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Purpose: Prostate biopsy (pbx) is the most common outpatient procedure in urology. Complications are urinary tract infections, including hospitalization and sepsis. Recommendations on antibiotic prophylaxis (apx) are scarce, and healthcare data are not available. The study addressed the following endpoints: the duration and spectrum of antimicrobial prophylaxis in transrectal and transperineal pbx in the hospital and the practice setting.

Methods: A questionnaire compiled data about age, gender, board certification, and place of work. Information about the frequency of pbx, duration and type of apx, usage of disinfecting lubricant, and urine or rectal swab cultures was collected. The study refers to German urologists.

Results: Overall 478 urologists answered the questionnaire. 15.5% (74) of respondents were residents. 50.8% (243) of urologists work in a practice; the rest in a hospital. Only 4.8% do not perform pbx. Transrectal pbx are performed a median of two times a week. The majority (446, 98%) prescribe an apx, mostly fluoroquinolones (407, 89.5%). In total, 10.1% (46) of the participants use a single-shot-apx. apx has a median duration of 4 days. One-third uses a disinfecting lubricant. Urine and rectal swab cultures are analyzed by 45.5% (207) and 24.4% (111), respectively.

Conclusion: Most urologists prescribe an extended apx for both transrectal and transperineal pbx. Perineal pbx is still a deviation from everyday practice and not an established alternative to transrectal pbx. Urologists are aware of the increasing fluoroquinolone-resistance and are adapting with rectal swab and urine cultures. Further studies need to evaluate alternatives to 5-day apx and results should be addressed in our guidelines. This is of importance in light of the increasing resistance rates and fluoroquinolone side effects.
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INTRODUCTION

Prostate biopsy (pbx) is the most frequently performed outpatient procedure in urology. At an incidence of about 70,000 per year (1) and a rough estimate of about twice the number of prostate biopsies a year, about 140,000 biopsies are performed every year in Germany. Prostate biopsies are performed not solely for diagnosing prostate cancer but also for active surveillance strategies.

However, this standard procedure is associated with several risks. Post-interventional complications include urogenital infections in 1.0–17.5% of cases, hematuria in about 65.8%, and a worsening of lower urinary tract symptoms in up to 25% (2). Urogenital infections can lead to hospitalization and sepsis, making pbx cost intensive. In accordance with the current national and international guidelines antimicrobial prophylaxis is recommended, most common are fluoroquinolones (3). There are no definitive recommendations concerning duration or choice of regimen (3). There is evidence that fluoroquinolone resistance is increasing to 10–30% (2), which prompts urologists to search for alternatives. For example, perineal biopsies might be associated with a lower risk of infectious complications compared to transrectal biopsies (4).

Infectious prophylaxis is usually initiated before a pbx. There is currently no evidence concerning the duration and type of antibiotic prophylaxis (apx) (5). It is unclear what kind of apx is performed for transrectal biopsy in German hospitals and practices. In addition, no data are available about perineal biopsies or additional procedures like, e.g., rectal swabs, local antimicrobial cleansing. The aim of this descriptive study was to evaluate the duration and spectrum of antimicrobial prophylaxis in transrectal and transperineal pbx in the hospital and the practice setting.

MATERIALS AND METHODS

An online questionnaire was created on www.surveymonkey.de. It was distributed via the email lists of the German Association of Urology [Deutsche Gesellschaft für Urologie (DGU)], the Association of German Urologists [Berufsverband der Deutschen Urologen (BDU)], and the German Society of Residents in Urology (GeSRU). A printed version was distributed at five regional meetings.

The questionnaire consisted of 22 questions. Demographic data such as age, gender, the size of practice/hospital, and work experience were collected as multiple choice questions. Details about the performance of prostate biopsies were compiled (apx, duration of prophylaxis, use of local antimicrobial lubricant, urine cultures, and rectal swabs). Questions about the type of antibiotics were kept as free text questions. Questions were specifically adapted for transrectal or perineal pbx.

Statistical analysis was performed using R Version 3.1.0 (www.r-project.org) (6).

