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Introduction: This study aimed to evaluate
the learning curve of transperineal magnetic
resonance imaging (MRID)/ultrasound (US) fusion biopsy per-
formed by a multidisciplinary team comprising a single urolo-
gist, radiologist, and pathologist. We analyzed the temporal
changes in overall prostate cancer detection rates and clinically
significant prostate cancer (csPCa) detection rates.

Methods: We retrospectively enrolled consecutive patients with
clinically suspected prostate cancer (PCa) who underwent
MRI/US fusion prostate biopsy at a single center from January
2019 to December 2022. The patients were divided into four
cohorts based on the year of biopsy to assess temporal varia-
tions in the outcomes. Univariate and multivariate analyses
were performed to model detection rate curves.

Results: Overall, 291 patients underwent targeted biopsy (TBx)
and standard biopsy (SBx) during the study period. Multivariate
analysis showed that the overall PCa diagnosis was significantly
higher when prostate biopsy was performed after the first year
(2019; 74 patients), particularly in 2022 (OR 11.68, CI 3.08-
49.1). The csPCa detection rate increased significantly from
13.5% to 40.0%, p = 0.03).

Conclusions: Cumulative experience and teamwork may
increase the overall PCa detection rate, specifically csPCa detec-
tion rate. Transperineal MRI fusion-guided biopsies combined
with a standard template provided a higher overall cancer and
csPCa detection rate than the standard template or targeted
biopsy alone. Multidisciplinary team meetings and procedure
standardization are key factors in overcoming the learning
curve.

Summary
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INTRODUCTION

In recent years, prostate cancer (PCa) management has
undergone significant advancements in both diagnostic
and therapeutic fields (1-2). Innovations in diagnosis and
staging, including the widespread adoption of multipara-
metric magnetic resonance imaging (mpMRI) and prostate-
specific membrane antigen positron emission tomography
(PSMA-PET), have markedly improved disease detection
and characterization (3). Moreover, the development and
integration of clinical tools such as nomograms and ded-
icated applications have enhanced risk stratification and
individualized treatment planning (4-6). Therapeutic
strategies have also evolved, with refinements in surgical
techniques and the emergence of new systemic therapies,
offering a broader range of tailored options for patients
across different stages of the disease (7).

mpMRI has significantly transformed the diagnostic path-
way for the management of PCa. Due to its superior abil-
ity to detect clinically significant PCa (csPCa) compared to
traditional methods, MRV/ultrasound (US) fusion biopsy
has gained a pivotal role, including in contexts such as
active surveillance (8). Nevertheless, the diagnostic per-
formance of this technique can be affected by various fac-
tors, notably the operator’s level of expertise (9).
Interpreting mpMRI scans remains challenging for both
radiologists and urologists, often leading to discrepan-
cies between readers (10). This, combined with the tech-
nical skills required for proficient ultrasound use, under-
scores the complexity of the fusion biopsy technique.
As a result, relatively few surgeons are adequately trained
in this method, potentially impacting csPCa detection
rates, particularly in the early stages of the learning curve
(11-12).

To date, only a limited number of studies have explored
the learning curve for transperineal MRI/US fusion
prostate biopsy, yielding inconsistent findings. Reported
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case numbers required to achieve proficiency range from
52 to 156 procedures (13-14). However, just one study
has assessed the learning curve for an established multi-
disciplinary team specialized in prostate biopsy (15).

The main aim of this study was to investigate how the
overall detection rate of PCa evolved over time in patients
undergoing transperineal fusion biopsy at a high-volume
institution. A secondary aim was to analyze trends in
csPCa detection rates in relation to the accumulating
experience of both the operators performing the fusion
biopsies and the radiologists preparing the imaging.

MATERIALS AND METHODS

We analyzed data from a prospectively maintained data-
base of consecutive patients who underwent transperineal
fusion biopsy between January 2019 and December
2022. All patients provided informed consent for the use
of data obtained from clinical records after anonymiza-
tion. All the procedures complied with the ethical princi-
ples for biomedical research outlined in the Declaration
of Helsinki. This study was approved by the Institutional
Ethics Committee of the Hospital of Bari (Decision n°6331).
We included men aged over 18 years with clinical suspi-
cion of PCa, based on elevated prostate-specific antigen
(PSA) levels, abnormal digital rectal examination (DRE)
findings, clinical suspicion, and/or a family history of
prostate cancer.

