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Abstract
Purpose Recently, the Cormio et al. nomogram has been developed to predict prostate cancer (PCa) and clinically significant 
PCa using benign prostatic obstruction parameters. The aim of the present study was to externally validate the nomogram 
in a multicentric cohort.
Methods Between 2013 and 2019, patients scheduled for ultrasound-guided prostate biopsy were prospectively enrolled at 
11 Italian institutions. Demographic, clinical and histological data were collected and analysed. Discrimination and calibra-
tion of Cormio nomogram were assessed with the receiver operator characteristics (ROC) curve and calibration plots. The 
clinical net benefit of the nomogram was assessed with decision curve analysis. Clinically significant PCa was defined as 
ISUP grade group > 1.
Results After accounting for inclusion criteria, 1377 patients were analysed. 816/1377 (59%) had cancer at final pathol-
ogy (574/816, 70%, clinically significant PCa). Multivariable analysis showed age, prostate volume, DRE and post-voided 
residual volume as independent predictors of any PCa. Discrimination of the nomogram for cancer was 0.70 on ROC analysis. 
Calibration of the nomogram was excellent (p = 0.94) and the nomogram presented a net benefit in the 40–80% range of 
probabilities. Multivariable analysis for predictors of clinically significant PCa found age, PSA, prostate volume and DRE 
as independent variables. Discrimination of the nomogram was 0.73. Calibration was poor (p = 0.001) and the nomogram 
presented a net benefit in the 25–75% range of probabilities.
Conclusion We confirmed that the Cormio nomogram can be used to predict the risk of PCa in patients at increased risk. 
Implementation of the nomogram in clinical practice will better define its role in the patient’s counselling before prostate 
biopsy.
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Introduction

Prostate biopsy (PBx) is the gold standard for diagnos-
ing prostate cancer (PCa) [1]. Nevertheless, the diagnostic 
yield of this procedure remains low. As such, the rate of 

PCa detection in the setting of the first PBx performed due 
to elevated serum prostate-specific antigen (PSA) and/or 
abnormal digital rectal examination (DRE) is around 40% 
and even lower in the setting of screening programmes 
[2, 3]. In the last decades, many efforts have attempted 
to improve the diagnostic accuracy of PBx, mostly rep-
resented by predictive models combining PSA and DRE 
findings with other patient-related factors such as age and 
prostate volume (PVol). On the other hand, it has been 
reported that more complex risk prediction models built 
up by combining different factors were often unable to 
outperform PSA alone in predicting PCa [4]. New tools 
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are nowadays available in helping to determine the need 
for a PBx in patients with suspected PCa, namely prostate 
multiparametric magnetic resonance imaging (mpMRI), 
and biomarkers such as TMPRSS2-ERG fusion, PCA3 or 
kallikreins as incorporated in the Prostate Health Index 
or 4 K score tests [5–9]. They improved sensitivity and 
specificity versus the ones of PSA alone, but (1) there is 
limited evidence to implement these biomarkers into the 
daily practice; (2) prostate mpMRI is not always available 
[1]. Trying to contribute in this field, Cormio and col-
leagues recently developed a cheap, non-invasive nomo-
gram based on readily available clinical parameters that 
could help in assessing the patient’s risk of harbouring 
PCa and clinically significant PCA at PBx [10]. Specifi-
cally, the authors found an increased accuracy in predict-
ing both PCa and clinically significant PCa when adding 
benign prostatic obstruction (BPO) key parameters such 
as PVol and post-void residual urinary volume (PVR) to a 
“standard” model based on age, PSA and DRE. The aim of 
the present study was to externally validate the nomogram 
in a multi-institutional cohort of patients with suspected 
PCa who underwent PBx.

Materials and methods

Between 2013 and 2019, the data of patients scheduled for 
ultrasound-guided PBx (either transrectal or transperineal) 
because of increased levels of serum PSA (≥ 4 ng/mL) and/
or abnormal findings at DRE were prospectively collected 
in a multi-institutional dataset. Eleven tertiary care Italian 
institutions contributed to the data collection.

