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Objectives: Prostate biopsy is a common approach for the diagnosis of prostate cancer
(PCa) in patients with suspicious PCa. In order to increase the detection rate of prostate
naive biopsy, we constructed two effective nomograms for predicting the diagnosis of
PCa and clinically significant PCa (csPCa) prior to biopsy.

Materials and Methods: The data of 1,428 patients who underwent prostate biopsy in
three Chinese medical centers from January 2018 to June 2021 were used to conduct
this retrospective study. The KD cohort, which consisted of 701 patients, was used for
model construction and internal validation; the DF cohort, which consisted of 385
patients, and the ZD cohort, which consisted of 342 patients, were used for external
validation. Independent predictors were selected by univariate and multivariate binary
logistic regression analysis and adopted for establishing the predictive nomogram. The
apparent performance of the model was evaluated via internal validation and
geographically external validation. For assessing the clinical utility of our model, decision
curve analysis was also performed.

Results: The results of univariate and multivariate logistic regression analysis showed
prostate-specific antigen density (PSAD) (P<0.001, OR:2.102, 95%Cl:1.687-2.620) and
prostate imaging-reporting and data system (PI-RADS) grade (P<0.001, OR:4.528, 95%
Cl:2.752-7.453) were independent predictors of PCa before biopsy. Therefore, a
nomogram composed of PSAD and PI-RADS grade was constructed. Internal
validation in the developed cohort showed that the nomogram had good discrimination
(AUC=0.804), and the calibration curve indicated that the predicted incidence was
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consistent with the observed incidence of PCa; the brier score was 0.172. External
validation was performed in the DF and ZD cohorts. The AUC values were 0.884 and
0.882, in the DF and ZD cohorts, respectively. Calibration curves elucidated greatly
predicted the accuracy of PCa in the two validation cohorts; the brier scores were 0.129 in
the DF cohort and 0.131 in the ZD cohort. Decision curve analysis showed that our model
can add net benefits for patients. A separated predicted model for csPCa was also
established and validated. The apparent performance of our nomogram for PCa was also
assessed in three different PSA groups, and the results were as good as we expected.

Conclusions: In this study, we put forward two simple and convenient clinical predictive
models comprised of PSAD and PI-RADS grade with excellent reproducibility and
generalizability. They provide a novel calculator for the prediction of the diagnosis of an

individual patient with suspicious PCa.

Keywords: prostate cancer, prostate biopsy, mpMRI, PI-RADS score, PSAD, nomogram

INTRODUCTION

At present, prostate cancer (PCa) is the most common
malignancy of aging men worldwide. It has the highest
incidence and second mortality despite the fact that the death
rate is declining due to early detection of indolent cancers in
western countries. Along with economic development and
increased early screening tools, the incidence of PCa has also
elevated rapidly in China (1, 2). Transrectal ultrasound (TRUS)-
guided prostate biopsy is a standard intervention for men with
suspicion of PCa (3). This operation can be performed by
transrectal or transperineal approach; a few studies have
demonstrated that transperineal prostate biopsy is less likely to
cause infectious complications, but the cancer detection capacity
of these two routes was similar when the same cores were
obtained (4). With the development of imaging technology,
especially the application of multiparameter magnetic
resonance imaging (mpMRI), the technology of prostate biopsy
has also been rapidly updated. Some new terminologies such as
TRUS-guided cognitive biopsy, MRI-TRUS fusion-guided
biopsy, and in-bore MRI targeted biopsy might enhance the
detection rates of clinically significant PCa (csPCa) (5). But the
positive rate of prostate biopsy is still miserably around 30-70%;
that means almost half of the patients are overtreated and
received unnecessary biopsies (3).

Apart from mpMRI, the level of serum total prostate-specific
antigen (PSA) and the estimate of digital rectal examination
(DRE) are two critical indicators when a clinician decides
whether a patient needs prostate biopsy initially (6). DRE
performed by different examiners was heterogeneous with low
specificity and sensitivity (7). PSA is a serine protease, which is
specifically expressed in prostate, but the elevation of PSA is not
specific in PCa. It exists in benign prostate hyperplasia,
prostatitis, elder men, after prostatic examinations, and sexual
intercourse, and it can also be affected by taking 50.-reductase
inhibitors and antiandrogen drugs (8, 9). PSA density (PSAD) is
a PSA derivate, acquired by the ratio of the baseline PSA level to
the prostate volume; it is useful when the PSA level is at the gray

zone or patients with equivocal imaging (10). PSAD is also useful
to identify patients with elevated PSA due to PCa rather than
intraprostatic inflammation (11). Indeed, prostatic inflammation
is a strong predictor of absence of PCa in the biopsy specimen
and is associated with low-grade PCa at radical prostatectomy
(12). In addition, other PSA derivates like PSA velocity, PSA rate,
PSA double time, and fPSA/tPSA can also be taken into
consideration when diagnosing PCa. In recent years, a number
of novel molecular markers have also been explored, but their
clinical value still needs more evidence before implementing
them in a clinic (13, 14). Nevertheless, it is a tragedy that no
available variable above can predict the diagnosis of the
PCa eftectively.

Actually, some risk calculators and factors have been
discussed in guidelines for early screening of csPCa for
asymptomatic patients with a normal DRE and a PSA value
range from 2 to 10 ng/ml, but more effective tools still need to be
created (15, 16). In the current study, we conducted a
retrospective analysis in three regional medical centers in
eastern China. A clinical predictive model was developed and
validated by the data of 1,428 prostate biopsy-naive patients. We
put forward two risk calculators combining PSAD and prostate
imaging—reporting and data system (PI-RADS) grade, which
can assess the risk probability of PCa and csPCa. The purpose of
our research is to improve the detection rate of prostate cancer
and reduce unnecessary prostate biopsy.

MATERIALS AND METHODS
Study Design and Participants

A retrospective multicenter analysis was conducted in 1,428
patients from three independent regional medical centers in
China. In the primary cohort, the data of 701 consecutive
patients from January 2018 to June 2021 were collected in the
Department of Urology at The First Affiliated Hospital of USTC
and labeled as the KD cohort; nomogram development and
internal validation were performed in this cohort. The data of
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385 consecutive patients from January 2018 to January 2020 were
collected in the Department of Urology, Affiliated Shanghai East
Hospital of Tongji University and labeled as the DF cohort; the
data of 342 consecutive patients from January 2018 to March
2020 were collected in the Department of Urology at Affiliated
Zhongda Hospital of Southeast University and labeled as the ZD
cohort. External validation was performed in these two cohorts.
Ethical approval was received from the respective institutional
ethics committee, and a signed informed consent was required
for every participant before the biopsy.

