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Abstract: Prostate MRI is an integral part of the clinical work-up in biopsy-naïve patients with
suspected prostate cancer, and its use has been increasing steadily over the last years. To further its
general availability and the number of men benefitting from it and to reduce the costs associated
with MR, several approaches have been developed to shorten examination times, e.g., by focusing on
sequences that provide the most useful information, employing new technological achievements, or
improving the workflow in the MR suite. This review highlights these approaches; discusses their
implications, advantages, and disadvantages; and serves as a starting point whenever an abbreviated
prostate MRI protocol is being considered for implementation in clinical routine.

Keywords: prostate cancer; magnetic resonance imaging; artificial intelligence; dynamic contrast-
enhanced; diffusion-weighted imaging

1. Introduction

Multiparametric prostate MRI (mpMRI) has become an integral part of the clinical
assessment in patients with suspected prostate cancer and is used to (a) identify target
lesions for subsequent biopsy [1,2], (b) provide information on local tumor staging [3],
(c) help in active surveillance approaches [4,5] and (d) is even proposed as a tool for
screening in men [6]. The development of the PI-RADS guidelines has further laid the
foundation to ensure consistent and reproducible standardized acquisition and reporting,
particularly for unexperienced readers [7]. PI-RADS has also contributed to the widespread
adoption of mpMRI amongst radiologists and urologists worldwide and is an integral part
of both national and international clinical guidelines [8]. Consequently, the number of
prostate MRI examinations performed has soared over the last years and is expected to
continue to do so [9,10].

However, compared to clinical tests based on laboratory results (e.g., Prostate-Specific
Antigen, PSA) or the use of clinical nomograms, mpMRI is considered a time-consuming
and comparably costly method. Efforts have therefore been made to reduce the time needed
to acquire and interpret prostate MRI (and thus the costs) in order to allow for a larger
number of men benefitting from this technique.

This review highlights areas of research and provides clinical expertise on ways to
effectively shorten a prostate MRI protocol, including the potential benefits and limitations
of each approach. One efficient method to shorten the MRI exam of the prostate is to omit
the intravenous injection of contrast media and therefore perform a “biparametric” MRI of
the prostate. This method and the question of whether the injection of a contrast agent is
still necessary is further discussed in more detail in a separate article in this Special Issue.
The authors hope this review can serve as guidance whenever shortened MRI protocols are
being implemented in clinical routine.
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2. Minimum Requirements for Multiparametric Prostate MRI

The current PI-RADS guideline includes detailed technical recommendations on how
to perform prostate MRI [7]. Typically, it includes T2-weighted turbo spin-echo sequences
in several planes, a diffusion-weighted sequence with acquisitions at several b-values, and
a dynamic contrast-enhanced 3D gradient echo sequence with a high temporal resolution.
In addition, other sequences (e.g., a T1-weighted sequence to detect hemorrhage after
biopsy or bone metastases) are commonly performed.

A prostate MRI examination termed “multiparametric” according to PI-RADS will, at
the very least, consist of the following:

• A T2-weighted axial plane and at least one additional T2-weighted sequence in an
orthogonal plane (i.e., sagittal or coronal) with a slice thickness of 3 mm (no gap), a
Field of View (FoV) of 12–20 cm, and an in-plane resolution ≤0.7 × 0.4 mm;

• A diffusion-weighted sequence with at least one low b-value (preferably 50–100
s/mm2) and one intermediate b-value at 800–1000 s/mm2. The “high b-value image”
required for analysis (≥1400 s/mm2) can then be separately acquired or calculated
from the two lower b-values. The slice thickness should be ≤4 mm (no gap), FoV of
16–22 cm, and an in-plane resolution ≤2.5 × 2.5 mm;

• A 3D T1-weighted gradient echo sequence (slice thickness 3 mm, no gap) with injection
of a contrast agent, a temporal resolution ≤15 s, and a total observation time span of
≥2 min.

This approach results in a multiparametric MRI that takes approximately 20–25 min
(depending on scanner hardware and the size of the prostate) to acquire and serves as a
starting point for further optimizations and abbreviations.

3. Areas of Possible Protocol Abbreviations

In addition to omitting helpful, but not mandatory sequences of the full mpMRI
protocol (i.e., T1-weighted sequences to assess for hemorrhage or bone metastases, whole-
pelvis DWI to identify lymph nodes, etc.), abbreviation is focused on speeding up or
removing the “core” T2-weighted, diffusion-weighted, and dynamic contrast-enhanced
sequences. Of note, these abbreviated protocols have been implemented to address the
typical scenario of a biopsy-naïve patient with suspected prostate cancer. They have not
been comprehensively evaluated in other clinical settings, such as high-risk patients with
family history of prostate cancer or genetic predispositions, etc., or in patients with prior
intervention (biopsies or treatment). Hence, depending on the clinical question asked (e.g.,
detection, local staging, development under active surveillance), different ways of protocol
abbreviations are to be considered.

3.1. Use of Dynamic Contrast-Enhanced Sequences

The acquisition of a dynamic contrast-enhanced sequence (DCE) is still preferred for
a true multiparametric MRI protocol by the PI-RADS steering committee. However, the
importance of DCE in the scoring of prostate lesions is declining since the release of the first
PI-RADS guidelines in 2012. In the current PI-RADS version 2.1 from 2019, DCE only plays
a minor role in interpretation of suspicious lesions and is commonly regarded as a “backup
sequence” if T2-weighted imaging or more often diffusion-weighted imaging is of inferior
image quality. Of note, only a few lesions seem to require DCE assessment to be identified.
For example, in a large validation study for the PI-RADS 2.0 scoring system, DCE helped
detection in only 4 out of 152 tumors [11], and in a study of Kuhl et al. including 542
patients, only one additional clinically significant prostate cancer was found through DCE
assessment at the cost of 11 additional false-positive diagnoses [12].

