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Abstract
Purpose  To determine the role of biopsy experience regarding a potential benefit of additional systematic biopsies and fusion 
failures during MRI-targeted biopsy of the prostate.
Subjects/patients and methods  We retrospectively evaluated 576 men undergoing transrectal (MRI)-targeted biopsy of the 
prostate by seven residents in urology between November 2019 and March 2022. Benefit of systematic biopsies (detection 
of ISUP ≥ 2 PCa (clinically significant PCa (csPCa)) solely in systematic biopsies) and fusion failure (detection of csPCa 
during systematic biopsies in the area of a reported MRI-lesion and no detection of csPCa in targeted biopsy) were compared 
by growing biopsy experience levels. Multivariable regression analyses were calculated to investigate the association with 
benefit of systematic biopsies and fusion failure.
Results  The overall PCa detection rate was 72% (413/576). A benefit of systematic biopsies was observed in 11% (63/576); 
of those, fusion failure was seen in 76% (48/63). Benefit of systematic biopsies and fusion failure were more common among 
residents with very low experience compared to highly experienced residents (18% versus 4%, p = 0.026; 13% versus 3%, 
p = 0.015, respectively). Increasing biopsy experience was associated with less benefit from systematic biopsies (OR: 0.98, 
95% CI 0.97–0.99) and less fusion failure (OR: 0.98, 95% CI 0.97–0.99).
Conclusions  The benefit of systematic biopsies following targeted biopsy decreases with growing biopsy experience. The 
higher risk of fusion failure among inexperienced residents necessitates systematic biopsies to ensure the detection of csPCa. 
Further prospective trials are warranted before a targeted only approach can be recommended in routine clinical practice.
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Introduction

To date, multi-parametric magnetic resonance imaging 
(mpMRI) of the prostate is recommended for men with 
suspected prostate cancer (PCa) before undergoing pros-
tate biopsy (bx) [13, 21, 23]. mpMRI has substantially 

facilitated clinical decision-making regarding prostate bx 
and reduced the detection of clinically non-significant PCa 
(defined as ≤ International Society of Urological Pathol-
ogy classification (ISUP) 1 PCa) [2, 5, 13]. Although the 
use of magnetic resonance imaging (MRI)-targeted bx has 
been shown to be non-inferior to systematic bx in patients 
with elevated PSA, there is no final consensus as to whether 
systematic bx may be safely omitted [6, 7, 13, 20]. Given 
that 5–10% of clinically significant PCa (csPCa) (defined 
as ≥ ISUP 2 PCa) could be missed by MRI-targeted bx alone, 
an additional 10–12 core systematic bx is recommended in 
all bx naïve patients and routinely carried out at our clinic 
[21]. During the combination of systematic and MRI-tar-
geted bx commonly, more than 12 and up to 25 bx cores 
are extracted, potentially increasing the risk of complica-
tions, discomfort, and peri-prostatic fibrosis [9, 15, 22, 24]. 
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Therefore, strategies to reduce the number of bx cores have 
been increasingly investigated and are warranted [1, 4, 11, 
14].

Available data indicate that systematic bx could be omit-
ted in patients with a Prostate Imaging Reporting and Data 
System (PI-RADS) score of 5 on mpMRI and previous nega-
tive bx [1, 4]. However, successfully performing MRI-tar-
geted bx of the prostate may not only depend on patient and 
mpMRI characteristics but may also substantially depend 
on the experience of the performing urologist. We hypoth-
esized that omitting systematic bx may not be safe for every 
urologist, especially when the rate of procedural experience 
is low. Recent studies underscored that a higher level of 
experience is associated with reduced procedure durations, 
a higher rate of csPCa detected, and an improved accuracy of 
MRI-targeted bx [10, 12, 16, 25, 26, 30]. This aspect appears 
particularly important given that bx of the prostate may be 
performed by residents in urology rather than only by sea-
soned specialists. Still, most studies assessing bx experience 
are limited by either a low number of included bx (< 300 
bx) [12, 16, 25, 26] or a low number of included urologists 
performing the bx (< 5 urologists) [12, 16, 19, 25, 29].

