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Deferred active treatment (DAT) strategies for men with
localised prostate cancer have emerged as a viable
alternative to radical intervention as we aim to avoid the
consequences of overtreatment. Nevertheless, such strate-
gies remain controversial, with significant uncertainty and
heterogeneity in all domains, including criteria for patient
selection, the nature and timing of interventions during
follow-up, criteria and thresholds for reclassification, and
which outcomemeasures should be prioritised [1–3]. These
are important barriers to the conduct and uptake of DAT by
clinicians and patients as they prohibit comparison of the
clinical effectiveness of different protocols. In order to
address these issues in a comprehensive, robust, and
systematic manner, the European Association of Urology
(EAU) Prostate Cancer Guidelines Panel, in partnership with
other leading guideline authorities and organisations (listed
in Appendix A), has commissioned a project to develop
consensus statements for all domains relating to DAT to
standardise clinical practice and research.

The specific objectives are to achieve consensus for the
following domains: (1) criteria for patient selection
(including patient and disease characteristics, imaging
criteria, and type of biopsies); (2) the nature and timing
of investigations and assessments during follow-up (such as
repeat imaging and repeat biopsies); (3) criteria and
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thresholds for reclassification; and (4) the type of outcome
measures that should be prioritised.

To address these objectives, we will utilise transparent
consensus methods involving a large, international cohort
of stakeholders, broadly divided into two groups: (1) health
care professionals (HCPs) consisting of urologists, clinical or
radiation oncologists, medical oncologists, radiologists,
pathologists, primary care physicians, and nurse specialists;
and (2) patients. The research will be divided into three
distinct but inter-related phases, and is expected to last for
12 mo.

Phase 1 is a systematic review conducted according to
PRISMA guidelines [4]. The aim is to describe, explore, and
assess clinical heterogeneity in DAT studies to inform the
statements for the consensus processes. The review
protocol has been published [5]. In brief, all prospective
single-arm case series of DAT (including active surveillance
and active monitoring but excluding watchful waiting) and
all prospective comparative studies involving DAT will be
included. The review will summarise eligibility and selec-
tion criteria, characteristics of monitoring and follow-up
(including the type, frequency, and timing of repeat imaging
and repeat biopsies), reclassification definitions and thresh-
olds, and primary outcomes measured in studies. English
language articles published after 1990 will be included.
.V. All rights reserved.
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Summary-of-findings tables including details of the pre-
specified domains and subdomains will be developed. From
these tables, a list of statements organised according to the
different domains and subdomains relating to all aspects of
DAT will be generated.

Phase 2 will comprise of a two-round online Delphi
survey involving a large, international cohort of key
stakeholders (HCPs and patients). The consensus methods
used have been described previously in consensus studies in
prostate cancer [6,7]. HCPs involved with DAT identified
through international specialist societies (Appendix A) will
be invited to participate. Patients throughout Europe with
localised prostate cancer and eligible for DAT will be
recruited through patient advocacy organisations
(Appendix A). Up to 150 HCPs and 50 patients will be
invited to participate. Patients will be asked to complete the
patient-relevant parts of the survey only (identification of
themost important outcomes). Participants will be asked to
vote according to their level of agreement on a nine-point
scale, ranging from strongly disagree (1) to strongly agree
(9) (ie, 1–3 disagree; 4–6 uncertain; 7–9 agree). There will
also be an “Unable to answer” option. An online question-
naire will be developed for the Delphi process using the
COMET Initiative DelphiManager tool [8]. Two iterative
rounds will be conducted anonymously, with anonymised
feedback provided to all participants at the end of each
round showing the percentage scoring for each response
option. In round 1, participants will have the opportunity to
add further statements for incorporation into round 2. With
an anticipated response rate of 80% for both stakeholder
groups and an expected overall completion rate of 80%, the
total number of participants involved is expected to be at
least 128 (96 HCPs and 32 patients). The results for each
stakeholder group will be analysed and presented sepa-
rately in each round. After the final round, statements
scored as “strongly agree” (score 7–9) by �70% of the
participants and with minimal disagreement scored by the
rest (defined as <15% of participants scoring “strongly
disagree”, ie, 1–3) will be considered to have reached the
threshold for consensus agreement. Conversely, statements
scored as “strongly disagree” (score 1–3) by �70% of
participants andwithminimal agreement scored by the rest
(defined as<15% of participants scoring “strongly agree”, ie,
7–9) will be considered to have reached the threshold for
consensus disagreement. All other statements not falling in
the above categories will be classified as equivocal.
Statements reaching consensus (either agreement or
disagreement) will be collated for review in phase 3, while
equivocal statementswill be brought forward for discussion
and voting in phase 3.

Phase 3 is the final stage of the consensus process,
involving a 1-dmeeting attended by representatives of each
stakeholder group and chaired by a nonvoting methodolo-
gist and a clinician moderator. We will use structured
discussion and live voting sessions. Representatives from
each stakeholder group and subgroup (ie, urologists,
oncologists, radiologists, pathologists, and patients) will
be purposively sampled from those completing all rounds of
the Delphi survey to ensure proportional representation.
The voting panel will consist of 25 voting participants
(7 patients and 18 HCPs). Statements reaching consensus
(either agreement or disagreement) in phase 2 will be
reviewed by the panel. Consensus decisions from the Delphi
survey cannot be overturned by the panel without sound
reasoning (eg, misleading statements). Equivocal state-
ments from phase 2 will be discussed and voted on by the
panel. Scoring thresholds will be the same as in phase 2
(level of agreement on a nine-point scale: 1–3 disagree; 4–6
uncertain; 7–9 agree; and “Unable to answer”). Voting will
be anonymous using Poll Everywhere [9], which partici-
pants can access during the meeting using personal
computers and a shared IP address. Definitions of consensus
will be the same as in phase 2. Results for all statements will
be conveyed in real time, and final consensus statements
will be prepared. A final list of consensus statements
organised according to the DAT domains and subdomains
will be issued.

