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En 20109 2019 validag Atde MRI Pathway »

5243 Guidelines for imaging in PCa detection

Introductory statement LE

Systematic biopsy is an acceptable approach in case magnetic resonance imaging (MRI) is 3

unavailable.

Recommendations for all patients Strength rating

Do not use multiparametric magnetic resonance imaging (mpMRI) as an initial screening Strong

tool.

Adhere to PI-RADS guidelines for mpMRI acquisition and interpretation and evaluate mpMRI | Strong

’ results in multidisciplinary meetings with pathological feedback.

Recommendations in biopsy naive patients Strength rating
sl | Perform mpMRI before prostate biopsy. Strong

When mpMRI is positive (i.e. PI-RADS = 3), combine targeted and systematic biopsy. Strong

When mpMRI is negative (i.e., PI-RADS < 2), and clinical suspicion of PCa is low, omit biopsy | Weak

based on shared decision-making with the patient.

Recommendations in patients with prior negative biopsy Strength rating
» Perform mpMRI before prostate biopsy. Strong

When mpMRI is positive (i.e. PI-RADS = 3), perform targeted biopsy only. Weak

When mpMRI is negative (i.e., PI-RADS < 2), and clinical suspicion of PCa is high, perform Strong

systematic biopsy based on shared share decision-making with the patient.

w European Association of Urology

3 > Objectif:
controler le
surdiagnostic et
par la le sur
traitement des
cancers de
prostate de faible
risque

Mottet et al. EAU Guidelines



confirmant le lien entre le score PIRADS v2 et la différenciation

A Systematic Review of the Existing
Prostate Imaging Reporting and
Data System Version 2 (PI-RADSv2)
Literature and Subset Meta-Analysis
of PI-RADSv2 Categories Stratified
by Gleason Scores

2019: Revue PRISMA del738 patients et 2462 cibles

Emil Jernstedt Barkovich'
Prasad R. Shankar?

tumorale (ISUP)

OBJECTIVE. The objective of this study was to quantitatively and qualitatively assess
the methodologic heterogeneity of the current Prostate Imaging Reporting and Data System

version 2 (PI-RADSv2) literature and estimate the proportions of Gleason scores (GSs) diag-
nosed across PI-RADSv2 categories.

Antonio C. Westphalen3#

TABLE |: Prevalence of Prostate Cancer by Gleason Score (GS) and Prostate

Imaging Reporting and Data System Version 2 (PI-RADSv2)
Suspicion Score

Clinically Significant Cancer 100.
PI-RADSV2 Score GS3+3 GS3+4 GS4+3 Gs=8 [ no cancer
10r2 8.0(2.1-13.9) 5.5 (0.7-10.3) 0.4(0.0-1.4) 0.06 (0.0-1.1) I Bl ISUP 1(3+3)
3 14.0(9.4-18.7) 9.3 (4.3-14.1) 1.5(0.05-3.0) 0.7 (0.0-1.6) ol || B 1SUP2 (3443
4 21.0(13.0-28.9) | 29.7(13.9-45.5) 7.7 (3.4-12.0) 10.8 (5.7-15.9) o
5 12.0(5.3-18.7) 33.5 (8.0-59.0) 15.7 (6.4-25.1) 23.0(8.2-37.9) B ISUP 3 (4+3)
N1o;E£'IJZaZt_aZaSE(.e percentages with 95% Cls in parentheses; data are from the following studies: [6, 9, 11-14, 60 B ISUP (>4+4)
2
Ve V4 L m-
1. Plus lescore PIRADS est éleve, plus grand est le risque
de cancer
204
2. Plus le score PIRADS est éleve, plus grand est le risque II
de cancer agressif . n_ I
3. Les anomalies bénignes ont rarement des scores & o
, , o
PIRADS élevés & ¢

Barkovich, AJR 2019
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EAU - EANM - ESTRO - 1.4.2 Summary of changes
The literature for the complete document has been assessed and all chapters of the 2024 PCa Guidelines have
been updated. New data have been included in the following sections, resulting in new sections, and new and
ESUR - ISUP - SIOG
o P y An update in section 4.4 regarding the 2016 Cambridge Prognostic Groups.
Gu 'del ' nes on y Restructure of section 5 — Diagnostic Evaluation to separate biopsy indication, biopsy strategy and

Prostate Cancer

. Incorporation of new text and references throughout section 5 including a new subsection 5.3.4 on
P. Cornford (Chair), D. Tilki (Vice-chair), R.C.N. van den Bergh,

tissue samples for homologous recombination repair (HRR)-testing and 5.3.5.7 on Intra-operative
assessment of surgical margin status. Update on Table 5.6, Table 5.7, Figure 5.2 and a new section in
section 5.5.4 on perilesional biopsy.