Therefore, this real-world study aimed to investigate 
the role of growing procedural experience regarding a 1) 
potential benefit of the additional systematic bx as well as 
regarding 2) potential fusion failures during MRI-targeted 
bx in a large sample of 576 MRI-targeted bx performed by 
7 residents in urology.

Subjects/patients and methods

Design and procedure

The present retrospective analysis included n = 576 patients 
undergoing transrectal MRI-targeted and systematic bx 
of the prostate for suspected PCa (elevated PSA > 4 ng/
ml and/or abnormal digital rectal examination and at least 
PIRADS ≥ 2 lesion on mpMRI) between November of 2019 
and March of 2022 at the Department of Urology of the 
Klinikum rechts der Isar, Technical University of Munich. 
The study was approved by the Ethics Committee of the 
Technical University of Munich in February 2022 (Trial 
number 2023-74-S-KH) and followed the Declaration of 
Helsinki Ethical Principles for Medical Research.

mpMRI and biopsy strategy

All mpMRI scans were evaluated according to the PI-
RADS v2.0 protocol [27]. Detection of csPCa was defined 
as PCa > ISUP 1 upon histopathological analysis. All men 
received at least two MRI-targeted bx and 12-core system-
atic bx (6 cores extracted from each lobe from the lateral 

and medial portion of the base, mid portion and apex of the 
prostate). The digital fusion of ultrasound and mpMRI was 
performed using the Canon Aplio i800 ultrasound system. 
All bx were performed by residents without prior experience 
in performing prostate bx prior to the assessed time period.

Sociodemographic and clinical characteristics

The following sociodemographic and clinical data were 
obtained for this analysis: age at bx, PSA level at bx, pros-
tate volume, prior bx (yes (negative); yes (positive/active 
surveillance); no), max. PI-RADS score (≤ 3, 4, 5), number 
of mpMRI targets, number of total cores, number of MRI-
targeted bx cores, number of positive cores, grading.

Bx experience was defined individually for each bx as 
the total number of procedures performed by the resident 
up until the current procedure.

Benefit of systematic bx, benefit of targeted bx, 
and fusion failure

Benefit of systematic bx was defined as the detection of an 
ISUP ≥ 2 PCa in the systematic bx and either (a) no detection 
of PCa or (b) detection of ISUP 1 PCa in the MRI-targeted 
bx.

Benefit of targeted bx was defined as detection of an 
ISUP ≥ 2 PCa in the targeted bx and either (a) no detection 
of PCa or (b) detection of ISUP 1 PCa in the systematic bx.

Fusion failure was defined as the detection of csPCa 
(ISUP > 1) during systematic bx in the area of a reported 
mpMRI lesion and no detection of cancer in the MRI-tar-
geted bx supposedly targeting this mpMRI lesion. All pros-
tate regions unilaterally adjacent to the region containing 
the suspected lesion on mpMRI were considered “areas 
of the reported mpMRI lesion” (e.g. in cases of a mpMRI 
lesion located in right lateral prostate apex, systematic biop-
sies extracted from the right apex and the right lateral mid 
portion of the prostate were considered in the area of the 
reported mpMRI lesion).

Statistical analysis

Descriptive statistics were calculated for all study vari-
ables (Mean and standard deviation (SD) or median and 
interquartile range (IQR) or range). Bx experience levels 
were clustered into quintiles using visual binning (very low 
experience: 1st–14th (n = 123), low experience: 15th–28th 
(n = 112), moderate experience: 29th–47th (n = 116), high 
experience: 48th–71th (n = 112), and very high experi-
ence > 71th (n = 113) bx). Chi-Square tests were calculated 
to determine differences between binned bx experience cate-
gories regarding benefit of systematic bx, benefit of targeted 
bx, fusion failure, and overall PCa detection rate.
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Univariable and multivariable logistic regression analy-
ses were calculated to identify variables associated with (1) 
benefit of systematic bx following MRI-targeted bx and (2) 
fusion failure. Statistical significance was set at P < 0.05. 
All analyses were performed using SPSS (Version 26, IBM, 
Armonk USA). Graphs were created using Microsoft Office 
(Version 16.66.1, Microsoft, Redmond USA).

