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Background: High-quality management of prostate cancer is needed in the fields of
clinics, research, and education.

Objective: The objective of this project was to develop the concept of “European Prostate
Cancer Centres of Excellence” (EPCCE), with the specific aim of identifying European
centres characterised by high-quality cancer care, research, and education.

Design, setting, and participants: A task force of experts aimed at identifying the general
criteria to define the EPCCE. Discussion took place in conference calls and by e-mail from
March 2017 to November 2017, and the final consensus meeting named “European
Association of Urology (EAU) Prostate Cancer Centre Consensus Meeting” was held in
Barcelona on November 16, 2017.

Outcome measurements and statistical analysis: The required criteria were grouped
into three main steps: (1) clinics, (2) research, and (3) education. A quality control
approach for the three steps was defined.

Results and limitations: The definition of EPCCE consisted of the following steps: (1)
clinical step—five items were identified and classified as core team, associated services,
multidisciplinary approach, diagnostic pathway, and therapeutic pathway; (2) research
step—internal monitoring of outcomes was required; clinical data had to be collected
through a prespecified database, clinical outcomes had to be periodically assessed, and
prospective trials had to be conducted; (3) educational step—it consists of structured
fellowship programmes of 1 yr, including 6 mo of research and 6 mo of clinics; and (4)
quality assurance and quality control procedures, related to the quality assessment of
the previous three steps. A limitation of this project was that the definition of standards
and items was mainly based on a consensus among experts rather than being an
evidence-based process.

Conclusions: The EAU Prostate Cancer Centre Consensus Meeting defined the criteria for
the identification of the EPCCE in the fields of clinics, research, and education. The
inclusion of a quality control approach represents the novelty that supports the excel-
lence of these centres.

Patient summary: A task force of experts defined the criteria for the identification of
European Prostate Cancer Centres of Excellence, in order to certify the high-quality centres
for prostate cancer management.

© 2019 European Association of Urology. Published by Elsevier B.V. All rights reserved.

1. Introduction

2. The level of evidence supporting decision making in
PCa care. Nowadays, there are several important

Prostate cancer (PCa) is the first most commonly diagnosed
cancer in men in 2018, accounting for 19% of all cancers
diagnosed. Moreover, PCa is the second leading cause of
death from cancer in men, with an estimated 29 430 deaths
representing 9% of the total male cancer mortality in the
USA[1]. A high prevalence and mortality of PCa are detected
in European countries also [2].

However, the quality of the diagnostic and treatment
pathways for PCa is still highly heterogeneous among
different countries: a patient diagnosed with and treated
for PCa may receive extremely different cancer care in
terms of quality [3,4]. Several reasons stand behind this
heterogeneity:

1. The multidisciplinary approach. PCa represents a disease
that should be diagnosed and treated by a multi-
disciplinary team of physicians, including urologists,
radiation oncologists, medical oncologists, radiologists,
pathologists, nuclear medicine physicians, general prac-
titioners, geriatricians, and specialised nurses [5]. The
presence of all these professionals and their communi-
cation are fundamental to providing high-quality care.
However, at the same time, optimal integration of this
team may be challenging.

open questions in the field of PCa, despite relevant
randomised trials that have been conducted. For
instance, the impact of screening programmes for
PCa [6,7], the best treatment option [8-11], and the
best surgical route for a patient treated with radical
prostatectomy [12] or best fractionation scheme for
radiotherapy [13,14] are examples of relevant topics
that are still under debate. Despite the availability of
different PCa guidelines [15,16], the lack of clear
answers to these important questions may lead to
heterogeneous patient management, with possible
implications on quality of care.

3. Hospital volume. There is evidence that radical prosta-
tectomy outcomes and quality of care are strictly related
to hospital volume, which is defined as the annual
number of PCa-related procedures in each hospital
[17-21]. However, a considerable number of PCa treat-
ments are still performed within low-volume hospitals,
with a significant risk of reducing the quality of care for
patients [22,23].

