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Abstract

Aim: To evaluate the best individualized prostate biopsy strategies for Chinese patients with suspected prostate
cancer. Methods: The present study included 221 Chinese patients who underwent transrectal ultrasound guided
prostate biopsies for the first time.  All patients underwent the same 10-core biopsy protocol.  In addition to the Hodge
sextant technique, four more biopsies were obtained from the base and middle regions of bilateral peripheral zones.
The differences between 10-core and sextant strategies in cancer detection among patients with different prostate
specific anitgen (PSA) levels were evaluated.  The relationship between PSA level, number of positive biopsy cores
and organ-confined cancer rate in prostate cancer patients was also analyzed.  Results: The overall prostate cancer
detection rate was 40.7% in the 221 patients.  The 10-core strategy increased cancer detection by 6.67% (6/90) in our
patients (P < 0.05). The increased cancer detection rates decreased significantly when the patient PSA level increased
from 0–20 ng/mL to 20.1–50 ng/mL and > 50 ng/mL (P < 0.01).  The number of positive biopsy cores in prostate
cancer patients increased significantly with increasing patient PSA level (P < 0.01).  The rate of organ-confined
prostate cancer decreased significantly with increasing patient PSA level (P < 0.01).  Conclusion: The extended 10-
core strategy is recommended for Chinese patients with PSA ≤ 20 ng/mL and the sextant strategy is recommended
for those with PSA > 50 ng/mL.  For patients with PSA ranging from 20.1 ng/mL to 50 ng/mL, the 10-core strategy
should be applied in patients with life expectancy ≥ 10 years and the sextant strategy should be applied in those with
life expectancy < 10 years.  (Asian J Androl 2008 Mar; 10: 325–331)
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1     Introduction

Prostate cancer is one of the most common cancers

in the world.  The estimated number of cases worldwide
was 513 000 in the year of 2000 [1]. However, the inci-
dence rate of prostate cancer varies widely among coun-
tries and racial groups. The age-standardized incidence
rate of prostate cancer was 173.8/100 100 in the USA in
2002 as compared with 7.7/100 000 in the city of
Shanghai, China in 2000 [2, 3].

  Because of the low incidence rate, extremely lim-
ited data regarding the diagnosis and treatment of pros-
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tate cancer in Chinese patients have been reported in
English language articles.

Transrectal ultrasound (TRUS) guided prostate core
needle biopsy has become the standard method for diag-
nosing prostate cancer in developed countries since
Hodge et al. [4] proposed the systematic sextant biopsy
protocol in 1989.  Recently, the value of this sextant
biopsy strategy was challenged by the extended prostate
biopsy strategies, which can increase cancer detection
rate by more than 30% [5].  Therefore, an increasing
number of medical centers in the developed world have
begun to apply extended biopsy strategies [5].  However,
the equipment and techniques of TRUS-guided prostate
biopsy were introduced into China less than a decade
ago and very limited data or experience from Chinese
patients in this field have been reported.  In the present
study, we investigated the efficiency of the TRUS-guided
systematic 10-core biopsy strategy for Chinese patients
who were suspected of having prostate cancer and who
underwent biopsy for the first time.  The purpose of the
present study is to find out the best prostate biopsy stra-
tegy for Chinese patients.

2    Materials and methods

2.1  Patients
Between March 2005 and February 2007, 221 Chi-

nese patients who underwent TRUS-guided prostate bi-
opsies for the first time at our institution were included
in this study. Indications for prostate biopsy were ab-
normal digital rectal examination (DRE) and/or serum
prostate specific anitgen (PSA) level greater than 4.0 ng/mL.
The DRE and PSA results of each patient were available
before biopsy.  500 mg levofloxacin once daily and
400 mg metronidazole twice daily were administered to
each patient orally 3 days before biopsy and another
3 days after biopsy.  All patients received an enema 2 h
before biopsy procedures.  For patients who were diag-
nosed with prostate cancer, further investigations such
as abdomen ultrasound, pelvic computed tomography
scan and bone scintigraphy were performed to evaluate
clinical stages and to determine therapeutic plans.  All
patients were interviewed through telephone 2 weeks after
biopsy about the complications.

