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BACKGROUND: Patient outcomes were assessed based on a pre-biopsy ExoDx Prostate (EPI) score at 2.5 years of the 5-year follow-
up of ongoing prostate biopsy Decision Impact Trial of the ExoDx Prostate (IntelliScore).
METHODS: Prospective, blinded, randomized, multisite clinical utility study was conducted from June 2017 to May 2018
(NCT03235687). Urine samples were collected from 1049 men (≥50 years old) with a PSA 2–10 ng/mL being considered for a
prostate biopsy. Patients were randomized to EPI vs. standard of care (SOC). All had an EPI test, but only EPI arm received results
during biopsy decision process. Clinical outcomes, time to biopsy and pathology were assessed among low (<15.6) or high (≥15.6)
EPI scores.
RESULTS: At 2.5 years, 833 patients had follow-up data. In the EPI arm, biopsy rates remained lower for low-risk EPI scores than high-
risk EPI scores (44.6% vs 79.0%, p < 0.001), whereas biopsy rates were identical in SOC arm regardless of EPI score (59.6% vs 58.8%,
p= 0.99). Also in the EPI arm, the average time from EPI testing to first biopsy was longer for low-risk EPI scores compared to high-risk
EPI scores (216 vs. 69 days; p < 0.001). Similarly, the time to first biopsy was longer with EPI low-risk scores in EPI arm compared to EPI
low-risk scores in SOC arm (216 vs 80 days; p < 0.001). At 2.5 years, patients with low-risk EPI scores from both arms had less HGPC than
high-risk EPI score patients (7.9% vs 26.8%, p < 0.001) and the EPI arm found 21.8% more HGPC than the SOC arm.
CONCLUSIONS: This follow-up analysis captures subsequent biopsy outcomes and demonstrates that men receiving EPI low-risk
scores (<15.6) significantly defer the time to first biopsy and remain at a very low pathologic risk by 2.5-years after the initial study. The
EPI test risk stratification identified low-risk patients that were not found with the SOC.
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INTRODUCTION
PSA screening allows for early detection of tumors but is very non-
specific and elevated PSAs are often the result of benign prostatic
hyperplasia (BPH). Additionally, PSA testing enables a higher
detection rate of indolent tumors, as the PSA test is not able to
discriminate high-grade PC (HGPC) [1, 2]. Due to the non-specific
nature of PSA testing, screening recommendations have ranged
from avoiding screening altogether, to promoting age-specific
and decision-based PSA testing for patients aged 55–69 [3].
The ExoDx Prostate, EPI test, is a urine exosome gene expression

assay that does not require a pre-collection digital rectal exam
(DRE) to make informed prostate biopsy decisions. The EPI test
performance has been extensively studied previously [4–8] and
has a negative predictive value (NPV) of 91% for ≥GG2 and 97%
for ≥GG3 [8]. EPI does not include any clinical/standard-of-care
features, and is a standalone test that provides a risk stratification/
assessment score to discriminate between no cancer/low-grade
PC (Gleason Grade Group 1 [GG1], EPI ≤ 15.6) and HGPC (≥GG2,
EPI > 15.6) [8]. The EPI test has been included in the National
Comprehensive Cancer Network guidelines for Prostate Cancer
Early Detection since 2019 [9]. Previously, we partnered with a

major healthcare insurer to execute a unique, prospective,
randomized, blinded, two-armed clinical utility study to determine
the impact of the EPI test on the biopsy decision-making process
between patients and urologists [4]. The utility study found that in
the blinded control arm, many high-risk patients still opted out of
doing the recommended biopsy, and doctors that had access to
the EPI result found 30% more HGPC compared to the blinded
arm using standard of care methods. Patients with a low-risk score
deferred their biopsies and the control arm showed that these
low-risk men that can defer a biopsy were not identified with SOC.
Here, we present a retrospective qualitative electronic medical
record (EMR) chart review of the results for patients at 2.5 years of
the 5-year follow-up plan. We compare subsequent biopsies and
associated pathology in EPI high- vs EPI low-risk men over time as
well as how EPI results impact time to biopsy.