The study was approved by the institutional research eth-
ics committee and performed in accordance with the ethical 
standards as laid down in the 1964 Declaration of Helsinki 
and its later amendments. Informed consent was obtained 
from all individual participants included in the study.

Patient demographics (age), clinical parameters (PSA at 
biopsy, DRE, PVol, peak flow rate, PVR, eventual mpMRI, 
ongoing intake of 5-alpha reductase inhibitors (5ARI), 
indwelling catheter, previous prostate surgery or biopsy) 
and histological characteristics (number of cores, presence 
of PCa with Gleason score) were collected and analysed. 
The International Society of Urological Pathology (ISUP) 
grade group was assigned accordingly, and the rate of clini-
cally significant prostate cancers was calculated, defined as 
PCa with an ISUP grade group > 1 [11, 12]. Specifically, for 
the purpose of the study according to the inclusion criteria 
of the original nomogram, patients with serum PSA lev-
els > 20 ng/ml at PBx were not considered. Patients taking 
5ARI or androgen deprivation therapy at the time of PBx 
and who had undergone previous PBx were excluded.

Statistical analysis

Statistical analysis was performed using the Statistical 
Package for the Social Sciences (SPSS v.24, IBM Corp., 
Armonk, NY, USA) and STATA (STATA v14.1, College 
Station, TX, USA). Evaluation of data distribution using 
the Kolmogorov–Smirnov test showed a non-normal 
distribution of the study data set. Differences between 
groups of patients in medians for quantitative variables 
and differences in distributions for categorical variables 
were tested with the Kruskal Wallis one-way analysis of 
variance and Chi-square test, respectively. All variables 
were assessed using univariate binary logistic regression 
for the prediction of cancer and high-grade disease. The 
Cormio nomogram probabilities were calculated for each 
patient. Receiver operator characteristic (ROC) curves 
were produced to evaluate the discrimination of the Cor-
mio nomogram for the prediction of PCa and clinically 
significant PCa. Calibration was assessed using the Hos-
mer–Lemeshow test (for this test, a p value < 0.05 indi-
cates a poor agreement between the predicted probabilities 
and observed outcome). Calibration plots were assessed as 
well, where the x-axis represents the predicted probabil-
ity and the y-axis represents the actual observed accuracy 
of the model. Decision curves were generated to evaluate 
the net benefit of the Cormio nomogram. An alpha value 
of 5% was considered as the threshold for significance. 
Data were presented as median with interquartile range 
(IQR). An α value of 5% was considered as the threshold 
for significance.

Results

Data of 2003 patients were collected. After accounting 
for exclusion criteria, 1377 patients were considered. Fre-
quencies and proportions of the contribution per centre are 
reported in the Supplementary Table 1.

Median age (IQR) was 66 (61–72) years. Median (IQR) 
PSA at PBx was 6.0 (5.0–9.0) ng/ml. Median (IQR) PVol 
was 45 (37–64) ml, and median (IQR) PVR 30 (0–52) ml. 
Four hundred seventy-six out of 1377 patients (35%) had 
positive DRE. The final pathology reported PCa in 816 
out of 1377 patients (59%), with 574 out of 816 patients 
(70%) showing clinicallybsignificant PCa. Complete data 
are reported in Table 1.

Multivariable analysis for overall detection of any 
PCa showed age (odd ratio, OR, 1.035, 95% confidence 
interval, CI 1.020–1.051, p = 0.001), DRE (OR 2.036, 
95% CI 1.581–2.621, p = 0.001), PSA (OR 1.080, 95% 
CI 1.047–1.113, p = 0.001), PVol (OR 0.981, 95% CI 
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0.977–0.986, p = 0.001), and PVR (OR 0.996, 95% CI 
0.993–0.998, p = 0.001) as independent predictors of PCa 
(Table 2).

