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Abstract

Introduction: Multiparametric MRl (mpMRI) and MRI target-
ed biopsies (MRtb) are a new standard in prostate cancer
(PCa) screening and diagnosis. Guidelines already include
this approach for patients at risk. We aimed to gather infor-
mation from German urologists about their knowledge, rou-
tine use, and attitude toward mpMRI and consecutive biopsy
methods. Materials and Methods: An anonymous online
questionnaire was sent via Survey Monkey to the members
of the German Society of Urology (DGU). Statistical analyses
were performed using SPSS version 25.0. Results: 496 mem-
bers with a median age of 48.6 years (£11.7) participated in
the survey. The majority rated mpMRI of the prostate as a
very useful diagnostic tool (72.7%). MRtb of the prostate was
considered as very advantageous (71.5%). MpMRI was used
by 95.9%, and 83.2% also recommended MRtb predomi-

nantly in clinical institutions. For targeted biopsy, MRI-ultra-
sound fusion biopsy was clearly favored (75.8%). MpMRI was
mostly used in patients with previously negative biopsy
(90.9%) and in patients under active surveillance (60.9%). Ar-
guments against the use of prostate mpMRI are costs (84.9%)
and/or lack of sufficient radiological infrastructure (17.4%).
Conclusion: Our data illustrate the meanwhile high accep-
tance and clinical use of the prostate mpMRI and MRtb in

Germany. ©2020 The Author(s)
Published by S. Karger AG, Basel

Introduction
While there is an intense debate about the overdetec-
tion and overtreatment of low-risk prostate cancer (PCa)

and the need for a more sensitive detection of clinically
significant PCa, multiparametric MRI (mpMRI) is a min-
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Table 1. Characteristics of the participants

Variables Total,
n =496
Mean age (SD), years 48.56 (11.66)
Gender, %
Male 82,5
Female 17.5
Region, %
Eastern Germany 13.40
Western Germany 86.60
Rural/urban setting, %
<20,000 citizens 12.02
20,000-100,000 citizens 30.60
>100,000 citizens 54.38
Practice type, %
University 12.15
Academic 20.85
Communal hospital 12.96
Medical practice 54.04
Fully trained urologist, %
Yes 90.78
No 9.22
Years in practice, %
<10 years 24.95
10-20 years 28.83
>20 years 46.22
Trained in PCA diagnosis and treatment, %
Yes 98.37
No 1.63
Trained in prostate biopsy, %
Yes 95.10
No 4.90
Average number of prostate biopsies per patient, %
1-5 0.41
6 1.45
6-9 1.24
10-12 72.20
13-20 19.92
>20 4.77

Average number of prostate biopsies monthly (n = 477)

<5, n (%) 160 (33.54)
5-10, n (%) 187 (39.20)
11-15, n (%) 49 (10.27)
>15, 1 (%) 81 (16.99)
Do not use prostate MRI 16 (3.52)

imally invasive tool to identify and risk stratify patients
prior to prostate biopsy [1]. Recent advances in mpMRI
for prostate imaging along with the evolution of MR tar-
geted biopsy techniques have resulted in a paradigm shift
in PCa evaluation. In favor to identify more clinically sig-
nificant (mostly defined as Gleason score >7a) PCa cases
while avoiding detection of low-risk disease, mpMRI is a
very popular and widely used option.
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MRI targeted biopsy (MRtb) has a proven utility in
several clinical scenarios, such as in patients with prior
negative transrectal ultrasound (TRUS)-guided prostate
biopsy and in the monitoring of patients under active sur-
veillance (AS) [2, 3]. Especially lesions in areas that are
mostly undersampled with TRUS biopsy (e.g., midline,
anterior, and distal apical) can be thoroughly assessed by
mpMRI and MRtb. Finally, the PRECISION study also
forwarded MRtb as the preferable option for diagnostic
workup in patients with suspicion of PCa, who had no
previous prostate biopsy [4], and this may further change
clinical practice guidelines in the near future.