2.2  Biopsy technique
All patients were placed in the left lateral decubitus

position with knees and hips flexed 90 degrees.  All biop-

sies were performed with a Falcon 2101 EXL type
transrectal ultrasound scanner, an 8808 5-10 MHz type
probe and a UA 1257 type biopsy adaptor (B-K Medical,
Herlev, Denmark).  All patients were thoroughly exam-
ined by TRUS before biopsy procedures and prostate
volumes were calculated by the ellipsoid prostate for-
mula [6].  All lesions detected by TRUS were recorded
in detail.  An 18-gauge Bard Magnum core biopsy needle
mounted on a spring loaded automatic biopsy gun (Bard,
Covington, GA, USA) was used to obtain 22 mm long
core samples.

All patients underwent the same 10-core biopsy pro-
tocol regardless of the ultrasound appearance of the
prostate. In addition to the Hodge sextant technique [4],
4 more biopsies were obtained from the lateral peripheral
zones by positioning the probe just medial to the lateral
edge of the prostate at the base and middle regions
bilaterally, as described by Ravery et al. [7] and Eskico-
rapci et al. [8].

2.3  Pathological evaluation
All 10 biopsy specimens were labeled according to

the site and submitted separately in 10 formalin-filled
containers to the Department of Pathology at our
institution.  The core from each container was embed-
ded in a block individually and at least five sections were
obtained from each block.  The pathological diagnosis
was given to each core and the individual Gleason score
was given to each core containing prostate cancer.  The
atypical cases were further evaluated with immunohis-
tochemical markers, such as AMACR, p63, 34βE12,
PSA, PAP and so on.  If only biopsies from the four
lateral peripheral zones had been positive for cancer, we
would have concluded that the conventional sextant pro-
tocol missed the diagnosis of prostate cancer.

2.4  Statistical analysis
SPSS 11.0 for Windows (SPSS, Chicago, IL, USA)

was used for the statistical evaluation.  Differences be-
tween the prostate cancer and non-prostate cancer pa-
tients were evaluated using the Mann-Whitney U-test for
continuous variables, the χ2-test and the Pearson χ2-test
for discontinuous variables.  The McNemar test was used
to compare the cancer detection rates between the 10-
core and the sextant biopsy strategies.  The Pearson χ2-
test was used to compare the improvements in cancer
detection of the 10-core strategy in patients with differ-
ent PSA levels.  The Kruskal-Wallis H-test and the Pearson
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χ2-test were used for comparison of positive biopsy core
number and organ-confined prostate cancer rate accord-
ing to prostate cancer patient PSA level.  A probability of
less than 5% (P < 0.05) was considered statistically
significant.

3    Results

The overall prostate cancer detection rate was 40.7%
(90/221) in the whole study group.  Table 1 shows clini-
cal characteristics of the prostate cancer patients and
the non-cancer patients.  Median patient age, median PSA
level, median PSA density (PSAD), abnormal DRE rate
and abnormal TRUS rate were significantly higher in
prostate cancer patients.  The cancer detection rate in-
creased significantly with increasing serum PSA level.
The cancer detection rate also increased significantly with
increasing patient age.

Table 2 lists clinical and pathological characteristics

of our 90 prostate cancer patients.  Of our prostate can-
cer patients, 76.7% (69/90) had lymph node or distant
metastases at the time of diagnosis.  Only 16.7% (15/90)
of patients who had clinical stages ≤ T3N0M0 were
treated by radical prostatectomy or radical radiotherapy.
In this study, only 21.1% (19/90) prostate cancer pa-
tients had biopsy Gleason scores of less than 7 and there
was no clinically insignificant cancer.