Radiological protocol

All patients who underwent prostatic mpMRI (< 90 days)
with at least one lesion with a PI-RADS v2 score of > 3
were considered for this study. All mpMRI examinations
were performed using a 1.5 T scanner with a 32-channel
phased-array surface coil. A morphological study of the
prostate was performed using T2-weighted turbo spin-
echo (TSE) sequences in the sagittal, axial, and coronal
planes, including the prostate gland and seminal vesicles.
Functional studies were performed using diffusion-weight-
ed imaging (DWI) and DCE. All patients underwent the
same mpMRI protocol. The MRI scans were reviewed by
the same expert uroradiologist.

Procedure details

Each patient underwent targeted (TBx) and standard
(SBx) biopsies in the same session, performed by a single
operator with extensive experience in fusion biopsy
(> 100 procedures). Similarly, the same pathologist and
radiologist were involved in the procedures. TBx and SBx
sample numbers were performed according to current
European guidelines for PCa and antibiotic prophylaxis
(16). For SBx, 10-14 biopsy fragments were collected
from the peripheral prostate zones, including the base,
central gland, and apex. For TBx, 3-7 biopsy fragments
were obtained per patient; the transition zone was biop-
sied only if mpMRI indicated suspicious areas. All biop-
sies were performed transperineally under local anesthe-
sia using the BiopSee System® from MedCom GmbH, which
integrates MRI and US images to provide accurate 3D
mapping and real-time guidance during biopsy. Biopsy
samples were analyzed by the same dedicated uropathol-
ogist and reported according to ISUP 2014 guidelines

(17). csPCa was defined as an ISUP score of > 2, whereas
clinically insignificant PCa (ciPCa) was defined as an ISUP
score of 1.

Multidisciplinary team

The multidisciplinary team for prostate biopsy consisted
of urologists, pathologists, and radiologists. The team met
bimonthly to evaluate the results and re-evaluate, discuss,
and improve the protocol to reduce possible complica-
tions and improve outcomes.

Statistical analysis

The baseline characteristics of patients who underwent
fusion prostate biopsy were compared by year (2019
vs. 2020 vs. 2021 vs. 2022). Continuous variables are
expressed as median and interquartile range (IQR) and
compared using the ANOVA test, while categorical vari-
ables are presented as counts and percentages and com-
pared using a proportion test. An estimated annual percent-
age change (EAPC) analysis was conducted to evaluate the
trends in PCa detection rates over the years for both over-
all and csPCa. Multivariate logistic regression analysis
was performed to determine predictive factors for PCa
detection, both overall and csPCa, including the year of
biopsy, pre-biopsy PSA levels, prostate volume on mpMRI,
PI-RADS score, target area location and volume, number of
previous biopsies, and number of SBx and TBx samples.
Statistical significance was set at p < 0.05, and analyses
were conducted using the R software (www.rproject.org,
version 4.0.0).

RESuLTS

A total of 291 patients underwent TBx and SBx. The clin-
ical, radiological, and pathological characteristics of the
patients are presented in Table 1.