The discrimination of the nomogram for PCa was 0.70 
based on ROC curve analysis (Fig. 1a). The calibration of 

the nomogram was excellent (p = 0.94) and the nomogram 
presented a net benefit in the 40–80% range of probabili-
ties (Fig. 2a). In a second multivariable model, age (OR 
1.058, 95% CI 1.036–1.080, p = 0.001), PSA (OR 1.112, 
95% CI 1.064–1.162, p = 0.001), PVol (OR 0.993, 95% 

Table 1  Patient characteristics

Data are presented as mean ± DS (median; IQR)
BMI body mass index, IPSS International Prostate Symptom Score, GS Gleason Score, PSA prostate-specific antigen, TRUS transrectal ultra-
sound, DRE digital rectal examination

Overall No cancer Cancer p value Low grade
(GS 6)

High grade
(GS > 7)

p value

Patients 1377 560/1377 (41%) 816/1377 (59%) 242/814 (30%) 574/816 (70%)
Age (years) 66 (61/72) 65 (59/70) 67 (62/72) 0.001 65 (60/69) 68 (63/73) 0.001
PSA (ng/ml) 6.0 (5.0/9.0) 6.0 (4.0/8.0) 6.0 (5.0/9.0) 0.001 6 (4/8) 7 (5/10) 0.001
TRUS volume (ml) 45 (37/64) 52 (40/74) 44 (35/56) 0.001 45 (39/56) 42 (33/56) 0.001
Qmax 13.1 (10/16.3) 13.2 (9.8/16.2) 13 (10/16.3) 0.402 13.2 (10.1/16) 13.3 (10.4/16.4) 0.324
PVR 30 (0/52) 30 (0/58) 25 (0/50) 0.005 30 (0/58) 30 (0/50) 0.001
DRE 476/1377 (35%) 123/560 (23%) 346/816 (42%) 0.001 74/242 (30%) 346/816 (42%) 0.001

Table 2  Multivariable analysis for predicting prostate cancer and clinically significant prostate cancer

Prostate cancer prediction Clinically significant prostate cancer prediction

Univariate
OR

p Multivariate
OR

p Univariate
OR

p Multivariate
OR

p

Age (years) 1.033 (1.019–1.048) 0.001 1.033 (1.008–1.058) 0.001 1.058 (1.036–1.080) 0.001 1.051 (1.034–1.067) 0.001
PSA (ng/ml) 1.053 (1.026–1.080) 0.001 1.080 (1.047–1.113) 0.001 1.112 (1.064–1.162) 0.001 1.113 (1.080–1.148) 0.001
TRUS volume (ml) 0.980 (0.979–0.988) 0.001 0.981 (0.977–0.986) 0.001 0.993 (0.987–0.999) 0.032 0.980 (0.975–0.985) 0.001
Qmax 1.009 (0.992–1.027) 0.306 1.120 (0,990–1.045 0.407
PVR 0.996 (0.994–0.998) 0.001 0.996 (0.993–0.998) 0.001 0.998 (0.996–1.000) 0.073 0.998 (0.995–1.00) 0.079
DRE 2.435 (1.915–3.097) 0.001 2.036 (1.581–2.621 0.001 2.645 (2.105–3.323) 0.001 2.156 (1.690–2.752 0.001

Fig. 1  Receiver operator characteristics (ROC) curves and calibration plots for the Cormio nomogram in the prediction of cancer and clinically 
significant cancer
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CI 0.987–0.999, p = 0.03), and DRE (OR 2.645, 95% CI 
2.105–3.323, p = 0.001) were independent predictors of 
clinically significant PCa (defined as ISUP grade group > 1, 
versus either no PCa or ISUP grade group = 1). Discrimina-
tion of the nomogram for clinically significant PCa was 0.73 
according to the ROC curve analysis (Fig. 1b). Calibration 
of the nomogram was poor (p = 0.001) and the nomogram 
presented a net benefit in the 25–75% range of probabilities 
(Table 2, Fig. 2b).