Table 3 shows that as compared with the sextant
strategy, the 10-core strategy increased the cancer detec-
tion rate by 6.67% (6/90) in the whole group of patients.
The improvement in cancer detection of the 10-core strat-
egy decreased significantly with increasing patient se-
rum PSA level.  In patients whose PSA levels were greater
than 50 ng/mL, the sextant biopsy strategy could detect
the same number of cancers as the 10-core strategy did.

The median number of positive biopsy cores in pros-
tate cancer patients increased significantly from 2 cores
to 5 and 10 cores when the patient PSA level increased

Table 1. Patient characteristics according to biopsy outcome. *Mann-Whitney U-test. †χ2-test. ‡Pearson χ2-test . cc, cubic centimeter; PSA,
prostate specific antigen.

   Positive biospy            Negative biopsy   P value        Overall
Number of patients (%) 90 (40.7) 131 (59.3) 221
Median age (range) 72 (48–91) 67 (44–85) 0.002* 69 (44–91)
Age range (%)
  < 60 years 18 (32.1) 38 (67.9) 0.013‡ 56
  61–70 years 21 (30.4) 48 (69.6) 69
  71–80 years 40 (53.3) 35 (46.7) 75
  > 80 years 11 (52.4) 10 (47.6) 21
Median PSA (ng/mL) (range) 74.2 (2.8–6006.2) 7.7 (0.8–77.3) < 0.001* 13.5 (0.8–6006.2)
PSA range (ng/mL) (%)
  0–4 1 (3.7) 26 (96.3) < 0.001‡ 27
  4.1–10 5 (6.9) 67 (93.1) 72
  10.1–20 8 (22.2) 28 (77.8) 36
  20.1–50 16 (69.6) 7 (30.4) 23
  50.1–100 26 (89.7) 3 (10.3) 29
  >100 34 (100) 0 (0) 34
Median prostate volume (mL) (range) 37.5 (20.5–111.0) 36.8 (16.5–131.5) 0.560* 37.1 (16.5–131.5)
PSA density 1.85 (0.23–142.33) 0.17 (0.06–1.62) < 0.001* 0.33 (0.06–142.33)
Digital rectal examination (%)
  Abnormal 74 (57.8) 54 (42.2) < 0.001† 128
  Normal 16 (17.2) 77 (82.8) 93
Transrectal ultrasound (%)
  Abnormal 82 (53.6) 71 (46.4) < 0.001† 153
  Normal   8 (11.4) 62 (88.6) 70
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Table 2. Clinical and pathological characteristics of prostate cancer
patients.

Number of patients (%)
Biopsy Gleason score
    2–4   2 (2.2)
    5–6 17 (18.9)
    7 37 (41.1)
    8–10 34 (37.8)
Positive biopsy cores
    1   4 (4.4)
    2–4 17 (18.9)
    5–9 30 (33.3)
    10 39 (43.3)
    Mean   7.4
    Median   9
Clinical stage
    T1cN0M0   4 (4.4)
    T2N0M0   7 (7.8)
    T3N0M0   4 (4.4)
    T4N0M0   6 (6.7)
    TxN1M0   4 (4.4)
    TxNxM1 65 (72.2)
Treatment
   Radical prostatectomy 11 (12.2)
   Radical radiotherapy   4 (4.4)
   Hormonal therapy 69 (76.7)
   Hormonal therapy + radiotherapy   6 (6.7)
Overall 90

Table 3. Comparison of cancer detection rate between sextant and 10-core biopsy strategy according to different patient characteristic.
†χ2-test; ‡Pearson χ2-test; *McNemar’s test. DRE, digital rectal examination.