Omitting the injection of a contrast agent and only performing T2-weighted and
diffusion-weighted MRI (termed bi-parametric MRI, bpMRI) would obviously shorten
examinations times, reduce costs, and free up the time required for IV access, allowing for
an increased MR throughput. This increased throughput can result in a substantial cost
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benefit: Porter et al. calculated the gross profit of performing three bpMRI instead of one
mpMRI in a fixed 45 min MRI slot to be more than twice as high [13].

Though gadolinium contrast agents are generally considered safe for clinical use,
using a bpMRI protocol would also eliminate the possibility for adverse reactions to the
contrast agent [14] and accumulation of gadolinium in bone and brain tissue, the clinical
significance of which is yet unknown [15].

Recently, an increasing number of studies have been published that investigated the
accuracy of bi-parametric MRI in the detection of target lesions for subsequent biopsies,
with the majority of trials indicating a comparable diagnostic performance of bpMRI when
compared to the full mpMRI protocol [16–20]. For example, Bosaily et al. conducted a
multicenter, multireader trial (PROMIS trial) including 497 biopsy-naïve men undergoing
pre-biopsy mpMRI followed by transperineal mapping biopsy as gold standard and found
that sensitivity and specificity with and without DCE sequences were virtually identical
(94% vs. 95% and 37% vs. 38%, respectively) [19]. Alabousi et al. reported similar results
in a meta-analysis of 31 studies, with the area under the receiver operating characteristic
curve (ROC) reaching 0.90 for bpMRI and 0.87 for mpMRI [18]. They later verified their
results in a prospective cohort [21]. These results align well with the results of a large
meta-analysis published by Woo et al., who also reported comparable diagnostic accuracy
between mpMRI and bpMRI even when applying subgroup analysis and stratifying by
zone (peripheral vs. transition zone), field strength (1.5 vs. 3 T), endorectal vs. phased-
array coil, PI-RADS version used, temporal resolution of the DCE sequence, quantitative
vs. qualitative DCE assessment, etc. [16]. In a study by Tamada et al. in 103 patients,
bpMRI and mpMRI not only showed comparably diagnostic accuracy but also comparable
inter-reader agreement [22].

As prostate MRI is not only used to detect target lesions for subsequent biopsy but also
plays a role in local staging of the tumor (i.e., in regard to extracapsular extension or seminal
vesical invasion), Christophe et al. investigated the difference between bpMRI and mpMRI
in assessment of extra-prostatic extension with histopathology after radical prostatectomy
as gold standard and found the shorter bpMRI to be equivalent to the complete mpMRI
protocol, including DCE sequences [23].

However, preferring bpMRI over mpMRI is not universally accepted, and some
authors argued that DCE may be beneficial in patients with indeterminate (PI-RADS score
3) lesions in the peripheral zone and in diagnosing clinically-significant prostate cancer
(csPCa) [24–26]. In addition, while Xu et al. [27] reported comparable AUC values for
bpMRI and mpMRI protocols for both prostate cancer (AUC 0.79 and 0.791) and clinically
significant prostate cancer (AUC 0.781 and 0.779), they found positive DCE results to be
more common in bpMRI 4 lesions, possibly allowing for an improved stratification of tumor
aggressiveness. In addition, there is evidence that DCE is helpful to the less experienced
radiologist in non-expert centers: Gatti et al. demonstrated that while expert readers
performed well in both bpMRI and mpMRI, inexperienced readers with only 300 cases
read performed significantly worse in bpMRI (AUC 0.73 vs. 0.86) [28].

Though DCE sequences may be of limited use in detecting suspicious target lesions
for subsequent biopsy (at least in experienced readers), there is evidence that mpMRI
may be superior in patients undergoing radical prostatectomy and suspicion for recurrent
cancer in the pelvis or evaluation of the prostate for recurrence after high-intensity focused
ultrasound (HIFU) treatment [29] although results are controversial. For example, Kitajima
et al. reported an improvement in diagnostic accuracy for DCE in patients with suspected
local recurrence after radiotherapy, while DWI only showed limited incremental value,
possibly due to susceptibility artifacts caused by surgical clips or gas in the rectum [30].
However, Valle et al. and Abd-Alazeez et al. did not see any added value of DCE sequences
when assessing possible local recurrence [31,32], and while DCE after HIFU therapy is
recommended [29], Lotte et al. did not see a benefit by DCE in their study [33]. For imaging
after radiotherapy and in contrast to pre-biopsy MR imaging, the addition of DCE did not
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improve accuracy for recurrent prostate cancer regardless of the level of experience of the
readers [34].

The article by Turkbey et al. in this special issue includes a detailed discussion of the
literature on the advantages and disadvantages of mpMRI vs. bpMRI.

The PI-RADS v2.1 guideline currently recommends a total acquisition span of ≥2 min
for the DCE sequence. With contrast uptake of a suspicious lesion commonly occurring
very early after contrast injection, the full observation time span of 2 min as recommended
by the PI-RADS steering committee might not be necessary. Bae et al. investigated the best
time cut-off for detecting csPCa and found 60–72 s to be optimal, which would allow for
shortening the DCE sequence by an additional 48 s [35].

Ideally, the decision on whether or not to inject contrast (e.g., in cases of degraded
image quality on T2-weighted or diffusion-weighted sequences) would be made on-the-fly
by a radiologist on a per-case basis. However, this may not be feasible, especially with
increasing volumes of prostate MRI examinations being performed at many centers. Hötker
et al. [36] trained an artificial intelligence, based on data labeled by expert radiologists, to
be able to decide on the necessity for performing a DCE sequence, which allowed them to
spare the patient from an unnecessary contrast injection in 48% of patients while falsely
omitting DCE in only 2%. Automated software solutions, recommending alterations in
acquisition and thus creating patient-tailored multiparametric MRI protocols based on
analysis of real-time imaging data and image quality, are certainly a new and interesting
field for the application of artificial intelligence.