Results

Patient characteristics, mpMRI, and bx results

A total of 576 men (age (SD): 66 (10) years) were evalu-
ated for this retrospective study. Of those, the majority (52% 
(298/576) had a PI-RADS 4 lesion and 23% (132/576) had 
a PI-RADS 5 lesion on mpMRI. The overall PCa detection 
rate was 72% (413/576) (csPCa 90% (373/413)). PCa was 
found in 92.4% (122/132; csPCa: 91.6%) of men with a PI-
RADS 5 lesion, in 79.5% (237/298; csPCa: 71.8%) of men 
with PI-RADS 4 lesion and 35.7% (40/112; csPCa: 23.2%) 

in men with a PI-RADS 3 Lesion. Detailed patient charac-
teristics are shown in Table 1.

Benefit of systematic or MRI‑targeted bx

A benefit of systematic bx was observed in 11% (63/576) 
of all cases. In other words, of the 373 men diagnosed with 
csPCa (> ISUP 1), 63 (17%) men had a csPCa detected only 
by systematic bx. These were either ISUP 2 (95%, (55/63)) 
or ISUP 3 (5%, (8/63)) PCa. A potential fusion failure was 
present in 76% (48/63) of these bx. A benefit of targeted 
bx was observed in a total of 5% (29/576) of all bx, mean-
ing that 8% (29/373) of all csPCa was solely detected by 
targeted bx.

The role of experience during systematic 
and MRI‑targeted bx of the prostate

A total of 7 residents in urology performed the bx analyzed 
in this study. Each resident performed at least 28 bx. The 

Table 1   Sociodemographic and 
clinical characteristics of the 
study sample (N = 576)

DRE digital rectal examination, IQR inter quartile range, ISUP International Society of Urological Pathol-
ogy, Min–Max minimum–maximum, No. number, PSA prostate specific antigen, SD standard deviation

Characteristic

Mean (SD) age at biopsy, years (n = 576; missing: 0) 66 (10)
Median PSA (ng/ml) (IQR) (n = 576; missing: 0) 7 (5–10)
No. max. PI-RADS Score (%) (n = 576; missing: 0)
  ≤ 3 146 (25)
 4 298 (52)
 5 132 (23)

No. DRE (%) (n = 505; missing: 71)
 Suspicious 147 (29)
 Not suspicious 358 (71)

Median prostate volume, ml (IQR) (n = 506; missing: 70) 45 (35–60)
No. prior biopsy (%) (n = 576; missing: 0)
 Yes (negative) 73 (13)
 Yes (positive/active surveillance) 9 (2)
 No 494 (85)

Median number of MRI lesions (Min–Max) (n = 576; missing: 0) 1 (1–4)
Mean (SD) number of total cores extracted (n = 576; missing: 0) 15 (2)
Mean (SD) number of fusion cores extracted (n = 576; missing: 0) 4 (2)
No. patients with prostate cancer (%) (n = 576; missing: 0)
 Yes 413 (72)
 No 163 (28)

No. tumor grading (%) (n = 413; missing: 0)
 ISUP 1 40 (7)
 ISUP 2 185 (32)
 ISUP 3 100 (17)
 ISUP 4 64 (11)
 ISUP 5 24 (4)
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median bx experience (IQR) at the end of the observed time 
frame was 66 (38–75).

A benefit of systematic bx was observed significantly 
more often among the least experienced residents as com-
pared to residents with the highest experience (18% versus 
4%, respectively, P = 0.026, Fig. 1). Fusion failures were 
more frequent among the least experienced residents com-
pared to very experienced residents (13% versus 3%, respec-
tively, P = 0.015, Fig. 1).