       Cancer detection rates (%)          Improvement  in cancer                  P-value
    Sextant                10-core      detection (%)

PSA range (ng/mL)
   0–10   3/99 (3.0)  6/99 (6.1)                     3/6 (50.0)    < 0.001‡

    10.1–20   6/36 (16.7)  8/36 (22.2)         2/8 (25.0)
    20.1–50 15/23 (65.2)             16/23 (69.6)       1/16 (6.25)
    50.1–100 26/29 (89.7)             26/29 (89.7)            0 (0)
    > 100 34/34 (100)             34/34 (100)            0 (0)
DRE result
    Normal 14/93 (15.1)             16/93 (17.2)       2/16 (12.5)       0.288†

    Abnormal 70/128 (54.7)           74/128 (57.8)       4/74 (5.4)
Overall 84/221 (38.5)           90/221 (40.7)       6/90 (6.67)       0.031*

from 0–20 ng/mL to 20.1–50 ng/mL and > 50 ng/mL
(Table 4).  However, the proportion of organ-confined

prostate cancer decreased significantly from 64.3% to
12.5% and 0% when the prostate cancer patient’s PSA
level increased from 0–20 ng/mL to 20.1–50 ng/mL and
> 50 ng/mL, respectively (Table 4).

There were only two (0.9%) major complications
requiring hospitalization in our group: one delayed severe
rectal bleeding and one confirmed systemic infection.
The two patients recovered shortly after appropriate
therapies.  Other minor complications included hema-
turia in 55.2% (122/221), short-term rectal bleeding in
24.9% (55/221), urinary tract infection in 4.1% (9/221)
and voiding difficulties in 1.8% (4/221) of patients.  Pa-
tients with minor complications were treated as outpa-
tients and recovered quickly.

4     Discussion

Although the TRUS-guided prostate biopsy is the gold
standard for diagnosing prostate cancer, the best strat-
egy for biopsy remains controversial [9].  An increasing
number of studies from developed countries indicate that
the traditional sextant biopsy strategy is insufficient for
diagnosing prostate cancer as compared with the extended
biopsy strategies, which detect probably 30% more can-
cers without increasing the number of clinically insig-
nificant cancers [5, 8–10].  TRUS-guided prostate bi-
opsy has not been wildly applied in China and other de-
veloping countries.  Because of the different incidence
rates of prostate cancer, different economic conditions
and different cultural backgrounds, the experiences from
the developed world in this field might not be terribly
useful for Chinese patients and other developing countries.
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As one of the largest cancer centers in China, our
center is outfitted with TRUS equipment and we have
performed TRUS-guided extended 10-core biopsy in 221
patients over the past 2 years.  The overall cancer detec-
tion rate was 40.7% in our patients. This rate is higher
than the data from some contemporary developed-world
studies [5, 7–10].  The median patient age, median PSA
level, median PSAD, abnormal DRE rate and abnormal
TRUS rate were significantly higher in our cancer pa-
tients than in non-cancer patients, consistent with previ-
ous developed-world studies [7, 8, 10].  In our series,
there were 63 (28.5%) patients whose PSA levels were
greater than 50 ng/mL before biopsy and 95.2% (60/63)
of these patients were diagnosed with prostate cancer.
In developed-world studies, there are very few patients
with PSA levels > 50 ng/mL before biopsy and some studies

Table 4. Comparison of positive biopsy core number and organ-confined prostate cancer rate according to prostate cancer patient PSA level.
*Kruskal-Wallis H-test. ‡Pearson χ2-test. †Organ-confined PCa = clinical stage T1-2N0M0 prostate cancer. PSA, prostate specific antigen.
Prostate cancer patient       Positive biopsy core number of                    Organ-confined prostate  P-value
PSA level (ng/mL)       10-core strategy         cancer rate† (%)

Range    Median      Mean      P-value
0–20  1–6         2            2.8       < 0.001*            9/14 (64.3)                                  < 0.001‡