4, Socioeconomic status. This factor may have a relevant

impact on PCa survival inequality, also in European
countries [24]. Education should incorporate training on
communication skills.
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In this context, there is an important need for
standardisation and reproducibility of PCa care to guarantee
high-quality treatments for PCa patients. Furthermore,
education of young doctors and training for professions
allied to medicine represent essential steps for providing
and maintaining high-quality care. The Prostate Cancer
Programme of the European School of Oncology developed
the concept of specialised interdisciplinary and multi-
professional PCa care to be formalised in prostate cancer
units (PCUs), to set standards for quality-comprehensive
PCa care [25]. Moving beyond the standards of PCUs, the aim
of this project was to create and develop the concept of
“European Prostate Cancer Centres of Excellence” (EPCCE),
with the specific primary objective of identifying European
centres focused on high-quality cancer care, research, and
education in the field of PCa.

2. Patients and methods

Creation of the EPCCE was a multidisciplinary project that consisted of
different steps.

Initially, the European Association of Urology (EAU) representatives
(M.W.,, HV.P, and P.A.) organised a multiprofessional task force, where
the representatives of the major international oncological societies and
organisations were invited to participate and nominate their represen-
tatives. The invitation was accepted by the European School of Oncology
(ESO), the European Organization for Research and Treatment of Cancer,
the European Society for Radiotherapy and Oncology (ESTRO), Europa
Uomo (EUomo), the German Cancer Society (Deutsche Krebsgesellschaft
[DKG]), the International Agency for Research on Cancer, the Specialized
Cancer Agency of the World Health Organization, the International
Psycho-Oncology Society (IPOS), and the European Board of Urology
(EBU). Furthermore, different sections of the EAU were involved in this
project, including the EAU Guideline Office, the EAU Section of
Oncological Urology (ESOU), the EAU Section of Uro-Pathology (ESUP),
the EAU Section of Urological Research (ESUR), the European Urological
Scholarship Programme Office (EUSP), and the EAU Nurses (EAUN). The
multiprofessional task force was created in order to include representa-
tives from all the different cancer specialities: urologists—N.F,, C.B., N.M.,
M.B., MR, and V.S.; radiation oncologists—R.V., TW., B.AJ.F,, and B.P,;
medical oncologists—S.G. and S.W.; pathologists—E.C.; radiologists—I.G.
S.; nurses—S.E.; psycho-oncologists—L.T.; and patient advocate organisa-
tions—K.M.

The task force aimed at identifying the standards to define the EPCCE.
Specifically, the required criteria were grouped into three main topics:
(1) clinics, (2) research, and (3) education. A fourth step related to the
assessment of the quality of the three previous topics was defined.

Discussion took place in conference calls and by e-mail from March
2017 to November 2017, and the final consensus meeting named “EAU
Prostate Cancer Centre Consensus Meeting” (EPCCCM) was held in
Barcelona on November 16, 2017. The aim of the discussion was to
evaluate the applicability of the criteria in routine clinical practice and in
the different health contexts of all European countries. The task force
experts reviewed, through an iterative process, comprehensive multi-
disciplinary guidelines and literature within the framework described,
thereby leading to a consensus on the standards for excellence of PCa
care.

3. Results

The EPCCCM identified the following four main steps for the
definition of the EPCCE.

3.1. Clinical step

The first step consisted of the certification of the institution
as a “European Prostate Cancer Clinical Centre of Excel-
lence”. The general requirements are summarised in
Table 1. Briefly, five items were identified and classified
as follows: core team, associated services, multidisciplinary
approach, diagnostic pathway, and therapeutic pathway.
Each item consisted of specific requirements for excellence.

3.2. Research step

The second step consisted of the certification of the
institution as a “European Prostate Cancer Research Centre
of Excellence”. The general requirements are summarised
in Table 2. In this step, internal monitoring of outcomes is
required. Specifically, a data manager plays a central role
for data collection of patients diagnosed with and treated
for PCa. Clinical data must be collected through a
prespecified database, including pathological outcomes
(for patients surgically treated), perioperative outcomes
(complications, toxicity profiles, and readmission), func-
tional outcomes (urinary continence, erectile dysfunction,
and early and late genitourinary and gastrointestinal
toxicity), and oncological outcomes (cancer recurrence
rate, distant metastasis rate, and cancer-specific and
overall mortality). Moreover, scientific activity represents
the second item of this step: a clinical trial unit should be
present and should include at least one representative of
each component of the clinical core team [5]. The centre
should be involved in at least five prospective trials, with
three of them recruiting patients. The number of scientific
publications represents periodical monitoring of the
scientific activity of the centre of excellence: at least three
publications are required every year. Clinical, translational,
and basic research are allowed.