No statistically significant differences in the detection rate 
of csPCa among men with PI-RADS 4 or 5 lesions stratified 
by experience levels were found (very low experience: 87% 
versus low experience: 78% versus moderate experience: 
87% versus high experience: 83% versus very high experi-
ence: 83%, P = 0.4).

Multivariable regression analysis revealed that growing 
bx experience was independently associated with lower ben-
efit from systematic bx of the prostate (OR 0.98, 95% CI 
0.97–0.99) and lower risk of fusion failure (OR 0.98, 95% 
CI 0.97–0.99). Higher PSA was associated with lower risk 
of fusion failure (OR 0.89, 95% CI 0.81–0.99), whereas a 
higher number of extracted biopsy cores was associated with 
higher risk of fusion failure (OR 1.23 95% CI 1.01–1.50) 
(Table 2).

Discussion

Current guidelines recommend the combination of MRI-tar-
geted and systematic bx as the diagnostic standard of care for 
men with suspected PCa on mpMRI. While there is growing 

evidence to suggest that omitting systematic bx may be safe 
in favor of MRI-targeted bx alone, little is known regarding 
the role of procedural experience in that context.

First, in this large sample of 576 men, increasing bx 
experience was associated with less benefit of system-
atic bx and lower risk of fusion failure on multivariable 
regression analysis. Second, a benefit of systematic bx was 
observed four times more often among men operated by 
residents in urology with very low procedural experience 
as compared to very experienced residents (18% versus 
4%, P = 0.026). Consistently, fusion failures—evident in 
three fourths of the cases with the benefit of systematic 
bx (76% (48/63))—were nearly six times more common 
in residents with very low bx experience than in residents 
with very high bx experience (11% versus 2%, P = 0.015). 
Yet, the overall PCa detection rate was comparable across 
all experience levels in this study. These findings under-
score the pivotal role of experience to minimize fusion 
failures and emphasize the value of systematic bx in less 
experienced urologists to ensure the detection of csPCa. In 
this regard, the most considerable value of the systematic 
bx seems to be the additional sampling of the prostate 
quadrant that has been deemed suspicious in the MRI. 
CsPCa (all ISUP 2) was detected by systematic bx out-
side these areas in less than 5% of biopsies. This indicates 
that MRI-negative csPCa might not be the most important 
reason for considering systematic bx. One possible future 
direction could be reducing systematically extracted bx 
cores by mainly focusing on additionally sampling the 
quadrant or prostate lobe entailing the suspicious MRI 
lesion. Interestingly, multi-regression analysis revealed 
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that an increased number of targeted biopsies was associ-
ated with a higher likelihood of fusion failure. This might 
indicate that a higher number of extracted cores during 
the targeted bx might indicate uncertainty and improper 
fusion during the targeted bx. This stresses that in unex-
perienced urologists, a proper systematic bx of the suspi-
cious quadrant or hemi prostate covering all regions might 
be of more value than a saturation during the targeted bx, 
which might be off-targeted due to improper software use 
or misinterpretation of the MRI image.

Probably the most challenging, experience-dependent 
aspect of MRI-targeted bx is the fusion of the patient’s 
mpMRI dataset with the live ultrasound image as it requires 
practice as well as an advanced understanding of the pros-
tate’s anatomy. This may be particularly relevant when tar-
geting smaller, less aggressive PCa [3]. This assumption is 
strengthened by the results of this current study. First, higher 
PSA levels were associated with lower risk of fusion failures 
on multivariable regression analyses. Second, most cases 
of csPCa identified on systematic, but not MRI-targeted 
biopsies were ISUP 2 PCa. This underscores that system-
atic biopsies may be most beneficial in men with small, 
less aggressive ISUP 2 PCa. In men with more aggressive 
PCa indicated by, e.g., a higher PSA value, the extent of the 
cancer infiltration of the prostate seems to be often under-
reported in the MRI. This, however, might lead to a lower 
likelihood of fusion failure in these patients as the detection 
rate of the targeted bx becomes less accuracy dependent.