MATERIALS AND METHODS
Study population
Briefly, a prospective, blinded, randomized, multicenter clinical utility study
from June 2017 to May 2018 (Decision Impact Trial of the ExoDx Prostate
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(IntelliScore), NCT03235687) evaluated the shared decision impact of the
EPI test. This study was approved by the Institutional Review Board at
Western IRB (#20171107) and conforms to the principles outlined in the
Declaration of Helsinki. Inclusion criteria required that patients be men
aged ≥50, with PSA 2–10 ng/mL, and without clinical history of prior biopsy
scheduled for an initial prostate biopsy.7 Patients with a recent (<6 months)
history of invasive treatment for benign prostatic disease or taking
medications affecting PSA levels within 6 months were excluded. All
eligible participants provided written and informed consent. Once
enrolled, patients provided a urine sample and had an EPI test, and were
subsequently randomized into two groups: those who would receive the
EPI result as part of their biopsy decision process (EPI), and those who
would not, and would instead receive “standard of care” (SOC) treatment
including PSA, patient age, family history, DRE results, PSA density, % free
PSA, nomograms, mpMRI (22%) and potentially other commercially
available biomarker tests. In this study, patients returned to routine
standard of care after enrollment in the clinical utility trial, and a
retrospective outcome analysis was conducted 2.5 years after study
initiation as part of a planned five-year follow up. Follow-up parameters
including biopsy pathology outcomes were analyzed from the single
baseline EPI result obtained in the original clinical utility trial.

Statistical analysis
Statistical differences in clinical and demographic categorical variables (e.g.
race) impacting on the biopsy decision process were estimated with a
Pearson’s chi-squared test. Continuous variables (e.g. age, PSA) were tested
for normality using the Shapiro–Wilk test. Parametric distributions of two
variables were compared using a Welch’s two-sample t-test, and
comparison of more than two normally distributed variables were
compared using one-way ANOVA. Non-parametric distributions of more
than two variables were compared using a Kruskal–Wallis rank-sum test,
followed by Dunn’s test for multiple pairwise comparison using Benjamini-
Hochberg adjustment for the p-value. All comparisons of counts between
groups were assessed using Pearson’s Chi-squared goodness of fit test. The
p-value threshold for significance for all statistical tests was set to p < 0.05.
All statistical analyses and plots were generated using R version 4.0.3.

RESULTS
Of the original cohort of 1094 patients in the clinical utility trial,
complete data and usable samples were available for 942 patients,
and 833 of those patients had complete follow-up data at 2.5
years (Fig. 1, Table 1). The patient demographics were 68.7%
Caucasian, 22.3% African American, 2.8% Asian and 1.8% Hispanic.
Most patients had a non-suspicious DRE (86.7%), and no family
history of PC (84.5%). As defined by the inclusion criteria, patients
in each arm had equivocal PSA values with a median of 5.04
(range 2.0–10.0, Table 1). Results were analyzed in two ways: (1)
Clinical pathology outcomes were assessed in the two arms,
where the randomized control arm did not receive the EPI result
back and had to rely only on standard of care; and (2) Biopsy
deferrals, as well as time to biopsy were compared between study
arms for cases with low- or high-risk EPI scores.

2.5-year clinical outcomes
Biopsy Rates. Both study arms, EPI arm (N= 411) and the SOC arm
(N= 422) included a total of 833 patients, of which 177 had low-risk
EPI scores and 656 had high-risk EPI scores. Out of all patients, 34.6%
(N= 288/833) did not have a prostate biopsy (Table 2, Fig. 1),
51.3% (N= 427/833) had pathology data from a single biopsy,
13.4% (N= 112/833) had two biopsies, and 0.7% (N= 6/833) had
three biopsies over the course of the 2.5-year follow-up. The MRI
utilization, 22% of men (N= 183/833), reflected the MRI use within
Chesapeake Urology during the study period [4].
The average time from EPI testing to the first biopsy was

significantly longer in the low-risk EPI arm (216 days), compared to
EPI high-risk (68.7 days; p < 0.001) and when compared to the low-
risk EPI patients in the SOC arm (79.4 days; p < 0.001). These low-risk
patients could not be identified by standard of care and they
received a biopsy despite their lower HGPC risk, whereas they were
identified and deferred in patients that received the EPI score.