Baseline Data Collection and Processing
The baseline clinicopathologic information including age, BMI
(body mass index) (kg/mz), serum PSA (ng/ml), mpMRI-based
prostate volume (maximum anteroposterior diameter x
maximum transverse diameter x maximum longitudinal
diameter x 0.52, ml) (17), and PI-RADS score was collected
from medical records. PSAD was defined as the ratio of the total
PSA value to the prostate volume. A set of inclusion and
exclusion criteria was formulated for screening the eligible
patients in the three medical centers. © Only the prostate naive
biopsy was considered in this study. @ The enrolled cases must
have complete baseline clinicopathologic information; patients
with any missing value will be discarded immediately. ®
Laboratory data must be collected within one week before
biopsy. @ Patients with a history of other malignancies or a
family history of PCa were excluded. ® None received anti-
androgen therapy or took 50.-reductase inhibitors before biopsy.
® Patients with extreme serum PSA values (PSA>100 ng/ml or
PSA<4 ng/ml) were eliminated. The results of the digital rectal
examination (DRE) and the fPSA-to-tPSA ratio were not
analyzed because the proportion of missing data was >30% in
the KD cohort.

MRI Image Acquisition and Interpretation
Patients enrolled in our study underwent a 3.0T MRI scanner
with an external 6-channel body array coil (Trio Tim, Siemens
Healthineers, Erlangen, Germany) in the KD cohort, a 3.0T
system (Magnetom Skyra, Siemens Medical Solutions, Erlangen,
Germany) with an 18-channel phased-array coil in the DF
cohort, and a 3.0T scanner with an external 8-channel body
array coil (PHILIPS, MR Systems Ingenia) in the ZD cohort. The
images that required procedure were operated by experienced
and professional radiologists within 2 months before biopsy. In
order to maintain consistency and authenticity of the data, MRI
performed not in the corresponding hospital of the three cohorts
or if only a writing report was provided in the medical records
was not acceptable. At least axial T2-weighted imaging (T2WI)
and diffusion-weighted imaging (DWI) with a quantitative
apparent diftusion coefficient (ADC) picture (b values were 0,
800, and 1,400 s/mm? in the KD cohort; 0, 800, 1,000, and 2,000
s/mm” in the DF cohort; and 0, 1,000, and 2,000 s/mm? in the ZD
cohort) were obtained for the image interpretation according to
the PI-RADS v2.1 (18).

Two radiologists who were blinded to histopathological
results with more than 3 years of experience in prostate
imaging in each medical center were invited to review the

images. They first interpreted the MRI images independently
and discussed the inconsistent results together subsequently.
Finally, an official MRI report with a PIRADS score from 1 to
5 on the basis of PI-RADS v2.1 was obtained for every involved
patient. In this study, we divided the PI-RADS scores into three
grades: Grade 1 (PI-RADS 1 and 2) represented very low or low
probability of PCa; grade 2 (PI-RADS 3) represented
intermediate probability of PCa; and grade 3 (PI-RADS 4 and
5) represented high or very high probability of PCa (19).

Prostate Biopsy and Pathology

For all the patients who entered into our study, they underwent
TRUS (biplane imaging scan)-guided prostate biopsy operated
by professional urologists. A systematic 12-core biopsy was
performed first. Next the 0-6 cores of cognitive fusion target
biopsy of the suspicious lesions in mpMRI or ultrasound were
also performed in all the three medical centers. So, the patient
who only underwent target biopsy would be excluded. The
primary endpoint of this study is cancer detection of the
prostate biopsy. Positive result is defined as PCa with gleason
score=6 (3 + 3). The second endpoint was the detection of csPCa
(gleason score>7). Any other diagnosis like normal prostate
gland tissue, benign prostatic hyperplasia, or prostate tissue
with inflammation was defined as a negative result.

Model Construction, Validation, and
Statistical Analysis

The descriptive statistics means * standard deviation, interquartile
range (IQR), range, number, and proportions were used to depict
the baseline characteristics of the patients in primary and
validation cohorts. Data in the KD cohort were used for model
development. The univariate binary logistic regression analysis
method was used to evaluate different variables and calculate the
odds ratio (OR) and 95% confidence interval (95%CI). Next,
variables with P value<0.05 were entered into the stepwise
(forward: conditional) multivariate logistic regression analysis
model; variables with P value<0.05 in multivariate analysis were
adopted for the establishment of the nomograms. Then, the
apparent performance of our nomograms was evaluated via
internal validation in the KD cohort by the bootstrap (500
resamples) method and geographically external validation in the
DF and ZD cohorts. Discrimination and calibration were assessed
for model validation, respectively (20). Discrimination was
measured by C-statistics, which is equal to the area under the
curve (AUC) calculated by plotting the receiver operating
characteristic (ROC) curve (21); calibration was measured by
drawing calibration curves, and the brier score was calculated by
the equation (Y—p)z, where Y is the actual observed outcome of the
dependent variable, and p represents the predicted probability
given by our nomogram (22). Statistical analysis was operated by
SPSS version 25.0 and R version 4.1.1; statistical significance was
considered when P<0.05.

Decision Curve Analysis

Apart from providing a quantitative nomogram for urologists to
predict the probability of prostate cancer after biopsy, a decision
curve analysis (DCA) was also constructed to estimate the
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clinical utility of the nomograms. The clinical net benefits of our
model at different threshold probabilities were quantified (23).
This was accomplished by using the R software.

RESULTS

Demographic and Clinicopathologic
Characteristics of the Patients

All the clinical characteristics of the developed and validated cohorts
are summarized in Table 1. As for patient selection, it must comply
with the aforementioned inclusion and exclusion criteria strictly.
Ultimately, 701 patients met the criteria in the KD cohort, 385
patients met the criteria in the DF cohort, and 342 patients were
enrolled in the ZD cohort. The average age, BMI, PSA, and PSAD
were 68.76 £ 8.97 (years), 23.32 + 2.55 (kg/mz), 20.21 + 17.63 (ng/ml),
and 0.62 * 0.78 in the KD cohort; 66.36 + 8.35 (years), 23.90 *
3.11 (kg/mz), 12.76 + 1042 (ng/ml), and 0.41 + 0.58 in the DF
cohort; and 68.65 + 8.82 (years), 24.39 + 3.01 (kg/mz), 16.74 + 15.67
(ng/ml), and 0.41 £ 0.51 in the ZD cohort, respectively. The
proportion in the different PSA group and the PI-RADS score
grade of the patients in the three cohorts is also displayed in Table 1.
The positive rate of prostate biopsy was 43.94%, 51.17%, and
40.06%, and the percentage of csPCa was 34.09%, 42.08%, and
34.21% in the KD, DF, and ZD cohorts, respectively.