Overall, 17% of all csPCa were diagnosed only with 
systematic bx leading to a benefit of systematic bx in 11% 
of all patients. This rate is comparable to data from other 
retrospective studies reporting a csPCa detection rate by 
systematic bx alone ranging from 6–16% [1, 4, 8, 17, 18, 
30]. On the other hand, two prospective trials reported con-
siderably lower rates of benefit from systematic bx follow-
ing MRI-targeted bx (5 and 7% [23, 28] versus 11% in this 
current study). Yet, in both mentioned prospective trials as 
well as for the most recent GÖTEBORG-2 trial [11], all 
study related bx were performed by experienced urologists 
only and these rates of benefit for systematic biopsies were 
comparable to the results obtained by very experienced resi-
dents in this study (across all experience levels: 11% versus 
very experienced residents: 4%). These studies also reported 
that the added value of the MRI-targeted bx in detecting oth-
erwise undetected csPCa (ISUP ≥ II) should be considered 
between 6–10% [5, 23, 30]. These findings are comparable 
with our results showing an overall benefit of targeted bx 
in 5% of patients. In fact, in very experienced residents the 
benefit of targeted bx (10%) was also higher than the benefit 
of systematic bx (4%) emphasizing the role of experience 
regarding MRI fusion biopsies of the prostate.

Previous studies suggested that systematic bx could 
be omitted in favor of targeted bx alone, particularly 
among patients with a (very) high risk for PCa (PI-RADS 
score = 5) [1, 4, 5]. Again, while this may hold true for 
a controlled study environment including experienced 

Table 2   Univariable and multivariable regression to determine the association of selected clinical parameters with benefit from additional sys-
tematic biopsies during MRI-targeted biopsy and fusion failure

DRE digital rectal examination, ISUP International Society of Urological Pathology, OR odds ratio, PI-RADS Prostate Imaging Reporting and 
Data System, PSA prostate specific antigen, ref. reference, 95% CI 95% confidence interval
1 Step reflected as per increase of 1

Clinical parameters Benefit systematic biopsy Fusion failure

Univariable regression Multivariable regression Univariable regression Multivariable regression

OR (95%-CI) P-value OR (95%-CI) P-value OR (95%-CI) P-value OR (95%-CI) P-value

Age (continuous1) 0.98 (0.95–1.00) 0.11 – – 0.98 (0.95–1.01) 0.18 – –
PSA (continuous1) 0.94 (0.88–1.00) 0.049 0.95 (0.89–1.00) 0.06 0.91 (0.83–0.99) 0.045 0.89 (0.81–0.99) 0.030
PI-RADS-Score (ref. 5)
 2 1.60 (0.40–6.42) 0.82 1.15 (0.28–4.71) 0.84 0.58 (0.07–4.94) 0.62 -
 3 1.01 (0.36–2.90) 0.69 0.70 (0.24–2.05) 0.51 0.69 (0.19–2.43) 0.56 -
 4 2.98 (1.20–6.50) 0.006 2.16 (0.96–4.85) 0.06 1.64 (0.68–3.97) 0.27 -

DRE (ref. suspicious)
 Not suspicious 0.54 (0.26–1.10) 0.09 – – 0.83 (0.38–1.83) 0.64 – -

Prostate volume (continuous1) 0.99 (0.99–1.01) 0.81 – – 0.99 (0.98–1.01) 0.76 – -
Prior biopsy (ref. no)
 Yes (negative) 0.80 (0.35–1.82) 0.59 – – 0.34 (0.08–1.36) 0.13 – -

Biopsy cores taken 
(continuous1)

1.08 (0.92–1.26) 0.35 – – 1.23 (1.01–1.49) 0.042 1.23 (1.01–1.50) 0.043

Experience (continuous1) 0.98 (0.97–0.99) 0.005 0.98 (0.97–0.99) 0.003 0.99 (0.98–0.99) 0.042 0.98 (0.97–0.99) 0.029
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surgeons, the results of this study underscore the impor-
tance of overcoming learning curves inherent to MRI-
targeted bx to ensure the quality of care for accurate risk 
stratification among less experienced surgeons. One pre-
vious study indicated that the learning curve for MRI-
targeted bx may increase up to the 98th targeted bx [12]. 
Based on this retrospective analysis, performing more than 
70 bx may be considered a critical, necessary threshold 
before considering an “MRI-target bx only” approach, 
despite convincing mpMRI findings.