To the best of our knowledge, there is only very little
information about the common practice for MRI diag-
nostics in PCa and the use of MRtb in Germany. There-
fore, we assessed the current knowledge, professional at-
titude, and practice patterns concerning mpMRI and
MRtb for PCa diagnosis among urologists in Germany.

Patients and Methods

Survey

After reviewing the literature, a 30-item questionnaire was de-
signed to collect demographic data and information on urologists’
opinion regarding the use of mpMRI and MRtb to detect PCa. The
questionnaire contained open questions, multiple choice ques-
tions, and certain questions that allowed respondents to “select all
that apply.” Information was obtained on the respondents’ age,
gender, practice region, urban area, practice type, level of training,
years in practice, number of prostate biopsies performed, and use
of prostate mpMRI and MRtb in daily practice.

Study Design

A link to the survey together with a personal invitation from
the German Prostate Cancer Consortium (DPKK) was sent
through email to all members of the German Society of Urology
(DGU). With over 6,500 members, this society is one of the largest
medical societies in Germany with a heterogeneous member pop-
ulation of clinicians and urologic practitioners in communal and
academic hospitals or in ambulant offices. Approximately 4,900
members received the email invitation. The responses were col-
lected in an SPSS spreadsheet in an anonymous fashion.

Statistics

Statistical analyses were performed using SPSS version 25.0
(IBM, Mount Kisco, NY, USA). Univariate logistic regression
analysis was performed to identify factors associated with the use
of mpMRI for PCa diagnosis (“Do you use mpMRI for prostate
cancer diagnosis?”), the evaluation of the usefulness of MRI tar-
geted biopsy (“How beneficial is MRI targeted biopsy for prostate
cancer detection?”), and the recommendation of MRI targeted bi-
opsy for PCa diagnosis (“Would you recommend the use of MRI
targeted biopsy for prostate cancer detection?”). Respondent’s age,
gender, practice region, urban area, practice type, level of training,
experience in urology practice, experience in prostate biopsies, and
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number of prostate biopsies per patient were used in regression
analysis. For significant associations identified in the univariate
regression analyses, all factors were identified that changed the cal-
culated odds ratio >10%, and these were included in the respective
multivariate model. Statistical significance was defined as p < 0.05.

Results

A total of 496 responses (response rate 496/4,900;
10.1%) were received. Characteristics of the participants
are indicated in Table 1. Their distribution throughout
Germany is shown in Figure 1. The mean age of the par-
ticipants was 48.6 (£11.7) years, 82.5% were male, and
17.5% female. 90.8% were trained urologists with an over-
all distribution in favor of practicing in a medical practice
(54.0%). Selected answers from the participants to the
questions of the survey are shown in Figure 2. Table 2
gives an overview on the participants’ answers to all sur-
vey questions. The majority of participants rated mpMRI
of the prostate as very or even extremely beneficial for the
evaluation of PCa (72.7%). Consequently, an MRtb of the
prostate was usually rated as very or extremely advanta-

Use of Prostate MRI and MRI Targeted
Biopsies in Germany

geous (71.5%). An mpMRI of the prostate was used by
95.9% of the participants, and 83.2% also recommended
MRtb. Concerning the technique for MRtb, software-
based MRI-ultrasound fusion biopsy was clearly favored
(75.8%) over a cognitive fusion biopsy (25.9%) and “in
bore” MRI biopsy (4.5%; Table 2).

In most cases, MRtb was used in patients with previ-
ously negative prostate biopsy (90.4%) and in patients
with PCa under AS (54.6%). 38.5% of participants would
also use MRtb in biopsy-naive patients. In this context,
German urologists stated a long waiting period for a pros-
tate mpMRI of 2-4 weeks (48.1%) or even >4 weeks
(25.5%; Table 3). Arguments against MRtb are the costs
(77.7%) or a lack of technical infrastructure (18.1%; Ta-
ble 2). Consequently, most urologists did not recommend
MRtb for every patient but rather in particular patients
such as those after a previous negative biopsy (Table 2).
Furthermore, systematic biopsies in addition to lesion-
targeted biopsies were not considered as negligible since
most participants agreed in their judgment that MRtb
does not eliminate the need for systematic biopsies (91%).