3.3. Educational step

The third step consisted of certification of the institution
as a “European Prostate Cancer Educational Centre of
Excellence”. The general requirements are summarised in
Table 3. In this step, young doctors have a central role
during specific fellowship programmes focused on PCa. In
detail, a fellowship programme will have a duration of at
least 1yr, comprising at least 6 mo of clinical and/or
translational and/or basic research, and at least 6 mo of
clinical activities. During the research period, the fellow
will be the principal investigator of, at least, one project on
PCa. On the contrary, in the clinical period the fellow will
work in collaboration with urologists, radiation oncolo-
gists, and medical oncologists, as well as with psycho-
oncologists, with specific requirements that have to be
satisfied. At the end of the year, the young uro-oncologist
will be certified as “Fellow of the European Prostate
Cancer Centre of Excellence”. Training in specific commu-
nication skills (eg, psychosocial needs, sexual needs, and
masculinity issues) with PCa patients will supplement the
education.
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Table 1 - General requirements for the clinical step (first step)

No. Quantity criteria Requirements
1 Core team
-Urologist -Two or more urologists specially trained in prostate cancer diagnosis and treatment
-Radiation oncologist -Two or more specialised radiation oncologists specially trained in prostate cancer radiotherapy
-Medical oncologist -Two or more specialised medical oncologist trained in the treatment of prostate cancer
-Pathologist -One or more pathologists in charge of uropathology, responsible for prostate cancer
-Radiologist -One or more radiologists in charge of uroradiology, responsible for prostate MRI
-Nuclear medicine physicians -One or more nuclear medicine physicians, responsible for PET/CT scan
2 Associated services
-Nurse -One or more nurses dedicated to or specialised in urology
-Psychologist/psychiatrist -One or more clinical psychologists, with experience in uro-oncology, with access to a psychiatrist
with experience in uro-oncology for complex cases
-Geriatrician -One or more geriatricians specially trained in the care of the elderly with prostate cancer
-Physiotherapist -One or more physiotherapists, for patients who require counselling about urinary continence
-Sexual therapist or urologist -One or more sexual therapists or urologists trained in andrological urology or certified
trained in andrological urology, andrologists available for patients who require counselling about changes in their sexual function
or certified andrologist incorporating the needs of partners
-Palliative care specialists -Available for patients with advanced disease
3 Multidisciplinary approach
-Leader -An identified director or leader from any speciality of the core team
-Counselling -Patients should be offered counselling with different specialists
-Tumour board evaluation -Periodical multidisciplinary meetings, at least one per month. All patients have to be at least
reported or discussed
-Morbidity and mortality meetings -Periodical multidisciplinary meetings, at least one per month
4 Diagnostic pathway
-Consultations -At least 500 consultations performed for prostate cancer per year; consultation is defined by a
new treatment plan; follow-up consultations are excluded
-Prostate biopsy -At least 200 prostate biopsies performed per year
-mpMRI -At least 300 mpMRI scans performed per year
5 Therapeutic pathway
-Treatment -At least 500 patients treated per year, regardless of treatment proposed (active surveillance, focal

therapy, radical prostatectomy, radiation therapy, or systemic therapies)

CT = computed tomography; MRI = magnetic resonance imaging; mpMRI = multiparametric MRI; PET = positron emission tomography.

34.

Quality control

and local and systemic treatments (based on the EAU-
ESTRO-ESUR-SIOG guidelines) are required.

A final step concerning quality control is considered. Quality
criteria apply to all the three previous steps, with different
requirements (Table 4). Specifically, for the “clinical step”,
the following criteria are requested: (1) a data system
should be available for periodical quality control of
pathological, oncological, functional, and patient-reported
outcomes, and an internal audit every 6 mo and an external
audit every year should be organised; (2) pathological
report should be completed within 2-wk time; and (3)
clearly defined follow-up protocols for active surveillance,

Specific quality criteria for the “research step” are also
requested: (4) a data system should be available for
periodical quality control of clinical data, especially
regarding missing data, follow-up data, and correlation
between tumour characteristics and oncological outcomes
(double check system). As an example, prostate-specific
antigen and Expanded Prostate Cancer Index Composite
(EPIC) score should be available for 90% of the patients, with
a periodical report of correlation between tumour char-
acteristics and oncological outcomes; (5) there should be a