3.2. Shortening T2-Weighted Acquisition Times

In addition to the standard axial T2-weighted sequence, the current PI-RADS guide-
lines require one additional orthogonal plane in sagittal or coronal orientation. As T2-
weighted turbo spin echo (TSE) sequences are one of the most time-consuming elements of
the MR protocol, omitting this additional plane would result in time benefits. Combined
with the omittance of DCE, this approach, termed “fast bpMRI”, was investigated by Barth
et al. and van der Leest at al. [37,38]. The authors used a single-axial T2-weighted sequence
in conjunction with a diffusion-weighted sequence in the same orientation to detect PCa
in men with elevated PSA levels. The protocol showed a comparable diagnostic accuracy
with only a slightly lower specificity for fast bpMRI compared to full bpMRI and mpMRI
(0.65 vs. 0.69).

While omitting additional T2-weighted sequences results in substantial time savings,
there are potential pitfalls: (1) The evaluation of the transition zone (TZ), according to
PI-RADS, heavily relies on T2-weighted images as the predominant series. As features
like “well/less circumscribed” and/or “encapsulation” are used to distinguish between
tumors and BPH nodules, visualization of the lesion on a different plane may occasionally
be helpful. (2) While most studies investigate the use of fast bpMRI/bpMRI in a pre-biopsy
or screening setting, prostate MRI is also used to stage tumors regarding extra-prostatic
tumor extension including infiltration of the seminal vesicles—an assessment that will
likely benefit from additional planes (Figure 1). These disadvantages could obviously
be remedied by performing a second, full multiparametric examination only in selected
patients, alas at the cost of reducing efficacy.
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Figure 1. 76-year old patient with elevated PSA value and a suspicious lesion (white arrows) in the
right peripheral zone. In this case, the extracapsular tumor extension is visualized best on the coronal
T2-weighted sequence.

Recently, new technological improvements have experienced widespread application
in MR imaging, most notably simultaneous multi-slice (SMS). This technique allows for
the parallel acquisition of several slices at the same time, which can be used to reduce the
time needed for a complete multiparametric MRI significantly or to further shorten an
already fast bpMRI protocol. As this technique is available for both turbo-spin-echo and
DWI sequences, a fast bpMRI protocol including a single-axial T2-weighted and a diffusion-
weighted sequence in less than 5 min of combined scan time becomes feasible: Weiss et al.
were able to show comparable diagnostic performance in fifty-two patients prospectively
undergoing MRI either including a standard DWI sequence or a DWI sequence with SMS
and did not find any differences in diagnostic accuracy [39].

Another way to significantly reduce scan times is the use of a 3D TSE sequence
instead of separate 2D TSE acquisitions in all planes. If an isotropic 3D acquisition is used,
the resultant images could also be reformatted in any plane desired, which might prove
beneficial when discriminating between real lesions (in particular those with ill-defined
borders) and partial volume effects. Polanec et al. investigated the use of a 3D TSE sequence
in comparison to standard 2D TSE sequences and did not find any reported differences in
overall image quality, lesion delineation, and diagnostic accuracy [40]. Rosenkrantz et al.
and Shankar et al. reported similar results [41,42]. In another study by Caglic et al., the
use of a 3D acquisition also seemed to offer increased sensitivity for extracapsular tumor
extension [43].

However, 3D acquisitions are currently only recommended as an adjunct to 2D acqui-
sitions in the PI-RADS guideline, as their soft tissue contrast and in-plane resolution may
be lower than those of standard 2D sequences [7] (Figure 2).

Figure 2. 58-year old patient with elevated PSA undergoing MRI before template biopsy. Anatomic
landmarks such as the verumontanum (arrow) and BPH-nodule (*) are more clearly depicted on 2D
TSE acquisition (a) than on isotropic 3D sequences (b).
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Finally, new MR techniques based on methods of machine learning have found their
way into clinical routine. These new methods are potentially able to reduce noise while also
increasing signal to noise ratio and image sharpness and are therefore able to reduce acqui-
sition time. Just recently, deep-learning-accelerated T2-weighted imaging of the prostate
was shown to shorten acquisition time from 4.5 min to 1.5 min without sacrificing image
quality [44]. Contrarily, subjective analysis of imaging data showed a higher image quality
and reduced noise in images postprocessed using a deep learning algorithm. A similar
approach to increase image quality using deep learning reconstruction of DWI was recently
published by Ueda et al. [45]. DWI at b-values ranging from 1000 to 5000 s/mm2 were
subjectively and objectively analyzed regarding image quality, which was rated regarding
image quality, signal-to-noise ratio, and contrast-to-noise ratio. Both subjective and objec-
tive analysis evidenced higher values for the images reconstructed using a deep learning
image reconstruction approach. Furthermore, the calculated apparent diffusion coefficient
was not influenced by the reconstruction algorithm, therefore guaranteeing validity of
this quantitative biomarker even with using deep-learning-based approaches of image
reconstruction. However, evaluation of deep-learning-based DWI in a clinical setting was
not performed; hence, no statement regarding the performance of deep-learning-based
reconstruction in the setting of artifacts, such as hip replacement prosthesis or presence of
rectal gas, can be drawn. Further validation of such modern reconstruction algorithms by
scientific clinical studies is needed comparing acquisition time, image quality, and diag-
nostic accuracy of acquisitions with and without machine-learning-based reconstruction
algorithms in MRI of the prostate.

3.3. Shortening Diffusion-Weighted Imaging Acquisition Times

Obtaining good-quality diffusion-weighted images is pivotal in prostate MRI, particu-
larly when a shortened protocol without DCE and/or only a single-plane T2- weighted
sequence is used. As the diffusion-weighted sequence is also commonly the most time-
consuming sequence in the prostate MRI protocol, selecting the best sequence and pa-
rameters is of importance. While the acquisition of three b-values (e.g., 100, 600, and
1000 s/mm2 and a calculated high b-value) is common practice in most institutions, as
it allows for a more accurate calculation of the apparent diffusion coefficient (ADC), the
PI-RADS only requires at least two b-values (0–50 s/mm2 and 800–1000 s/mm2), which
reduces acquisition times [7]. The required “high b-value” image (b ≥ 1400 s/mm2) can be
calculated from the low and intermediary b-values instead of acquired separately, without
compromising detection rates [46].