On multivariate logistic regression analysis, practice in
a clinic (OR 1.852 [1.221; 2.808]; p = 0.004) and a regular
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Table 2. Participants’ responses to survey questions

How do you rate the use of mpMRI for prostate cancer diagnosis (n = 468)
Very - extremely beneficial
Disadvantage — moderately beneficial
Do you use mpMRI for prostate cancer diagnosis (n = 467)
Yes
No

Which system is used at your practice/institution to report the suspicion of prostate cancer on prostate

mpMRI??* (n = 462)
Likert
PI-RADS v1
Pi-RADS v2
None of these
Maximal number of lesions indicated in a prostate MRI (n = 457)
<3
3
>3
How many biopsies taken per lesion? (n = 466)
1-2
3-4
=5
How beneficial is MRI targeted biopsy for prostate cancer detection? (n = 466)
Extremely - very useful
Not - moderately useful
Would you recommend the use of MRI targeted biopsy for prostate cancer detection? (n = 465)
Yes
No
Is MRI targeted biopsy better than purely systemic biopsy to detect significant cancer? (n = 468)
Yes
No
Sometimes
Do not know
Patient selection for MRI? (n = 496)
Patients with no prior biopsy
Patients with prior negative biopsy
Patients on active surveillance
Staging before radical prostatectomy
Reasons for not using prostate MRI?* (n = 304)
Cost
Lack of radiology infrastructure
Lack of expertise
It’s no use
Technique you use for MR targeted biopsy® (n = 466)
Cognitive fusion
“In bore” MRI biopsy
MRI-ultrasound fusion biopsy
Not applicable
Patient selection for MR targeted biopsy® (n = 467)
Patients with no prior biopsy
Patients with prior negative biopsy
Patients on active surveillance
Patients prior to focal therapy
Do not use it at all
Reasons for not using MR targeted biopsy* (n = 282)
Cost
Lack of radiology infrastructure
Lack of expertise
It’s no use

340 (72.65%)
128 (27.35%)

448 (95.93%)
19 (4.07%)

5(1.08%)
74 (16.02%)
390 (84.42%)

20 (4.33%)

67 (14.66%)
197 (43.11%)
193 (42.23%)

210 (45.06%)
232 (49.79%)
24 (5.15%)

333 (71.46%)
133 (28.54%)

387 (83.23%)
78 (16.77%)

266 (56.84%)
34 (7.26%)
167 (35.68%)

1(0.22%)

201 (40.52%)
451 (90.93%)
302 (60.89%)

78 (15.73%)

258 (84.87%)
53 (17.43%)
20 (6.58%)
39 (12.83%)

142 (25.97%)
21 (4.50%)
353 (75.75%)
29 (6.22%)

180 (38.54%)
422 (90.36%)
255 (54.60%)
102 (21.84%)
34 (7.28%)

219 (77.66%)
51 (18.09%)
30 (10.64%)
34 (12.06%)
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Table 2 (continued)

Believe in sufficient data for MR targeted biopsy use (n = 459)

Standard for all patients
For particular patients such as prior negative biopsy
Should not be performed

Believe MR targeted biopsy eliminates the need for systematic biopsies? (n = 465)

Yes
No
Do not know

85 (18.52%)
362 (78.87%)
12 (2.61%)

38 (8.17%)
423 (90.97%)
4(0.86%)

Believe ANNACTRUS with targeted biopsy of suspicious lesions is a meaningful supplement to TRUS
systemic biopsies? (n = 463)

Yes

For particular patients

No
Do not know

53 (11.45%)
115 (24.83%)
210 (45.36%)

85 (18.36%)

Believe elastography is a meaningful supplement to TRUS ultrasound for the detection of suspicious

lesions? (n = 463)
Yes

For particular patients

No
Do not know

28 (6.05%)

78 (16.85%)
296 (63.93%)