Table 2 - General requirements for the research step (second step)

No. Criteria

Requirements

6 Internal monitoring of outcomes
-Database

-One internal database including patients diagnosed and treated for prostate cancer; the same

prespecified database will be adopted by centres

-Data manager
-Evaluated outcomes

-At least one data manager to collect data
-Oncological outcomes, functional outcomes, toxicity and complications, patient-reported

outcomes, and distress, to be periodically assessed

7 Scientific activity
-Clinical trial unit
-Clinical trials ongoing
-Number of publications
-Type of research allowed

-Unit composed by at least one representative of the clinical core team

-Five prospective trials to be involved (three of them recruiting)

-At least three publications per year, focused on prostate cancer, in peer-reviewed journals
-Clinical/translational/basic
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Table 3 - General requirements for the educational step (third step)

No. Criteria Requirements
8 Structured fellowship
-Fellowship -At least one structured fellowship should be offered

-Research period
-Clinical period

-At least 6 mo of clinical/translational/basic research on prostate cancer
-At least 6 mo of clinics working with urologists, radiation oncologists, and medical oncologists during which time

there should be participation in at least one communication skill training session

9 Research period

-Number of publications
10 Clinical period

-Urology

-Radiation oncology
-Medical oncology

-At least one publication per year, focused on prostate cancer, in peer-reviewed journals

-At least 2 mo: consultations, treatment, and follow-up with urologists
-At least 2 mo: consultations, treatment, and follow-up with radiation oncologists
-At least 2 mo: consultations, treatment, and follow-up with medical oncologists or clinical oncologists

Table 4 - Quality criteria

No. Quality criteria Requirements
1 Clinic A—Data system available for periodical quality control of:
-Pathological outcomes
-Oncological outcomes
-Functional outcomes
-Patient-reported outcomes
-Internal audit: every 3 mo
-External audit: every 1 yr
B—2 wk time for pathological report
C—Clearly defined follow-up protocols for active surveillance, and radical and palliative treatments
2 Research D—Data system available for periodical quality control of clinical data:
-Missing data
-Follow-up data
-Correlation between tumour characteristics and oncological outcomes (double check system)
E—Grants and funding: periodical report
F—At least three publications, focused on prostate cancer, per year in peer-reviewed journals, where the institution
represents the affiliation of the first or the senior author; sum of the impact factors of the journals of the three or
more publications should be 5.0 or more
3 Education G—Certified curricula

H—FEBU examination

FEBU = Fellow of the European Board of Urology.

periodical report of grants and funding; and (6) there should
be at least three publications per year focused on PCa in
international peer-reviewed journals, where the institution
represents the affiliation of the first or the senior author.
The sum of the impact factors of the journals of the three or
more publications should be 5.0 or more.

Finally, the following criteria are required for the
“educational step”: the fellow should successfully complete
(7) a certified curriculum or (8) the Fellow of the European
Board of Urology examination.

Once the institution successfully achieves all the steps, it
will be certified as an EPCCE. The certification will be
reviewed every 3 yr, whereas the list of the certified centres
will be published on uroweb.org. The accreditation team
will be prespecified, and it will be composed of seven
members of the EPCCCM ([1] C.B., EAU; [2] E.C., Pathologist;
[3] B.AJ.-F., ESTRO; [4] M.B., ESOU; [5] LS., ESUR; [6] K.M.,
EUomo; and [7] S.W., DKG).

4. Discussion
The EPCCCM was aimed at defining the requirements of the

EPCCE. Four main topics were identified, consisting of
clinics, research, education, and quality control.