20.1–50  2–10         5            5.9            2/16 (12.5)
> 50  4–10       10            8.7            0/60 (0)
Overall  1–10         9            7.4          11/90 (12.2)

even only include patients with PSA levels of less than
10 ng/mL or 20 ng/mL [5].  This major difference ex-
plains the higher cancer detection rate in our Chinese
patients whose prostate cancer incidence rate was ex-
tremely low.  For the same reason, in our 90 cancer
patients there were only 15 (16.7%) patients with clini-
cal stages ≤ T3N0M0 and 69 (76.7%) of patients had
regional lymph nodes or distant metastases at the time of
diagnosis.  In contrast, because of PSA screening
programs, most prostate cancer patients in developed
countries are diagnosed at early stages with low PSA
levels [11].  In the USA, an estimated 91% of the new
cases of prostate cancer are expected to be diagnosed at
local or regional stages [2, 11].  In patients with PSA
levels of 4–10 ng/mL, the cancer detection rate was only
6.9% in the present study, which is much lower than the

Table 5. Individualized prostate biopsy strategy for Chinese patients with different PSA levels. PSA, prostate specific antigen.
    PSA level            Recommended biopsy Reason
    (ng/mL)           strategy
    0–20                10-core           1. To increase cancer detection by 35.7% over the sextant strategy.

          2. 64.3% these PCa patients have organ-confined cancers and need the 10-core
 strategy to provide more information for guiding treatment.

    20.1–50      10-core (patient  life          1. The 10-core strategy only increases cancer detection by 6.25% over the sextant
     expectancy ≥ 10 years)  strategy and only 12.5% these PCa patient have organ-confined cancers.
     Sextant (patient life           2. The 10-core strategy should be applied in those who can be treated with radical
     expectancy < 10 years)  prostatectomy (young and in good health).

  > 50      Sextant           1. To detect the same proportion of cancer cases as the extended 10-core strategy.
          2. None of these PCa patients have organ-confined cancer and do not need the 10-core
              strategy to provide more information for guiding treatment.
          3. To decrease the rate of some complications.
          4. To decrease the pain and discomfort during biopsy.
          5. To decrease the expense of tissue sampling.
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25%–35% cancer detection rate in previous developed-
world studies [5, 7–10].  Another study also found can-
cer detection rates of Chinese patients with different PSA
levels to be much lower than those in men from devel-
oped countries with the same PSA levels [12].  This phe-
nomenon might be a result of different genetic factors,
environmental conditions and lifestyles between men in
China and men in developed countries [13].

In the whole group of our patients, the prostate can-
cer detection rates of the 10-core strategy and the sex-
tant strategy were 40.7% and 38.5%, respectively.  The
10-core strategy could only be detected in 6.67% (6/90)
more cancers, which was markedly less than in some
pervious developed-world studies [5, 7–10].  After clas-
sifying our patients according to different serum PSA
levels, we found that the extended 10-core biopsy strat-
egy increased cancer detection by 35.7% (5/14) over the
sextant strategy in Chinese patients with PSA ≤ 20ng/mL.
However, the improvement in cancer detection decreased
to 6.25% (1/16) and 0% when patient PSA levels in-
creased to 20.1–50 ng/mL and > 50 ng/mL (Table 3).
Published developed-world studies investigating the di-
agnostic value of the extended prostate biopsy strategies
seldom consider the effect of patient PSA level on can-
cer detection improvement [5, 7–10].  A recently pub-
lished review article comparing cancer detection rates of
different extended prostate biopsy strategies concludes
that strategies with 12 cores detect 31% more cancers
than the sextant strategy [5].  Nevertheless, some stud-
ies investigated by this review only included patients with
PSA < 10 ng/mL, others only included patients with PSA
< 20 ng/mL, and others included patients with the high-
est PSA level of 37.4–240 ng/mL [5]. Therefore, the re-
lation between the patient PSA level and the cancer de-
tection improvement of the extended biopsy strategies
was not considered by the authors of the review. Be-
cause the proportion of patients with PSA > 20 ng/mL
was very low in those developed-world studies, the overall
cancer detection improvements of the extended strate-
gies were still very high.  However, this proportion in
our Chinese patients was up to 38.9% (86/221) and it
made the overall cancer detection improvement drop to
6.67%.  Further investigations showed that the number
of positive biopsy cores increased significantly with in-
creasing PSA levels in cancer patients (Table 4).  All of
our Chinese prostate cancer patients with PSA levels
> 50 ng/mL had at least four positive cores.  In these
patients, cancer tissues had invaded at least half of the

prostate glands.  This detailed data could explain why
the sextant and the extended 10-core biopsy strategies
detected the same proportion of cancer cases from our
Chinese patients with their PSA > 50 ng/mL.