Of these, 246 (84.6%) were biopsy-naive, and 45
(15.4%) had previously negative biopsies. The median
age was 64.5 years (range 59-70), with a median PSA
level of 6 ng/ml (range 4.3-8). The median prostate vol-
ume detected on mpMRI is 53 ml, with a decreasing
trend from 2019 (60 ml) to 2022 (45 ml). PI-RADS score
distributions were as follows: 42 patients (14.3%) scored
PI-RADS 3, 221 (75.4%) scored PI-RADS 4, and 28
(9.6%) scored PI-RADS 5, with an increasing trend in
PI-RADS 5 cases over the years (6 in 2019 to 12 in 2022).
The median number of biopsy cores was 16 (range 16-
22), with a significant decrease over time (22 in 2019 vs.
16 in 2022), reflecting both reduced prostate volume and
increased operator confidence. The median number of
standard biopsy cores decreased from 12 in 2019 to 10 in
2022, while the target biopsy cores remained consistent
(range 4-7 based on PI-RADS lesion size). Overall, PCa
was detected in 137 of 291 patients (47.1%), of whom 76
had csPCa (26.1%) and 61 had ciPCa (21%) (Table 2).
The highest PCa detection rate (67.7%) was observed in
2022 among 65 patients. In 2021, 52.2% of 92 patients
were positive for PCa. In 2020, 41.7% of 60 patients test-
ed positive, and in 2019, 27% of 74 patients tested posi-
tive. csPCa detection increased over the years, from
13.5% in 2019 to 40% in 2022. TBx detected csPCa in
35.4% and ciPCa in 24.6% of cases in 2022. SBx PCa
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Table 1.
Characteristics of patients participating in the study.
Characteristics Prostate hiopsy year
Overall 2019 2020 2021 2022 P-value
(n=291) (n=174,254%) (n=60,20.6%) (n=92,31.6%) (n=6522.4%)
Age Median (IQR) 64.5 (59-70) 64 (58-70.8) 64 (61-69.5) 65 (61.8-68.2) 65 (58-70) 04
PSA Median (IQR) 6 (4.3-8) 6 (5-8) 6 (4-8) 5(41) 6 (4.7-.9) 08
Prostate volume at MR Median (IQR) 53 (40-70) 60 (45-70.8) 54 (44-70.2) 50.5 (40-74.2) 45 (31-59) 0.001
Lesion volume 1 Median (IQR) 0.7(0.5-1.1) 0.8(0.6-1.2) 05(04-1) 0.6 (0.5-0.8) 09(0.6-1.2) 02
Zone lesion 1 P 204 (70.1) 51(68.9) 36 (60) 63 (68.5) 54 (83.1) 0.04
CZ/1z 85(29.2) 23(31.1) 23(383) 28(304) 11(16.9) 0.06
Highest PIRADS 3 42 (14.3) 10(135) 6 (10) 18 (19.6) 8(12.3) 04
4 221 (15.4) 58 (78.4) 50 (83.3) 68 (73.9) 45(69.2) 03
5 28(9.6) 6(8.1) 4(6.7) 6 (6.5) 12 (18.5) 0.05
Number of lesions at MRI 1 221 (75.4) 54 (73.0) 45 (75.0) 70(76.1) 51 (78.5) 09
2 63 (21.5) 17(23.0) 15(25.0) 17 (18.5) 13(20.0) 08
3 9(31) 341 0(0) 5 (5.4) 1(L5) 02
Number of previous biopsy 0 248 (84.6) 59 (79.7) 41(68.3) 85 (92.4) 61(93.8) 0.001
1 42 (143) 13(17.6) 18 (30.0) 1(1.6) 4(6.2) 0.001
2 3(1) 2(27) 1(L7) 0(0) 0(0) 03
Total number of biopsy cores Median (IQR) 16 (16-21) 22 (20-24) 21(16-22.2) 16 (16-16) 16 (16-16) 0.001
Number of systematic biopsy cores Median (IQR) 12 (10-16) 16 (16-16) 16 (12-16) 10 (9-12) 10 (10-10) 0.001
Number of target biopsy cores Median (IQR) 6 (4-7) 6 (4-8) 6 (4.8-7) 6 (4-7) 6 (6-8) 0.2
* Total number of positive biopsy cores Median (IQR) 5(3-8) 6.5(3.8-12.2) 5(3-7) 5(2.8-6) 6(3.8-8) 0.1
* Number of positive systematic biopsy cores | Median (IQR) 3(2-4) 35(2-5) 3(1-3) 3(2-4) 3(2-5) 0.7
* Number of positive target biopsy cores Median (IQR) 2(1-4) 25(0.882) 3(2-4) 15(1-3) 25(1-4) 0.2
* Overall Core ratio Median (IQR) 21.8(18.2-38.9) 26.5 (17.4-52.5) 22.2 (18.2-36.4) 31.2(16.1-37.5) 31.5(19.7-47.8) 02
* Standard Coreratio Median (IQR) 188(9.1-33.3) 14.6 (4.7-51.6) 18.8 (12.5-25) 16.2 (8.3-30) 21.5 (10-40) 04
* Target Core ratio Median (IQR) 455 (25-75) 47.7(33.3-71.9) 40 (25-60) 50 (25-80) 45(28.8-76.2) 09
Table 2.
Gleason Grade group distribution.
Prostate hiopsy year
Overall 2019 2020 2021 2022 P-value
(n=291) (n=74,254%) (n=60,20.6%) (n=92,31.6%) (n=65,22.4%)
No PCa 154 (52.9) 54(73) 35(58.3) 44.(47.8) 21(323) 0.001
Gleason Grade 1 61(21.0) 10 (135) 7(117) 26(28.3) 18(21.7) 0.01
Group overall 2 46 (15.8) 4(5.4) 11(183) 17 (18.5) 14 (21.5) 0.04
3 20(1.2) 340 4(6.7) 5(5.4) 9(13.8) 0.1
4 7(24) 340 3(5) 0(0) 1(15) 0.2
5 2(0.7) 0(0) 0(0) 0(0) 2(31) 0.1
No PCa 180 (61.9) 59 (79.7) 39(65.0) 55 (59.8) 27 (41.5) 0.001
Gleason Grade 1 59 (20.3) 7(9.5) 13(2L7) 24(26.1) 15(23.) 0.05
Group of target biopsy cores 2 32(11.0) 341 6 (10.0) 10(10.9) 13(20.0) 0.03
3 14(4.8) 341 1(L7) 3(33) 7(108) 0.1
4 4(1.4) 2(27) 1(L7) 0(0) 1(15) 05
5 2(0.7) 0(0) 0(0) 0(0) 2(31) 01
Overall detection rates 137 (47.1) 20(27) 25 (41.7) 48(52.2) 44.(67.7) 0.001