The clinical step evaluated all the figures and aspects
involved in the clinical activities related to PCa. In particular,
the core team of health care professionals was identified,
their interaction in a multidisciplinary team was discussed,
and the requirements within the diagnostic and therapeutic
pathways were fixed to define a centre of excellence. The
discussion within the EPCCCM took into consideration an
important aspect of the clinical step, which consisted of life
expectancy evaluation and geriatric assessment. With a
median age at diagnosis of 68 yr, PCa is common in men
aged >70 yr. However, in Europe and USA, the increase in
men aged >65yr being diagnosed will result in an
estimated 70% increase in annual diagnosis of PCa by
2030 [26,27]. In localised disease, >10 yr of life expectancy
is considered mandatory for any benefit from local
treatment. However, comorbidity is more important than
age in predicting overall mortality in localised PCa, and it is a
major predictor of non-cancer-specific death in localised
PCa treated with radical prostatectomy [28]. It was a general
consensus that, at the time of diagnosis, geriatric assess-
ment should be performed in a centre of excellence.
However, it could be time and money consuming. Therefore,
according to the EAU PCa guidelines [15], a systematic
comorbidity profile assessment should be performed using
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the Geriatric 8 (G8) health status screening tool. Patients
with a G8 score of <14 should undergo complete geriatric
assessment to evaluate reversibility of any impairments
[29].

The second step was focused on research. In this field,
clinical, translational, and basic research may coexist.
However, a relevant role is played by outcome research
with the presence of data collection and data analysis. This
point represents the important link between the first
clinical step and the second research step. On the one hand,
outcome research leads to scientific activity and publica-
tions. On the other hand, it represents optimal monitoring
of the quality of clinical activities in terms of pathological,
oncological, and functional outcomes.

The third step was then represented by education. This is
an important innovation in the field of accreditation of PCa
centres. The general consensus was that education of young
uro-oncologists was fundamental in a centre of excellence.
In particular, for the first time, a structured fellowship
programme was proposed for young doctors interested in
PCa. The structure of the fellowship programme was the
direct link with the two previous steps, clinics and research.
Indeed, it consisted of two periods of 6 mo: a first research
period, where the fellow has the opportunity to develop
knowledge and competence in PCa research, and to
contribute actively to the scientific activity of the centre;
and a second clinical period, where the fellow works in
collaboration with expert physicians and has access to
communication skills training.

In the field of PCa, the concept of hospital certification
has already been addressed. For example, the ESO in
collaboration with EAU and supported also by EAUN, EBU,
EONS, ESTRO, IPOS, and DKG developed the concept of a
“PCU”, which was based on minimal requirements and
mandatory and suggested standards [5,25]. Differently from
the EPCCE, the “PCU” was not aimed at identifying centres of
excellence, but it was a general consensus about the
minimal requirements that a hospital should achieve.
Furthermore, the topics of research and education were
not taken into consideration, with multidisciplinary clinical
activity and the spread of the concept of multiprofessional
care through a set of minimal requirements in the European
countries being the main aims of the initiative. However,
most importantly, quality control, representing the fourth
step of the EPCCE, was not included in any standard and
item. On the contrary, in the EPCCE, quality control
represented the fourth step of the certification for a centre
of excellence, with different requirements related to the
three initial steps (clinics, research, and education).

This relevant difference applies also to the other two
initiatives for European PCa centres. The DKG, for instance,
has launched an initiative to set up a network of PCa centres
that are responsible for the diagnosis, staging, and
management of PCa patients [30-35]. The quality results
of the 108 certified PCa centres in three European member
states are summarised in annual reports (http://ecc-cert.
org/fileadmin/user_upload/Annual_Report_Prostate_2016.
pdf). The latest annual report displays the results of around
100 000 patients with the first diagnosis of PCa over the

course of 5yr. Furthermore, since 2016, patient-reported
outcomes are collected with the EPIC within the PCO-CRV
study. Till August 2017, 5500 pretreatment questionnaires
were included in the study. With the predefined database
(http://www.xml-oncobox.de/), clinical data and patient-
reported outcomes could be combined, and used for quality
control and improvement. On the contrary, in the UK, the
National Institute for Health and Clinical Excellence (NICE)
has drawn up guidance on improving cancer services in
urological cancers, which is enforced through regular peer
audits and penalties for hospitals that fail to comply. NICE
has argued that urology has tended to lag behind other
fields of cancer in adopting serious multidisciplinary
management. In its guidance, it stipulates that urological
cancer patients should be treated by specialist urology
cancer teams, and sets out minimum requirements on who
should be the members of a multidisciplinary team, their
roles and training, and how the team should organise its
work [36]. In addition, this guidance notes the importance
of providing information and access to counselling in
relation to decision making and medical comorbidities such
as urinary symptoms or erectile dysfunction.