. New text additions throughout section 6 with special attention to section 6.1 treatment modalities
and new ciimmarv nf avidence in certinn A 2 K nn active clirveillance ctratenv ac well ac A 4 2 nn

Restructure of section 5 — Diagnostic Evaluation to separate biopsy indication, biopsy strategy and
biopsy approach.

y New recommenaations In Section b.3.3.4 GUIQelnes TOr raaical ana pailiauve treatment ot nign-risK
localised disease and for Pelvic lymph node dissection (PLND) and radiotherapeutic treatment
. New recommendations in section 6.7.13 on the Guidelines for systemic treatments of castrate-

O. Rouviere, I.G. Schoots, J. Stranne, T. Wiegel

Guidelines Associates: T. Van den Broeck, O. Brunckhorst,
A. Farolfi, G. Gandaglia, N. Grivas, M. Lardas, M. Liew,

E. Linares Espinds, P-P.M. Willemse

Guidelines Office: J. Darraugh, E. Smith, N. Schouten
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EAU - EANM - ESTRO -
ESUR - ISUP - SIOG
Guidelines on

Prostate Cancer

P. Cornford (Chair), D. Tilki (Vice-chair), R.C.N. van den Bergh,

Life expectancy Low risk Individualized
Asymptomatic (>10-15 yrs) follow-up

(individual early + -
detection) Shared decision Initial risk neg
making assessment Low risk
(PSA, DRE + life
xpectaney, | emedsie RSKSIBHACSHIONOr | PrebiopsyMRI o  Targeteds
’ if not performed at Perilesional
ethnicity) (calculator, MRI, and/or ! : P e s .
Symptomatic . risk stratification) biopsy
Direct biopsy . L
i dications* Systematic biopsy
* PSA >50, cT3-4

** If MRI not available / possible



+++L ®1 dAe gAnAr al e sous tenda
biopsies diagnostiques est de classer les situations
Intermeédiaires «cliniques» en situations de bas risque qul
peuvent étre surveillées et situations de haut risque gqul
doi vent fairre | ®obj et de Dbl op
environnement +++

Life expectancy Low risk Individualized
Asymptomatic (>10-15 yrs) follow-up
(individual early +

detection) Shared decision Initial risk neg

(PSA, DRE + life
expectancy, Intermediate RISk stratification for
family history, risky biopsy
ethnicity) (calculator, MRI, and/or
Symptomatic urinary-/blood test)

High risk Pre-biopsy MRI pos Targeted +
(if not performed at Perilesional
risk stratification) biopsy



Characteristics

Race

Caucasian

Age

65

PSA [ng/mil]

2.5

Family History of Prostate Cancer

Yes

Digital rectal examination

Normal

Prior biopsy

Never had a prior biopsy

(] Percent free PSA available?

(] PCAS3 available?

(] T2:ERG available?

Calculate Risk

< would have a:

Result More Information

_ Risk of prostate cancer if biopsy were to be

performed

Based on the provided risk factors a prostate biopsy performed

B
(EE
E

.5% chance of high-grade prostate cancer,
@20% chance of low-grade cancer,

.75% chance that the biopsy is negative for cancer.

12
12

About 2 to 4% of men undergoing biopsy will have an
infection that may require hospitalization.

Please consult your physician concerning these results.