Several limitations of this study are noteworthy. First, 
given its retrospective design the results of this study are 
prone to selection bias. Still, as no case was excluded during 
the investigated period, potential selection bias was mini-
mized. Second, all prostate bx included in this analysis were 
performed transrectally. Thus, the results of this study might 
not be comparable to other studies investigating a transper-
ineal approach. Third, the obtained experience thresholds 
were determined by visual binning and are thereby limited 
to the current sample and cannot be extrapolated to other 
collectives. Nevertheless, our analysis reflects a real-world 
scenario including data of 7 urologists in training with no 
prior bx experience. The analyses are further strengthened 
from a statistical/methodological perspective: the allocation 
of dynamic experience levels illustrates the growing proce-
dural experience for every resident after every bx. From a 
clinical perspective, the detection rate of PCa by PI-RADS 
4 or 5 lesions was 85% in this study and is not only compa-
rable, but even higher than in most previous studies (results 
ranging from 40–80%) [3, 10, 12, 16, 18, 30]. These findings 
emphasize the overall high bx and mpMRI quality reported 
in this set of patients.

Taken together, the current study shows that bx experi-
ence potentially limits the generalizability of recent studies 
suggesting that systematic bx of the prostate can be omit-
ted in favor of MRI-targeted approaches. The high risk of 
fusion failures among very inexperienced urologists war-
rants the addition of systematic bx following MRI-targeted 
bx to ensure the detection of csPCa in men with suspected 
PCa on mpMRI. Further prospective studies and the devel-
opment of novel biopsy strategies are necessary to safely 
establish an accurate, minimally invasive and targeted only 
biopsy regime.

Author contribution  The authors listed below have made substantial 
contributions to the intellectual content of the paper in the various 
sections described below: Protocol/project development: MJ, LL. 
Acquisition of data: MJ. Analysis and interpretation of data: MJ, LL. 
Drafting of the manuscript: MJ, LL. Critical revision of the manuscript 
for important intellectual content: MJ, LL, TA, TW, FK, JWB, CD, FK, 
KW, TH, KH, VHM, JEG. Statistical analysis: MJ. Administrative, 
technical, or material support: JEG. Supervision: LL.

Funding  Open Access funding enabled and organized by Projekt 
DEAL. No external funding received.

Data availability  Data are available for bona fide researchers who 
request it from the authors.

Declarations 

Conflict of interest  Matthias Jahnen, Thomas Amiel, Tobias Wagner, 
Florian Kirchoff, Jacob W. Büchler, Charlotte Düwel; Florestan Koll, 
Kay Westenfelder, Kathleen Herkommer, Valentin H. Meissner, Jürgen 
E. Gschwend and Lukas Lunger have nothing to disclose.

Ethics approval  This study was performed in line with the principles 
of the Declaration of Helsinki. Approval was granted by the Ethics 
Committee of Technical University of Munich.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Ahdoot M, Lebastchi AH, Long L et al (2022) Using prostate 
imaging-reporting and data system (PI-RADS) scores to select an 
optimal prostate biopsy method: a secondary analysis of the trio 
study. Eur Urol Oncol 5:176–186

	 2.	 Ahmed HU, El-Shater Bosaily A, Brown LC et al (2017) Diag-
nostic accuracy of multi-parametric MRI and TRUS biopsy in 
prostate cancer (PROMIS): a paired validating confirmatory study. 
Lancet 389:815–822

	 3.	 Checcucci E, Piramide F, Amparore D et al (2021) Beyond the 
learning curve of prostate MRI/TRUS target fusion biopsy after 
more than 1000 procedures. Urology 155:39–45