detection rate rose from 20.4% in 2019 to 58.5% in
2022; for csPCa, detection rates increased from 10.9% in
2019 to 35.4% in 2022 (Figures 1-3).

Multivariate analysis showed significantly higher PCa
detection rates after the first year (2019), particularly in
2022 (OR 11.68, CI 3.08-49.1). PCa detection was posi-

tively correlated with higher PSA levels (OR 1.08, CI
1.01-1.17), lower prostate volume (< 60 ml, OR 0.97,
CI 0.95-0.98), target lesions in the peripheral zone
(OR 0.39, 0.18-0.79), higher lesion volume (OR 5.81,
CI 2.60-13.8), and biopsy-naive status (OR 2.98, CI
1.17-7.78). csPCa detection was similarly associated with
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Figure 1.

GGG found over the years in patients
undergoing Target Biopsy and Standard
Biopsy.

Figure 2.
GGG found over the years considering only
Target Biopsy.

Figure 3.
GGG found over the years considering only
Standard Biopsy.
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Table 3.
Multivariate logistic regression analysis.

Multivariable LRM predicting prostate cancer Multivariable LRM predicting clinically significant
overall detection rate prostate cancer detection rate

OR (95% Cl) P-value OR (95% Cl) P-value
Prostate biopsy year, 2019 Ref
2020 5.09 (1.83-15.0) 0.01 4.6 (1.46-15.79) 0.01
2021 15.45 (4.38-62.4) 0.001 6.87 (1.64-33.6) 0.01
2022 11.68 (3.08-49.1) 0.001 7.15 (1.66-35.6) 0.01
PSA 1.08 (1.01-1.17) 0.02 1.04(0.98-1.18) 0.1
MRI prostate volume 0.97 (0.95-0.98) 0.001 0.96 (0.95-0.98) 0.001
PIRADS, 3 Ref
4 1.29 (0.52-3.28) 05 2.02 (0.67-1.57) 0.2
B 2.35(0.51-12.24) 02 458 (1.03-23.67) 0.05
Zone lesion 1, ZP Ref
CZ/1z 0.39 (0.18-0.79) 0.01 0.35(0.14-0.83) 0.02
Lesion volume 1 5.81(2.60-13.8) 0.001 3. 05 (1.436.70) <0.01
Number of previous bioosy, 0 Ref
1 2.98 (1.17-1.78) 0.02 8.22 (3.01-23.9) 0.001
Number of targetbiopsy cores 1.21 (1.03-1.43) 0.01 1.06 (0.88-1.29) 05
Number of standard biopsy cores 1.12 (0.82-0.95) 0.18 1.05 (0.87-1.29) 05

the biopsy year (especially in 2022), low prostate volume,
PI-RADS 5 score, peripheral zone lesion location, and
biopsy-naive status (Table 3).

DiscussioN

The accuracy of pathological diagnosis in PCa, particular-
ly for tumors classified as clinically significant (18),
remains crucial for appropriate therapeutic decision-
making (19-20). Siddiqui et al. previously demonstrated
that MRI-targeted fusion biopsies preferentially detect
high-grade Gleason score tumors, thus reducing the diag-

nosis of clinically insignificant PCa, as confirmed by two
systematic reviews (21-22).