Discussion

The 2019 update of the European Association of Urology 
guidelines for PCa underlines the importance of offering an 
individualized risk-adapted strategy for the early diagnosis 
of PCa. Moreover, it stresses the importance of patient par-
ticipation into the decision-making process when a PBx is 
suggested [1, 13]. As such, the indication to PBx based on 
PSA cutoff values can be modified using clinical variables 
such as the PSA at PBx, the PSA velocity, the PSA ratio, 
other serum kallikreins, the PVol, and other predictors such 
as age, family history of PCa, and race alone or in combina-
tion within multivariate risk prediction tools, as previously 
described [14–18]. Cormio et al. recently found that the 
inclusion of the BPO-related variables (such as PVol and 
PVR) into a “standard” nomogram based on age, PSA and 
DRE increases the predictability of PCa in the setting of 
the first PBx (+ 16% for all prostate cancers versus + 9% for 
clinically significant PCa) [10]. Their effort ideally aimed to 
avoid the use of other more expensive, complex, not widely 
available examinations. As such, the authors underlined that 
the proposed nomogram was built on reliable clinical param-
eters that are routinely included in the first-line evaluation 

of the aging male with lower urinary tract symptoms and/or 
increased PSA levels.

Actually, a validated predictive tool where a lot of pro-
spective work has been done already suggested the inclu-
sion of BPO-related variables into models for predicting the 
likelihood of diagnosing PCa at PBx. Namely, the Euro-
pean Randomized Study for Screening of Prostate Cancer 
(ERSPC) is a well-known PCa risk calculator [19–22]. The 
ERSPC is based on three variables (PSA, PVol, and DRE): 
the importance of PVol as a predictor for the biopsy out-
come is stressed in the ERSPC model. As such, in one of 
the original papers about the topic, an interesting example is 
reported [19]: a PSA of 6 ng/ml that would be undoubtedly 
considered elevated, especially if paired with an additional 
suspicious finding at trans-rectal prostate ultrasonography, 
is compensated by a large PVol (100 cm3). The probability 
of diagnosing PCa at PBx would be lowered to roughly 10%. 
Had the prostate been average around 40 cm3, the estimated 
probability of having PCa detected would be equal to 40% 
instead.

In the present study, we confirmed the reliability of the 
Cormio nomogram through an external validation based on 
a multi-institutional cohort of patients with suspected PCa 
who underwent PBx. The inverse relationship between two 
proxies of intra-prostatic inflammation, such as increased 
PVol and PVR, and the risk of being diagnosed with PCa 
was corroborated as well, in agreement with previous reports 
[23, 24]. Indeed, prostatic inflammation seems to be associ-
ated with benign prostatic hyperplasia rather than PCa [25].

The reader could argue against the high PCa detection 
rate reported herein. It could potentially affect the calibra-
tion of the model from a statistical point of view (the model 
would overestimate the probability of being diagnosed with 
PCa, thus requiring the intercept to be modified). However, 

Fig. 2  Decision curve analyses demonstrating the net benefit associ-
ated with the use of the Cormio nomogram for the detection of cancer 
and clinically significant cancer. Decision curve analysis is a method 

for evaluating and comparing prediction models that incorporate clin-
ical consequences
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the model showed an excellent calibration for PCa in the 
subset of patients analyzed herein. We therefore believed 
it would have been useless to recalibrate it. Moreover, in 
the recent Cochrane review by Drost et al. out of 5219 PBx 
naïve men pooled from 20 available studies, 53% (95% CI 
49–58%) were diagnosed with any PCa that was not sig-
nificantly different compared to the 59% detected within the 
present study [26].

Nevertheless, it might be useful to rule out all patients 
who had positive MRI and perform a re-validation analy-
sis on the subgroup of patients who had negative MRI or 
remained unexamined. As such, the calibration was poor 
when considering patient prediction of clinically signifi-
cant PCa. Notwithstanding these considerations, a recent 
prospective, multicenter, comparative effectiveness study 
including 626 patients showed that in biopsy-naïve men, the 
MRI pathway compared with the standard pathway resulted 
in an identical detection rate of clinically significant PCa (as 
defined in the present study), with significantly lower rate 
of indolent PCa cases [27]. Conversely, there is high-quality 
evidence showing that MRI in biopsy-naïve men could lower 
the number of PBx and reduce the overdiagnoses of clini-
cally non-significant PCa [28].