Conclusions on time to second or third biopsies could not be drawn
due to few events. When comparing EPI results by study arm, we
observed that in the EPI arm, low-risk patients were much less likely
to have biopsies than high-risk patients (44.6% vs 79.0%, p < 0.001;
Fig. 2A), whereas in the SOC arm, the choice to defer was
independent of EPI and therefore, not different between low-risk
and high-risk EPI scores (59.6% vs 58.8%, p= 0.99; Fig. 2A). While
patients had more biopsies over time, this trend was similar to that
observed in the utility study with fewer biopsies in the EPI arm for
low-risk patients (25.8% vs 65.8%, p < 0.001; Fig. 2A), whereas the
rates of low- and high-risk EPI were similar in the SOC arm (39.3% vs
39.2%, p= 0.994; Fig. 2A). The reduction of biopsies in patients with
low-risk EPI scores in the EPI arm compared to the SOC arm is also
notable (44.6% vs 59.6%, p < 0.04617). The identical biopsy rates in
the SOC arm among the low-risk EPI and high-risk EPI results
highlights that EPI provides independent information allowing low-
risk patients to be identified which was not possible by SOC factors.

Biopsy outcomes. The EPI arm received a single EPI test prior to
the biopsy decision and the SOC arm received standard of care
that could include other testing. At the end of the utility study, the
EPI arm had found 30% more HGPC than the control arm. The low-
risk patients that could defer a biopsy were not identified with the
SOC parameters, as evaluated by the blinded EPI scores in the SOC
arm (equal biopsy rate among high- and low-risk EPI in the
blinded control arm). There was initially a high deferral rate of the
biopsy in the SOC arm (60.7%), but it was equally distributed
across EPI high- and low-risk patients and led to missing more
HGPC in the SOC arm compared to the EPI arm. The additional
biopsies performed over the next 2.5 years found additional
cancer in both arms, but the EPI arm still found 21.8% more HGPC
(≥GG2) than in the SOC arm (106 vs 87 HGPC). The biopsy deferral
rate decreased in the SOC arm from 60.3% to 41%, and the
deferral was again equally distributed across the high and low EPI
scores (blinded to the urologist), indicating that EPI provides a
unique value and SOC could not stratify the low- vs high-risk
patients. In contrast, the biopsy deferral in the EPI arm 2.5 years
later was still significantly higher in the low-risk EPI group vs high-
risk group (55.4% vs 21%) (Supplemental Table 1). Furthermore,
the % of biopsies that found HGPC (≥GG2) significantly decreased
in the SOC arm from 31.6% at initial biopsy to 20.6% during the
follow-up. The ratio of biopsies finding HGPC in the EPI arm was
only reduced to 25.8% during the follow up. Overall, patients with
high-risk EPI scores were approximately six times more likely to
have HGPC after 2.5 years (4.8% vs 31.1%, p < 0.05) if you received
the EPI result and approximately twice as likely if you were blinded
to the EPI result and could not act on it (10.6% vs 23.5%, p < 0.05,
Fig. 2B). Of note, only 3.4% (6/177) of EPI low-risk results had ≥GG3
of which 1 patient (0.6%) had >GG3 after 2.5 years of follow-up.
The performance of the EPI test in the SOC cohorts aligns with the
correlation noted in a previous publication [6] which demon-
strates a linear relationship between the percent likelihood of
having HGPC and an increasing EPI score (Fig. 3).

DISCUSSION
Evidence from a previously reported prospective randomized,
clinical utility study established that the ExoDx Prostate (EPI) test
significantly impacts prostate biopsy decisions [4]. In the initial
clinical utility study, we observed that the EPI arm resulted in 23%
more biopsies than the SOC arm, but biopsies were more
appropriately applied: this resulted in the EPI arm detecting 30%
more HGPCA (≥GG2) than the SOC arm, and low-risk men deferred
their biopsies. We now report on the follow-up data at 2.5 years
post-trial enrollment, by assessing patient outcomes over time
through analysis of subsequent changes in biopsy decisions and
timing as well as the resultant pathology. When EPI results were
evaluated by study arm, no difference in biopsy deferral was
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observed in the SOC arm. In the EPI arm, EPI low-risk patients
deferred prostate biopsies at a significantly higher rate than
patients who had EPI high-risk results. This shows that SOC fail to
properly identify the low- vs high-risk patients and the biopsy
deferral seemed random across the EPI risk scores in the SOC arm.
Moreover, the time from EPI testing to first biopsy was

significantly longer when EPI results were low-risk compared to
high-risk (216 vs. 68.7 days respectively).
Patients from the EPI and SOC arms were combined and split

into two groups based on the initial EPI risk assessment of low- or
high-risk for HGPC ( ≥ GG2), using the previously established risk
threshold of 15.6 [7, 8]. We observed that EPI low-risk patients

Table 1. Patient Demographics and Disease Characteristic.