In our experience, close collaboration among the urolo-
gist performing the biopsy, the radiologist interpreting
the mpMRI, and the pathologist evaluating the biopsy
cores led to a progressive improvement in overall PCa
detection rates, with particular attention to clinically sig-
nificant disease. Over the 4-year study period, the detec-
tion rate for PCa significantly increased from 27% to
67.7% (p = 0.001) when comparing the first and last year
of analysis (Figure 4A). Similarly, the csPCa detection rate
rose from 13.5% to 40% (p = 0.01) (Figure 4B).

B Owtection rates. of clhrcally sgnificant PCain 21 patisnts
wihe recenved BRI geided petatins bisddy
$-
B oA w AP o 0% B O 40 b a B T e
£ -
2
£
P
g . L]
| -
] " i
K | T — il ] "‘f
"1
2
[
x E . -
) FaTld b H] L
Pagabnin topay yaar

Figure 4.
(A) Detecton rate PCa over the years, (B) Detecton rate csPCa over the years.
A Detection rates of PCa b 39 patients
wh resstved MR guided provtals biopay
g -
B o DA et 0 C1 B0l o o307 petl
8§ <
B4 ____:j"
= F- =
£ B
g v 3 ___,——"'
¥4 s
RA ¥ =
£ 4
# o
u ) ) |
e b gt FF
Proaiute Baopdy e

Archivio Italiano di Urologia e Andrologia 2025; 97(3):13933

5



M. Scarcia, V. Andracchio, A. Piana, et al..

Our findings further support the combined use of system-
atic biopsy (SB) and targeted biopsy (TB) to enhance csPCa
detection (23), in line with results reported by Ahdoot et
al. (24), and reinforce the value of performing systematic
12-core biopsies (25-26).

Nonetheless, the learning curve (LC) for transperineal (TP)
fusion biopsy appears to be slower than that for transrec-
tal (TR) fusion biopsy. Approximately 52 cases were
required to reach a stable PCa and csPCa detection rate
with TR fusion biopsy, comparable to outcomes achieved
by experienced urologists (27).

Prostate biopsy strategies should therefore be adapted
based on local expertise, available resources, and institu-
tional needs. Although targeted biopsy improves the ratio
of csPCa to insignificant cancer diagnoses, some csPCa
cases may still be missed. Software-based TBx offers
greater precision, particularly for less experienced opera-
tors, but its higher costs may not always be justified.
The TP approach offers advantages in terms of infection
prevention, although it requires greater resource alloca-
tion (28).

In patients with suspicious mpMRI findings, combining
TP MRI fusion-guided biopsy with systematic template
biopsy provides higher overall and csPCa detection rates
compared to either approach alone (29). Therefore, in the
presence of mpMRI-detected lesions, both targeted and
systematic biopsies should be included in the TP proce-
dure (30).

The improvement in detection rates, particularly for
csPCa, can also be attributed to the progressive comple-
tion of the learning curve by both urologists and
radiologists. Hsieh et al. reported similar findings, demon-
strating that multidisciplinary collaboration significantly
increased csPCa detection rates using transperineal
MRI/US fusion TBx over a four-year period (from 35.3%
to 60.0%, p = 0.01). Combining TBx and SBx consistent-
ly yielded the highest csPCa detection rates annually.
Furthermore, with increasing experience, detection rates
for small (< 1 ¢cm) and anterior lesions improved (from
41.2% to 51.6%, p = 0.5 and from 54.5% to 88.2%, p =
0.8, respectively), while the percentage of positive cores
on TBx significantly increased (from 18.1% to 44.2%, p =
0.001). Notably, the rate of Gleason score upgrading after
radical prostatectomy decreased over time (from 22.2%
to 11.1%, p = 0.4) (15). The progressive improvement in
detection rates likely reflects not only the growing expe-
rience of the urologist, but also the stable collaboration
within the multidisciplinary team, including consistent
radiological and pathological evaluation throughout the
study period.

When evaluating learning curves in surgical and inter-
ventional procedures, it is essential to consider multiple
factors, including technological advancements, institu-
tional characteristics, patient populations, and operator
experience. Moreover, in prostate biopsy, the absence of
a definitive gold standard for cancer detection introduces
variability influenced by disease prevalence and distribu-
tion within the study cohort (31).