We acknowledge the limitations of the study. (1) The 
data were collected from multi-institutional experiences, 
and we were unable to control for different nuances in the 
setting of PBx. Of course, the multi-institutional nature of 
the cohort could be seen as a major limitation; however, 
to evaluate the accuracy and generalizability of prognostic 
models, the heterogeneity of baseline characteristics, rather 
than homogeneity, is advisable and desirable. In other terms, 
the presence of differences among the centres increase the 
value of the study findings including generalizability. (2) 
The lack of central pathology review might represent another 
weakness. However, even if the central pathology review 
ideally increases validity by minimizing the interobserver 
variability, it is useless, from a clinical viewpoint, since vari-
ability is common in clinical practice. (3) The AUC was not 
impressively high, but still acceptable. Instead, the decision 
curve analysis demonstrated the net benefit associated with 
the use of the model-derived probability for predicting PCa. 
(4) The Cormio nomogram was not compared with other 
well-known and widely used predictive models [19, 29]. It 
will be the goal of future study to compare the performance 
in predicting PCa among the mentioned models.

Notwithstanding these limitations, the present report 
confirmed the reliability of the cheap, user-friendly Cormio 
nomogram, in assessing the risk of PCa in a biopsy-naïve 
man undergoing the first PBx. In the near future, the adop-
tion of such nomogram could be included in the diagnostic 
flowchart of men with elevated PSA and/or abnormal DRE: 
as we definitely enter the prostate MRI era, ideally, when 
PBx is indicated, a prostate MRI could be subsequently 

performed in higher risk patients to indicate an eventual 
targeted PBx to be combined.

Conclusions

The present study better defines the general applicability 
of Cormio’s nomogram for the risk of diagnosing PCa and 
clinically significant PCa in patients suspected of PCa under-
going the first PBx. Our data suggested that the Cormio 
nomogram could be a reliable and cheap tool helping the 
clinicians in the patient’s counseling before PBx. Only the 
implementation of this nomogram in daily practice would 
better define its true role.

Acknowledgements This research did not receive any specific grant 
from funding agencies in the public, commercial, or not-for-profit 
sectors.

Author contributions Protocol/project development: LC. Data collec-
tion or management: AM, FS, GM, PB, MV, GB, PC, FM, MF, LS, 
AC, MB, AP, AP, YAS, MG, GN, RR, NT, GM, GP. Data analysis: 
CDN, RL. Manuscript writing/editing: RB, LC. Manuscript overview: 
AT, AA.

Compliance with ethical standards 

Conflict of interest The authors declare that they have no conflict of 
interest.

Research involving human participants The study was approved by 
the institutional research ethics committee and performed in accord-
ance with the ethical standards as laid down in the 1964 Declaration 
of Helsinki and its later amendments.

Informed consent Informed consent was obtained from all individual 
participants included in the study.

References

 1. EAU guidelines: prostate cancer (2019). https ://urowe b.org/guide 
line/prost ate-cance r/#5. Accessed 17 Aug 2019

 2. Serag H, Banerjee S, Saeb-Parsy K, Irving S, Wright K, Stearn 
S et al (2012) Risk profiles of prostate cancers identified from 
UK primary care using national referral guidelines. Br J Cancer 
106:436–439. https ://doi.org/10.1038/bjc.2011.596

 3. Bokhorst LP, Zhu X, Bul M, Bangma CH, Schröder FH, Roo-
bol MJ (2012) Positive predictive value of prostate biopsy indi-
cated by prostate-specific-antigen-based prostate cancer screen-
ing: trends over time in a European randomized trial. BJU Int 
110:1654–1660. https ://doi.org/10.1111/j.1464-410X.2012.11481 
.x

 4. Louie KS, Seigneurin A, Cathcart P, Sasieni P (2015) Do pros-
tate cancer risk models improve the predictive accuracy of PSA 
screening? A meta-analysis. Ann Oncol 26:848–864. https ://doi.
org/10.1093/annon c/mdu52 5

 5. Vedder MM, Bekker-Grob EW, Lilja HG, Vickers AJ, Leend-
ers GJ, Steyerberg EW, Roobol MJ (2014) The added value of 
percentage of free to total prostate-specific antigen, PCA3, and a 