The consensus statements are expected to be adopted by
guideline developers and disseminated through clinical
practice guidelines issued by the EAU Prostate Cancer
Guidelines Panel and other organisations (Appendix A), and
are intended to provide authoritative guidance to clinicians
and researchers by standardising definitions, thresholds,
and terminology; characteristics for patient selection,
monitoring, reclassification, and changes in management;
and outcome measures that should be prioritised in DAT
programmes in clinical practice and research, at least until
higher levels of evidence emerge from initiatives such as
GAP3 [10].
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Table 1 – Multivariate analysis according to the three components
of burnout

OR (95% CI) p value

Emotional exhaustion
Sex (male) 0.02419 (0.001251–0.4678) 0.015
Nightshift work 2.55 (0.4989–13.04) 0.26
Regular pastime 0.06876 (0.009453–0.5001) 0.0087
Sexual intercourse 0.6029 (0.2728–1.332) 0.21
Alcohol consumption 0.2148 (0.0132–3.496) 0.28
Illicit drug consumption 25.5 (2.036–319.4) 0.013
Feeling of being well trained 0.0044 (0.00056–0.034) <0.0001

Depersonalisation
Sex (male) 3.547 (0.5701–22.07) 0.17
Nightshift work 0.7817 (0.2856–2.139) 0.63
Regular pastime 0.7213 (0.212–2.454) 0.6015
Sexual intercourse 0.7539 (0.4622–1.23) 0.26
Alcohol consumption 6.251 (1.118–34.96) 0.038
Illicit drug consumption 2.423 (0.5092–11.53) 0.27
Feeling of being well trained 0.032 (0.009–0.1139) <0.0001

Personal accomplishment
Sex (male) 2.05 (0.2026–20.74) 0.55
Nightshift work 0.4547 (0.1271–1.627) 0.23
Regular pastime 4.84 (1.027–22.81) 0.048
Sexual intercourse 2.224 (1.197–4.133) 0.012
Alcohol consumption 8.388 (0.9486–74.17) 0.057
Illicit drug consumption 0.4951 (0.06871–3.567) 0.49
Feeling of being well trained 9.166 (1.841–45.63) 0.0073

OR = odds ratio; CI = confidence interval.
The burnout rate among young doctors currently seems to
be increasing [1]. It is essential to be able to diagnose and
prevent this condition to better take care of young
caregivers. Burnout is defined as a “feeling of intense
exhaustion, loss of control and inability to achieve concrete
results at work” according to the World Health Organisa-
tion. The assessment questionnaire used most often is the
Maslach Burnout Inventory (MBI), which covers (1)
emotional exhaustion, (2) depersonalisation, and (3)
personal accomplishment [2]. The aim of our study was
to assess the prevalence of burnout among young urologists
in training in 2018 and to identify its prognostic factors.

In 2018, the MBI self-administered assessment ques-
tionnaire was sent to members of the French Association of
Urologists in Training (Association Française des Urologues
en Formation). To evaluate the degree of burnout, the three
components were analysed separately. Global burnout was
defined as a high occupational exhaustion score combined
with a high depersonalisation score and/or low personal
accomplishment score. Multivariate analysis was per-
formed to identify factors predictive of burnout.

Among the 501 members of the association, 48%
(n = 239) replied to the questionnaire. One-quarter (n = 59)
of them suffered from global burnout, while 21 (9%) had
severe impairment in relation to the three components, 91%
had at least moderate impairment for one of the compo-
nents, and only 22 (9%) had no burnout symptoms at all.

Emotional exhaustionwas reported by 55% of responders
and three protective factors were identified: having a
pastime (odds ratio [OR] 0.06), a feeling of being well
trained (OR 0.004), and male gender (OR 0.02; Table 1).
Some 75% of respondents suffered from depersonalisation,
for which a feeling of being well trained was the only
protective factor (OR 0.03). Personal accomplishment was
low for 30% of the responders, and three protective factors
were identified: a regular pastime (OR 4.84), sexual
intercourse (OR 2.22), and a feeling of being well trained
(OR 9.16). A feeling of being well trained was the only
protective factor for all the burnout components (Table 1).

mailto:thomasbllam@abdn.ac.uk
https://doi.org/10.1016/j.eururo.2018.12.018
http://crossmark.crossref.org/dialog/?doi=10.1016/j.eururo.2018.11.009&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1016/j.eururo.2018.12.037&domain=pdf

	Study Protocol for the DETECTIVE Study: An International Collaborative Study To Develop Consensus Statements for Deferred Treatment with Curative Intent for Localised Prostate Cancer
	Appendix A Collaborator list
	References

	Prevalence of and Predictive Factors for Burnout Among French Urologists in Training
	References