When applying a bpMRI or fast bpMRI protocol in clinical routine, artifacts on
diffusion-weighted images are of concern, as re-calling patients to undergo an additional
examination in cases of non-diagnostic image greatly impacts the cost-benefit ratio of
abbreviated MR protocols. Unfortunately, the standard single-shot EPI sequence (ssEPI)
is susceptible to artifacts caused by air in the adjacent rectum or hip prothesis as well as
anatomical distortions induced by magnet field inhomogeneities and eddy currents. In the
past, several authors have reported on the use of anti-spasmodic agents or rectal enemas
as countermeasures; however, the results are conflicting. Schmidt et al. [47] reported that
only application of a microenema prior to the examination improved image quality, a
recent meta-analysis did not see that effect but instead recommended intravenous hyoscine
butyl-bromide to improve image quality [48]. Technical developments have also been made
to improve image quality and reduce artifacts, such as reduced field-of-view with spa-
tially selective excitation pulses DWI sequences (rFoV-DWI) [31,32], read-out-segmented
multi-shot EPI DWI sequences [49], or slice-specific shimming [50]; but, while potentially
reducing artifacts, these advances usually increase acquisition times.

3.4. Optimizing Prostate MRI Workflow

In addition to technical improvements or focusing on selected MR sequences to allow
for shortened examination times and improved patient throughput in MRI, several authors
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investigated ways to increase reporting speed and reduce inter-reader agreement. This
is of particular importance, as an increasing number of examinations will most likely
not be met with an increased number of radiologists at every center, and a significant
delay of the final report should be avoided. Several authors investigated the use of a
computer-aided diagnosis (CAD) system [51–54] and were able to demonstrate significant
reductions in reporting times. Different aspects of computer-aided diagnosis and different
products were used and described. For example, Gaur et al. conducted a multi-institutional
study and found the CAD system to significantly reduce reporting time without sacrificing
accuracy [51]. For lesion detection, they used a CAD system developed in-house, which
did not consider DCE images, whereas commercially available software was used for
automated contouring of the prostate. Giannini et al. and Zhu et al. reported similar
results [52,53] using previously validated self-developed software for feature extraction
from mpMRI. In addition to CAD as a helpful tool in reporting prostate cancer, applications
of artificial intelligence recently have gained a great deal of interest both in supporting the
detection of prostate cancer as well as in the effort to reduce reading times. Winkel et al.
not only showed a slightly increased detection rate for csPCa when validating a prototype
CAD system employing artificial intelligence developed by a commercial vendor but, at
the same time, found reduced reading times by 21% [54].

4. Conclusions

For the assessment of men with suspected prostate cancer, prostate MRI has become
part of the clinical routine, with numerous men benefitting from more precise diagnostics.
This new importance of MRI in the clinical management of prostate cancer is consequently
accompanied with a steep increase in examination numbers. Several approaches are
available to shorten examination times and thus increase throughput for prostate MRI,
with omitting the dynamic contrast-enhanced or additional planes on T2-weighted being
the most common choices. Though not yet endorsed by the PI-RADS steering committee,
there is increasing evidence that these measures would allow for a significant reduction in
acquisition times without sacrificing diagnostic accuracy, at least for the experienced reader.
Together with technical advances, a combined approach seems to be feasible in patients
with suspected prostate cancer or when screening for cancer.

Author Contributions: Conceptualization, A.M.H., H.A.V. and O.F.D.; writing—original draft prepa-
ration, A.M.H., H.A.V. and O.F.D.; tables and figures preparation, A.M.H., H.A.V. and O.F.D.; writing—
review & editing, A.M.H., H.A.V. and O.F.D. All authors have read and agreed to the published
version of the manuscript.

Funding: H.A.V. is in part funded through the NIH/NCI Cancer Center Support Grant P30 CA008748.

Informed Consent Statement: General consent was obtained from all subjects involved in the study.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Kasivisvanathan, V.; Rannikko, A.S.; Borghi, M.; Panebianco, V.; Mynderse, L.A.; Vaarala, M.H.; Briganti, A.; Budäus, L.; Hellawell,

G.; Hindley, R.G.; et al. MRI-Targeted or Standard Biopsy for Prostate-Cancer Diagnosis. N. Engl. J. Med. 2018, 378, 1767–1777.
[CrossRef]

2. Ahmed, H.U.; El-Shater Bosaily, A.; Brown, L.C.; Gabe, R.; Kaplan, R.; Parmar, M.K.; Collaco-Moraes, Y.; Ward, K.; Hindley,
R.G.; Freeman, A.; et al. Diagnostic accuracy of multi-parametric MRI and TRUS biopsy in prostate cancer (PROMIS): A paired
validating confirmatory study. Lancet 2017, 389, 815–822. [CrossRef]

3. Turkbey, B.; Pinto, P.A.; Mani, H.; Bernardo, M.; Pang, Y.; McKinney, Y.L.; Khurana, K.; Ravizzini, G.C.; Albert, P.S.; Merino, M.J.;
et al. Prostate cancer: Value of multiparametric MR imaging at 3 T for detection–histopathologic correlation. Radiology 2010, 255,
89–99. [CrossRef]

4. Giganti, F.; Kirkham, A.; Allen, C.; Punwani, S.; Orczyk, C.; Emberton, M.; Moore, C.M. Update on Multiparametric Prostate MRI
During Active Surveillance: Current and Future Trends and Role of the PRECISE Recommendations. Am. J. Roentgenol. 2021, 216,
943–951. [CrossRef] [PubMed]

http://doi.org/10.1056/NEJMoa1801993
http://doi.org/10.1016/S0140-6736(16)32401-1
http://doi.org/10.1148/radiol.09090475
http://doi.org/10.2214/AJR.20.23985
http://www.ncbi.nlm.nih.gov/pubmed/32755219


