together and how we might continue to improve the manage-
ment of men with prostate cancer.
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The ascendance of prostate magnetic resonance imaging (MRI)
coincided with a popular reckoning about years of overdiagnosis
and overtreatment of low-grade prostate cancer.' Prostate MRI
has been heralded as a solution to improve accuracy when diag-
nosing and staging prostate cancer with 2 primary advantages: (1)
detecting occult, high-grade cancer in men who would otherwise
be missed, allowing timely treatment, and (2) ruling out aggressive
disease in men with ostensibly low-risk cancers allowing greater
confidence in avoiding treatment. Studies supporting the perfor-
mance of prostate MRI in identifying clinically significant cancers
have been performed under best-case circumstances—Ilargely in
high-volume centers of imaging excellence, and by experts using
state-of-the-art equipment.” Therefore, it is important to begin to
evaluate the assumption that MRI will lead to better clinical out-
comes in the “real world.”

In this context we appreciate the thoughtful editorial address-
ing our study which examined the association of prostate MRI
and initial management among Medicare beneficiaries with low-
risk prostate cancer in Surveillance, Epidemiology, and End
Results. We found that men who received prostate MRI in the
period surrounding their diagnosis were more likely to be initially
observed for their disease. As well-stated by the author(s), there
are several alternative explanations that are important to consider
in the study period where prostate MRI was in its infancy. As a
methodological point, we first wish to clarify that patients in this
study were included on the basis of a new diagnosis of prostate
cancer, limiting the possibility that MRI was undertaken in the
setting of prior active surveillance. Nonetheless, it is possible that

106

physicians who used MRI in the early period were more likely to
recommend observation as management, particularly in light of
known associations of academic institutions and observation for
low-risk cancers.” Further, we agree with the commentary that
administrative claims lack clinical granularity, limiting our under-
standing of how MRI data was used when making decisions. For
these reasons, we took care to not assert a causal relationship
between prostate MRI and observation.

Notwithstanding the possibility that the use of prostate MRI is
explained by provider-level variation in the use of observational
management or other confounders, there are several notable find-
ings from our study.” If a causal association is validated in other
studies, the utility of MRI in the management of localized prostate
cancer will further support its use. In addition, we found regional,
racial, and socioeconomic differences in the use of prostate MRI.
In light of recent data showing the growing use of MRI in the
contemporary period, there is a timely need to determine how
new technologies affect entrenched disparities in prostate cancer
care and outcome.” Continued expansion of prostate MRI into
routine care is likely. Anticipating such changes in the use of
MRI and other tools, we fully agree that additional study is
needed to understand the benefit of these innovations once put
into practice.

Michael S. Leapman, MD, Rong Wang, PhD, Henry S.
Park, MD, MPH, James B. Yu, MD, MHS, Jeffrey C.
Weinreb, MD, Cary P. Gross, MD, Xiaomei Ma, PhD,
Department of Urology, Yale School of Medicine, New
Haven, CT; Yale Cancer Outcomes, Public Policy, and
Effectiveness Research Center, New Haven, CT;
Department of Chronic Disease Epidemiology, Yale School
of Public Health, New Haven, CT; Department of
Therapeutic Radiology, Yale School of Medicine, New
Haven, CT; Department of Radiology and Biomedical
Imaging, Yale School of Medicine, New Haven, CT;
Department of Internal Medicine, Yale School of Medicine,
New Haven, CT

References

1. Bhindi B, Mamdani M, Kulkarni GS, et al. Impact of the U.S. Pre-
ventive Services Task Force recommendations against prostate spe-
cific antigen screening on prostate biopsy and cancer detection rates.
J Urol. 2015;193:1519-1524.

2. Siddiqui MM, Rais-Bahrami S, Turkbey B, et al. Comparison of MR/
ultrasound fusion-guided biopsy with ultrasound-guided biopsy for the
diagnosis of prostate cancer. JAMA. 2015;313:390-397.

3. Lester-Coll NH, Park HS, Rutter CE, et al. The association
between evaluation at academic centers and the likelihood of
expectant management in low-risk prostate cancer. Urology.
2016;96:128-135.

4. Tyson MD, Graves AJ, O'Neil B, et al. Urologist-level correlation in
the use of observation for low- and high-risk prostate cancer. JAMA
Surg. 2017;152:27-34.

5. Liu W, Patil D, Howard DH, et al. Adoption of prebiopsy magnetic
resonance imaging for men undergoing prostate biopsy in the United

States. Urology. 2018;117:57-63.

https://doi.org/10.1016/j.urology.2018.07.043
UROLOGY 124: 106, 2019. Published by Elsevier Inc.

UROLOGY 124, 2019


http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0001
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0001
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0001
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0002
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0002
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0002
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0002
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0003
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0003
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0003
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0003
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0004
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0004
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0004
https://doi.org/10.1016/j.urology.2018.07.042
http://crossmark.crossref.org/dialog/?doi=10.1016/j.urology.2018.07.043&domain=pdf
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0001
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0001
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0001
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0001
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0002
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0002
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0002
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0003
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0003
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0003
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0003
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0004
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0004
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0004
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0005
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0005
http://refhub.elsevier.com/S0090-4295(18)30815-X/sbref0005
https://doi.org/10.1016/j.urology.2018.07.043

	Outline placeholder
	References

	AUTHOR REPLY
	References