The aforementioned differences between our Chi-
nese and developed-world patients at the time of biopsy
must be considered in our clinical practice.  For patients
with high PSA and metastatic diseases, the prostate core
needle biopsy can only establish the pathological diagno-
sis of prostate cancer.  However, for patients with low
PSA levels and localized diseases, the biopsy should not
only establish the diagnosis but also provide more vital
information for guiding treatment [14].  Previous studies
demonstrate that compared with the sextant strategy, the
extended strategies could increase the cancer detection
rate and predict the Gleason score, the extraprostatic
extension and the total tumor volume more accurately in
organ-confined prostate cancer patients [15–17].  These
advantages of the extended strategies are particularly
important for those who can be treated with radical
prostatectomy.  For example, the cancer involvement of
base biopsies might influence bladder neck sparing radi-
cal prostatectomy and extensive cancer in one lobe, which
correlates with ipsilateral extraprostatic extension, and
might influence nerve sparing radical prostatectomy [14].
According to our data, the proportion of organ-confined
prostate cancer decreased significantly with increasing
patient PSA levels (Table 4).  Therefore, it is of no use to
provide such information for cancer patients with PSA
levles > 50 ng/mL.

As compared with the sextant strategy, the extended
biopsy strategies increase the rate of some complications,
the duration of pain and discomfort during biopsy pro-
cedures and the expense of tissue sampling and patho-
logical diagnosis. Previous studies demonstrate that there
is no statistically significantly difference between the rate
of major complications of the extended strategies with
10–12 cores and that of the sextant strategy; however,
the rate of minor complications, such as bleeding, was
higher in the extended strategies [5, 18–20]. Our data
also show that hematuria and rectal bleeding rates were
not very low, although they were not higher than those
in previous developed world studies [18–20].  Compared
with the extended 10-core strategy, the sextant strategy
reduces 40% of the expense of tissue sampling and patho-
logical diagnosis.  Because china is still a developing
country, reducing costs is an important issue in our medi-
cal practice.  By using the sextant strategy in Chinese
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patients, we can obtain the aforementioned advantages
without decreasing the cancer detection rate.

Table 5 shows the individualized prostate biopsy strat-
egies we recommended for our Chinese patients who
undergoing their first prostate biopsy. Because of the
reasons listed in Table 5, the extended 10-core biopsy
strategy is strongly recommended for Chinese patient
with PSA levels ≤ 20 ng/mL and the conventional sex-
tant strategy is strongly recommended for those with
PSA levels > 50 ng/mL.  For Chinese patient with PSA
levels ranging from 20.1 ng/mL to 50 ng/mL, the ex-
tended 10-core strategy only increased cancer detection
by 6.25% over the sextant strategy and only 12.5% or
these prostate cancer patients had organ-confined
cancers. Therefore, it is not necessary to use the ex-
tended 10-core strategy for every patient.  We recom-
mend that the 10-core strategy should be applied in pa-
tients with life expectancy longer than 10 years and the
sextant strategy should be applied in those with life ex-
pectancy less than 10 years.

References

1 Parkin DM. Global cancer statistics in the year 2000. Lancet
Oncol 2001; 2: 533–43.

2 Jemal A, Siegel R, Ward E, Murray T, Xu J, Smigal C, et al.
Cancer statistics, 2006. CA Cancer J Clin 2006; 56: 106–30.