Life 2022, 12, 552 8 of 10

5. Kortenbach, K.-C.; Boesen, L.; Løgager, V.; Thomsen, H.S. For men enrolled in active surveillance, pre-biopsy biparametric
magnetic resonance imaging significantly reduces the risk of reclassification and disease progression after 1 year. Scand. J. Urol.
2021, 55, 215–220. [CrossRef] [PubMed]

6. Eldred-Evans, D.; Burak, P.; Connor, M.J.; Day, E.; Evans, M.; Fiorentino, F.; Gammon, M.; Hosking-Jervis, F.; Klimowska-Nassar,
N.; McGuire, W.; et al. Population-Based Prostate Cancer Screening with Magnetic Resonance Imaging or Ultrasonography: The
IP1-PROSTAGRAM Study. JAMA Oncol. 2021, 7, 395–402. [CrossRef] [PubMed]

7. Turkbey, B.; Rosenkrantz, A.B.; Haider, M.A.; Padhani, A.R.; Villeirs, G.; Macura, K.J.; Tempany, C.M.; Choyke, P.L.; Cornud, F.;
Margolis, D.J.; 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, 340–351. [CrossRef]

8. Mottet, N.; van den Bergh, R.C.; Briers, E.; van den Broeck, T.; Cumberbatch, M.G.; de Santis, M.; Fanti, S.; Fossati, N.; Gandaglia,
G.; Gillessen, S.; 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, 243–262. [CrossRef]

9. Rosenkrantz, A.B.; Hemingway, J.; Hughes, D.R.; Duszak, R., Jr.; Allen, B., Jr.; Weinreb, J.C. Evolving Use of Prebiopsy Prostate
Magnetic Resonance Imaging in the Medicare Population. J. Urol. 2018, 200, 89–94. [CrossRef]

10. Liu, W.; Patil, D.; Howard, D.H.; Moore, R.H.; Wang, H.; Sanda, M.G.; Filson, C.P. Adoption of Prebiopsy Magnetic Resonance
Imaging for Men Undergoing Prostate Biopsy in the United States. Urology 2018, 117, 57–63. [CrossRef]

11. Vargas, H.A.; Hötker, A.M.; Goldman, D.A.; Moskowitz, C.S.; Gondo, T.; Matsumoto, K.; Ehdaie, B.; Woo, S.; Fine, S.W.; Reuter,
V.E.; et al. Updated prostate imaging reporting and data system (PIRADS v2) recommendations for the detection of clinically
significant prostate cancer using multiparametric MRI: Critical evaluation using whole-mount pathology as standard of reference.
Eur. Radiol. 2016, 26, 1606–1612. [CrossRef]

12. Kuhl, C.K.; Bruhn, R.; Krämer, N.; Nebelung, S.; Heidenreich, A.; Schrading, S. Abbreviated Biparametric Prostate MR Imaging in
Men with Elevated Prostate-specific Antigen. Radiology 2017, 285, 493–505. [CrossRef] [PubMed]

13. Porter, K.K.; King, A.; Galgano, S.J.; Sherrer, R.L.; Gordetsky, J.B.; Rais-Bahrami, S. Financial implications of biparametric prostate
MRI. Prostate Cancer Prostatic Dis. 2020, 23, 88–93. [CrossRef] [PubMed]

14. Behzadi, A.H.; Zhao, Y.; Farooq, Z.; Prince, M.R. Immediate Allergic Reactions to Gadolinium-based Contrast Agents: A
Systematic Review and Meta-Analysis. Radiology 2018, 286, 471–482. [CrossRef] [PubMed]

15. Gulani, V.; Calamante, F.; Shellock, F.G.; Kanal, E.; Reeder, S.B. Gadolinium deposition in the brain: Summary of evidence and
recommendations. Lancet Neurol. 2017, 16, 564–570. [CrossRef]

16. Woo, S.; Suh, C.H.; Kim, S.Y.; Cho, J.Y.; Kim, S.H.; Moon, M.H. Head-to-Head Comparison between Biparametric and Multi-
parametric MRI for the Diagnosis of Prostate Cancer: A Systematic Review and Meta-Analysis. Am. J. Roentgenol. 2018, 211,
W226–W241. [CrossRef]

17. Kang, Z.; Min, X.; Weinreb, J.; Li, Q.; Feng, Z.; Wang, L. Abbreviated Biparametric Versus Standard Multiparametric MRI for
Diagnosis of Prostate Cancer: A Systematic Review and Meta-Analysis. Am. J. Roentgenol. 2019, 212, 357–365. [CrossRef]

18. Alabousi, M.; Salameh, J.-P.; Gusenbauer, K.; Samoilov, L.; Jafri, A.; Yu, H.; Alabousi, A. Biparametric vs multiparametric prostate
magnetic resonance imaging for the detection of prostate cancer in treatment-naïve patients: A diagnostic test accuracy systematic
review and meta-analysis. BJU Int. 2019, 124, 209–220. [CrossRef]

19. Bosaily, A.E.-S.; Frangou, E.; Ahmed, H.U.; Emberton, M.; Punwani, S.; Kaplan, R.; Brown, L.C.; Freeman, A.; Jameson, C.;
Hindley, R.; et al. Additional Value of Dynamic Contrast-enhanced Sequences in Multiparametric Prostate Magnetic Resonance
Imaging: Data from the PROMIS Study. Eur. Urol. 2020, 78, 503–511. [CrossRef]

20. Junker, D.; Steinkohl, F.; Fritz, V.; Bektic, J.; Tokas, T.; Aigner, F.; Herrmann, T.R.W.; Rieger, M.; Nagele, U. Comparison of
multiparametric and biparametric MRI of the prostate: Are gadolinium-based contrast agents needed for routine examinations?
World J. Urol. 2019, 37, 691–699. [CrossRef]