Variables Screening, Nomogram
Development, and Internal Validation

Binary logistic regression analysis was used for sifting the
predictors of PCa in the derivation cohort (the KD cohort).
The results of univariate analysis showed that age (P<0.001,
OR:1.063, 95%CI:1.043-1.083), BMI (P<0.05, OR:1.071, 95%
CL:1.010-1.136), PSA (P<0.01, OR:1.012, 95%CI:1.004-1.021),
PSAD (P<0.001, OR:10.906, 95%CI:6.567-18.112), and PI-RADS

grade (P<0.001, OR:3.278, 95%CI:2.714-3.959) were
significantly associated with the outcome of prostate biopsy.
We put these variables into multivariate analysis subsequently,
the result indicated that PSAD (P<0.001, OR:2.102, 95%
CI:1.687-2.620) and PI-RADS grade (P<0.001, OR:4.528, 95%
Cl:2.752-7.453) were independent predictors for PCa (Table 2).
Therefore, a predictive model containing PSAD and PI-RADS
grade was established, and a nomogram was also constructed
based on our model (Figure 1). Internal validation of the KD
cohort showed that the predictive nomogram has good
discrimination (AUC=0.804) (Figure 2A), and the calibration
curve indicated that the predicted incidence of PCa was
consistent with the observed incidence in the KD cohort
(Figure 2B); the brier score was 0.172. These results indicated
that the modeling process has great reproducibility. A separated
predicted nomogram of csPCa was constructed with the same
processes; the final variables in the model were also PSAD
(P<0.001, OR:2.480, 95%CI:1.947-3.157) and PI-RADS grade
(P<0.001, OR:4.769, 95%CI:3.013-7.548) (Table S1). Then, the
nomogram (Figure S1), the ROC curve (AUC=0.848) (Figure
S2A), the calibration curve (Figure S2B), and the brier score
(0.138) for internal validation were also received.

External Validation and Clinical Application
External validation was implemented in the DF and ZD cohorts,
respectively. Similarly, discrimination and calibration were
estimated by the AUC of ROC curves and calibration plots; the
brier score was also calculated. For the nomogram of PCa,
acceptable results were obtained in both two validation
cohorts; the AUC value was 0.884 in the DF cohort and 0.882
in the ZD cohort (Figures 3A, B). Calibration plots elucidated
greatly predicted the accuracy of PCa in two validation cohorts
(Figures 3C, D); the brier score was 0.129 in the DF cohort and
0.131 in the ZD cohort. These results indicated a good agreement

TABLE 1 | Demographic characteristics of the patients in development cohort and validation cohorts.

Clinicopathological parameters

KD cohort (n = 701)

DF cohort (n = 385) ZD cohort (n = 342)

Age (years) 68.76 + 8.97 66.36 + 8.35 68.65 + 8.82
IQR&Range 12.00 (33.00-90.00) 11.00 (44.00-89.00) 12.25 (34.00-91.00)
BMI (kg/m2) 23.32 £ 2.55 23.90 + 3.11 24.39 + 3.01
IQR&Range 3.65 (14.90-33.50) 3.58 (14.83-32.98) 3.71 (16.56-37.50)
PSA (ng/ml) 20.21 + 17.63 12.76 £ 10.42 16.74 £ 15.67
IQR&Range 13.00 (4.28-98.56) 7.47 (4.00-89.72) 11.40 (4.06-99.32)
Group 1 n (%) 4<PSA<10 204 (29.10%) 195 (50.65%) 143 (41.81%)
Group 2 n (%) 10<PSA<20 281 (40.09%) 143 (37.14%) 120 (35.09%)
Group 3 n (%) 20<PSA<100 216 (30.81%) 47 (12.21%) 79 (23.10%)
PSAD 0.62 +0.78 0.41 £0.58 0.41 £ 0.51
IQR&Range 0.48 (0.03-5.64) 0.29 (0.05-6.17) 0.32 (0.04-4.95)
PI-RADS score
Grade 1 n (%) 1-2 346 (49.36%) 141 (36.62%) 104 (30.41%)
Grade 2 n (%) 3 91 (12.98%) 72 (18.70%) 98 (28.65%)
Grade 3 n (%) 4-5 264 (37.66%) 172 (44.68%) 140 (40.94%)
Pathology
n (%) positive 308 (43.94%) 197 (61.17%) 137 (40.06%)
csPCa 239 (34.09%) 162 (42.08%) 117 (34.21%)
n (%) negative 393 (56.06%) 188 (48.83%) 205 (59.94%)

IQR, interquartile range; BMI, body mass index; PSA, prostate-specific antigen; PSAD, prostate-specific antigen density; PI-RADS, prostate imaging-reporting and data system; csPCa,

clinically significant prostate cancer.
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TABLE 2 | Univariate and multivariate analysis for screening the predictors of outcomes (PCa) of prostatic biopsy.

Parameters Univariate model

OR 95%ClI P
Age (years) 1.063 1.043-1.083 <0.001
BMI (kg/m?) 1.071 1.010-1.136 0.023
PSA (ng/ml) 1.012 1.004-1.021 0.006
PSAD 10.906 6.567-18.112 <0.001
PI-RADS grade 3.278 2.714-3.959 <0.001

PCa, prostate cancer; BMI, body Mass index; PSA, prostate-specific antigen; PSAD, prostate
ratio; Cl, confidence interval.

between the predicted risk of PCa and observed outcomes.
Meanwhile, similar results obtained for the nomogram of
csPCa, AUC values (0.859 in DF cohort and 0.892 in ZD
cohort) (Figures S3A, B), calibration plots (Figures S3C, D),
and the brier score (0.149 in DF cohort and 0.119 in ZD cohort)
were displayed. All these data demonstrated that our models
possessed excellent generalizability.

Decision Curve Analysis

For evaluating the clinical usefulness of our nomograms, the
decision curve analysis (DCA) was exhibited (Figure 4 and
Figure S4). The DCA curves showed that along with the
increase in the probability threshold, making the decision of
whether to undergo prostate biopsy while referring to our
predicted models can add net benefit compared to intervening
all patients or intervening none.

Internal and External Validation in Different
PSA Groups

As we all know, PSA is the most commonly used indicator for early
screening of PCa in men>50 years old with life expectancy >15
years (15). Although multivariate logistic analysis revealed that
PSA was not an independent factor of PCa in the current study, the

Multivariate model

B OR 95%Cl P
0.743 2102 1.687-2.620 <0.001
1.510 4.528 2.752-7.453 <0.001

-specific antigen density; PI-RADS, prostate imaging-reporting and data system; OR, odds

PSA level is still the most important serum test when urologists
decide whether a man should undergo prostate biopsy. Therefore,
we divided the patients into 3 groups according to the different
PSA level (4<PSA<10 defined as group 1, 10<PSA<20 defined as
group 2, and 20<PSA<100 defined as group 3) in the development
cohort and two validation cohorts and put our model into these
groups for validation. As we expect, our predictive model
presented encouraging performance.