EPI Arm (n= 411) SOC Arm (n= 422) Statistics

Age, median (IQR) 65 (59–69) 65 (59–70) W= 83583.5, p= 0.37

PSA, median (IQR) 4.8 (4.0–6.0) 4.8 (3.6–6.1) W= 89058.5, p= 0.5

EPI Test Score, median (IQR) 29.6 (17.7–46.8) 28.2 (16.6–42.7) W= 90935.5, p= 0.22

PC Family History, n (%) χ2= 0.20, p= 0.90

Yes 61 (14.8) 59 (14.0)

No 346 (84.2) 358 (84.8)

Unknown 4 (1.0) 5 (1.2)

Ethnicity, n (%) χ2= 4.24, p= 0.52

Black 89 (21.7) 97 (23.0)

Asian / Pacific Islander 13 (3.2) 10 (2.4)

White 287 (69.8) 285 (67.5)

Hispanic 7 (1.7) 8 (1.9)

Other 8 (1.9) 17 (4.0)

Unknown 7 (1.7) 5 (1.2)

DRE, n (%) χ2= 4.73, p= 0.09

Non-suspicious 365 (88.8) 357 (84.6)

Suspicious 21 (5.1) 22 (5.2)

Unavailable 25 (6.1) 43 (10.2)

DRE digital rectal exam, EPI ExoDx Prostate (IntelliScore), PC prostate cancer, PSA prostate specific antigen

Fig. 1 Consort Flow Diagram. A total of 72 urologists from 24 clinical sites enrolled patients 942 for the study, of which 109 were lost to
follow-up. Only the EPI arm received the initial EPI result back. Patients in the SOC arm did not receive the EPI result back, and instead relied
on standard of care for all biopsy decisions at the time of enrollment, and throughout the 2.5-year follow up. Bx Biopsy, EPI ExoDx Prostate
(IntelliScore), SOC Standard of Care.

R. Tutrone et al.

3

Prostate Cancer and Prostatic Diseases



( < 15.6) followed for 2.5 years from either arm had a low rate
(7.9%, 14/177) of high-grade prostate cancer ( ≥ GG2) detected
upon biopsy. Furthermore, only 3.4% (6/177) of EPI low-risk results
had ≥GG3 of which 1 patient (0.6%) had >GG3 after 2.5 years of
follow-up. These outcomes are similar to the prior validation
studies demonstrating low incidence of clinically significant high-
risk PC in EPI low-risk cases at the time of biopsy [7, 8]. Conversely,
patients with EPI high-risk scores (≥15.6) had a higher incidence of
high-grade disease: ≥GG2 disease (27.3% (179/656)), GG3 (8.5%
(56/656)) and >GG3 (5.0% (33/656)). In oncology, survival or
metastasis are important key outcome measures, but these
metrics are difficult to assess in slow-growing diseases like
prostate cancer. In fact, only a few long-term, randomized,
controlled prostate cancer mortality trials have been completed
[10–12].
A key context to understanding EPI low-risk results is the fact

that nearly all patients with subsequent diagnosis of GG1 disease
will have favorable long-term mortality outcomes [13–15]. Early
modeling studies suggested that patients with <GG2 cancer had
<2% risk of mortality at 15 years [16]. Indeed, active surveillance
(AS) became an established tool for patients with favorable risk PC
(GG1) because AS can reduce overtreatment without negative
clinical impact [17–19]. Patients with low-risk disease managed

with AS have excellent cancer-specific (99.9%) and metastasis-free
(99.4%) survival at 10 and 15 years (99.9% and 99.4% respectively)
[20]. In this study, 4.5% of EPI low-risk results, were observed to
have GG2 which, depending upon volume, can be defined as
favorable intermediate-risk disease. AS can be used for favorable
intermediate-risk prostate cancer when clinical features meet
specific criteria [21, 22].
During the study period, there was limited use of mpMRI (22%)