Continuous data were analyzed by using Student’s t-test, ordinal data by Mann–Whitney–Wilcoxon test, and categorical data by χ2-test. Statistical significance was defined as p < 0.05. Missing data were marked as NA.

RESULTS

A total of 478 urologists completed the questionnaire (84.7% males, 13.4% females). Because of an overlap in the email lists, a response rate could not be calculated. 74 (15.5%) of the respondents were residents. 243 (50.8%) urologists work in a practice, and 235 (49.2%) in a hospital. Only 23 (4.5%) of participants did not perform biopsies themselves (Table 1). Transrectal biopsies are performed by 455 (95.2%) of the participants, whereas transperineal biopsies are performed by 75 (1.6%) of the participants.

TABLE 1 | Descriptive characteristics of the participants (n = 478).
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Transrectal Biopsies

A total of 455 urologists perform transrectal prostate biopsies (Table 2). 237 (52.1%) of them work in hospitals. A median of two biopsies is performed per week (IQR 0.8–3) (Table 2). Urologists in hospitals perform significantly more biopsies than colleagues in a practice (median 2.7 vs. 1.2; p < 0.001; Table 2).

TABLE 2 | Antibiotic prophylaxis (apx) and supportive care in participants performing transrectal biopsy.
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The overwhelming majority of 446 (98.0%) respondents perform an apx; only 3 (0.7%) do not (p < 0.001). The antibiotic agent of choice is a quinolone (407 [89.5%]). The other urologists use gentamicin, fosfomycin, ampicillin/sulbactam, or did not specify the agent. Urologists working in a practice setting used quinolones even more frequently compared to urologists in hospitals (220 [92.8%] vs. 187 [85.8%], p = 0.005). Only 46 (10.1%) urologists administer a single-shot prophylaxis, this was significantly more common in the hospital setting than in the urological practice (16.5 vs. 4.2%; p < 0.001). apx is given a median of 4 days (IQR 2–5) (3 days in hospitals vs. 4 days in practices, p < 0.001).

In total, 141 [33.1%] urologists used an antimicrobial lubricant. This was significantly more common in practices than in hospitals (41.4 vs. 22.5%, p < 0.001). Pre-interventional urine cultures and rectal swabs are collected by 190 (44.6%) and 102 (23.9%), respectively (Table 2).

Transperineal Biopsies

A total of 75 urologists perform perineal prostate biopsies (Table 3), with 59 (78.7%) of whom work in hospitals. There is no significant difference in any metric between urologists in hospitals or practices. A median of three biopsies is performed per week (IQR 2–5). An apx is performed by 88% of respondents (n = 66); the remaining nine participants did not answer this question. apx is given a median of 3 days (IQR 2–4) and consists primarily of fluoroquinolones (n = 65 [86.7%]) without significant differences between urologists in hospitals or practices (n = 51 [86.4%] vs. 14 [87.5%]; p = 0.9). One urologist does not use a fixed antibiotic regimen but instead chooses the antibiotic according to the rectal flora of the patient. Nine participants (12%) give a single-shot prophylaxis. No statistically significant difference could be shown between urologists working in hospitals vs. those working in practices (8 [13.6%] vs. 1 [6.2%], p = 0.7). Urine cultures are performed by 35 (46.7%) of the urologists (30 [50.8%] vs. 5 [31.2%], p = 0.3).

TABLE 3 | Antibiotic prophylaxis (apx) and supportive procedures in participants performing perineal biopsy.
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DISCUSSION

Our hypothesis states that currently no evidence concerning the duration and type of antimicrobial prophylaxis exists.

Our key findings are German urologists participating in the study seem to prefer an apx of several days (89.9%) to a single-shot (10.1%) prophylaxis. However, many urologists are aware of the increased risk of antibiotic resistance and perform additional tests such as urine cultures and rectal swabs (44.6 and 23.9%, respectively). A significant proportion (33.1%) is using an antimicrobial lubricant.

Povidone-iodine rectal cleansing in combination with targeted antimicrobial prophylaxis using rectal swab cultures can reduce infectious complications (7). Use of an antimicrobial lubricant has been shown to reduce bacterial count in rectal swab cultures (8). A meta-analysis including 1,373 patients has demonstrated a lower rate of infectious complications after a povidone-iodine rectal cleansing and is therefore recommended by the EAU guideline (5).