61 (13.17%)

2 Multiple answers were possible.

How do you rate the use of mpMRI for How beneficial is MRI targeted biopsy for
prostate cancer diagnosis ? prostate cancer detection?
Disadvantage | 0.43% Not useful | 2.36%
Hardly beneficial | 4.26% Hardly useful | 3.22%
Moderately beneficial 22.81% Moderately useful 22.96%
Very beneficial 47.76% Very useful 45.92%
Extremely beneficial 24.73% Extremely useful 25.54%
T T T T 1 T T T T 1

0 10 20 30 40 50 0 10 20 30 40 50

% %
Do you use mpMRI for prostate cancer For which patients/which indications do you
detection in your patients? use prostate mpMRI ?
No |4.07% Staging before radical prostatectomy | 15.73%
Yes, bur very rarely | 9.85% . . . ]
i Patients on active surveillance 60.89%
Yes, occasionally 39.61% -
b Patients with prior negative biops: 90.93%
Yes, regularly 3747% P E P ya 2
Yes, alwaysa 8.99% Patients with no prior biopsy 40.52%
T T T T 1 T T T T 1

0 10 20 30 40 50 0 20 40 60 80 100

% %
Fig. 2. Selected answers from the participants to the questions of the survey.
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Table 3. Participants’ turnaround time for prostate biopsy and
MRI

Waiting period for pathological prostate biopsy results (n = 466)

1-3 days 229 (49.14%)
1 week 180 (38.63%)
1-2 weeks 55 (11.80%)
>2 weeks 2 (0.43%)

Waiting period for a prostate MRI appointment (n = 455)

<1 week 16 (3.52%)
1-2 weeks 88 (19.34%)
2—-4 weeks 219 (48.13%)
>4 weeks 116 (25.49%)
Do not use MRI 16 (3.52%)

biopsy core number >12 cores (OR 2.219 [1.411; 3.488];
p =0.001) were significantly associated with frequent uti-
lization of prostate mpMRI for PCa diagnosis (Table 4).
While an urban setting with >100,000 citizens was sig-
nificant in univariate analysis (OR 1.561 [1.079; 2.258];
p =0.018), it was not found to be an independent predic-
tor on multivariate analysis (1.388 [0.949; 2.029]; p =
0.091). Furthermore, practice in a clinic (OR 1.820 [1.138;
2.912]; p=0.012) was independently associated with con-
sidering MRtb useful in practice (Table 4), and the rec-
ommendation for MRtb significantly emerged from prac-
tice in a clinic (OR 1.775 [1.069; 2.948]; p = 0.027). In-
terestingly, other techniques such as elastography or
ANNACTRUS were mostly not considered as a meaning-
ful supplement to TRUS ultrasound with ANNAcTRUS
as the most likely alternative for particular patients. Note-
worthy, most participants waited <1 week for pathologi-
cal results (87.8%; Table 3).

Discussion

There is alarge discrepancy between the incidence and
mortality of PCa [5]. Prostate biopsy has always aimed to
detect clinically significant PCa, while “clinically signifi-
cant” has been defined as a cancer that is likely to progress
and that will therefore affect the life expectancy of a par-
ticular patient. For decades, systematic ultrasound-guid-
ed transrectal prostate biopsy has been the gold standard
for a further diagnostic workup of patients suspected to
have PCa based on a positive digital rectal exam or an el-
evated prostate-specific antigen. However, systematic
TRUS-guided biopsies suffer from overdiagnosis and
overtreatment on one hand, but also from underdiagno-
sis and undertreatment owing to the poor visibility of PCa
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in b-mode ultrasound images as well as the poor acces-
sibility of certain prostate areas (e.g., anterior) through
the transrectal route on the other hand. At this point,
mpMRI with its detailed morphological and functional
information has changed our clinical algorithm. Since
2012, the PI-RADS standard of imaging and reporting
prostate MRIs was introduced and improved the detec-
tion of clinically significant PCa with a further update in
2019 [6]. Of note, the majority of participants in our sur-
vey (84.4%) already use the PI-RADS v2 classification to
report prostate MRIs, which is in line with another recent
survey among urologists and radiologists [7].