Author's personal copy

https://uroweb.org/guideline/prostate-cancer/#5
https://uroweb.org/guideline/prostate-cancer/#5
https://doi.org/10.1038/bjc.2011.596
https://doi.org/10.1111/j.1464-410X.2012.11481.x
https://doi.org/10.1111/j.1464-410X.2012.11481.x
https://doi.org/10.1093/annonc/mdu525
https://doi.org/10.1093/annonc/mdu525


 World Journal of Urology

1 3

kallikrein panel to the ERSPC risk calculator for prostate cancer 
in prescreened men. Eur Urol 66(6):1109–1115

 6. Leyten GH, Hessels D, Jannink SA et al (2014) Prospective mul-
ticentre evaluation of PCA3 and TMPRSS2-ERG gene fusions as 
diagnostic and prognostic urinary biomarkers for prostate cancer. 
Eur Urol 65(3):534–542

 7. Boegemann M, Stephan C, Cammann H, Vincendeau S, Houlgatte 
A, Jung K, Blanchet JS, Semjonow A (2016) The percentage of 
prostate-specific antigen (PSA) isoform [-2]proPSA and the Pros-
tate Health Index improve the diagnostic accuracy for clinically 
relevant prostate cancer at initial and repeat biopsy compared with 
total PSA and percentage free PSA in men aged %3c/=65 years. 
BJU Int 117(1):72–79. https ://doi.org/10.1111/bju.13139 (Epub 
2015 May 24)

 8. Bryant RJ, Sjoberg DD, Vickers AJ, Robinson MC, Kumar R, 
Marsden L, Davis M, Scardino PT, Donovan J, Neal DE, Lilja 
H, Hamdy FC (2015) Predicting high-grade cancer at ten-core 
prostate biopsy using four kallikrein markers measured in blood 
in the ProtecT study. J Natl Cancer Inst. https ://doi.org/10.1093/
jnci/djv09 5

 9. Falagario UG, Martini A, Wajswol E et al (2019) Avoiding unnec-
essary magnetic resonance imaging (MRI) and biopsies: nega-
tive and positive predictive value of MRI according to prostate-
specific antigen density, 4Kscore and risk calculators. Eur Urol 
Oncol. https ://doi.org/10.1016/j.euo.2019.08.015(Epub ahead of 
print)

 10. Cormio L, Cindolo L, Troiano F et al (2018) Development and 
internal validation of novel nomograms based on benign pros-
tatic obstruction-related parameters to predict the risk of pros-
tate cancer at first prostate biopsy. Front Oncol 8:438. https ://doi.
org/10.3389/fonc.2018.00438 (eCollection 2018)

 11. Epstein JI, Egevad L, Amin MB, Delahunt B, Srigley JR, Hum-
phrey PA et al (2016) The 2014 international society of urological 
pathology (ISUP) consensus conference on gleason grading of 
prostatic carcinoma: definition of grading patterns and proposal 
for a new grading system. Am J Surg Pathol 40:244–252. https ://
doi.org/10.1097/PAS.00000 00000 00053 0

 12. Antonelli A, Fugini AV, Tardanico R, Giovanessi L, Zambolin T, 
Simeone C (2014) The percentage of core involved by cancer is 
the best predictor of insignificant prostate cancer, according to an 
updated definition (tumor volume up to 2.5 cm3): analysis of a 
cohort of 210 consecutive patients with low-risk disease. Urology 
83(1):28–32

 13. Autorino R, De Sio M, Di Lorenzo G et al (2005) How to decrease 
pain during transrectal ultrasound guided prostate biopsy: a look 
at the literature. J Urol 174(6):2091–2097

 14. Azevedo N, Verbeek JFM, Nieboer D, Bangma CH, Roobol MJ 
(2018) Head-to-head comparison of prostate cáncer risk calcula-
tors predicting biopsy outcome. Transl Androl Urol 7(1):18–26. 
https ://doi.org/10.21037 /tau.2017.12.21