The 2015 version of the EAU guidelines on urological infections recommended a single-day or single-shot prophylaxis in low-risk patients (9). The current guideline does not give a definitive suggestion on this (3), as the influence of duration and the class of antibiotic on infectious complications is unclear. A 2011 Cochrane analysis could not show a significant difference in serious complications between a single-dose and a multiple-dose prophylaxis (10). This suggests restraint in prescribing a multi-dose-prophylaxis in low-risk patients. In high-risk patients, however, the development is different: some advocate combining an augmented prophylaxis with >2 antibiotics with povidone-iodine bowel preparation in high-risk regions (11). Others combine ciprofloxacin with amoxicillin/clavulanate (12) or administer meropenem (13) for antimicrobial prophylaxis in high-risk patients.

The risk categories are not strictly defined and are mostly based on the probability of resistance to fluoroquinolones: The usage of fluoroquinolones for prophylaxis is supported by the EAU guideline (3). However, fluoroquinolone-resistant bacteria have been found in 10–30% of patients in pre-interventional rectal swab cultures (2). It has been shown that ciprofloxacin resistance in rectal swab cultures, as well as a history of taking ciprofloxacin during the three preceding months before biopsy, increases the risk of infectious complications (14). The Global Prevalence of Infections in Urology study has demonstrated an increase in fluoroquinolone-resistant bacteria after having traveled to countries with a high incidence of fluoroquinolone-resistant bacteria and a history of fluoroquinolone intake during the preceding 6 months (15, 16). Therefore, performing a rectal swab might be useful at least in high-risk patients. Generally, resistance rates differ from area to area; it can be prudent to evaluate local resistance rates by rectal swab culture. While the incidence of sepsis can be reduced by a targeted prophylaxis (17), the quality of evidence is currently up for debate (18). In our cohort, rectal swabs are performed by a quarter of respondents.

Other risk factors for infectious complications are comorbidities, age, diabetes, and prostate enlargement (2, 19). The hospitalization rate is reported to be less than 5% (19). Nonetheless, the incidence of sepsis has increased from 0.52% (2002–2009) to 2.15% (2010–2011) (20). This might be linked to higher antibiotic resistance rates, which have been increasing continuously during the past years (21). Taken together, it seems prudent to refine the choice and length of apx prior to pbx.

To further multiply the disadvantages of the current apx regimen the Food and Drug Administration issued a black box warning for all fluoroquinolones in July 2016. The rationale behind this was the reassessment of serious adverse reactions such as tendinitis including tendon rupture, peripheral neuropathy, central nervous system effects, and exacerbation of myasthenia gravis (22). In consequence, fluoroquinolones should only be used when there are no other treatment options available. As a result, the efficacy of other antibiotics in prophylaxis should be evaluated.

According to the current guidelines on urological infections, the length of apx should be reduced to a minimum (3). A prolonged prophylaxis is generally recommended in patients at high risk for infectious complications. The median of fluoroquinolone administration in this study was 4 days. This extended regimen might be cost intensive, related to side effects for the patient, and lead to higher resistance rates, without adding a substantial benefit. Therefore, duration of apx should be addressed in the guidelines.

Although theoretically sound, the benefit of a urine culture before pbx has not yet been shown (23). Considering the possible exacerbation of a dormant or subclinical bacterial prostatitis, it seems prudent to screen for urinary tract infections prior to pbx. This is done by 45.5% of the participants.

There is an ongoing discussion whether the perineal approach might help to overcome the unsolved issues regarding infectious complications and bacterial resistance. It remains unclear whether a transperineal pbx is a solution to this quandary. At least German urologists do not seem to be convinced, as no urologists abandoned prolonged apx. The rate of single-shot-administration of antibiotics is similar to transrectal biopsy (10.1 vs. 12.0%). The choice of antibiotics is even less diverse than in transrectal biopsy. Some authors report lower rates of severe infectious complications for the transperineal approach (4, 24, 25). In contrast, a 2012 meta-analysis has not demonstrated any difference in complications between transrectal and transperineal biopsies (26) and a 2013 report has shown infection rates similar to transrectal pbx (27). A major disadvantage of perineal pbx is the need for general anesthesia whereas transrectal pbx is usually performed with local anesthesia or even without any pain medication.