For internal validation of the KD cohort, the AUC of ROC
was 0.689 in group 1, 0.791 in group 2, and 0.905 in group 3
(Figures S5A-C); the brier score was 0.204 in group 1, 0.179 in
group 2, and 0.121 in group 3 (Table 3). For external validation
of the DF cohort, the AUC of ROC was 0.867, 0.909, and 0.885 in
groups 1, 2, and 3, respectively (Figures S6A-C); the brier score
was 0.133, 0.106, and 0.083 in groups 1, 2, and 3, respectively
(Table 3). For external validation of the ZD cohort, the AUC of
ROC was 0.769, 0.906, and 0.914 in groups 1, 2, and 3,
respectively (Figures S7A-C); the brier score was 0.145 in
group 1, 0.118 in group 2, and 0.098 in group 3 (Table 3).
Calibration curves received acceptable results as well (Figures
§5-S7D-F). All these results proved that our nomogram has
excellent predictive ability in different PSA groups. That means
the application of this nomogram can provide reliable evidence

FIGURE 1 | Diagnostic nomogram for predicting the outcome of prostate biopsy. It
combining PSAD and PI-RADS grade, which parallels to a risk value of PCa.

0 10 20 30 40 50 60 70 80 90 100
Points 1 s R Lkl kil Ll R y T Y Sedind: Sonlod: bl
PSAD T T T : T T T T T T —
¢ 04 1|15 |2 25 39 4| 45 |5 55 ¢
2
PI-RADS grade : 1
1 3
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Linear Predictor = T T r T T . . — . )
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Risk of PCa — )
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was established by the development cohort. A total point was calculated by
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FIGURE 3 | External validation of the nomogram (PCa) in the DF cohort and the ZD cohort. (A, B) Discrimination of the nomogram was evaluated by the ROC
curve; AUC was 0.884 in the DF cohort and 0.882 in the ZD cohort. Calibration curves of the DF cohort (C) and the ZD cohort (D) illuminate the great agreement
between the predicted risks of PCa and the observed incidence of PCa. The blue dotted line represents an ideal flawless model.
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FIGURE 4 | Decision curve analysis was exhibited to estimate the clinical
usefulness of the nomogram (PCa). The quantified net benefits can be
measured at different threshold probabilities. The y-axis denotes the
standardized net benefit, and the x-axis denotes the threshold probabilities.
The red line represents our nomogram, the gray line represents the condition
that all patients have PCa, and the black line represents the condition that
none have PCa.

in clinical decision-making, especially when the PSA is 4-10 ng/ml,
which is called the gray zone by urologists.

DISCUSSION

mpMRI is increasingly performed in clinics for the diagnosis of
PCa. There are several high-quality studies specifically assessing
the efficiency and availability of mpMRI in recent years (24-29).
In the PROMIS study (26), they found that mpMRI can be
regarded as a triage test before prostate naive biopsy and help a
quarter of patients avoid an unnecessary biopsy. For the
diagnosis of csPCa in men with PSA up to 15 ng/ml, the
sensitivity and specificity of mpMRI and TRUS-biopsy were
93% and 41%, and 48% and 96%, respectively. In the
PRECISION study (27), the detection rate of csPCa can
increase by 12% by MRI-targeted biopsy (38%) compared to

standard biopsy (26%), and less clinically insignificant PCa was
detected in the MRI-targeted biopsy group synchronously. But in
the MRI-FIRST study (28), they discovered that the positive rate
of PCa with MRI-targeted biopsy was adjacent to systematic
biopsy. A better outcome can be achieved by combining
systematic biopsy with targeted biopsy. In the Trio study (29),
they confirmed that MRI-targeted biopsy had lower ability in
grade group 1 PCa but showed an outstanding cancer detection
rate in higher-grade PCa. Moreover, 8% csPCa would be missed
if only MRI-targeted biopsy is performed. A study by Rapisarda
et al. (30) also confirmed that mpMRI could improve the
diagnostic accuracy of PCa; a combined strategy of fusion
targeted and systematic biopsy could reach high concordance
rates with histologic result. Collectively, mpMRI has brilliant
performance in the detection of csPCa, but it cannot in the case
of systematic biopsy completely. In addition, guidelines have
recommended mpMRI in patients with suspicion of PCa prior to
biopsy (15, 31). It is worth noting that mpMRI cannot be
performed as an initial screening tool because the low
specificity may lead to false-positive findings and unnecessary
biopsies (32). PI-RADS is an interpretation of mpMRI, which
can give a quantitative score range from 1 to 5, in which a high
score means high probability of PCa. PI-RADS v2.1 is the latest
version with enhanced interreader variability and easier PI-
RADS assessment procedure compared to PI-RADS v2 (18, 33).

Actually, some predictive models have been set up before for the
detection of PCa. Two risk calculators of western patients had been
well developed; they are The European Randomized Study of
Screening for PCa Risk Calculator and the Prostate Cancer
Prevention Trial Risk Calculator. However, it will result in
approximately 20% increase in predicted probabilities for PCa in
Chinese population on account of the differences of race and region
(34, 35). A number of nomograms for the detection of PCa based on
Chinese population have been constructed as well recently. Chen
et al. (36) constructed the Chinese Prostate Cancer Consortium Risk
Calculator (CPCC-RC) based on PSA, age, prostate volume, fPSA-
to-tPSA rate, and DRE for forecasting the initial prostate biopsy.
This is the largest research of China to date, but the information of
mpMRI was not estimated. A clinical nomogram including mpMRI
like that of Fang et al. (19) showed that the model that contained
mpMRI exhibited higher sensitivity and specificity for the detection
of PCa. Niu et al. (37) developed an outperforming model
composed of the PI-RADS v2 score and adjusted PSAD. Li et al.

TABLE 3 | The results of internal and external validation of the nomogram in different PSA group.

Cohorts Parameters All patients 4<PSA<10 10<PSA<20 20<PSA<100
Group 1 Group 2 Group 3

KD cohort

(Internal validation) AUC 0.804 0.689 0.791 0.905
Brier score 0.172 0.204 0.179 0.121

DF cohort

(External validation 1) AUC 0.884 0.867 0.909 0.885
Brier score 0.129 0.133 0.106 0.083

ZD cohort

(External validation 2) AUC 0.882 0.769 0.906 0.914
Brier score 0.131 0.145 0.118 0.098

PSA, prostate-specific antigen; AUC, area under the curve.
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(38) displayed three radiomics prediction models for improving the
diagnosis of csPCa on biparametric MRIL Studies including our
previous research also verified the prominent diagnostic efficiency
of PI-RADS v2. But all these studies were executed in a single center
with an insufficient sample size (39-42). To improve the detection
of PCa and reduce the needless biopsy procedures, a more accurate
diagnostic nomogram and better predictive model is still
warranted (43).