3 Ye DW. The epidemiological study of prostate cancer in China
past, present and future. Chin J Surg 2006; 44: 362–4.

4 Hodge KK, McNeal JE, Terris MK, Stamey TA. Random
systematic versus directed ultrasound guided transrectal core
biopsies of the prostate. J Urol 1989; 142: 71–4.

5 Eichler K, Hempel S, Wilby J, Myers L, Bachmann LM,
Kleijnen J. Diagnostic value of systematic biopsy methods in
the investigation of prostate cancer: a systematic review. J
Urol 2006; 175: 1605–12.

6 Terris MK, Stamey TA. Determination of prostate volume by
transrectal ultrasound. J Urol 1991; 145: 984–7.

7 Ravery V, Goldblatt L, Royer B, Blanc E, Toublanc M, Boccon-
Gibod L. Extensive biopsy protocol improves the detection
rate of prostate cancer. J Urol 2000; 164: 393–6.

8 Eskicorapci SY, Baydar DE, Akbal C, Sofikerim M, Günay

M, Ekici S, et al. An extended 10-core transrectal ultrasonog-
raphy guided prostate biopsy protocol improves the detec-
tion of prostate cancer. Eur Urol 2004; 45: 444–9.

9 Djavan B, Margreiter M. Biopsy standards for detection of
prostate cancer. World J Urol 2007; 25: 11–7.

10 Al-Ghazo MA, Ghalayini IF, Matalka II. Ultrasound-guided
transrectal extended prostate biopsy: a prospective study.
Asian J Androl 2005; 7: 165–9.

11 Freedland SJ, Partin AW. Prostate-specific antigen: update
2006. Urology 2006; 67: 458–60.

12 Gao HW, Li YL, Wu S, Wang YS, Zhang HF, Pan YZ, et al.
Mass screening of prostate cancer in a Chinese population:
the relationship between pathological features of prostate can-
cer and serum prostate specific antigen. Asian J Androl 2005;
7: 159–63.

13 Peyromaure M, Debré B, Mao K, Zhang G, Wang Y, Sun Z,
et al. Management of prostate cancer in China: a multicenter
report of 6 institutions. J Urol 2005; 174: 1794–7.

14 Montironi R, Vela Navarrete R, Lopez-Beltran A, Mazzucchelli
R, Mikuz G, Bono AV. Histopathology reporting of prostate
needle biopsies. 2005 update. Virchows Arch 2006; 449: 1–
13.

15 Elabbady AA, Khedr MM. Extended 12-core prostate biopsy
increases both the detection of prostate cancer and the accu-
racy of Gleason score. Eur Urol 2006; 49: 49–53.

16 Naya Y, Ochiai A, Troncoso P, Babaian RJ. A comparison of
extended biopsy and sextant biopsy schemes for predicting
the pathological stage of prostate cancer. J Urol 2004; 171:
2203–8.

17 Ochiai A, Troncoso P, Chen ME, Lloreta J, Babaian RJ. The
relationship between tumor volume and the number of posi-
tive cores in men undergoing multisite extended biopsy: im-
plication for expectant management. J Urol 2005; 174: 2164–
8.

18 Peyromaure M, Ravery V, Messas A, Toublanc M, Boccon-
Gibod L, Boccon-Gibod L. Pain and morbidity of an extensive
prostate 10-biopsy protocol: a prospective study in 289
patients. J Urol 2002; 167: 218–21.

19 Naughton CK, Ornstein DK, Smith DS, Catalona WJ. Pain
and morbidity of transrectal ultrasound guided prostate biopsy:
a prospective randomized trial of 6 versus 12 cores. J Urol
2000; 163: 168–71.

20 Paul R, Schöler S, van Randenborgh H, Kübler H, Alschibaja
M, Busch R, et al. Morbidity of prostatic biopsy for different
biopsy strategies: Is there a relation to core number and sam-
pling region? Eur Urol 2004; 45: 450–5.

Edited by Dr Gail S. Prins



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /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 true
  /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 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /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 true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /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 true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /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 <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /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
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


