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Introduction & objectives: Multiparametric Magnetic
Resonance Imaging (mpMRI) and ultrasound (US) fusion
biopsy are increasingly used in the management of patients
with clinically low-risk prostate cancer (PCa), despite their role
has not yet been established definitively. The aim of the study
is to evaluate whether mpMRI alone could be used as a stand-
alone test suggesting risk of reclassification in men in AS.

Materials & methods: We retrospectively evaluated 340 pts
undergoing confirmatory or follow-up biopsy according to
PRIAS protocol, from January 2016 to September 2018. All
patients were submitted to mpMRI on a 1.5 T or 3T magnet,
using triplanar high-resolution T2-w, axial DWI, and 3D T1-w
dynamic contrast-enhanced sequences after injection of
paramagnetic contrast agent. Pts with negative (-) mpMRI
subsequently underwent systematic random biopsy. Pts with
positive (+) mpMRI (PI-RADS-V2 score ³3) underwent targeted
fusion prostate biopsies (3 cores) + systematic random
biopsies (12-18 cores). Multivariate logistic regression analyses
(MVA) was used to create three model predicting the
probability of disease reclassification, defined as presence of
PCa GS≥3+4 (GG2) at prostate biopsy: a basic model including
only clincial variables (age, PSAD and number of positive cores
at baseline); a MRI model including only PI-RADS score; a full
model including both the previous ones. The predictive
accuracy (PA) of each model was quantified using the AUC.
The clinical net benefit deriving from the use of each model
was assessed with the use of decision curve analysis.

Patient characteristics according to	PI-RADS	score

In the basic model, PSAD and the number of positive
cores at baseline biopsy were independent predictors
of risk of reclassification (p=0.001; OR 66.4 and
p<0.001; OR 2.2, respectively), with an AUC of 69%.

In the MRI model, PI-RADS 5 was predictor of
reclassification (p=0.002; OR 4.76) and the PA was
lower than in the basic model (AUC 62%).

The full model, that includes clinical variables and MRI
results, had the best AUC of 72%. PSAD (p=0.01; OR
28.6), number of positive cores at baseline (p<0.001;
OR 2.20) and PI-RADS 5 (p=0.02; OR 3.6) were
independent predictors of reclassification.

Conclusions:MRI alone should not be used in clinical practice as a stand-alone
trigger for disease reclassification. The combination of MRI and other clinical
variables still represents the most accurate approach to patients on AS.
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Fig.1 Depicts clinical net benefit deriving from the use
of the three evaluated models

Results: Median patient age and PSA was 67 yrs and 6.3
ng/ml, respectively. Median PSA density was 0.12 ng/ml/cm3.
Median number of positive cores at initial biopsy was 1
(IQR:1,2). Eighty-four pts (24.7%) had mpMRI(-); out of 256
pts with mpMRI (+), 71 (20.9%) had PI-RADS 3, 146 (42.9%) PI-
RADS 4, and 39 (11.5%) PI-RADS 5 lesions. At a median follow
up of 12 months, 113 patients (33.2%) were reclassified and
switched to active treatment. In pts with mpMRI(-) the rate of
reclassification was 18%. In mpMRI(+), the overall rate of
reclassification, at target + random biopsies, was 28%, 40%
and 50% according to PI-RADS 3, 4 and 5, respectively.
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