Recent developments have emphasized the potential of
artificial intelligence (AI) to further enhance the detection
of clinically significant tumors. Integration of Al with MRI
fusion TBx could offer a more comprehensive assessment

of prostate cancer aggressiveness, analyzing lesion size,
location, and mpMRI features. Al-driven analysis of large
imaging and clinical datasets may facilitate the identifica-
tion of predictive biomarkers and disease progression
patterns.

The combination of AI technologies with MRI fusion
biopsy represents a significant advancement, enhancing
diagnostic accuracy, informing therapeutic strategies, and
broadening access for clinicians. These innovations offer
substantial benefits for both patients and healthcare
providers (32). Similarly, a better and standardized train-
ing using simulators and cadaveric models (33) may
improve outcomes and learning curves.

In conclusion, our study suggests that establishing a mul-
tidisciplinary team involving urologists, radiologists, and
pathologists can minimize procedural variability and
improve clinical outcomes.

Our study has several limitations that must be acknowl-
edged. First, it was a retrospective analysis, which inher-
ently introduces the potential for selection and informa-
tion biases. Second, this study was conducted in a single
high-volume academic center with a dedicated multidis-
ciplinary team, regular clinical meetings, and standard-
ized mpMRI and biopsy protocols. while these factors
likely contributed to the observed improvements in diag-
nostic performance, they may not reflect the reality of
lower-volume Institutions or settings without structured
multidisciplinary collaboration. Therefore, the external
validity of our findings may be limited, and caution is
warranted when extrapolating these results to different
clinical environments with varying levels of experience,
infrastructure, or workflow integration. Third, although
the sample size was adequate to detect significant trends,
it remains relatively modest, potentially limiting the
power to explore certain subgroups or rare outcomes in
greater depth. Fourth, the performance of the operators
(both urologists and radiologists) progressively improved
over time, but we did not formally assess individual
learning curves or account for potential variations in per-
formance among different operators. Fifth, no external
validation cohort was included, and our findings should
therefore be interpreted cautiously until confirmed by
larger, prospective multicenter studies.

In addition, we acknowledge that the observed improve-
ment in prostate cancer detection over time may not be
solely attributed to the procedural learning curve. A sig-
nificant factor may have been the evolution in patient
selection criteria over the study period. While biopsy
referrals were initially accepted from outside urologists
based on basic clinical suspicion (elevated PSA or abnor-
mal DRE), the multidisciplinary team (MDT) gradually
introduced a more selective triage approach. From the
second year onward, indications for biopsy were
reviewed by the MDT and cases with low PSA density
(< 0.15 ng/ml?) or non-suspicious MRI findings (PI-RADS
< 3) were progressively excluded. This strategy likely
contributed to the decrease in prostate volume observed
over the years and may have impacted the increase in
overall and csPCa detection rates, independently of oper-
ator experience. Consequently, this change in selection
policy represents a potential confounding factor and
should be considered a limitation of our study.
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Furthermore, we acknowledge that we did not use a for-
mal statistical model, such as CUSUM, to define the
learning curve. Due to the retrospective nature of the
study we based our conclusions on year-by-year trends.
Therefore, we describe a progressive improvement over
time rather than a formally modeled learning curve.
Finally, although biopsy outcomes were rigorously
assessed, no long-term follow-up data (such as radical
prostatectomy pathology or oncologic outcomes) were
available to further validate the accuracy of the fusion
biopsy findings.

CoNCLUSIONS

mpMRI fusion biopsy for PCa diagnosis may be consid-
ered a relatively simple procedure. However, several fac-
tors appeared to significantly affect procedure accuracy.
Along with the learning curve of the surgeon, the pro-
cedure is safe and effectiveness of the procedure (8).
However, in our experience, the detection rate contin-
ued to increase until the fourth year of life. In our expe-
rience, the performance of radiologists seems to
improve over time, which has played a key role in
increasing the detection rate. Moreover, a low prostate
volume (< 60 ml), a PIRADS score of 5 in the target area,
a target area located in the peripheral zone, a higher
lesion volume, and a biopsy-naive patient appeared to
increase the diagnosis of csPCa, while the number of
target biopsy cores harvested did not correlate with
csPCa diagnosis.
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