In the current study, we performed a retrospective study in
three Chinese medical centers. Univariate and multivariate
logistic regression analysis revealed that PSAD (P<0.001,
OR:2.102, 95%CI:1.687-2.062) and PI-RADS grade (P<0.001,
OR:4.528, 95%CI:2.752-7.453) were independent predictors for
the diagnosis of PCa and used for establishing the predictive
model and the nomogram. Then, model validation in the KD
cohort (internal validation) and the DF and ZD cohorts (external
validation) was performed. The AUC (0.804) indicated good
discrimination; the calibration curve and brier score (0.172) also
represent eminent calibration in internal validation. In external
validation, AUC was 0.884 in the DF cohort and 0.882 in the ZD
cohort, calibration curves elucidated greatly predicted the
accuracy of PCa, and the brier score was 0.129 and 0.131 in
the DF and ZD cohorts, respectively. Decision curve analysis
(DCA) manifested that our nomogram can obviously add the net
benefit when forecasting the diagnosis of PCa. Finally, we verified
our model in three different PSA groups; acceptable results have
also been obtained. In addition to our research, the latest two
studies have also demonstrated that the utility of PSAD in
addition to MRI PIRADS score can assist in the individualized
decision-making process prior to prostate biopsy (44, 45).

Our study also has several limitations. First, our study was
enforced in three third-grade class A hospitals in China; it may
not be reproducible in less experienced medical centers or other
countries. Then, clinicopathological parameters like the results of
DRE and the fPSA-to-tPSA rate were not included due to the
irretrievably missing value. Third, although the model has
excellent performance in our research, it may not be applicable to
all the patients, and the dilemma is still going to happen. Combining
with different tools such as SelectMDx, 4Kscore can also be
considered under special circumstances (46, 47). Finally, although
we carried out a set of inclusive and exclusive criteria during the data
collection, bias could not be completely avoided. Such as the protocol
of biopsy and mpMRI interpretation by different clinicians, inter-
institutional outcomes could not be well evaded. In practice, this
phenomenon is inevitable because each hospital is independent; it
also means our model has good generalizability. Furthermore, a
study by Ugo G et al. (48) discovered that the diagnostic accuracy of
mpMRI in PCa is not different between races; that means our
nomogram can also be applied in other populations.

CONCLUSIONS

We established two simple and convenient clinical predictive
nomograms comprised of PSAD and PI-RADS grade with
excellent reproducibility and generalizability. They are novel risk

calculators for the prediction of the diagnosis of PCa and csPCa in
China. But prospective validation and update remain warranted.
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Supplementary Figure 1 | Diagnostic nomogram for predicting clinically
significant prostate cancer(csPCa) of prostate biopsy. It was established by the
development cohort. A total point was calculated by combining PSAD and PI-RADS
grade which parallels to a risk value of csPCa.

Supplementary Figure 2 | Internal validation of the nomogram (csPCa) in the KD
cohort by bootstrap method (500 resamples). (A) Discrimination of the nomogram
was evaluated by AUC (0.848). (B) Calibration curves illuminate the agreement
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between the predicted risks of csPCa and the observed incidence of csPCa. The
blue dotted line represents an ideal flawless model.

Supplementary Figure 3 | External validation of the nomogram (csPCa) in the DF
cohort and the ZD cohort. (A, B) Discrimination of the nomogram was evaluated by
AUGC; it was 0.859 in the DF cohort and 0.892 in the ZD cohort. Calibration curves of
the DF cohort (C) and the ZD cohort (D) illuminate the great agreement between the
predicted risks of csPCa and the observed incidence of csPCa. The blue dotted line
represents an ideal flawless model.

Supplementary Figure 4 | Decision curve analysis was exhibited to estimate the
clinical usefulness of the nomogram (csPCa). The quantified net benefits can be
measured at different threshold probabilities. The y-axis denotes the standardized
net benefit, and the x-axis denotes the threshold probabilities. The red line
represents our nomogram, the gray line represents the condition that all patients
have csPCa, and the black line represents the condition that none have csPCa.

Supplementary Figure 5 | Internal validation of the nomogram in the KD cohort
for three PSA groups. (A, B, and C) ROC curve of the three groups for assessing the

REFERENCES

1. Siegel RL, Miller KD, Fuchs HE, Jemal A. Cancer Statistics, 2021. CA Cancer ]
Clin (2021) 71(1):7-33. doi: 10.3322/caac.21654
2. Chen W, Zheng R, Baade PD, Zhang S, Zeng H, Bray F, et al. Cancer Statistics
in China, 2015. CA Cancer ] Clin (2016) 66(2):115-32. doi: 10.3322/
caac.21338
3. Hiabner N, Shariat S, Remzi M. Prostate Biopsy: Guidelines and
Evidence. Curr Opin Urol (2018) 28(4):354-9. doi: 10.1097/mou.
0000000000000510
4. Xue J, Qin Z, Cai H, Zhang C, Li X, Xu W, et al. Comparison Between
Transrectal and Transperineal Prostate Biopsy for Detection of Prostate
Cancer: A Meta-Analysis and Trial Sequential Analysis. Oncotarget (2017)
8(14):23322-36. doi: 10.18632/oncotarget.15056
5. Park BK. Image-Guided Prostate Biopsy: Necessity for Terminology
Standardization. J Ultrasound Med (2020) 39(1):191-6. doi: 10.1002/
jum.15083
6. Moul JW. Comparison of DRE and PSA in the Detection of Prostate Cancer.
J Urol (2017) 197(25):S208-9. doi: 10.1016/j.juro.2016.11.031
7. Naji L, Randhawa H, Sohani Z, Dennis B, Lautenbach D, Kavanagh O, et al.
Digital Rectal Examination for Prostate Cancer Screening in Primary Care: A
Systematic Review and Meta-Analysis. Ann Fam Med (2018) 16(2):149-54.
doi: 10.1370/afm.2205
8. Wang MC, Valenzuela LA, Murphy GP, Chu TM. Purification of a Human
Prostate Specific Antigen. J Urol (2017) 197(2s):S148-52. doi: 10.1016/
jjuro.2016.10.100
9. Catalona WJ, Richie JP, Ahmann FR, Hudson MA, Scardino PT, Flanigan RC,
et al. Comparison of Digital Rectal Examination and Serum Prostate Specific
Antigen in the Early Detection of Prostate Cancer: Results of a Multicenter
Clinical Trial of 6,630 Men. J Urol (2017) 197(2s):S200-7. doi: 10.1016/
1.juro.2016.10.073
10. Omri N, Kamil M, Alexander K, Alexander K, Edmond S, Ariel Z, et al.
Association Between PSA Density and Pathologically Significant Prostate
Cancer: The Impact of Prostate Volume. Prostate (2020) 80(16):1444-9.
doi: 10.1002/pros.24078
11. Bruno SM, Falagario UG, d’Altilia N, Recchia M, Mancini V, Selvaggio O,
et al. PSA Density Help to Identify Patients With Elevated PSA Due to
Prostate Cancer Rather Than Intraprostatic Inflammation: A Prospective
Single Center Study. Front Oncol (2021) 11:693684. doi: 10.3389/
fonc.2021.693684
12. Sanguedolce F, Falagario UG, Castellan P, Di Nauta M, Silecchia G, Bruno
SM, et al. Bioptic Intraprostatic Chronic Inflammation Predicts Adverse
Pathology at Radical Prostatectomy in Patients With Low-Grade Prostate
Cancer. Urol Oncol (2020) 38(10):793.e19-.e25. doi: 10.1016/j.urolonc.
2020.02.025
13. Lamy PJ, Allory Y, Gauchez AS, Asselain B, Beuzeboc P, de Cremoux P, et al.
Prognostic Biomarkers Used for Localised Prostate Cancer Management: A