Implications of the EPCCE are strictly related to the
quality of care provided by different hospitals. For example,
PCa mortality trends range widely from country to country
in the industrialised world. Mortality due to PCa has
decreased in most Western countries, but the magnitude of
the reduction varies between countries [37]. In this context,
identification of centres of excellence has the objective to
increase the quality of care, research, and education,
reducing the gap that currently exists among different
countries.

Despite its novelty and possible implication, the EPCCE
may be affected by the following limitation: it is important
to underline that the definition of standards and items was
mainly based on a consensus among experts rather than
being an evidence-based process. Therefore, a certain grade
of arbitrariness affected the definition of the standards.

5. Conclusions

Under the auspices of the EAU, experts on PCa diagnosis and
treatment defined a set of criteria within the categories of
clinical care, research, and education, to identify the EPCCE.
The inclusion of a quality control approach represents the
critical principle that supports the excellence of these
centres. The increased level of quality of care in Europe
provided by the EPCCE will have to be assessed by future
evaluations.

Author contributions: Manfred Wirth had full access to all the data in the
study and takes responsibility for the integrity of the data and the
accuracy of the data analysis.

Study concept and design: Wirth, Albers, van Poppel, Fossati.
Acquisition of data: Wirth, Fossati, Bangma, Valdagni, Gillessen, Mottet,
Comperat, Wiegel, Jereczek-Fossa, Pieters, Brausi, Mastris, Ribal, Schoots,
Faithfull, Wesselmann, Sangar, Smelov, Travado, Miiller, Albers, van
Poppel.


http://ecc-cert.org/fileadmin/user_upload/Annual_Report_Prostate_2016.pdf
http://ecc-cert.org/fileadmin/user_upload/Annual_Report_Prostate_2016.pdf
http://ecc-cert.org/fileadmin/user_upload/Annual_Report_Prostate_2016.pdf
http://www.xml-oncobox.de/

EUROPEAN UROLOGY 76 (2019) 179-186 185

Analysis and interpretation of data: Wirth, Fossati, Bangma, Valdagni,
Gillessen, Mottet, Comperat, Wiegel, Jereczek-Fossa, Pieters, Brausi,
Mastris, Ribal, Schoots, Faithfull, Wesselmann, Sangar, Smelov, Travado,
Miiller, Albers, van Poppel.

Drafting of the manuscript: Wirth, Fossati, Bangma, Valdagni, Gillessen,
Mottet, Comperat, Wiegel, Jereczek-Fossa, Pieters, Brausi, Mastris, Ribal,
Schoots, Faithfull, Wesselmann, Sangar, Smelov, Travado, Miiller, Albers,
van Poppel.

Critical revision of the manuscript for important intellectual content: Wirth,
Fossati, Bangma, Valdagni, Gillessen, Mottet, Comperat, Wiegel,
Jereczek-Fossa, Pieters, Brausi, Mastris, Ribal, Schoots, Faithfull,
Wesselmann, Sangar, Smelov, Travado, Miiller, Albers, van Poppel.
Statistical analysis: None.

Obtaining funding: None.

Administrative, technical, or material support: None.

Supervision: Wirth, Albers, van Poppel.

Other: None.

Financial disclosures: Manfred Wirth certifies that all conflicts of
interest, including specific financial interests and relationships and
affiliations relevant to the subject matter or materials discussed in the
manuscript (eg, employment/affiliation, grants or funding, consultan-
cies, honoraria, stock ownership or options, expert testimony, royalties,
or patents filed, received, or pending), are the following: None.

Funding/Support and role of the sponsor: None.

References

[1] Siegel RL, Miller KD, Jemal A. Cancer statistics, 2018. CA Cancer ] Clin
2018;68:7-30.

[2] Malvezzi M, Carioli G, Bertuccio P, et al. European cancer mortality
predictions for the year 2016 with focus on leukaemias. Ann Oncol
2016;27:725-31.

[3] Spencer BA, Steinberg M, Malin J, Adams ], Litwin MS. Quality-of-
care indicators for early-stage prostate cancer. ] Clin Oncol
2003;21:1928-36.

[4] Spencer BA, Miller DC, Litwin MS, et al. Variations in quality of care
for men with early-stage prostate cancer. ] Clin Oncol 2008;26:
3735-3742.

[5] Valdagni R, Van Poppel H, Aitchison M, et al. Prostate Cancer Unit
initiative in Europe: a position paper by the European School of
Oncology. Crit Rev Oncol Hematol 2015;95:133-43.