CeEEEEEEG -

If you are Caucasian, click here for a new update to the PCPTRC that incorporates detailed family history into a risk of prostate cancer
calculation.

https://riskcalc.org/PCPTRC/



PI-RADS

Table 5.4: Risk data table of clinically significant prostate cancer, related to PI-RADS score and PSA-D
categories in biopsy-naive men, clinically suspected of having significant disease [289]*

Detection of clinically significant prostate cancer (ISUP grade 2 and higher)

PSA-density risk groups
PI-RADS risk Low Intermediate-low | Intermediate-high | High
categories <0.10 0.10-015 0.15-0.20 >0.20

Densite PSA

PI-RADS 1-2 3% 7% 8% 18%
(11/411) (17/256) (8/104) (12/68)

PI-RADS 3 4% 13% 29% 29%
(3/74) (11/88) (12/41) (15/51)

PI-RADS 4-5




Table 5.4: Risk data table of clinically significant prostate cancer, related to PI-RADS score and PSA-D
categories in biopsy-naive men, clinically suspected of having significant disease [289]*

Detection of clinically significant prostate cancer (ISUP grade 2 and higher)

PSA-density risk groups

PI-RADS risk
categories

P |Low
<0.10

Intermediate-low
0.10-015

Intermediate-high
0.15-0.20

High
>0.20

Densité de PSA + PIRADS

Matrice de risque
& decision

Risk-adapted matrix table for biopsy decision management

PI-RADS 1-2

No biopsy

No biopsy

No biopsy

PI-RADS 3

No biopsy

PI-RADS 4-5

Consider biopsy

Highly consider
biopsy

Consider biopsy




Il reste cependant pas mal de nids de poule
sur | e chemi n de | O

Techniqgue (s) IRM
Concordance du score PIRADS entre
radiologues
Mouvements de | a prost at
du ciblage
Position de la lésion cible
Volume de la prostate

Comment faire devant une discordance entre

une IRM Inquiétante et une Anapath rassurante?
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Pour cela il faut repondre a quatre questiods
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. Managing Discordant Findings Between Multiparametric

s s Magnetic Resonance Imaging and Transrectal Magnetic Resonance
+ Imaging-directed Prostate Biopsy—The Key Role of Magnetic

s Resonance Imaging-directed Transperineal Biopsy
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Ql: Qu®est ce quil dAfiI ni't des r Asul t
Q2: Est-ce frequent ?
Q3: Cela at-1 | un effet sur | ®Avaluati on d

Q4. Cela changet-il nos recommandations therapeutiques ?
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Revue des données prospectives de notre RCP Prostate hebdomadalre

3 définitions sont proposees

3 > La ou lesquelles sont bonnes?

1. Type I: no cancer or ISUP 1 cancer in PI-RADS >4 IT

2. Type II: no cancer or ISUP 1 cancer in PI-RADS >3 IT located anteriorly

on the 39-segmentation model] |5}

3. Type III: any ISUP group assigned on a short segment of cancer tissue
(maximum cancer core length <3 mm) obtained by IGBs of PI-RADS

>3 [T.

La reponse a
la fin de la
Ppr ®sent at

Bajeot & Malavaud, Eur Urol Oncol 202~
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Q2. Estce frequent ? eal

. Managing Discordant Findings Between Multiparametric
s s Magnetic Resonance Imaging and Transrectal Magnetic Resonance
+ Imaging-directed Prostate Biopsy—The Key Role of Magnetic

2028-2020: 558 biopsies trans rectales revues en RCP, Prostate Cancer e
L. oL ) Multidisciplinary +* Daniet %ﬂrifuef’c,"i’»'ée:;e Graff-Cailleaud”, Guillaure Pioussard®, Miﬂ,iﬁﬂtR;uiif;'Jféa-b "
132 (24%) étaient considerées comme non cohérentes selon Meeting e
. = 02 . ' use.
| ®une ou | ®autre des troil s pr”oTBOS| t ROQSHNIOFACAO'G
| ’ n=1441
Suspicion
or localized PCa
n=1161
,/ MRl unavailable for review
n=4535
. Sextant TRUS biopsies |
1. Type I: no cancer or ISUP 1 cancer in PI-RADS >4 IT n =420
2. Type II: no cancer or ISUP 1 cancer in PI-RADS >3 IT located anteriorly | Primary transperineal IGB |
on the 39-segmentation model [5] I n= 1%
3. Type III: any ISUP group assigned on a short segment of cancer tissue I Tra"i LBE?B”GB ]
(maximum cancer core length <3 mm) obtained by IGBs of PI-RADS e
23 IT. " cnncnrdp:nt;:cﬁﬁgs
n=426
MRI/pathology
discordant findings
132/538 (24%) le manque de concordance n =132
- Decline TPER-IT
n®est donc pas une tuatkon réreﬂ
Study population
n=102

Bajeot & Malavaud, Eur Urol Oncol 202:



