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INTRODUCTION

ØActive surveillance (AS) is endorsed widely by major 
clinical guidelines as the preferred management 
strategy for most men with low-risk prostate cancer. 
AS uptake has historically been low, but rates have 
been rising in the past decade.

ØMost extant analyses are restricted to specific 
geographic regions and/or payors, and most 
datasets face long lag times from treatment to data 
access.

ØWe analyzed AS trends and variation in the AUA 
Quality (AQUA) Registry, comprising near-real time 
data collected directly from urology practices 
nationwide.

TABLE 1

METHODS
ØThe AQUA Registry was launched by the AUA in 2013 to 

help urology practices understand and improve their 
quality of care and to streamline reporting as mandated by 
CMS.

ØData are drawn directly from a range of EHR systems at 
participating practices, dating back to the later of 2014 or 
EHR launch. Structured data are directly collected, and 
other data (e.g., Gleason scores) are identified via regular 
expression searches and natural language processing; 
practices with no EBRT data (n=7) were excluded.

ØBy mid-2021, a total of 1945 urology providers, 
representing 349 practices, were included in AQUA 
(Figure 1). 

ØAQUA comprises over 8.5M unique patients, including 
298,081 ever treated for prostate cancer. Of these, 27,289 
were newly diagnosed with low-risk disease (PSA ≤10 
ng/ml, Gleason grade group 1, clinical stage T1/2a [or 
missing if PSA and GG both qualified for low-risk]) and of 
these, 20,809 (76.3%) had known primary treatment.

METHODS (CONTINUED)

Ø Primary treatments were classified as radical 
prostatectomy, external beam radiation (EBRT), 
brachytherapy, androgen deprivation 
monotherapy (ADT), or AS. Determination of AS 
required absence of any active treatment and at 
least one subsequent PSA > 1.0ng/mL.

ØDescriptive statistics calculated and primary 
treatments plotted over time.

ØVariation in use of AS was determined based on 
proportion of men with low-risk disease managed 
with AS for each practice and each provider 
within each practice, restricting to practices which 
managed at least 50 men with low-risk disease.

Ø Logistic regression was performed to determine 
predictors of AS, including potential explanatory 
variables: race, age at diagnosis, year of 
diagnosis, and practice and provider volume for 
low-risk disease.

 White 

(N= 8,350) 

Black 

(N= 1,855) 

Other 

(N= 348) 

Total 

(N=20,807) 

Race     

White 8,350 (100%) 0 (0%) 0 (0%) 8,350 (40.1%) 
Black 0 (0%) 1,855 (100%) 0 (0%) 1,855 (8.9%) 
AI/AN 0 (0%) 0 (0%) 31 (8.9%) 31 (0.1%) 
Asian 0 (0%) 0 (0%) 148 (42.5%) 148 (0.7%) 
Other 0 (0%) 0 (0%) 169 (48.6%) 169 (0.8%) 
Missing 0 (0%) 0 (0%) 0 (0%) 10254 (49.3%) 

Age decile     

40s 279 (3.3%) 165 (8.9%) 13 (3.7%) 769 (3.7%) 
50s 2,202 (26.4%) 686 (37.0%) 79 (22.7%) 5,378 (25.8%) 
60s 4,024 (48.2%) 758 (40.9%) 160 (46.0%) 9,768 (46.9%) 
70s 1,685 (20.2%) 224 (12.1%) 83 (23.9%) 4,432 (21.3%) 
80s 158 (1.9%) 21 (1.1%) 13 (3.7%) 449 (2.2%) 
Missing 2 (0.0%) 1 (0.1%) 0 (0%) 11 (0.1%) 

Year of diagnosis     

2014 1,033 (12.4%) 223 (12.0%) 38 (10.9%) 1,912 (9.2%) 
2015 1,002 (12.0%) 218 (11.8%) 49 (14.1%) 2,158 (10.4%) 
2016 1,199 (14.4%) 312 (16.8%) 45 (12.9%) 2,550 (12.3%) 
2017 1,298 (15.5%) 266 (14.3%) 45 (12.9%) 2,723 (13.1%) 
2018 1,224 (14.7%) 268 (14.4%) 51 (14.7%) 2,926 (14.1%) 
2019 1,316 (15.8%) 282 (15.2%) 59 (17.0%) 3,396 (16.3%) 
2020 926 (11.1%) 223 (12.0%) 46 (13.2%) 3,253 (15.6%) 
2021 352 (4.2%) 63 (3.4%) 15 (4.3%) 1,889 (9.1%) 

PSA at dx     

Mean (SD) 5.21 (1.96) 5.38 (1.93) 5.10 (2.04) 5.31 (1.93) 
Median [Min, Max] 5.0 [0.70, 10.0] 5.10 [2.00, 10.0] 4.82 [2.0, 10.0] 5.09 [0.60, 10.0] 

T-stage     

T1 2,669 (32.0%) 695 (37.5%) 98 (28.2%) 5,859 (28.2%) 
T2 789 (9.4%) 195 (10.5%) 33 (9.5%) 1,474 (7.1%) 
Missing 4892 (58.6%) 965 (52.0%) 217 (62.4%) 13474 (64.8%) 

 

RESULTS AND LIMITATIONS
Ø Of the 20,809 included patients, 2396 (8.8%) were Black. Median age at 

diagnosis was 65 (IQR 11), and 47% of men were in their 60s (Table 1).

Ø Practice volume for low-risk disease across the study period ranged from 1 to 
2560 unique patients. For individual providers, the range was 0 to 169.

Ø AS rates were not meaningfully different between Black (39.4%) and White 
(39.8%) patients but were higher for other/missing races (45.5%).

Ø Over time, AS rates have more than doubled, from 26.5% in 2014 to 59.6% for 
first half of 2021 (Figure 2). Proportion of low-risk patients managed with AS 
ranged from 4% to 78% at the practice level and from 0% to 100% at the 
provider level (Figure 3: solid and dashed lines indicate mean and ±2*SD).

Ø On logistic regression, age, year, and provider were strongly associated with 
AS receipt; race and practice were not.

Ø Race data are self-reported and frequently missing. AQUA captures radiation 
therapy data imperfectly, and quality of AS has not yet been documented; 
some patients included may in fact be on watchful waiting or may have 
delayed treatment decision-making.

Ø AS rates are improving but are still suboptimal, and variation across providers 
is excessive. Use of AS for low-risk disease is a critical quality indicator for 
urologic oncology.