[6] Schroder FH, Hugosson ], Roobol M], et al. Prostate-cancer mortality
at 11 years of follow-up. N Engl ] Med 2012;366:981-90.

[7] Andriole GL, Crawford ED, Grubb III RL, et al. Mortality results from
a randomized prostate-cancer screening trial. N Engl ] Med
2009;360:1310-9.

[8] Hamdy FC, Donovan JL, Lane JA, et al. 10-Year outcomes after
monitoring, surgery, or radiotherapy for localized prostate cancer.
N Engl ] Med 2016;375:1415-24.

[9] Wilt TJ, Jones KM, Barry M], et al. Follow-up of prostatectomy versus
observation for early prostate cancer. N Engl ] Med 2017;377:132-42.

[10] Bill-Axelson A, Holmberg L, Ruutu M, et al. Radical prostatectomy
versus watchful waiting in early prostate cancer. N Engl ] Med
2011;364:1708-17.

[11] Cornford P, Bellmunt J, Bolla M, et al. EAU-ESTRO-SIOG guidelines on
prostate cancer. Part II: treatment of relapsing, metastatic, and
castration-resistant prostate cancer. Eur Urol 2017;71:630-42.

[12] Yaxley JW, Coughlin GD, Chambers SK, et al. Robot-assisted laparo-
scopic prostatectomy versus open radical retropubic prostatec-
tomy: early outcomes from a randomised controlled phase
3 study. Lancet 2016;388:1057-66, [Erratum in: 2017;389:e5].

[13] Datta NR, Stutz E, Rogers S, Bodis S. Conventional versus hypofrac-
tionated radiation therapy for localized or locally advanced prostate

cancer: a systematic review and meta-analysis along with thera-
peutic implications. Int ] Radiat Oncol Biol Phys 2017;99:573-89.

[14] Gonzalez-Motta A, Roach M. Stereotactic body radiation therapy
(SBRT) for high-risk prostate cancer: where are we now? Pract
Radiat Oncol 2018;8:185-202.

[15] Mottet N, Bellmunt J, Bolla M, et al. EAU-ESTRO-SIOG guidelines on
prostate cancer. Part 1: screening, diagnosis, and local treatment
with curative intent. Eur Urol 2017;71:618-29.

[16] Mohler JL, Armstrong AJ, Bahnson RR, et al. Prostate cancer, version
1.2016. ] Natl Compr Canc Netw 2016;14:19-30.

[17] Begg CB, Riedel ER, Bach PB, et al. Variations in morbidity after
radical prostatectomy. N Engl ] Med 2002;346:1138-44.

[18] Ellison LM, Trock BJ, Poe NR, Partin AW. The effect of hospital
volume on cancer control after radical prostatectomy. ] Urol
2005;173:2094-8.

[19] Savage CJ, Vickers AJ. Low annual caseloads of United States sur-
geons conducting radical prostatectomy. ] Urol 2009;182:2677-9.

[20] Gershman B, Meier SK, Jeffery MM, et al. Redefining and contextu-
alizing the hospital volume-outcome relationship for robot-
assisted radical prostatectomy: implications for centralization of
care. ] Urol 2017;198:92-9.

[21] Trinh Q-D, Bjartell A, Freedland S], et al. A systematic review of the
volume-outcome relationship for radical prostatectomy. Eur Urol
2013;64:786-98.

[22] Groeben C, Koch R, Baunacke M, Wirth MP, Huber ]. Robots drive the
German radical prostatectomy market: a total population analysis
from 2006 to 2013. Prostate Cancer Prostatic Dis 2016;19:412-6.

[23] Aggarwal A, Lewis D, Mason M, Purushotham A, Sullivan R, van der
Meulen ]. Effect of patient choice and hospital competition on
service configuration and technology adoption within cancer sur-
gery: a national, population-based study. Lancet Oncol 2017;18:
1445-1453.

[24] Klein J, Knesebeck von dem O. Socioeconomic inequalities in pros-
tate cancer survival: a review of the evidence and explanatory
factors. Soc Sci Med 2015;142:9-18.

[25] Valdagni R, Albers P, Bangma C, et al. The requirements of a
specialist prostate cancer unit: a discussion paper from the Euro-
pean School of Oncology. Eur ] Cancer 2011;47:1-7.