World Journal of Urology

Q3: Ces I ncohArences sont el | es | mooromen )
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Refining the risk-stratification of transrectal biopsy-detected prostate

Proposition de biopsies de vérification par voie transpérinéale de |la seul cancerby elasticfusion registration transperineal biopsies

Bertrand Covin' - Mathieu Roumiguié' - Marie-Laure Quintyn-Ranty” - Pierre Graff® - Jonathan Khalifa® -

IéSiOn du grade Ie plus haUt Ia plus V0|umineuse (Cible) Richard Aziza® - Guillaume Ploussard' - Daniel Portalez® - Bernard Malavaud'©
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NB: 60% des biopsies sous AL

Covin & Malavaud, World J. Urol 201t



Q3 bis: Les biopsies transpérinéales de la cible principale (TPE
IT) ameliorent elles la mise en evidence de cancer?

Initial TRUS 2nd TPER
All cores
Total number of cores 14 (14-14) 7 (6-8)
Number of positive cores 1(1-2) 3(2-4)
Cumulated tissue length (mm) 189 (176-205) 98 (88-107)
Maximum cancer core length 1.3 (1-2.1) 3 (1.5-6)
Cumulated cancer core length 2(1-3) 6 (2.5-14)
Index target cores
Total number of cores 4 (3-4) 4 (4-6)
Number of positive cores 0(0-1) 2(1-2)
Cumulated tissue length (mm) 42.5 (38-48) 56 (48-61)
Maximum cancer core length 0 (0-0.4) 3 (1.5-6)
Cumulated cancer core length 0 (0-0.4) 5(2-12)

available at www.sciencedirect.com

- ] R ONCOLOGY
journal homepage: euoncology.europeanurology.com | UROLOGYONCOLOGY

. Managing Discordant Findings Between Multiparametric

s s Magnetic Resonance Imaging and Transrectal Magnetic Resonance
+ Imaging-directed Prostate Biopsy—The Key Role of Magnetic

s Resonance Imaging-directed Transperineal Biopsy

Wilcoxon matched-pair
signed rank test

<0.0001

0.0005
<0.0001
<0.0001
<0.0001

<0.0001
<0.0001

0.0003
<0.0001
<0.0001

Les TPER-IT detectent plus freguemment le cancer que les biopsies trans
rectales initiales (ciblées & systématiques) et produisent plus de tissu

tumoral pour la définition du grade.
3 > controle du sous diagnostic tumoral ET de |la sous évaluation du grade

Bajeot & Malavaud, Eur Urol Oncol 202~
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Table 2 - Cross-tabulation of highest ISUP group by biopsy method

Transrectal image-guided biopsy (all cores)

No cancer ISUP 1 ISUP 2 ISUP 3

TPER-IT™ No cancer 18 12 4
ISUP 1 3 19
ISUP 2 5 25 3 2

ISUP 3 = / 7

Les erreurs de définition du grade sont fréquentes
avec les biopsies trans rectales ciblées et

systématiques (43%) 3 > Pourquoi donc?

Bajeot & Malavaud, Eur Urol Oncol 202:
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Maximum cancer core length (mm)

Wilcoxon matched pairs signed rank test
p < 0.0001

' L

Median & 95% CI Median & 95% CI
0 mm (0-0.4) 3 mm (1.5-6)

P

/o

Q

Q0o 0

D

Hypot hase: consAguendc
échantillonnage par voie trans rectale

The Potential Impact of Reproducibility of Gleason Grading
in Men With Early Stage Prostate Cancer Managed by Active
Surveillance: A Multi-Institutional Study

Jesse K. McKenney,* Jeff Simko,t Michael Bonham, Lawrence D. True,

Dean Troyer, Sarah Hawley, Lisa F. Newcomb, Ladan Fazli,¥ Lakshmi P. Kunju,
Marlo M. Nicolas, Funda Vakar-Lopez, Xiaotun Zhang, Peter R. Carroll,8

James D. Brooks and the Canary/Early Detection Research Network Prostate Active
Surveillance Study Investigators
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Mc Kenney,JUrol 2011
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therapeUth UeS? Improving Clinical Risk Stratification at

Diagnosis in Primary Prostate Cancer: A
Prognostic Modelling Study
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Calibration curves of Prostate Cancer
Survival in the testing cohort (n=4,113)
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