
Ανδρας ηλικίας 60 ετών υποβάλλεται σε τακτικό ετήσιο έλεγχο του PSA 
από την ηλικία των 50 ετών.  
Τα προηγούµενα χρόνια η τιµή του PSA κυµάνθηκε από 0,75 µέχρι 1,35 
ng/ml. Η πρόσφατη µέτρηση (χωρίς κάποια ιδιαίτερα ενοχλήµατα από το 
κατώτερο ουροποιητικό) έδειξε 3,3 ng/ml. Το µέγεθος του προστάτη του 
ήταν 45 ml (διακοιλιακό υπερηχογράφηµα) και η δακτυλική εξέταση 
ανέδειξε συµµετρικό, οµαλό, χωρίς ψηλαφητές σκληρίες και µε ψηλαφητή 
την σπερµατική αύλακα προστάτη. Στον πατέρα του (90 ετών εν ζωή) 
διεγνώσθη προ 2ετίας αδενοκαρκίνωµα προστάτη µετά από µέτρηση του 
PSA (8,5 ng/ml).  
Ο θεράπων ιατρός συνέστησε βιοψία προστάτου, η οποία και 
πραγµατοποιήθηκε (12 τεµαχίδια). 
 

1. Η βιοψία ήταν αρνητική γιά κακοήθεια µε παρουσία στοιχείων φλεγµονής 
2. Η βιοψία ήταν αρνητική γιά κακοήθεια αλλά υπήρχαν εστίες 
χαµηλόβαθµης ενδοεπιθηλιακής νεοπλασίας (low grade PIN) 
3. Η βιοψία ήταν αρνητική γιά κακοήθεια αλλά υπήρχαν πολλαπλές εστίες 
υψηλόβαθµης ενδοεπιθηλιακής νεοπλασίας (high grade PIN) 
4. Η βιοψία ήταν αρνητική γιά κακοήθεια αλλά υπήρχε µιά εστία άτυπης 
υπερπλασίας (ASAP: Atypical small acinar proliferation of the prostate) 



1. Πότε θα γίνει επανέλεγχος; 
2. Χρειάζεται αγωγή µε αντιβιοτικά; 
3. Θα αξιολογηθεί η αναλογία free/total PSA την 

επόµενη φορά; 
4. Θα αξιολογήσετε την PSA velocity; 
5. Θα αξιολογήσετε το PSA doubling time; 
6. Θα χρησιµοποιήσετε το PCA3; 
7. Θα χρησιµοποιήσετε νοµογράµµατα/υπολογιστές 

κινδύνου; 
8. Θα ζητήσετε επιπλέον απεικονιστικά στοιχεία; 
9. Τι τεχνική θα χρησιµοποιηθεί στην 

επαναληπτική βιοψία; 



Πότε θα γίνει επανέλεγχος σε ασθενή µε αρνητική βιοψία 
χωρίς συνοδά ύποπτα στοιχεία; 



The optimal timing of a repeat biopsy 
procedure is not known and depends among 
other factors on the outcome of the initial 
biopsy (e.g. presence of ASAP) and the 
estimated risk of prostate cancer depending on 
e.g. rising PSA levels and/or suspicious DRE. 
The later the repeat biopsy is done, the higher 
the detection rate 







Χρειάζεται αγωγή µε αντιβιοτικά; 
 
 (type IV asymptomatic  
      inflammatory prostatitis) 





F/T PSA, PSA velocity, PSA density 



In conclusion, the present findings demonstrate a strong influence of 
the number of previous repeat biopsy sessions on the performance of 
established and novel biopsy risk factors.  
Total PSA was not a significant risk factor in the overall, first second 
or ≥ third repeat biopsy session. 
PSAV ’ s diagnostic potential was reserved to patients at second and ≥ 
third repeat biopsy. 
By contrast, %fPSA represented a reliable predictor of PCa across the 
entire repeat biopsy setting, outperforming tPSA, PSAV and PCA3 at 
second and ≥ third repeat biopsies.  
Finally, PCA3 was highly informative at first repeat biopsy and would 
have avoided up to 73% of unnecessary biopsies compared with tPSA. 
However, in contrast to previous studies, this advantage dissipated at 
second and ≥ third repeat biopsies. 



PSA transition zone density (ng/ml/volume 
of transition zone), %Free/tPSA and PSA 
velocity (ng/ml/year). 