Our survey was designed to assess the use of mpMRI
and MRtb and more specifically their implementation in
urologists” daily practice for the diagnosis and staging of
PCa in Germany. Not surprisingly, mpMRI was proved
to be a valuable, widely used tool as 95.9% of the partici-
pants use mpMRI of the prostate at some point and 83.2%
also recommend MRtb. There have been only few sur-
veys, predominantly in the US, indicating a similarly high
number of urologists to utilize prostate mpMRI imaging
in their daily practice (85.7-86%) but a lower number of
urologists considering MRtb (60-63%) [8, 9]. Our study
might report a higher acceptance for and application of
MRtb since this technique needs some sophisticated
equipment and infrastructure and therefore its broader
application takes time. A 2013 national survey showed a
use of only 34% for cognitive or ultrasound fusion guided
biopsies indicating a strong trend in favor of this tech-
nique over time.

The widespread use of mpMRI and MRtb in the diag-
nosis and management of PCa is also supported by its
60.9 and 54.6% use in AS patients in our survey. While
evidence has mostly been generated retrospectively, an
initial analysis concluded that stable findings on mpMRI
were predictive of stable Gleason score resulting in fewer
biopsies for patients on AS [10]. Furthermore, mpMRI at
the time of AS enrollment reduces the misclassification
rate of csPCa, and therefore MRtb should be performed
in patients with PI-RADS 23 [11]. Consequently, the Ger-
man S3 guideline recommends the use of mpMRI for AS
patients [12], and therefrom, application of mpMRI
might further increase in Germany for these particular
patients. Adding to this, our study again confirms an in-
creasing use of mpMRI with MRtb to improve urologists’
confidence recommending AS [13].

Interestingly, several environmental factors show a
significant impact on use of mpMRI for PCa diagnosis.
Not only the majority of participants lives in cities with
>100,000 citizens (54.4%), but such a setting is also pre-

Saar et al.



Table 4. Uni- and multivariate logistic regression analysis

Independent characteristics

Univariate regression analysis

Multivariate regression analysis

OR [upper; lower KI] p value OR [upper; lower KI]  p value
Use of mpMRI for prostate cancer diagnosis (frequently or always versus occasionally or never)
Age (=50 vs. <50 years) 1.158 [0.804; 1.667] 0.431
Gender (F vs. M) 0.881 [0.543; 1.432] 0.610
Region (West vs. East) 0.910 [0.515; 1.606] 0.744
Setting (=100,000 vs. <100,000 citizens)* 1.561 [1.079; 2.258] 0.018 1.388 [0.949; 2.029] 0.091
Practice type (clinic vs. medical practice)b 1.932 [1.335; 2.797] <0.001 1.852 [1.221; 2.808] 0.004
Trained urologist (yes vs. no) 1.014 [0.533; 1.928] 0.967
Experience (>20 vs. <20 years) 1.258 [0.873; 1.815] 0.218
Self-biopsy (yes vs. no) 1.032 [0.452; 2.353] 0.941
Core numbers per patient (>12 vs. <12)¢ 2.468 [1.594; 3.821] <0.001 2.219 [1.411; 3.488] 0.001
How beneficial is MR targeted biopsy for the diagnosis of prostate cancer (extremely — very useful vs. not - moderately useful)
Age (=50 vs. <50 years)Cl 0.592 [0.386; 0.909] 0.017 0.587 [0.278; 1.240] 0.163
Gender (F vs. M) 1.729 [0.928; 3.222] 0.084
Region (West vs. East) 1.192 [0.627; 2.264] 0.592
Setting (=100,000 vs. <100,000 citizens) 1.363 [0.894; 2.081] 0.150
Practice type (clinic vs. medical practice)® 2.168 [1.393; 3.375] 0.001 1.820 [1.138; 2.912] 0.012
Trained urologist (yes vs. no)f 0.298 [0.104; 0.859] 0.025 0.633 [0.196; 2.046] 0.445
Experience (>20 vs. <20 years) 0.695 [0.455; 1.060] 0.091
Self-biopsy (yes vs. no) 1.005 [0.386; 2.612] 0.992
Core numbers per patient (>12 vs. <12)¢ 1.559 [0.930; 2.613] 0.092
Would you recommend MR targeted biopsy for prostate cancer diagnosis? (yes vs. no)
Age (=50 vs. <50 years) 0.646 [0.394; 1.060] 0.084
Gender (F vs. M) 2.019 [0.930; 4.383] 0.076
Region (West vs. East) 1.136 [0.545; 2.376] 0.733
Setting (=100,000 vs. <100,000 citizens) 1.207 [0.739; 1.969] 0.452
Practice type (clinic vs. medical practice)® 1.775 [1.069; 2.948] 0.027 1.775 [1.069; 2.948] 0.027
Trained urologist (yes vs. no) 0.642 [0.244; 1.690] 0.370
Experience (>20 vs. <20 years) 0.759 [0.466; 1.236] 0.268
Self-biopsy (yes vs. no) 0.457 [0.105; 1.992] 0.297
Core numbers per patient (>12 vs. <12) 1.490 [0.811; 2.737] 0.198