 15. Schoots IG, Padhani AR (2019) Personalizing prostate cancer 
diagnosis with multivariate risk prediction tools: how should pros-
tate MRI be incorporated? World J Urol. https ://doi.org/10.1007/
s0034 5-019-02899 -0(Epub ahead of print)

 16. Cormio L, Lucarelli G, Selvaggio O et al (2016) Absence of blad-
der outlet obstruction is an independent risk factor for prostate 
cancer in men undergoing prostate biopsy. Medicine (Baltimore) 
95(7):e2551

 17. Cormio L, Lucarelli G, Netti GS et al (2015) Post-void residual 
urinary volume is an independent predictor of biopsy results in 
men at risk for prostate cancer. Anticancer Res 35(4):2175–2182

 18. Cicione A, Cormio L, Cantiello F et al (2017) Presence and sever-
ity of lower urinary tract symptoms are inversely correlated with 
the risk of prostate cancer on prostate biopsy. Minerva Urol Nefrol 
69(5):486–492

 19. Kranse R, Roobol M, Schroder FH (2008) A graphical device to 
represent the outcomes of a logistic regression analysis. Prostate 
68:1674–1680

 20. Dong F, Kattan MW, Steyerberg EW et al (2008) Validation of 
pretreatment nomograms for predicting indolent prostate cancer: 
efficacy in contemporary urological practice. J Urol 180(1):150–
154. https ://doi.org/10.1016/j.juro.2008.03.053(discussion 154, 
Epub 2008 May 15)

 21. Roobol MJ, Schröder FH, Hugosson J et al (2012) Importance of 
prostate volume in the European Randomised Study of Screening 
for Prostate Cancer (ERSPC) risk calculators: results from the 
prostate biopsy collaborative group. World J Urol 30(2):149–155. 
https ://doi.org/10.1007/s0034 5-011-0804-y(Epub 2011 Dec 28)

 22. Rove KO, Crawford ED (2012) Randomized controlled screening 
trials for prostate cancer using prostate-specific antigen: a tale of 
contrasts. World J Urol 30(2):137–142. https ://doi.org/10.1007/
s0034 5-011-0799-4(Epub 2011 Nov 25)

 23. Moreira DM, Freitas ODM, Nickel JC, Andriole GL, Castro-San-
tamaria R, Freedland SJ (2017) The combination of histological 
prostate atrophy and inflammation is associated with lower risk 
of prostate cancer in biopsy specimens. Prostate Cancer Prostatic 
Dis 20:413–417. https ://doi.org/10.1038/pcan.2017.30

 24. De Nunzio C, Kramer G, Marberger M, Montironi R, Nelson W, 
Schröder F et al (2011) The controversial relationship between 
benign prostatic hyperplasia and prostate cancer: the role of 
inflammation. Eur Urol 60:106–117. https ://doi.org/10.1016/j.
eurur o.2011.03.055

 25. Falagario U, Selvaggio O, Carrieri G et al (2018) Prostatic inflam-
mation is associated with benign prostatic hyperplasia rather than 
prostate cancer. J Gerontol Geriatr 2018(4):178–182

 26. Drost FH, Osses DF, Nieboer D et al (2019) Prostate MRI, with or 
without MRI-targeted biopsy, and systematic biopsy for detecting 
prostate cancer. Cochrane Database Syst Rev 4:CD012663. https 
://doi.org/10.1002/14651 858.CD012 663.pub2

 27. van der Leest M, Cornel E, Israël B et al (2019) Head-to-head 
comparison of transrectal ultrasound-guided prostate biopsy ver-
sus multiparametric prostate resonance imaging with subsequent 
magnetic resonance-guided biopsy in biopsy-naïve men with ele-
vated prostate-specific antigen: a large prospective multicenter 
clinical study. Eur Urol 75(4):570–578. https ://doi.org/10.1016/j.
eurur o.2018.11.023(Epub 2018 Nov 23)

 28. Padhani AR, Barentsz J, Villeirs G et al (2019) PI-RADS Steer-
ing Committee: the PI-RADS multiparametric MRI and MRI-
directed biopsy pathway. Radiology 292(2):464–474. https ://doi.
org/10.1148/radio l.20191 82946  (Epub 2019 Jun 11)