21. Al Salmi, I.; Menezes, T.; El-Khodary, M.; Monteiro, S.; Haider, E.A.; Alabousi, A. Prospective evaluation of the value of dynamic
contrast enhanced (DCE) imaging for prostate cancer detection, with pathology correlation. Can. J. Urol. 2020, 27, 10220–10227.
[PubMed]

22. Tamada, T.; Kido, A.; Yamamoto, A.; Takeuchi, M.; Miyaji, Y.; Moriya, T.; Sone, T. Comparison of Biparametric and Multiparametric
MRI for Clinically Significant Prostate Cancer Detection with PI-RADS Version 2.1. J. Magn. Reson. Imaging 2021, 53, 283–291.
[CrossRef] [PubMed]

23. Christophe, C.; Montagne, S.; Bourrelier, S.; Roupret, M.; Barret, E.; Rozet, F.; Comperat, E.; Coté, J.F.; Lucidarme, O.; Cussenot,
O.; et al. Prostate cancer local staging using biparametric MRI: Assessment and comparison with multiparametric MRI. Eur. J.
Radiol. 2020, 132, 109350. [CrossRef] [PubMed]

24. Kamsut, S.; Reid, K.; Tan, N. Roundtable: Arguments in support of using multi-parametric prostate MRI protocol. Abdom. Radiol.
2020, 45, 3990–3996. [CrossRef]

25. Padhani, A.R.; Schoots, I.; Villeirs, G. Contrast Medium or No Contrast Medium for Prostate Cancer Diagnosis. That Is the
Question. J. Magn. Reson. Imaging 2021, 53, 13–22. [CrossRef]

26. Schoots, I.G.; Barentsz, J.O.; Bittencourt, L.K.; Haider, M.A.; Macura, K.J.; Margolis, D.J.A.; Moore, C.M.; Oto, A.; Panebianco, V.;
Siddiqui, M.M.; et al. PI-RADS Committee Position on MRI without Contrast Medium in Biopsy-Naive Men with Suspected
Prostate Cancer: Narrative Review. Am. J. Roentgenol. 2021, 216, 3–19. [CrossRef]

http://doi.org/10.1080/21681805.2021.1897158
http://www.ncbi.nlm.nih.gov/pubmed/33749511
http://doi.org/10.1001/jamaoncol.2020.7456
http://www.ncbi.nlm.nih.gov/pubmed/33570542
http://doi.org/10.1016/j.eururo.2019.02.033
http://doi.org/10.1016/j.eururo.2020.09.042
http://doi.org/10.1016/j.juro.2018.01.071
http://doi.org/10.1016/j.urology.2018.04.007
http://doi.org/10.1007/s00330-015-4015-6
http://doi.org/10.1148/radiol.2017170129
http://www.ncbi.nlm.nih.gov/pubmed/28727544
http://doi.org/10.1038/s41391-019-0158-x
http://www.ncbi.nlm.nih.gov/pubmed/31239513
http://doi.org/10.1148/radiol.2017162740
http://www.ncbi.nlm.nih.gov/pubmed/28846495
http://doi.org/10.1016/S1474-4422(17)30158-8
http://doi.org/10.2214/AJR.18.19880
http://doi.org/10.2214/AJR.18.20103
http://doi.org/10.1111/bju.14759
http://doi.org/10.1016/j.eururo.2020.03.002
http://doi.org/10.1007/s00345-018-2428-y
http://www.ncbi.nlm.nih.gov/pubmed/32544044
http://doi.org/10.1002/jmri.27283
http://www.ncbi.nlm.nih.gov/pubmed/32614123
http://doi.org/10.1016/j.ejrad.2020.109350
http://www.ncbi.nlm.nih.gov/pubmed/33080549
http://doi.org/10.1007/s00261-020-02543-1
http://doi.org/10.1002/jmri.27180
http://doi.org/10.2214/AJR.20.24268


Life 2022, 12, 552 9 of 10

27. Xu, L.; Zhang, G.; Shi, B.; Liu, Y.; Zou, T.; Yan, W.; Xiao, Y.; Xue, H.; Feng, F.; Lei, J.; et al. Comparison of biparametric and
multiparametric MRI in the diagnosis of prostate cancer. Cancer Imaging 2019, 19, 90. [CrossRef]

28. Gatti, M.; Faletti, R.; Calleris, G.; Giglio, J.; Berzovini, C.; Gentile, F.; Marra, G.; Misischi, F.; Molinaro, L.; Bergamasco, L.;
et al. Prostate cancer detection with biparametric magnetic resonance imaging (bpMRI) by readers with different experience:
Performance and comparison with multiparametric (mpMRI). Abdom. Radiol. 2019, 44, 1883–1893. [CrossRef]

29. Muller, B.G.; van den Bos, W.; Brausi, M.; Fütterer, J.J.; Ghai, S.; Pinto, P.A.; Popeneciu, I.V.; de Reijke, T.M.; Robertson, C.; de
la Rosette, J.J.M.C.H.; et al. Follow-up modalities in focal therapy for prostate cancer: Results from a Delphi consensus project.
World J. Urol. 2015, 33, 1503–1509. [CrossRef]

30. Kitajima, K.; Hartman, R.P.; Froemming, A.T.; Hagen, C.E.; Takahashi, N.; Kawashima, A. Detection of Local Recurrence
of Prostate Cancer After Radical Prostatectomy Using Endorectal Coil MRI at 3 T: Addition of DWI and Dynamic Contrast
Enhancement to T2-Weighted MRI. Am. J. Roentgenol. 2015, 205, 807–816. [CrossRef]

31. Valle, L.F.; Greer, M.D.; Shih, J.H.; Barrett, T.; Law, Y.M.; Rosenkrantz, A.B.; Shebel, H.; Muthigi, A.; Su, D.; Merino, M.J.; et al.
Multiparametric MRI for the detection of local recurrence of prostate cancer in the setting of biochemical recurrence after low
dose rate brachytherapy. Diagn. Interv. Radiol. 2018, 24, 46–53. [CrossRef] [PubMed]