Our study has several strengths. First, to the best of our knowledge, it is the first study evaluating everyday practice in a large cohort of German urologists. Second, our study design has allowed to answer questions relevant to healthcare research and shows an uncertainty among wide parts of German urologists regarding specifically the lengths of apx. One major finding is that perineal pbx is still a deviation from everyday practice and far from being an established alternative.

The main limitation of our study is a selection bias. Although our questionnaire was sent to an extensive email list of DGU, BDU, and GeSRU, responding doctors are probably more interested in apx and antibiotic stewardship than the common urologist. Also, the questionnaire only asked about a person’s personal approach. Multiple answers from one institution are therefore possible. The email lists of the DGU, BDU, and GeSRU show significant overlap. Therefore, one of the major limitations of our study was that we were unable to calculate the return rate, due to the study design. In 2016, there were about 5,900 board-certified urologists in Germany (28). Assuming an equal number of urological residents, there are about 12,000 urologic physicians in Germany. The return rate could then be estimated as 4%.

CONCLUSION

A majority of urologists prescribe an extended apx for both transrectal and transperineal pbx. Single-shot prophylaxis is slightly more prevalent in hospitals than in urological practices, whereas the use of antimicrobial lubricants is more common in the practice setting. One major finding is that perineal pbx is still a deviation from everyday practice and far from being an established alternative to transrectal biopsy. Urologists are aware of the increasing fluoroquinolone-resistance and are adapting with a rectal swab and urine cultures.

Further studies need to evaluate alternatives to 5-day-antibiotic “therapies” disguised as a prophylaxis and results should be addressed in our guidelines. This is of utmost importance in light of the increasing resistance rates and fluoroquinolone side effects.

ETHICS STATEMENT

Research involving human participants and/or animals: the study did not include data on human participants or animals. Informed consent: all data were collected via an email questionnaire on a voluntary base, ethics committee approval is not required as per the local legislation.

AUTHOR CONTRIBUTIONS

Conception and design of the work: KB, LS, JK, and FI. Acquisition of data: KB, NH, TF, and FS. Analysis of data: KB and FS. Interpretation of data for the work: KB, FS, and AP. PS contributed in Protocol/project development and manuscript writing/editing. All authors were drafting the work or revising it critically for important intellectual content; gave final approval of the version to be published; gave their agreement to be accountable for all aspects of the work in ensuring that questions related to the accuracy or integrity of any part of the work are appropriately investigated and resolved.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found online at http://www.frontiersin.org/articles/10.3389/fsurg.2018.00002/full#supplementary-material.

REFERENCES

1. Ferlay J, Steliarova-Foucher E, Lortet-Tieulent J, Rosso S, Coebergh JWW, Comber H, et al. Cancer incidence and mortality patterns in Europe: estimates for 40 countries in 2012. Eur J Cancer (2013) 49(6):1374–403. doi:10.1016/j.ejca.2012.12.027

2. Borghesi M, Ahmed H, Nam R, Schaeffer E, Schiavina R, Taneja S, et al. Complications after systematic, random, and image-guided prostate biopsy. Eur Urol (2017) 71(3):353–65. doi:10.1016/j.eururo.2016.08.004

3. Bonkat G, Pickard R, Bartoletti R, Bruyère F, Geerlings SE, Wagenlehner F, et al. EAU Guidelines on Urological Infections 2017. Uroweb (2015). Available from: http://uroweb.org/guideline/urological-infections/

4. Guo L-H, Wu R, Xu H-X, Xu J-M, Wu J, Wang S, et al. Comparison between ultrasound guided transperineal and transrectal prostate biopsy: a prospective, randomized, and controlled trial. Sci Rep (2015) 5:16089. doi:10.1038/srep16089