 29. Thompson IM, Ankerst DP, Chi C et al (2006) Assessing prostate 
cancer risk: results from the prostate cancer prevention trial. J Natl 
Cancer Inst 98:529–534

Publisher’s Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Author's personal copy

https://doi.org/10.1111/bju.13139
https://doi.org/10.1093/jnci/djv095
https://doi.org/10.1093/jnci/djv095
https://doi.org/10.1016/j.euo.2019.08.015
https://doi.org/10.3389/fonc.2018.00438
https://doi.org/10.3389/fonc.2018.00438
https://doi.org/10.1097/PAS.0000000000000530
https://doi.org/10.1097/PAS.0000000000000530
https://doi.org/10.21037/tau.2017.12.21
https://doi.org/10.1007/s00345-019-02899-0
https://doi.org/10.1007/s00345-019-02899-0
https://doi.org/10.1016/j.juro.2008.03.053
https://doi.org/10.1007/s00345-011-0804-y
https://doi.org/10.1007/s00345-011-0799-4
https://doi.org/10.1007/s00345-011-0799-4
https://doi.org/10.1038/pcan.2017.30
https://doi.org/10.1016/j.eururo.2011.03.055
https://doi.org/10.1016/j.eururo.2011.03.055
https://doi.org/10.1002/14651858.CD012663.pub2
https://doi.org/10.1002/14651858.CD012663.pub2
https://doi.org/10.1016/j.eururo.2018.11.023
https://doi.org/10.1016/j.eururo.2018.11.023
https://doi.org/10.1148/radiol.2019182946
https://doi.org/10.1148/radiol.2019182946


World Journal of Urology 

1 3

Affiliations

Luca Cindolo1 · Riccardo Bertolo2  · Andrea Minervini3 · Francesco Sessa3 · Gianluca Muto3 · Pierluigi Bove2 · 
Matteo Vittori2 · Giorgio Bozzini4 · Pietro Castellan5 · Filippo Mugavero6 · Mario Falsaperla6 · Luigi Schips5 · 
Antonio Celia7 · Maida Bada7 · Angelo Porreca8 · Antonio Pastore9 · Yazan Al Salhi9 · Marco Giampaoli8 · 
Giovanni Novella10 · Riccardo Rizzetto10 · Nicoló Trabacchin10 · Guglielmo Mantica11 · Giovannalberto Pini11 · 
Riccardo Lombardo12 · Andrea Tubaro12 · Alessandro Antonelli10 · Cosimo De Nunzio12

1 Urology Department, “Villa Stuart” Private Hospital, Via 
Trionfale, 5952-00136 Rome, Italy

2 Urology Department, “San Carlo di Nancy” Hospital, Rome, 
Italy

3 Department of Urology, Azienda Ospedaliera Careggi, 
Universitá di Firenze, Florence, Italy

4 UOC Urologia ASST Valle Olona, Busto Arsizio, Italy
5 Department of Urology, SS. Annunziata Hospital, Chieti, 

Italy
6 U.O.C. Urologia Ospedale Vittorio Emanuele, Catania, Italy
7 Department of Urology, San Bassiano Hospital, 

Bassano del Grappa, Italy

8 Department of Robotic Urological Surgery, Abano Terme 
Hospital, Abano Terme, Italy

9 Urology Unit, Department of Medico-Surgical Sciences 
and Biotechnologies, Sapienza University of Rome, Latina, 
Italy

10 Urologic Clinic, University Hospital, Ospedale Policlinico, 
Azienda Ospedaliera Universitaria Integrata, Verona, Italy

11 Urologia Ospedale San Raffaele Turro, Milano, Italy
12 Department of Urology, Ospedale Sant’Andrea-Universitá di 

Roma “Sapienza”, Rome, Italy

Author's personal copy

http://orcid.org/0000-0003-0260-4601

	External validation of Cormio nomogram for predicting all prostate cancers and clinically significant prostate cancers
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Materials and methods
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements 
	References