PSA doubling time 





PCPT risk calculator  

http://deb.uthscsa.edu/URORiskCalc/Pages/uroriskcalc.jsp 



ERSPC risk calculator  

www.prostatecancer-riskcalculator.com 



Θα ζητήσετε επιπλέον απεικονιστικά στοιχεία; 



Modern imaging studies (including multiparametric 
MRI, multiparametric TRUS, or an MR/US fusion 
technique) might have an even more relevant role in 
visualising clinically significant cancers to 
facilitate precise sampling from a suspicious area 
in the repeat prostate biopsy setting 

European Urology 2013 





Conclusions: In the re-biopsy 
setting, it is unclear which strategy 
offers the highest cancer detection 
rate. MRI-B may potentially detect 
more prostate cancers than other 
modalities and can achieve this with 
fewer biopsy cores. However, 
well–designed prospective studies 
with standardised outcome measures 
are needed to accurately compare 
modalities and define an optimum re-
biopsy approach. 



Τι τεχνική θα χρησιµοποιηθεί στην επαναληπτική βιοψία; 

ΕΑU Guidelines: Most studies of repeat prostate 
biopsy following extended initial prostate biopsy 
indicate that up to 30% of patients have cancers 
that were not previously identified.  

Campos-Fernandes J-L, Bastien L, Nicolaiew N, et al. Prostate cancer 
detection rate in patients with repeated extended 21- sample needle 
biopsy. Eur Urol 2009;55:600–9.  
Zaytoun OM, Moussa AS, Gao T, Fareed K, Jones JS. Office based 
transrectal saturation biopsy improves prostate cancer detection compared 
to extended biopsy in the repeat biopsy population. J Urol 2011;186:850–4.  

extended biopsy (EPBx; 10–12 cores) saturation biopsy (SPBx; 20 cores) 



Συνιστώµενη τεχνική στην επαναληπτική βιοψία; 

European Urology 2013 



Επαναληπτική βιοψία κορεσµού 



Διορθική ή διαπερινεϊκή επαναληπτική βιοψία; 



TUR-P αντί γιά επαναληπτική βιοψία; 







Ενδείξεις γιά επαναληπτική βιοψία του 
προστάτη 



While the need for an initial prostate biopsy is determined on the basis of the PSA 
level and/or a suspicious DRE, the indications for a repeat biopsy according to different 
organizations are:  
EAU: Rising and/or persistently elevated PSA; suspicious DRE; atypical small acinar proliferation 
(ASAP); and extensive (multiple biopsy sites) prostatic intraepithelial neoplasia. High-grade PIN as 
an isolated finding is no longer considered an indication for repeat biopsy. In the case PIN is 
extensive (i.e. in multiple biopsy sites), this could be a reason for early repeat biopsy, because the 
risk of subsequent prostate cancer is slightly increased.  
Heidenreich A, Bellmunt J, Bolla M, et al., European Association of Urology. EAU guidelines on prostate cancer. Part 1: screening, diagnosis, and 
treatment of clinically localised disease. Eur Urol 2011;59:61–71.  
 

NCCN: ASAP in biopsy: extended pattern repeat biopsy (within 6 mo), with increased sampling of 
the ASAP site and adjacent areas. HGPIN multifocal (≥2 cores): extended pattern biopsy within the 
first year. Patients with prior negative biopsies, yet persistently rising PSA values should undergo 
repeat biopsy based on risks and benefits discussion.  
NCCN Guideline Version 2012 Prostate Cancer Early Detection; http://www.nccn.org 

 
NICE: Men should decide whether to have a rebiopsy following a negative biopsy, having had the 
risks and benefits explained to them. 
National Institute for Health and Clinical Excellence, Clinical Guideline 58, Prostate Cancer 2008; http://www.nice.org 
 

 ITALY: It is recommended that a biopsy be repeated after a prior negative biopsy when the prior 
sampling is inadequate (<6 cores sampled, no prostatic tissue, and in the case of thin or bad readable 
cores); PSA persistently >10 ng/ ml; PSA velocity >0.75–1 ng/ml per year; or ASAP or HGPIN at first 
biopsy. 
Systematic Development of Clinical Practice Guidelines for Prostate Biopsies: A 3-Year Italian Project Anticancer Res 2007;27:659–66 
 

Canadian Urological Association: ASAP lesions are cancerous until proven otherwise and should 
undergo repeat biopsy. Repeat biopsy may no longer be indicated for HGPIN lesions in the era of 
extended core biopsy, unless the patient has an increase in PSA or change on DRE . 
Canadian Urological Association Guidelines 2010 on Prostate Biopsy Methodology. Can Urol Assoc J 2010;4:89–94 





In total, 70% of PCa is detected on initial 
PBx; therefore, we believe that optimization 
of the initial PBx intuitively reduces the 
likelihood of facing a “repeat biopsy 
dilemma”. 