[26] Smith BD, Smith GL, Hurria A, Hortobagyi GN, Buchholz TA. Future
of cancer incidence in the United States: burdens upon an aging,
changing nation. ] Clin Oncol 2009;27:2758-65.

[27] Arnold M, Karim-Kos HE, Coebergh JW, et al. Recent trends in
incidence of five common cancers in 26 European countries since
1988: analysis of the European Cancer Observatory. Eur ] Cancer
2015;51:1164-87.

[28] Tewari A, Johnson CC, Divine G, et al. Long-term survival probability
in men with clinically localized prostate cancer: a case-control,
propensity modeling study stratified by race, age, treatment and
comorbidities. ] Urol 2004;171:1513-9.

[29] Droz J-P, Albrand G, Gillessen S, et al. Management of prostate
cancer in elderly patients: recommendations of a task force of the
International Society of Geriatric Oncology. Eur Urol 2017;72:521-
31.

[30] Lichtenstein A, Kiick M, Wolke-Riedel C. Establishment of a prostate
cancer center based on DIN EN ISO. Merely an obligation or also an
opportunity? A progress report. Urologe A 2008;47:935-6, 938.

[31] Steffens ], Stark E, Dohr A, et al. Certified prostate cancer centers.
New possibilities for cooperation between hospitals and private
practice. Urologe A 2008;47:930, 932-4.

[32] Arsov C, Albers P. Prostate cancer centres/prostate centres—certi-
fied by DKG or DVPZ. Aktuelle Urol 2009;40:87-90.

[33] Steffens JA, Ting O, Schmidt S, Albers P. Certified prostate cancer
centers of the German Cancer Society: current status 2 years after
certification and future developments. Urologe A 2010;49:910-5.


http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0190
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0190
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0195
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0195
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0195
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0200
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0200
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0200
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0205
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0205
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0205
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0210
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0210
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0210
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0215
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0215
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0220
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0220
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0220
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0225
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0225
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0225
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0230
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0230
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0235
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0235
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0235
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0240
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0240
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0240
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0245
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0245
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0245
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0245
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0250
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0250
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0250
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0250
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0255
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0255
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0255
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0260
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0260
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0260
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0265
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0265
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0270
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0270
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0275
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0275
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0275
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0280
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0280
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0285
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0285
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0285
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0285
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0290
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0290
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0290
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0295
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0295
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0295
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0300
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0300
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0300
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0300
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0300
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0305
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0305
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0305
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0310
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0310
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0310
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0315
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0315
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0315
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0320
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0320
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0320
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0320
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0325
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0325
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0325
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0325
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0330
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0330
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0330
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0330
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0335
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0335
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0335
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0340
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0340
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0340
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0345
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0345
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0350
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0350
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0350

186 EUROPEAN UROLOGY 76 (2019) 179-186

[34] Weikert S, Baumunk D, Stephan C, et al. Introduction of interdisci-
plinary prostate cancer centers based on the recommendations of
the German Cancer Society. A cost-benefit analysis 3 years after
accreditation. Urologe A 2011;50:1083-8.

[35] Kowalski C, Ferencz ], Albers P, et al. Quality assessment in prostate
cancer centers certified by the German Cancer Society. World ] Urol
2016;34:665-72.

L PCa19

EAU Update on Prostate Cancer

[36] Graham ], Kirkbride P, Cann K, Hasler E, Prettyjohns M. Prostate
cancer: summary of updated NICE guidance. BM] 2014;348:
£7524.

[37] France IARC. All cancers (excluding non-melanoma skin cancer)
estimated incidence, mortality and prevalence worldwide in 2012.
2014.

EAU

onco-urology

series

eal European
European Association
of Urology of Urology


http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0355
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0355
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0355
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0355
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0360
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0360
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0360
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0365
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0365
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0365
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0370
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0370
http://refhub.elsevier.com/S0302-2838(19)30077-6/sbref0370

	The European Prostate Cancer Centres of Excellence: A Novel Proposal from the European Association of Urology Prostate Cancer Centre Consensus Meeting
	1 Introduction
	2 Patients and methods
	3 Results
	3.1 Clinical step
	3.2 Research step
	3.3 Educational step
	3.4 Quality control

	4 Discussion
	5 Conclusions
	References