5. Pickard R, Bartoletti R, Bjerklund-Johansen TE, Bonkat G, Bruyère F, Çek M, et al. EAU Guidelines on Urological Infections 2016 (2016). Available from:http://uroweb.org/wp-content/uploads/EAU-Guidelines-Urological-Infections-2016-1.pdf

6. Team RDC. R: A Language and Environment for Statistical Computing. Vienna, Austria: Team RDC (2017).

7. Ryu JW, Jung SI, Ahn JH, Hwang EC, Yu HS, Kang TW, et al. Povidone-iodine rectal cleansing and targeted antimicrobial prophylaxis using rectal swab cultures in men undergoing transrectal ultrasound-guided prostate biopsy are associated with reduced incidence of postoperative infectious complications. Int Urol Nephrol (2016) 48(11):1763–70. doi:10.1007/s11255-016-1394-9

8. Salomon G, Prues S, Saul J, Budäus L, Tilki D, Graefen M, et al. Antimicrobial lubricant reduces rectal bacteria at transrectal prostate biopsy. Results from a large prospective randomized trial. Eur Urol Suppl (2017) 16(3):e1090–1. doi:10.1016/S1569-9056(17)30687-5

9. Grabe M, Bartoletti R, Bjerklund-Johansen TE, Cai T, Çek M, Köves B, et al. EAU Guidelines on Urological Infections 2015 (2015). Available from: http://uroweb.org/wp-content/uploads/EAU-Guidelines-Urological-Infections-v2.pdf

10. Zani EL, Clark OAC, Rodrigues Netto N. Antibiotic prophylaxis for transrectal prostate biopsy. Cochrane Database Syst Rev (2011) (5):CD006576. doi:10.1002/14651858.CD006576.pub2

11. Walker JT, Singla N, Roehrborn CG. Reducing infectious complications following transrectal ultrasound-guided prostate biopsy: a systematic review. Rev Urol (2016) 18(2):73–89. doi:10.3909/riu0713

12. Chan ES-Y, Lo K-L, Ng C-F, Hou S-M, Yip SK-H. Randomized controlled trial of antibiotic prophylaxis regimens for transrectal ultrasound-guided prostate biopsy. Chin Med J (2012) 125(14):2432–5.

13. Samarinas M, Dimitropoulos K, Zachos I, Gravas S, Karatzas A, Tzortzis V. A single dose of meropenem is superior to ciprofloxacin in preventing infections after transrectal ultrasound-guided prostate biopsies in the era of quinolone resistance. World J Urol (2016) 34(11):1555–9. doi:10.1007/s00345-016-1800-z

14. Abughosh Z, Margolick J, Goldenberg SL, Taylor SA, Afshar K, Bell R, et al. A prospective randomized trial of povidone-iodine prophylactic cleansing of the rectum before transrectal ultrasound guided prostate biopsy. J Urol (2013) 189(4):1326–31. doi:10.1016/j.juro.2012.09.121

15. Wagenlehner FME, van Oostrum E, Tenke P, Tandogdu Z, Çek M, Grabe M, et al. Infective complications after prostate biopsy: outcome of the global prevalence study of infections in urology (GPIU) 2010 and 2011, a prospective multinational multicentre prostate biopsy study. Eur Urol (2013) 63(3):521–7. doi:10.1016/j.eururo.2012.06.003

16. Wagenlehner FME. Editorial comment from Dr Wagenlehner to Hospital admissions after transrectal ultrasound-guided biopsy of the prostate in men diagnosed with prostate cancer: a database analysis in England. Int J Urol (2015) 22(2):186. doi:10.1111/iju.12646

17. Cussans A, Somani BK, Basarab A, Dudderidge TJ. The role of targeted prophylactic antimicrobial therapy before transrectal ultrasonography-guided prostate biopsy in reducing infection rates: a systematic review. BJU Int (2016) 117(5):725–31. doi:10.1111/bju.13402

18. Van Besien J, Uvin P, Van den Abeele AM, Merckx L. Prevalence, risk factors, and clinical relevance of fluoroquinolone-resistant organisms in rectal cultures: should we target antibiotic prophylaxis prior to prostate biopsy? Adv Urol (2016) 2016:5392107. doi:10.1155/2016/5392107