32. Abd-Alazeez, M.; Ramachandran, N.; Dikaios, N.; Ahmed, H.U.; Emberton, M.; Kirkham, A.; Arya, M.; Taylor, S.; Halligan, S.;
Punwani, S. Multiparametric MRI for detection of radiorecurrent prostate cancer: Added value of apparent diffusion coefficient
maps and dynamic contrast-enhanced images. Prostate Cancer Prostatic Dis. 2015, 18, 128–136. [CrossRef]

33. Lotte, R.; Lafourcade, A.; Mozer, P.; Conort, P.; Barret, E.; Comperat, E.; Ezziane, M.; de Guibert, P.-H.J.; Tavolaro, S.; Belin, L.; et al.
Multiparametric MRI for Suspected Recurrent Prostate Cancer after HIFU:Is DCE still needed? Eur. Radiol. 2018, 28, 3760–3769.
[CrossRef] [PubMed]

34. Luzurier, A.; Jouve De Guibert, P.-H.; Allera, A.; Feldman, S.F.; Conort, P.; Simon, J.M.; Mozer, P.; Compérat, E.; Boudghene, F.;
Servois, V.; et al. Dynamic contrast-enhanced imaging in localizing local recurrence of prostate cancer after radiotherapy: Limited
added value for readers of varying level of experience. J. Magn. Reson. Imaging 2018, 48, 1012–1023. [CrossRef]

35. Bae, H.; Cho, N.H.; Park, S.Y. PI-RADS version 2: Optimal time range for determining positivity of dynamic contrast-enhanced
MRI in peripheral zone prostate cancer. Clin. Radiol. 2019, 74, e27–e895. [CrossRef] [PubMed]

36. Hötker, A.M.; Da Mutten, R.; Tiessen, A.; Konukoglu, E.; Donati, O.F. Improving workflow in prostate MRI: AI-based decision-
making on biparametric or multiparametric MRI. Insights Imaging 2021, 12, 112. [CrossRef]

37. van der Leest, M.; Israël, B.; Cornel, E.B.; Zámecnik, P.; Schoots, I.G.; van der Lelij, H.; Padhani, A.R.; Rovers, M.; van Oort, I.;
Sedelaar, M.; et al. High Diagnostic Performance of Short Magnetic Resonance Imaging Protocols for Prostate Cancer Detection in
Biopsy-naïve Men: The Next Step in Magnetic Resonance Imaging Accessibility. Eur. Urol. 2019, 76, 574–581. [CrossRef]

38. Barth, B.K.; De Visschere, P.J.L.; Cornelius, A.; Nicolau, C.; Vargas, H.A.; Eberli, D.; Donati, O.F. Detection of Clinically Significant
Prostate Cancer: Short Dual-Pulse Sequence versus Standard Multiparametric MR Imaging-A Multireader Study. Radiology 2017,
284, 725–736. [CrossRef]

39. Weiss, J.; Martirosian, P.; Notohamiprodjo, M.; Kaufmann, S.; Othman, A.E.; Grosse, U.; Nikolaou, K.; Gatidis, S. Implementation
of a 5-Minute Magnetic Resonance Imaging Screening Protocol for Prostate Cancer in Men with Elevated Prostate-Specific
Antigen Before Biopsy. Investig. Radiol. 2018, 53, 186–190. [CrossRef]

40. Polanec, S.H.; Lazar, M.; Wengert, G.J.; Bickel, H.; Spick, C.; Susani, M.; Shariat, S.; Clauser, P.; Baltzer, P.A.T. 3D T2-weighted
imaging to shorten multiparametric prostate MRI protocols. Eur. Radiol. 2018, 28, 1634–1641. [CrossRef]

41. Rosenkrantz, A.B.; Neil, J.; Kong, X.; Melamed, J.; Babb, J.S.; Taneja, S.S.; Taouli, B. Prostate cancer: Comparison of 3D T2-
weighted with conventional 2D T2-weighted imaging for image quality and tumor detection. Am. J. Roentgenol. 2010, 194,
446–452. [CrossRef]

42. Vidya Shankar, R.; Roccia, E.; Cruz, G.; Neji, R.; Botnar, R.; Prezzi, D.; Goh, V.; Prieto, C.; Dregely, I. Accelerated 3D T(2) w-imaging
of the prostate with 1-mm isotropic resolution in less than 3 min. Magn. Reson. Med. 2019, 82, 721–731. [CrossRef]

43. Caglic, I.; Povalej Brzan, P.; Warren, A.Y.; Bratt, O.; Shah, N.; Barrett, T. Defining the incremental value of 3D T2-weighted imaging
in the assessment of prostate cancer extracapsular extension. Eur. Radiol. 2019, 29, 5488–5497. [CrossRef] [PubMed]

44. Gassenmaier, S.; Afat, S.; Nickel, D.; Mostapha, M.; Herrmann, J.; Othman, A.E. Deep learning-accelerated T2-weighted imaging
of the prostate: Reduction of acquisition time and improvement of image quality. Eur. J. Radiol. 2021, 137, 109600. [CrossRef]
[PubMed]

45. Ueda, T.; Ohno, Y.; Yamamoto, K.; Murayama, K.; Ikedo, M.; Yui, M.; Hanamatsu, S.; Tanaka, Y.; Obama, Y.; Ikeda, H.; et al.
Deep Learning Reconstruction of Diffusion-weighted MRI Improves Image Quality for Prostatic Imaging. Radiology 2022, 204097.
[CrossRef] [PubMed]

46. Jendoubi, S.; Wagner, M.; Montagne, S.; Ezziane, M.; Mespoulet, J.; Comperat, E.; Estellat, C.; Baptiste, A.; Renard-Penna, R. MRI
for prostate cancer: Can computed high b-value DWI replace native acquisitions? Eur. Radiol. 2019, 29, 5197–5204. [CrossRef]
[PubMed]