	 4.	 Deniffel D, Perlis N, Ghai S et al (2022) Prostate biopsy in the era 
of MRI-targeting: towards a judicious use of additional systematic 
biopsy. Eur Radiol 2:2

	 5.	 Drost FH, Osses DF, Nieboer D et al (2019) Prostate MRI, with or 
without MRI-targeted biopsy, and systematic biopsy for detecting 
prostate cancer. Cochrane Database Syst Rev 4:12663

	 6.	 Eastham JA, Auffenberg GB, Barocas DA et al (2022) Clinically 
localized prostate cancer: AUA/ASTRO guideline, part i: intro-
duction, risk assessment, staging, and risk-based management. J 
Urol 208:10–18

	 7.	 Eklund M, Jäderling F, Discacciati A et al (2021) MRI-targeted 
or standard biopsy in prostate cancer screening. N Engl J Med 
385:908–920

	 8.	 Fourcade A, Payrard C, Tissot V et al (2018) The combination of 
targeted and systematic prostate biopsies is the best protocol for 
the detection of clinically significant prostate cancer. Scand J Urol 
52:174–179

http://creativecommons.org/licenses/by/4.0/


2705World Journal of Urology (2023) 41:2699–2705	

1 3

	 9.	 Glass AS, Porten SP, Bonham M et al (2013) Active surveillance: 
does serial prostate biopsy increase histological inflammation? 
Prostate Cancer Prostatic Dis 16:165–169

	10.	 Halstuch D, Baniel J, Lifshitz D et al (2019) Characterizing the 
learning curve of MRI-US fusion prostate biopsies. Prostate Can-
cer Prostatic Dis 22:546–551

	11.	 Hugosson J, Månsson M, Wallström J et al (2022) Prostate cancer 
screening with PSA and MRI followed by targeted biopsy only. N 
Engl J Med 387:2126–2137

	12.	 Kasabwala K, Patel N, Cricco-Lizza E et al (2019) The learning 
curve for magnetic resonance imaging/ultrasound fusion-guided 
prostate biopsy. Eur Urol Oncol 2:135–140

	13.	 Kasivisvanathan V, Rannikko AS, Borghi M et al (2018) MRI-
targeted or standard biopsy for prostate-cancer diagnosis. N Engl 
J Med 378:1767–1777

	14.	 Kaufmann B, Saba K, Schmidli TS et al (2022) Prostate cancer 
detection rate in men undergoing transperineal template-guided 
saturation and targeted prostate biopsy. Prostate 82:388–396

	15.	 Kohl T, Sigle A, Kuru T et al (2022) Comprehensive analysis 
of complications after transperineal prostate biopsy without anti-
biotic prophylaxis: results of a multicenter trial with 30 days’ 
follow-up. Prostate Cancer Prostatic Dis 25:264–268

	16.	 Mager R, Brandt MP, Borgmann H et al (2017) From novice to 
expert: analyzing the learning curve for MRI-transrectal ultra-
sonography fusion-guided transrectal prostate biopsy. Int Urol 
Nephrol 49:1537–1544

	17.	 Mannaerts CK, Engelbrecht MRW, Postema AW et al (2020) 
Detection of clinically significant prostate cancer in biopsy-naïve 
men: direct comparison of systematic biopsy, multiparametric 
MRI- and contrast-ultrasound-dispersion imaging-targeted biopsy. 
BJU Int 126:481–493

	18.	 Mannaerts CK, Kajtazovic A, OaP L et al (2019) The added value 
of systematic biopsy in men with suspicion of prostate cancer 
undergoing multiparametric MRI-targeted biopsy. Urol Oncol 
37:298.e291-298.e299

	19.	 Meng X, Rosenkrantz AB, Huang R et al (2018) The institutional 
learning curve of magnetic resonance imaging-ultrasound fusion 
targeted prostate biopsy: temporal improvements in cancer detec-
tion in 4 years. J Urol 200:1022–1029

	20.	 Mottet N, Van Den Bergh RCN, Briers E et al (2021) EAU-
EANM-ESTRO-ESUR-SIOG guidelines on prostate cancer-2020 
update. part 1: screening, diagnosis, and local treatment with cura-
tive intent. Eur Urol 79:243–262

