[bookmark: _GoBack]Table 1: Methods of focal ablation

	Method
	Diagram

	
Targetted focal ablation
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Hemiablation
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Posterior hockey stick
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Anterior hockey stick
	
[image: ]




Figures: MRI before and after HIFU and Cryo


Table 2: Summary of recommendations for diagnosis and follow-up
	Diagnosis and candidate selection
	A clinically significant index lesion is at least 0.5cm3 (MCCL >/= 6mm) or any sized lesion that has Gleason pattern four or more. These should be targeted for focal ablation. 

	
	Multiparametric MRI can be used to diagnose clinically significant focal prostate cancer. These must have two separated blinded reports from experience radiologists. Suspicious lesions on MRI must be biopsied. 

	
	Template mapping or MRI-targeted biopsy are recommended for all patients undergoing focal therapy.

	
	

	Treatment guidance
	Targetted focal ablation, hemiablation, or hockey stick pattern ablation may be employed. 

	
	Smaller lesions are often present. Lesions that are not clinically significant should not be targeted. 

	
	

	Follow-up and assessment of outcomes
	Disease recurrence is assessed with prostate biopsy, triggered by either a rising prostate-specific antigen, suspicious MRI imaging, or performed at one year as part of an agreed protocol.

	
	Biopsy should utilise 4–6 targeted cores from the margins of the ablation zone including at least one sample from within the area of ablated/fibrosed tissue.

	
	Follow up MRI at 6-12 months is recommended to identify failure or recurrence. 

	
	Treatment strategies for patients with residual disease include active surveillance (low-volume low-risk), repeat focal therapy, or transition to whole gland therapy.
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