
GLIMMER OF HOPE FOR PROSTATE HEALTH 

 
THROUGH the dark clouds of controversy that have cast shadows 
over the diagnosis of prostate cancer, a ray of light is just starting 
to shine through: multiparametric MRI (mpMRI). 

It is by far the most exciting thing to happen in prostate cancer in 
the last decade, although it is not yet indicated for widespread use. 

Before PSA testing, prostate cancer was diagnosed by digital 
rectal exam (DRE) or by men presenting with symptoms of 
advanced, often incurable disease. 

PSA testing caused a huge shift towards earlier detection with the 
benefit of a high cure rate. A welcome drop in prostate cancer 
mortality was observed, although its association with PSA testing 
remains inconclusive. 

PSA testing also led to the overtreatment of low-risk prostate 
cancers that were never destined to cause morbidity or mortality. 

Furthermore, treatment of localised prostate cancer has potential 
side effects that may impact greatly on quality of life, such as 
erectile dysfunction and urinary incontinence. 

Critics argued that the small reductions seen in mortality and 
morbidity of PSA-detected prostate cancers were being 
outweighed by the harm done by the side effects of treatment, 
peaking in 2011 when a US government taskforce recommended 
against PSA screening altogether. 

Throughout the last decade, it became well recognised that the 
vast majority of low-risk prostate cancers were not harmful and 
could be safely watched under active surveillance. 

This helps avoid overtreatment while allowing monitoring and 
intervention that is still curative. 

However, for all its great benefits, active surveillance seemed to 
have a flaw. 

A patient needs a repeat ‘confirmatory’ biopsy within 12 months of 
the initial 12-core transrectal (TRUS) biopsy, but up to 30% of 



these repeat biopsies show higher grade disease that is no longer 
suitable for observation. The problem is not so much with active 
surveillance itself, but rather the inaccuracy of the initial biopsy. 

This has led to an exploration of the more extensive transperineal 
biopsy, where between 18 and 36 cores are taken, via the perineal 
skin rather than through the rectal wall. Recently published 
Australian data has shown evidence of an increased detection rate 
of high-grade tumours in the anterior part of the prostate,1 along 
with a negligible rate of sepsis  2 — an exciting advance. 

However, like TRUS biopsy, transperineal biopsy still involves 
blind random sampling of an entire organ. Both kinds of biopsy can 
therefore overdiagnose low-risk cancer. 

Enter mpMRI. MRI has been around for many years but it is only 
recently that mpMRI is becoming accurate enough to be of clinical 
use. Groundbreaking research by two Australian groups published 
this year may provide the tipping point. 

Pokorny et al performed a prospective study comparing 12-core 
TRUS biopsy to mpMRI.  3 To check the mpMRI findings, they 
performed targeted biopsies of suspicious lesions, and found that 
mpMRI far outperformed TRUS biopsy, with only 3% of significant 
cancers being missed by mpMRI versus 28% for TRUS biopsy. 

As had long been hoped for, mpMRI not only reduced the 
detection of low-risk prostate cancer, but it also improved the 
detection of higher risk cancer. 

Thompson et al compared mpMRI to a 30-core transperineal 
biopsy, for arguably a more accurate assessment of the true 
presence of cancer.  4 They too found excellent diagnostic 
accuracy for mpMRI. 

These landmark papers support mpMRI playing a significant role in 
the diagnosis of prostate cancer, and we should be proud that 
Australian research is leading the way. However, the results need 
to be validated across larger multicentre studies. 

Until then, many questions remain: Should all patients with 
elevated PSA undergo mpMRI? Can a biopsy really be avoided if 
the mpMRI is negative? Can mpMRI be used in active surveillance 
of men with known low-risk cancer? 



Multiparametric MRI is by no means considered standard of care, 
and is currently not reimbursed by Medicare. However, it may help 
us finally achieve what we’ve been crying out for — a reduction in 
the detection of insignificant prostate cancer and an increase in 
detection of clinically significant disease. Watch this space! 

 