	21.	 Mottet N, Van Den Bergh RCN, Briers E, Expert Patient Advocate 
(European Prostate Cancer Coalition/Europa Uomo), De Santis 
M, Gillessen S, Grummet J, Henry AM, Van Der Kwast TH, Lam 
TB, Mason MD, O’hanlon S, Oprea-Lager DE, Ploussard G, Van 

Der Poel HG, RouvièRe O, Schoots IG, Tilki D, Wiegel Guide-
lines Associates T, Van Den Broeck T, Cumberbatch M, Farolfi 
A, Fossati N, Gandaglia G, Grivas N, Lardas M, Liew M, Linares 
Espinós E, Moris L, Willemse P-PM (2022) EAU—EANM—
ESTRO—ESUR—ISUP—SIOG guidelines on prostate cancer. 
EAU Guidelines Office

	22.	 Pepe P, Aragona F (2013) Morbidity after transperineal prostate 
biopsy in 3000 patients undergoing 12 vs 18 vs more than 24 
needle cores. Urology 81:1142–1146

	23.	 Rouvière O, Puech P, Renard-Penna R et al (2019) Use of prostate 
systematic and targeted biopsy on the basis of multiparametric 
MRI in biopsy-naive patients (MRI-FIRST): a prospective, mul-
ticentre, paired diagnostic study. Lancet Oncol 20:100–109

	24.	 Sooriakumaran P, Calaway A, Sagalovich D et al (2012) The 
impact of multiple biopsies on outcomes of nerve-sparing robotic-
assisted radical prostatectomy. Int J Impot Res 24:161–164

	25.	 Stabile A, Dell’oglio P, Gandaglia G et al (2018) Not all mul-
tiparametric magnetic resonance imaging-targeted biopsies are 
equal: the impact of the type of approach and operator expertise 
on the detection of clinically significant prostate cancer. Eur Urol 
Oncol 1:120–128

	26.	 Stabile A, Giganti F, Kasivisvanathan V et al (2020) Factors influ-
encing variability in the performance of multiparametric magnetic 
resonance imaging in detecting clinically significant prostate can-
cer: a systematic literature review. Eur Urol Oncol 3:145–167

	27.	 Turkbey B, Rosenkrantz AB, Haider MA et al (2019) Prostate 
imaging reporting and data system version 2.1: 2019 update of 
prostate imaging reporting and data system version 2. Eur Urol 
76:340–351

	28.	 Van Der Leest M, Cornel E, Israël B et al (2019) Head-to-head 
comparison of transrectal ultrasound-guided prostate biopsy ver-
sus multiparametric prostate resonance imaging with subsequent 
magnetic resonance-guided biopsy in biopsy-naïve men with ele-
vated prostate-specific antigen: a large prospective multicenter 
clinical study. Eur Urol 75:570–578

	29.	 Westhoff N, Haumann H, Kriegmair MC et al (2019) Association 
of training level and outcome of software-based image fusion-
guided targeted prostate biopsies. World J Urol 37:2119–2127

	30.	 Zhen L, Liu X, Yegang C et al (2019) Accuracy of multiparamet-
ric magnetic resonance imaging for diagnosing prostate Cancer: 
a systematic review and meta-analysis. BMC Cancer 19:1244

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Does experience change the role of systematic biopsy during MRI-fusion biopsy of the prostate?
	Abstract
	Purpose 
	Subjectspatients and methods 
	Results 
	Conclusions 

	Introduction
	Subjectspatients and methods
	Design and procedure
	mpMRI and biopsy strategy
	Sociodemographic and clinical characteristics
	Benefit of systematic bx, benefit of targeted bx, and fusion failure
	Statistical analysis

	Results
	Patient characteristics, mpMRI, and bx results
	Benefit of systematic or MRI-targeted bx
	The role of experience during systematic and MRI-targeted bx of the prostate

	Discussion
	References