19. Loeb S, van den Heuvel S, Zhu X, Bangma CH, Schröder FH, Roobol MJ. Infectious complications and hospital admissions after prostate biopsy in a European randomized trial. Eur Urol (2012) 61(6):1110–4. doi:10.1016/j.eururo.2011.12.058

20. Carignan A, Roussy J-F, Lapointe V, Valiquette L, Sabbagh R, Pépin J. Increasing risk of infectious complications after transrectal ultrasound-guided prostate biopsies: time to reassess antimicrobial prophylaxis? Eur Urol (2012) 62(3):453–9. doi:10.1016/j.eururo.2012.04.044

21. Koch-Institut R. Bericht des Nationalen Referenzzentrums (NRZ) für gramnegative Krankenhauserreger – Zeitraum 1 Epidemiologisches Bulletin (2016) 25:213–7. doi:10.17886/EpiBull-2016-041

22. Commissioner of the Safety Information. Cipro (Ciprofloxacin Hydrochloride) Tablets, Solution, Oral Suspension and Cipro XR (Ciprofloxacin Extended Release) Tablets. Available from: https://www.fda.gov/safety/medwatch/safetyinformation/safetyalertsforhumanmedicalproducts/ucm513065.htm

23. Bruyère F, d’Arcier BF, Boutin J-M, Haillot O. Is urine culture routinely necessary before prostate biopsy? Prostate Cancer Prostatic Dis (2010) 13(3):260–2. doi:10.1038/pcan.2010.8

24. Huang H, Wang W, Lin T, Zhang Q, Zhao X, Lian H, et al. Comparison of the complications of traditional 12 cores transrectal prostate biopsy with image fusion guided transperineal prostate biopsy. BMC Urol (2016) 16(1):68. doi:10.1186/s12894-016-0185-z

25. Grummet JP, Weerakoon M, Huang S, Lawrentschuk N, Frydenberg M, Moon DA, et al. Sepsis and ‘superbugs’: should we favour the transperineal over the transrectal approach for prostate biopsy? BJU Int (2014) 114(3):384–8. doi:10.1111/bju.12536

26. Shen P-F, Zhu Y-C, Wei W-R, Li Y-Z, Yang J, Li Y-T, et al. The results of transperineal versus transrectal prostate biopsy: a systematic review and meta-analysis. Asian J Androl (2012) 14(2):310–5. doi:10.1038/aja.2011.130

27. Tsivian M, Abern MR, Qi P, Polascik TJ. Short-term functional outcomes and complications associated with transperineal template prostate mapping biopsy. Urology (2013) 82(1):166–70. doi:10.1016/j.urology.2013.01.071

28. Bundesärztekammer. Ergebnisse der Ärztestatistik zum 31.12.2016 (2016). Available from: http://www.bundesaerztekammer.de/ueber-uns/aerztestatistik/aerztestatistik-2016/

Conflict of Interest Statement: 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.

The reviewer PM declared a past co-authorship with one of the authors KB to the handling editor.

Copyright © 2018 Boehm, Siegel, Schneidewind, Kranz, Spachmann, Frank, Huck, Imkamp and Pelzer. 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) or licensor 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.

OPS/images/fsurg-05-00002-t003.jpg
Variables Overall Hospital Practice  p-Value
n (%) 75 59 16

No biopsy per week, ~ 4.9,3(2-5) 54,39(2-5) 33,3(154) 02
mean, median (IQR)

apx, n (%) 003
- Yes 66(88%)  52(88.1%) 14 (87.5%)

- No 0(0%) 0(0%) 0(0%)

- NA 9(12%)  7(119%)  2(125%)

Duration of apx (days), 3.5,3(2~4) 35,3(2-4)  353(3-5 05
mean, median (IQR)

Type of apx, n (%) 09
- Fluoroquinolones 65 (86.7%)  51(86.4%) 14 (87.5%)

- Others 1(1.3%) 1(1.7%) 0(0%)

- NA 9(12%)  7(119%)  2(125%)

Single shot, n (%) 07
- Yes 9(12%)  8(136%) 1(6.2%)

- No 66 (88%) 51(86.4%) 15(93.8%)

Urine culture, n (%) 03
- Yes 35(467%) 30(60.8%)  5(312%)

- No 31(413%) 22(37.8%)  9(562%)

- NA 9(12%)  7(119%)  2(125%)

Resuilts are stratified according to work place hospital vs. practice.