discrimination. (D, E, and F) Calibration plots of the three groups for assessing the
calibration.

Supplementary Figure 6 | External validation of the nomogram in the DF cohort
for three PSA groups. (A, B, and C) The ROC curve of the three groups for
assessing the discrimination. (D, E, and F) Calibration plots of the three groups for
assessing the calibration.

Supplementary Figure 7 | External validation of the nomogram in the ZD cohort
for three PSA groups. (A, B, and C) The ROC curve of the three groups for
assessing the discrimination. (D, E, and F) Calibration plots of the three groups for
assessing the calibration.

Supplementary Table 1 | Univariate and multivariate analysis for screening the
predictors of outcomes (csPCa) of prostatic biopsy. csPCa, clinically significant
prostate cancer; BMI, body mass index; PSA, prostate-specific antigen; PSAD,
prostate-specific antigen density; PI-RADS, prostate imaging-reporting and data
system; OR, odds ratio; Cl, confidence interval.

Systematic Review. Eur Urol Focus (2018) 4(6):790-803. doi: 10.1016/
j.euf.2017.02.017

14. Yang Z, Yu L, Wang Z. PCA3 and TMPRSS2-ERG Gene Fusions as
Diagnostic Biomarkers for Prostate Cancer. Chin ] Cancer Res (2016) 28
(1):65-71. doi: 10.3978/j.issn.1000-9604.2016.01.05

15. Mottet N, van den Bergh RCN, Briers E, Van den Broeck T, Cumberbatch
MG, De Santis M, et al. EAU-EANM-ESTRO-ESUR-SIOG Guidelines on
Prostate Cancer-2020 Update. Part 1: Screening, Diagnosis, and Local
Treatment With Curative Intent. Eur Urol (2021) 79(2):243-62.
doi: 10.1016/j.eururo.2020.09.042

16. Carroll PH, Mohler JL. NCCN Guidelines Updates: Prostate Cancer and
Prostate Cancer Early Detection. ] Natl Compr Canc Netw (2018) 16(5S):620—
3. doi: 10.6004/jnccn.2018.0036

17. Karademir I, Shen DG, Peng YH, Liao S, Jiang YL, Yousuf A, et al. Prostate
Volumes Derived From MRI and Volume-Adjusted Serum Prostate-Specific
Antigen: Correlation With Gleason Score of Prostate Cancer. Am J Roentgenol
(2013) 201(5):1041-8. doi: 10.2214/Ajr.13.10591

18. Turkbey B, Rosenkrantz AB, Haider MA, Padhani AR, Villeirs G, Macura KJ,
et al. Prostate Imaging Reporting and Data System Version 2.1: 2019 Update
of Prostate Imaging Reporting and Data System Version 2. Eur Urol (2019) 76
(3):340-51. doi: 10.1016/j.eururo.2019.02.033

19. Fang D, Zhao C, Ren D, Yu W, Wang R, Wang H, et al. Could Magnetic
Resonance Imaging Help to Identify the Presence of Prostate Cancer Before
Initial Biopsy? The Development of Nomogram Predicting the Outcomes of
Prostate Biopsy in the Chinese Population. Ann Surg Oncol (2016) 23
(13):4284-92. doi: 10.1245/s10434-016-5438-2

20. Pabinger I, van Es N, Heinze G, Posch F, Riedl ], Reitter EM, et al. A Clinical
Prediction Model for Cancer-Associated Venous Thromboembolism: A
Development and Validation Study in Two Independent Prospective
Cohorts. Lancet Haematol (2018) 5(7):¢289-98. doi: 10.1016/s2352-3026
(18)30063-2

21. Steyerberg EW, Vergouwe Y. Towards Better Clinical Prediction Models:
Seven Steps for Development and an ABCD for Validation. Eur Heart J (2014)
35(29):1925-31. doi: 10.1093/eurheartj/ehu207

22. Steyerberg EW, Vickers AJ, Cook NR, Gerds T, Gonen M, Obuchowski N,
et al. Assessing the Performance of Prediction Models: A Framework for
Traditional and Novel Measures. Epidemiology (2010) 21(1):128-38.
doi: 10.1097/EDE.0b013e3181c30fb2

23. Huang YQ, Liang CH, He L, Tian ], Liang CS, Chen X, et al. Development and
Validation of a Radiomics Nomogram for Preoperative Prediction of Lymph
Node Metastasis in Colorectal Cancer. J Clin Oncol (2016) 34(18):2157-64.
doi: 10.1200/jc0.2015.65.9128

24. Drost FH, Osses D, Nieboer D, Bangma CH, Steyerberg EW, Roobol MJ, et al.
Prostate Magnetic Resonance Imaging, With or Without Magnetic Resonance
Imaging-Targeted Biopsy, and Systematic Biopsy for Detecting Prostate
Cancer: A Cochrane Systematic Review and Meta-Analysis. Eur Urol (2020)
77(1):78-94. doi: 10.1016/j.eururo.2019.06.023

