-Chong S, et al. Reducing
the number of systematic biopsy cores in the era of MRI targeted biopsy—
implications on clinically-significant prostate cancer detection and relevance to
focal therapy planning. Prostate Cancer Prostatic Dis. 2022;25:720–6.

AUTHOR CONTRIBUTIONS
JJ-DL—Design and study conception, draft of manuscript, and editing. MADE—
Design and study conception, draft of manuscript, and editing. WB—Editing. KC—
Design and study conception, draft of manuscript, and editing. SLW—Design and
study conception, draft of manuscript, and editing. TC—Editing. LSM—Editing. HN—
Editing. MD—Editing. GG—Editing. CJK—Editing. AB—Design and study conception,
draft of manuscript, and editing. MRC—Design and study conception, draft of
manuscript, and editing.

COMPETING INTERESTS
The authors declare no competing interests.

ADDITIONAL INFORMATION
Correspondence and requests for materials should be addressed to Juan Javier-
DesLoges or Matthew R. Cooperberg.

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.

Editorial

3

Prostate Cancer and Prostatic Diseases

http://orcid.org/0000-0003-1120-9144
http://orcid.org/0000-0003-1120-9144
http://orcid.org/0000-0003-1120-9144
http://orcid.org/0000-0003-1120-9144
http://orcid.org/0000-0003-1120-9144
http://orcid.org/0000-0002-2467-6115
http://orcid.org/0000-0002-2467-6115
http://orcid.org/0000-0002-2467-6115
http://orcid.org/0000-0002-2467-6115
http://orcid.org/0000-0002-2467-6115
http://orcid.org/0000-0002-2173-5028
http://orcid.org/0000-0002-2173-5028
http://orcid.org/0000-0002-2173-5028
http://orcid.org/0000-0002-2173-5028
http://orcid.org/0000-0002-2173-5028
http://orcid.org/0000-0003-4339-6685
http://orcid.org/0000-0003-4339-6685
http://orcid.org/0000-0003-4339-6685
http://orcid.org/0000-0003-4339-6685
http://orcid.org/0000-0003-4339-6685
mailto:jjavierdesloges@health.ucsd.edu
mailto:Matthew.cooperberg@ucsf.edu
https://www.guidelinecentral.com/guideline/22052
http://www.nccn.org/professionals/ohysician_gls/pdf/prostate.pdf
http://www.nccn.org/professionals/ohysician_gls/pdf/prostate.pdf
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
https://www.google.com/search?source=hp&ei=xWlqX-v1JJuS0PEPpeSoyAs&q=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&oq=1.+National+Comprehensive+Cancer+Network%3A+NCCN+Clinical+Practice+Guidelines+in+Oncology+%28NCCN+Guidelines%29+Prostate+cancer+Version+2.2020.+www.nccn.org%2Fprofessionals%2Fohysician_gls%2Fpdf%2Fprostate.pdf%2C+2020&gs_lcp=CgZwc3ktYWIQA1DsB1jsB2C1C2gAcAB4AIABAIgBAJIBAJgBAKABAqABAaoBB2d3cy13aXo&sclient=psy-ab&ved=0ahUKEwir7M3j1_3rAhUbCTQIHSUyCrkQ4dUDCAk&uact=5
http://www.bostonscientific.com
https://www.bostonscientific.com/en-US/products/cryoablation/icefx.html
https://www.bostonscientific.com/en-US/products/cryoablation/icefx.html
https://us.edap-tms.com/home/us
https://us.edap-tms.com/home/us
https://tulsaprocedure.com/
https://www.angiodynamics.com/product/nanoknife-system/
https://www.angiodynamics.com/product/nanoknife-system/
https://clinicallaser.se/products/tranberg-thermal-therapy-system/
https://clinicallaser.se/products/tranberg-thermal-therapy-system/
https://www.halodx.com/
https://www.fda.gov/science-research/advancing-regulatory-science/assessment-patient-tolerance-risk-high-intensity-focused-ultrasound-hifu-destroys-prostate-tissue
https://www.fda.gov/science-research/advancing-regulatory-science/assessment-patient-tolerance-risk-high-intensity-focused-ultrasound-hifu-destroys-prostate-tissue
https://www.fda.gov/science-research/advancing-regulatory-science/assessment-patient-tolerance-risk-high-intensity-focused-ultrasound-hifu-destroys-prostate-tissue
https://doi.org/10.1016/j.eururo.2020.11.010
https://doi.org/10.1016/j.eururo.2020.11.010
https://doi.org/10.1111/bju.15948
https://www.ajronline.org/doi/abs/10.2214/AJR.20.24495
http://www.nature.com/reprints
http://www.nature.com/reprints

	The state of focal therapy in the treatment of prostate cancer: the university of California collaborative (UC-Squared) consensus statement
	Introduction
	How should patients be counseled on the use of focal therapy?
	What are the optimal clinical scenarios for focal therapy?
	How should clinicians confirm if a patient is a candidate for focal therapy and define successful treatment?
	Which endpoints should be assessed in studies investigating focal therapy?
	Conclusion
	Author contributions
	Competing interests
	ADDITIONAL INFORMATION