47. Schmidt, C.; Hötker, A.M.; Muehlematter, U.J.; Burger, I.A.; Donati, O.F.; Barth, B.K. Value of bowel preparation techniques for
prostate MRI: A preliminary study. Abdom. Radiol. 2021, 46, 4002–4013. [CrossRef]

48. Brennan, D.L.; Lazarakis, S.; Lee, A.; Tan, T.H.; Chin, K.Y.; Oon, S.F. Do antispasmodics or rectal enemas improve image quality
on multiparametric prostate MRI? An ‘Evidence-Based Practice’ review of the literature. Abdom. Radiol. 2021, 46, 2770–2778.
[CrossRef]

http://doi.org/10.1186/s40644-019-0274-9
http://doi.org/10.1007/s00261-019-01934-3
http://doi.org/10.1007/s00345-014-1475-2
http://doi.org/10.2214/AJR.14.14275
http://doi.org/10.5152/dir.2018.17285
http://www.ncbi.nlm.nih.gov/pubmed/29317377
http://doi.org/10.1038/pcan.2014.55
http://doi.org/10.1007/s00330-018-5352-z
http://www.ncbi.nlm.nih.gov/pubmed/29633004
http://doi.org/10.1002/jmri.25991
http://doi.org/10.1016/j.crad.2019.06.014
http://www.ncbi.nlm.nih.gov/pubmed/31327469
http://doi.org/10.1186/s13244-021-01058-7
http://doi.org/10.1016/j.eururo.2019.05.029
http://doi.org/10.1148/radiol.2017162020
http://doi.org/10.1097/RLI.0000000000000427
http://doi.org/10.1007/s00330-017-5120-5
http://doi.org/10.2214/AJR.09.3217
http://doi.org/10.1002/mrm.27764
http://doi.org/10.1007/s00330-019-06070-6
http://www.ncbi.nlm.nih.gov/pubmed/30887192
http://doi.org/10.1016/j.ejrad.2021.109600
http://www.ncbi.nlm.nih.gov/pubmed/33610853
http://doi.org/10.1148/radiol.204097
http://www.ncbi.nlm.nih.gov/pubmed/35103536
http://doi.org/10.1007/s00330-019-06085-z
http://www.ncbi.nlm.nih.gov/pubmed/30887197
http://doi.org/10.1007/s00261-021-03046-3
http://doi.org/10.1007/s00261-020-02916-6


Life 2022, 12, 552 10 of 10

49. Barth, B.K.; Cornelius, A.; Nanz, D.; Eberli, D.; Donati, O.F. Diffusion-Weighted Imaging of the Prostate: Image Quality and
Geometric Distortion of Readout-Segmented Versus Selective-Excitation Accelerated Acquisitions. Investig. Radiol. 2015, 50,
785–791. [CrossRef]

50. Stocker, D.; Manoliu, A.; Becker, A.S.; Barth, B.K.; Nanz, D.; Klarhöfer, M.; Donati, O.F. Image Quality and Geometric Distortion
of Modern Diffusion-Weighted Imaging Sequences in Magnetic Resonance Imaging of the Prostate. Investig. Radiol. 2018, 53,
200–206. [CrossRef]

51. Gaur, S.; Lay, N.; Harmon, S.A.; Doddakashi, S.; Mehralivand, S.; Argun, B.; Barrett, T.; Bednarova, S.; Girometti, R.; Karaarslan,
E.; et al. Can computer-aided diagnosis assist in the identification of prostate cancer on prostate MRI? a multi-center, multi-reader
investigation. Oncotarget 2018, 9, 33804–33817. [CrossRef] [PubMed]

52. Giannini, V.; Mazzetti, S.; Armando, E.; Carabalona, S.; Russo, F.; Giacobbe, A.; Muto, G.; Regge, D. Multiparametric magnetic
resonance imaging of the prostate with computer-aided detection: Experienced observer performance study. Eur. Radiol. 2017, 27,
4200–4208. [CrossRef]

53. Zhu, L.; Gao, G.; Liu, Y.; Han, C.; Liu, J.; Zhang, X.; Wang, X. Feasibility of integrating computer-aided diagnosis with structured
reports of prostate multiparametric MRI. Clin. Imaging 2020, 60, 123–130. [CrossRef] [PubMed]

54. Winkel, D.J.; Tong, A.; Lou, B.; Kamen, A.; Comaniciu, D.; Disselhorst, J.A.; Rodríguez-Ruiz, A.; Huisman, H.; Szolar, D.;
Shabunin, I.; et al. A Novel Deep Learning Based Computer-Aided Diagnosis System Improves the Accuracy and Efficiency of
Radiologists in Reading Biparametric Magnetic Resonance Images of the Prostate: Results of a Multireader, Multicase Study.
Investig. Radiol. 2021, 56, 605–613. [CrossRef] [PubMed]

http://doi.org/10.1097/RLI.0000000000000184
http://doi.org/10.1097/RLI.0000000000000429
http://doi.org/10.18632/oncotarget.26100
http://www.ncbi.nlm.nih.gov/pubmed/30333911
http://doi.org/10.1007/s00330-017-4805-0
http://doi.org/10.1016/j.clinimag.2019.12.010
http://www.ncbi.nlm.nih.gov/pubmed/31874336
http://doi.org/10.1097/RLI.0000000000000780
http://www.ncbi.nlm.nih.gov/pubmed/33787537

	Introduction 
	Minimum Requirements for Multiparametric Prostate MRI 
	Areas of Possible Protocol Abbreviations 
	Use of Dynamic Contrast-Enhanced Sequences 
	Shortening T2-Weighted Acquisition Times 
	Shortening Diffusion-Weighted Imaging Acquisition Times 
	Optimizing Prostate MRI Workflow 

	Conclusions 
	References