Frontiers in Oncology | www.frontiersin.org

January 2022 | Volume 11 | Article 811866


https://doi.org/10.3322/caac.21654
https://doi.org/10.3322/caac.21338
https://doi.org/10.3322/caac.21338
https://doi.org/10.1097/mou.0000000000000510
https://doi.org/10.1097/mou.0000000000000510
https://doi.org/10.18632/oncotarget.15056
https://doi.org/10.1002/jum.15083
https://doi.org/10.1002/jum.15083
https://doi.org/10.1016/j.juro.2016.11.031
https://doi.org/10.1370/afm.2205
https://doi.org/10.1016/j.juro.2016.10.100
https://doi.org/10.1016/j.juro.2016.10.100
https://doi.org/10.1016/j.juro.2016.10.073
https://doi.org/10.1016/j.juro.2016.10.073
https://doi.org/10.1002/pros.24078
https://doi.org/10.3389/fonc.2021.693684
https://doi.org/10.3389/fonc.2021.693684
https://doi.org/10.1016/j.urolonc.2020.02.025
https://doi.org/10.1016/j.urolonc.2020.02.025
https://doi.org/10.1016/j.euf.2017.02.017
https://doi.org/10.1016/j.euf.2017.02.017
https://doi.org/10.3978/j.issn.1000-9604.2016.01.05
https://doi.org/10.1016/j.eururo.2020.09.042
https://doi.org/10.6004/jnccn.2018.0036
https://doi.org/10.2214/Ajr.13.10591
https://doi.org/10.1016/j.eururo.2019.02.033
https://doi.org/10.1245/s10434-016-5438-2
https://doi.org/10.1016/s2352-3026(18)30063-2
https://doi.org/10.1016/s2352-3026(18)30063-2
https://doi.org/10.1093/eurheartj/ehu207
https://doi.org/10.1097/EDE.0b013e3181c30fb2
https://doi.org/10.1200/jco.2015.65.9128
https://doi.org/10.1016/j.eururo.2019.06.023
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles

Tao et al.

Clinical Predictive Nomogram of Prostate Biopsy

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Miah S, Hosking-Jervis F, Connor M]J, Eldred-Evans D, Shah TT, Arya M,
et al. A Multicentre Analysis of the Detection of Clinically Significant Prostate
Cancer Following Transperineal Image-Fusion Targeted and Nontargeted
Systematic Prostate Biopsy in Men at Risk. Eur Urol Oncol (2020) 3(3):262-9.
doi: 10.1016/j.€u0.2019.03.005

Ahmed HU, El-Shater Bosaily A, Brown LC, Gabe R, Kaplan R, Parmar MK,
et al. Diagnostic Accuracy of Multi-Parametric MRI and TRUS Biopsy in
Prostate Cancer (PROMIS): A Paired Validating Confirmatory Study. Lancet
(2017) 389(10071):815-22. doi: 10.1016/s0140-6736(16)32401-1
Kasivisvanathan V, Rannikko AS, Borghi M, Panebianco V, Mynderse LA,
Vaarala MH, et al. MRI-Targeted or Standard Biopsy for Prostate-Cancer
Diagnosis. N Engl ] Med (2018) 378(19):1767-77. doi: 10.1056/
NEJMo0al801993

Rouviére O, Puech P, Renard-Penna R, Claudon M, Roy C, Mege-Lechevallier
F, et al. Use of Prostate Systematic and Targeted Biopsy on the Basis of
Multiparametric MRI in Biopsy-Naive Patients (MRI-FIRST): A Prospective,
Multicentre, Paired Diagnostic Study. Lancet Oncol (2019) 20(1):100-9.
doi: 10.1016/51470-2045(18)30569-2

Ahdoot M, Wilbur AR, Reese SE, Lebastchi AH, Mehralivand S, Gomella PT,
et al. MRI-Targeted, Systematic, and Combined Biopsy for Prostate Cancer
Diagnosis. N Engl ] Med (2020) 382(10):917-28. doi: 10.1056/
NEJMo0a1910038

Rapisarda S, Bada M, Crocetto F, Barone B, Arcaniolo D, Polara A, et al. The
Role of Multiparametric Resonance and Biopsy in Prostate Cancer Detection:
Comparison With Definitive Histological Report After Laparoscopic/Robotic
Radical Prostatectomy. Abdom Radiol (NY) (2020) 45(12):4178-84.
doi: 10.1007/500261-020-02798-8

Grossman DC, Curry SJ, Owens DK, Bibbins-Domingo K, Caughey AB,
Davidson KW, et al. Screening for Prostate Cancer: US Preventive Services
Task Force Recommendation Statement. Jama (2018) 319(18):1901-13.
doi: 10.1001/jama.2018.3710

Rouviére O, Schoots IG, Mottet N. Multiparametric Magnetic Resonance
Imaging Before Prostate Biopsy: A Chain Is Only as Strong as Its Weakest
Link. Eur Urol (2019) 75(6):889-90. doi: 10.1016/j.eururo.2019.03.023
Rosenkrantz AB, Ginocchio LA, Cornfeld D, Froemming AT, Gupta RT,
Turkbey B, et al. Interobserver Reproducibility of the PI-RADS Version 2
Lexicon: A Multicenter Study of Six Experienced Prostate Radiologists.
Radiology (2016) 280(3):793-804. doi: 10.1148/radiol.2016152542

He BM, Chen R, Sun TQ, Yang Y, Zhang CL, Ren SC, et al. Prostate Cancer
Risk Prediction Models in Eastern Asian Populations: Current Status, Racial
Difference, and Future Directions. Asian | Androl (2020) 22(2):158-61.
doi: 10.4103/aja.aja_55_19

Yoon DK, Park JY, Yoon S, Park MS, Moon du G, Lee JG, et al. Can the
Prostate Risk Calculator Based on Western Population be Applied to Asian
Population? Prostate (2012) 72(7):721-9. doi: 10.1002/pros.21475

Chen R, Xie L, Xue W, Ye Z, Ma L, Gao X, et al. Development and External
Multicenter Validation of Chinese Prostate Cancer Consortium Prostate
Cancer Risk Calculator for Initial Prostate Biopsy. Urol Oncol (2016) 34
(9):416.e1-7. doi: 10.1016/j.urolonc.2016.04.004

Niu XK, He WF, Zhang Y, Das SK, Li ], Xiong Y, et al. Developing a New PI-
RADS V2-Based Nomogram for Forecasting High-Grade Prostate Cancer.
Clin Radiol (2017) 72(6):458-64. doi: 10.1016/j.crad.2016.12.005

Li M, Chen T, Zhao W, Wei C, Li X, Duan S, et al. Radiomics Prediction
Model for the Improved Diagnosis of Clinically Significant Prostate Cancer on
Biparametric MRI. Quant Imaging Med Surg (2020) 10(2):368-79.
doi: 10.21037/qims.2019.12.06

Li X, Pan Y, Huang Y, Wang J, Zhang C, Wu J, et al. Developing a Model for
Forecasting Gleason Score >7 in Potential Prostate Cancer Patients to Reduce

40.