@ Multivariate model adjusted for practice type. ® Multivariate model adjusted for age and core numbers. ¢ Multivariate model ad-
justed for practice type. ¢ Multivariate model adjusted for practice type, trained urologist, and experience. ¢ Multivariate model adjusted
for age and trained urologist. f Multivariate model adjusted for age, gender, practice type, and experience. 8 No confounders to be ad-

justed for.

dictive for an increased use of prostate mpMRI in a uni-
variate analysis (p = 0.018). This may be due to a greater
availability and higher technical standard in urban ag-
glomerations and might also reflect the technical interest
of respondents from such areas. Appropriately, urologists
from clinical centers demonstrate a greater use of mpMRI
and MRtb compared to urologists from medical practices
(p = 0.004). These results suggest that short access routes
to an mpMRI and greater resources influence decision
making in practice since only 36.9% of those in medical
practice routinely perform mpMRI/MRtb compared with
52.2% in clinical centers and 67.8% at a university hospi-

Use of Prostate MRI and MRI Targeted
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tal. Furthermore, those in academic centers tend to per-
form more biopsies and radical prostatectomies and
therefore more often utilize MRtb in their practice [8].
Environmental and institutional factors are also re-
flected as the most common barriers for implementation
of MRtb, namely, costs (77.7%) and linkage with radiol-
ogy (18.1%). Interestingly, costs are a nearly as large con-
straint in the clinic (44.7%) as in urology practice (58.2%)
probably reflecting the insufficient cost-recovery for
mpMRIin daily practice by public as well as private health
insurances. Additionally, users have to overcome the
higher upfront costs to purchase a fusion prostate biopsy
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device or implement advanced imaging in their daily
practice, which additionally requires availability of an ex-
pert radiologist or the confidence in reading of prostate
mpMRIin community offices. Certainly, such constraints
still affect attitudes toward the implementation and use of
this technology.

While mpMRI/MRtb is seen as supportive and helpful
for the diagnosis of PCa and attitudes toward its use are
generally positive, there are some reservations about a
universal use for all patients. The majority of respon-
dents believe that mpMRI should be reserved for selected
men such as those with a prior negative biopsy (90.9%)
or those under AS (60.9%). This recommendation is ad-
vised in many guidelines [12, 14] and reflects the proven
effectiveness of prostate mpMRI and MRtb in these clin-
ical situations [2, 15]. Therefrom, our data suggest that
urologists support mpMRI and MRtb for complex pa-
tients.