OPS/images/cover.jpg
? frontiers
in Surgery

Antibiotic Prophylaxis in Prostate
Biopsies: Contemporary Practice
Patterns in Germany





OPS/images/fsurg-05-00002-t001.jpg
Variables

n (%)
Age (years), mean, median (IOR)

Start of practice (years), mean, median (IQR)
Gender, n (%)

- Female

- Male

- NA

Work place, n (%)

- Practice

~ Hospital of primary or secondary health care

~ Hospital of tertary health care/university hospital
Region, n (%)

- Urban (<20,000 inhabitants)

- Rural (20-100,000 inhabitants)

~ Metropolitan (>100,000 inhabitants)

Educational status, n (%)

~ Resident

~ Certified urologist

Overall

478
47, 48 (39-55)
2001, 2002 (1994-2007)

64 (13.4%)
405 (84.7%)
9(1.9%)

243 (50.8%)
127 (26.6%)
108 (22.6%)

51(10.7%)
173 (36.2%)
252 (52.7%)

74(15.5%)
404 (84.5%)

Biopsy yes

455
47, 48 (39-55)
2002, 2002 (1994-2007)

60/(13.2%)
386 (84.8%)
9(2%)

237 (52.1%)
118 (25.9%)
100 (22%)

50 (11%)
168 (36.9%)
236 (51.9%)

66 (14.5%)
389 (85.5%)

Biopsy no

23
47, 47 (30-64)
1993, 1992 (1983-2003)

4(17.4%)
19 (82.6%)
0(0%)

6(26.1%)
9(39.1%)
8(34.8%)

1(4.3%)
5(21.7%)
16 (69.6%)

8(34.8%)
15 (65.2%)

Respondents were stratified by performing prostate biopsy (obx) vs. not performing pbx. Particioants were questioned between June 2015 and March 2016.

p-Value

0.9
0,045

0.051

0.008

0.02





OPS/images/fsurg-05-00002-t002.jpg
Variables Overall Hospital Practice p-Value
n (%) 455 237 218

No biopsy per week, mean, median (IQR) 7.5,2(0.8-3) 14,2.7 (1.1-5) 1.8,1.2(0.8-2) <0.001
apx, n (%) 003
- Yes 446 (98%) 211(96.8%) 235 (99.2)

- No 3(0.7%) 1(05%) 2(08)

“NA 6(1.3%) 6(2.8%) 0(0)

Duration of apx (days), mean, median (IQR) 38,4(2-5) 35,3(2-4) 41,4(3-5) <0.001
Type of apx, n (%) 0005
- Flvoroguinolones 407 (89.5%) 187 (85.8%) 220 (92.8%)

- Others 18 (4%) 8(3.7%) 10 (4.2%)

- NA 30(6.6%) 23(10.6%) 7(3%)

Single shot, n (%) <0.001
- Yes 46(10.1%) 36(16.5%) 10(4.2)

- No 409 (89.9%) 182 (83.5%) 227 (95.8)

Antimicrobial lubricant, 1 (%) <0.001
~ Yes 147 (32.3%) 49 (22.5%) 98 (41.4)

- No 274 (60.2%) 142 (685.1%) 132 (55.7)

Rectal swab, n (%) <0.001
- Yes 111 (24.4%) 52 (23.9%) 59 (24.9%)

- No 315 (69.2%) 142 (65.1%) 173 (73%)

- NA 29(6.4%) 24(11%) 5(21%)

Urine culture, n (%) <0.001
- Yes 207 (45.5%) 101 (46.3%) 106 (44.7%)

- No 219 (48.1%) 98 (42.7%) 126 (53.29%)

- NA 29(6.4%) 24(11%) 5(21%)

Resuilts are stratified according to work place hospital vs. practice.
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