41.

42.

43.

44,

45.

46.

47.

48.

Unnecessary Prostate Biopsies. Int Urol Nephrol (2016) 48(4):535-40.
doi: 10.1007/s11255-016-1218-y

Tao T, Shen D, Yuan L, Zeng A, Xia K, Li B, et al. Establishing a Novel
Prediction Model for Improving the Positive Rate of Prostate Biopsy. Transl
Androl Urol (2020) 9(2):574-82. doi: 10.21037/tau.2019.12.42

Liu J, Dong B, Qu W, Wang J, Xu Y, Yu S, et al. Using Clinical Parameters to
Predict Prostate Cancer and Reduce the Unnecessary Biopsy Among Patients
With PSA in the Gray Zone. Sci Rep (2020) 10(1):5157. doi: 10.1038/s41598-
020-62015-w

Falagario UG, Silecchia G, Bruno SM, Di Nauta M, Auciello M, Sanguedolce F,
et al. Does Multiparametric Magnetic Resonance of Prostate Outperform Risk
Calculators in Predicting Prostate Cancer in Biopsy Naive Patients? Front
Oncol (2020) 10:603384. doi: 10.3389/fonc.2020.603384

Alberts AR, Schoots IG, Roobol MJ. Prostate-Specific Antigen-Based Prostate
Cancer Screening: Past and Future. Int J Urol (2015) 22(6):524-32.
doi: 10.1111/iju.12750

Falagario UG, Jambor I, Lantz A, Ettala O, Stabile A, Taimen P, et al.
Combined Use of Prostate-Specific Antigen Density and Magnetic
Resonance Imaging for Prostate Biopsy Decision Planning: A Retrospective
Multi-Institutional Study Using the Prostate Magnetic Resonance Imaging
Outcome Database (PROMOD). Eur Urol Oncol (2020) 4(6):971-9.
doi: 10.1016/j.eu0.2020.08.014

Washino S, Okochi T, Saito K, Konishi T, Hirai M, Kobayashi Y, et al.
Combination of Prostate Imaging Reporting and Data System (PI-RADS) Score
and Prostate-Specific Antigen (PSA) Density Predicts Biopsy Outcome in Prostate
Biopsy Naive Patients. BJU Int (2017) 119(2):225-33. doi: 10.1111/bju.13465
Falagario UG, Martini A, Wajswol E, Treacy PJ, Ratnani P, Jambor I, et al.
Avoiding Unnecessary Magnetic Resonance Imaging (MRI) and Biopsies:
Negative and Positive Predictive Value of MRI According to Prostate-Specific
Antigen Density, 4Kscore and Risk Calculators. Eur Urol Oncol (2020) 3
(5):700-4. doi: 10.1016/j.€u0.2019.08.015

Maggi M, Del Giudice F, Falagario UG, Cocci A, Russo GI, Di Mauro M, et al.
SelectMDx and Multiparametric Magnetic Resonance Imaging of the Prostate
for Men Undergoing Primary Prostate Biopsy: A Prospective Assessment in a
Multi-Institutional Study. Cancers (Basel) (2021) 13(9):2047. doi: 10.3390/
cancers13092047

Falagario UG, Ratnani P, Lantz A, Jambor I, Dovey Z, Verma A, et al. Staging
Accuracy of Multiparametric Magnetic Resonance Imaging in Caucasian and
African American Men Undergoing Radical Prostatectomy. J Urol (2020) 204
(1):82-90. doi: 10.1097/ju.0000000000000774

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors
and do not necessarily represent those of their affiliated organizations, or those of
the publisher, the editors and the reviewers. Any product that may be evaluated in
this article, or claim that may be made by its manufacturer, is not guaranteed or
endorsed by the publisher.

Copyright © 2022 Tao, Wang, Liu, Yuan, Ge, Zhang, He, Wang, Wang, Xiang,
Wang, Chen and Xiao. This is an open-access article distributed under the terms of
the Creative Commons Attribution License (CC BY). The use, distribution or
reproduction in other forums is permitted, provided the original author(s) and the
copyright owner(s) are credited and that the original publication in this journal is
cited, in accordance with accepted academic practice. No use, distribution or
reproduction is permitted which does not comply with these terms.

Frontiers in Oncology | www.frontiersin.org

January 2022 | Volume 11 | Article 811866


https://doi.org/10.1016/j.euo.2019.03.005
https://doi.org/10.1016/s0140-6736(16)32401-1
https://doi.org/10.1056/NEJMoa1801993
https://doi.org/10.1056/NEJMoa1801993
https://doi.org/10.1016/s1470-2045(18)30569-2
https://doi.org/10.1056/NEJMoa1910038
https://doi.org/10.1056/NEJMoa1910038
https://doi.org/10.1007/s00261-020-02798-8
https://doi.org/10.1001/jama.2018.3710
https://doi.org/10.1016/j.eururo.2019.03.023
https://doi.org/10.1148/radiol.2016152542
https://doi.org/10.4103/aja.aja_55_19
https://doi.org/10.1002/pros.21475
https://doi.org/10.1016/j.urolonc.2016.04.004
https://doi.org/10.1016/j.crad.2016.12.005
https://doi.org/10.21037/qims.2019.12.06
https://doi.org/10.1007/s11255-016-1218-y
https://doi.org/10.21037/tau.2019.12.42
https://doi.org/10.1038/s41598-020-62015-w
https://doi.org/10.1038/s41598-020-62015-w
https://doi.org/10.3389/fonc.2020.603384
https://doi.org/10.1111/iju.12750
https://doi.org/10.1016/j.euo.2020.08.014
https://doi.org/10.1111/bju.13465
https://doi.org/10.1016/j.euo.2019.08.015
https://doi.org/10.3390/cancers13092047
https://doi.org/10.3390/cancers13092047
https://doi.org/10.1097/ju.0000000000000774
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles

	Construction and Validation of a Clinical Predictive Nomogram for Improving the Cancer Detection of Prostate Naive Biopsy Based on Chinese Multicenter Clinical Data
	Introduction
	Materials and Methods
	Study Design and Participants
	Baseline Data Collection and Processing
	MRI Image Acquisition and Interpretation
	Prostate Biopsy and Pathology
	Model Construction, Validation, and Statistical Analysis
	Decision Curve Analysis

	Results
	Demographic and Clinicopathologic Characteristics of the Patients
	Variables Screening, Nomogram Development, and Internal Validation
	External Validation and Clinical Application
	Decision Curve Analysis
	Internal and External Validation in Different PSA Groups

	Discussion
	Conclusions
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Funding
	Acknowledgments
	Supplementary Material
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