However, the question arises if mpMRI should be per-
formed for all men prior to biopsy to reduce unnecessary
interventions, to reduce overdiagnosis of clinically insig-
nificant PCa, and to improve the detection of clinically
significant PCa. Only 40.5% of our respondents would
recommend a prostate mpMRI for patients with no prior
biopsy, but this is already a large matter of debate. The
PROMIS trial included >500 biopsy-naive men and was
able to show an avoidance of primary biopsy in 27% of the
patients with the use of mpMRI when used as a triage test
before first biopsy [16]. Furthermore, the PRECISION
trial reported that prostate mpMRI prior to first biopsy
was superior to standard transrectal ultrasound-guided
prostate biopsy in men at clinical risk of PCa [4]. Addi-
tionally, the question if such an mpMRI first strategy is
cost effective has been answered in the PROMIS trial, in
which this workflow was shown to be clinically effective
and cost effective for the diagnosis of significant PCa [17].
In a position paper on population-based PCa screening,
the European Association of Urology (EAU) recom-
mends mpMRI as a test to select biopsy candidates in men
at risk of significant PCa according to prostate-specific
antigen levels [18]. However, there is at the moment only
a weak recommendation in the EAU guidelines to per-
form mpMRI before first prostate biopsy [14]. The nega-
tive predictive value of mpMRI for PCa remains an im-
portant factor and is rated — depending on the patient
selection — between 63 and 98% [19-21]. Overall, mpMRI
as a triage test could detect more significant PCa in 40%
of men after prior negative biopsy and in 5% of biopsy-
naive men compared to TRUS-guided biopsy only. Nev-
ertheless, there is a strong recommendation to combine
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targeted and systematic biopsies as soon as an mpMRI is
positive with a PI-RADS >3 lesion.

Even though systematic biopsies detect more insignifi-
cant and less significant cancers and targeted biopsies de-
tect more significant and less insignificant PCa [2, 22], the
combination of targeted and systematic biopsies detects
more clinically significant PCa than either modality alone
irrespective of a first line approach or in patients with pre-
viously negative biopsy [23-25]. The majority of our re-
spondents kept that data in mind and consequently indi-
cated that MRtb does not eliminate the need for system-
atic biopsies (91%). However, concerning lesion-targeted
biopsies, there seems to be a clear limit for the number of
cores per lesion. Most respondents would take a maxi-
mum of 4 biopsies per lesion (94.9%), which is in line with
the average number of biopsies per lesion as well as the
recommended number of biopsies in larger studies [4, 26].

As expected, MRI-ultrasound fusion biopsy is used
from the majority of respondents (75.8%), while cognitive
fusion is still appropriate for 26% and in bore MRI biopsies
are rarely used (4.5%). While all these 3 techniques en-
hance detection rates for clinically significant PCas com-
pared to standard TRUS-guided biopsies [27], none of
these is clearly superior to the others in their detection rate.

There are several limitations in this study. First, the
survey design that addressed the members of the German
association of urology via email has to be mentioned. This
has some reporting bias with a lack of information on
candidates that did not respond. A majority of respon-
dents might be more interested in mpMRI and new tech-
niques, therefore being appealed by the technological
topic of the survey and its electronic design. Therefrom,
we cannot totally generalize the results to the overall uro-
logic community and all members of the German Society
of Urology. Also, prostate MRI remains an evolving field,
with frequent publication of new trials. Our survey asked
urologists’ opinions at a single point in time and results
could be subject to change with newer results and expert
opinions to be published. Finally, this survey represents
an assessment of urologists’ preferences not necessarily
including other disciplines.

Conclusion

Our data are the first to show the meanwhile high ac-
ceptance and clinical use of the prostate mpMRI and
MRtb in Germany. Urologists regard mpMRI and MRtb
as improving risk stratification for localized PCa and in-
creasing confidence in using AS. Clinic centers report a

Saar et al.



greater utilization of mpMRI and MRtb than medical
practice. However, mpMRI is still not available for all
urologists with an excellent image quality and a dedica-
tion and experience of radiologic centers. Hence, close
collaboration is desirable and will ensure direct interdis-
ciplinary communication between radiologists and urol-
ogists while modified mpMRI protocols might be neces-
sary to further reduce costs and increase availability.
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