and no use of PSMA imaging in this cohort. Thus, this reflects the
reality of implementing a clinical follow-up research program as
medical practice evolves. In current practice, mpMRI is more
prevalent and accepted in early prostate cancer detection, but
PSMA imaging is not used pre-diagnosis. Moreover, F-18
piflufolastat and Ga-68 PSMA-11 are indicated for post-treatment
biochemical recurrence or unfavorable intermediate- or high-risk
localized disease [23]. Biomarkers are still very relevant within the
context of expensive imaging modalities, which like all risk
assessment methods, have limitations and areas for improvement
[23–26]. Current discussions now focus on how biomarkers and
mpMRI should work together as they appear complementary
[23, 27]. Biomarker assays, such as ExoDx Prostate, provide
independent risk information and may be layered together to
provide a more informed risk assessment [27–33]. ExoDx Prostate

Fig. 2 Patient Biopsy Rates and GG ≥ 2 HGPC Probability by EPI Score. Comparison of biopsy rate and HGPC (≥GG2) in the randomized EPI
vs control (SOC) arm at the time points of the clinical utility trial vs after a 2.5 year follow-up. A In both the original Clinical Utility study and the
2.5-year follow-up data, patients with low-risk (<15.6) EPI scores in the EPI arm had a significantly lower biopsy rate than patients with high-risk
EPI scores, while patients in the SOC arm deferred biopsies at almost identical rates in the low vs high risk EPI patients. B After 2.5 years follow-
up, patients with low-risk EPI scores had very low probability of a HGPC (≥GG2) diagnosis, while patients with high-risk EPI scores had much
higher probability of HGPC diagnosis, regardless of study arm. This was consistent in the original Clinical Utility data and in the 2.5 year follow-
up data. The percentage of HGPC cancer found includes the total patient number in the arm, including patients that did not receive a biopsy.

Table 2. EPI Scores and Gleason Grades.

n (%) Arms Combined EPI Arm SOC Arm

EPI ≥ 15.6 EPI < 15.6 EPI ≥ 15.6 EPI < 15.6 EPI ≥ 15.6 EPI < 15.6

n= 656,
(%)

n= 177,
(%)

n= 328,
(%)

n= 83,
(%)

n= 328,
(%)

n= 94,
(%)

Deferred 204 (31.1) 84 (47.5) 69 (21.0) 46 (55.4) 135 (41.2) 38 (40.4)

Benign 179 (27.3) 69 (39.0) 98 (29.9) 30 (36.1) 81 (24.7) 39 (41.4)

GG 1 94 (14.3) 10 (5.6) 59 (18.0) 3 (3.6) 35 (10.7) 7 (7.4)

GG 2 90 (13.7) 8 (4.5) 54 (16.5) 3 (3.6) 36 (11.0) 5 (5.3)

GG 3 56 (8.5) 5 (2.8) 30 (9.1) 1 (1.2) 26 (7.9) 4 (4.3)

GG 4 15 (2.3) 0 (0.0) 9 (2.7) 0 (0.0) 6 (1.8) 0 (0.0)

GG 5 18 (2.7) 1 (0.6) 9 (2.7) 0 (0.0) 9 (2.7) 1 (1.1)

GG ≥ 2 179 (27.3) 14 (7.9) 102 (31.1) 4 (4.8) 77 (23.5) 10 (10.6)

EPI ExoDx Prostate (IntelliScore), GG Gleason Grade, SOC Standard of Care
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has demonstrated complementary value to mpMRI and is used in
contemporary practice with mpMRI [28, 34]. Developing risk
assessment tools that can combine the benefits of mpMRI with
biomarkers is underway [35] and an important area of
future study.

Limitations
The current study has limitations, mostly related to the overall
small sample size of men proceeding with additional biopsies post
enrollment, potential selection bias, and limited use of mpMRI
(22%). However, this study represents real world evidence of
clinical practice during the initial study and subsequent 2.5-year
follow-up period.

CONCLUSION
This unique follow up study highlights the outcome of a pre-
biopsy EPI score and how it changes the clinical outcome for
patients even 2.5 years later compared to a blinded control arm
that could utilize any standard of care parameters, including other
biomarkers. The prior EPI clinical utility study trial demonstrated
that EPI significantly impacts prostate biopsy shared decision-
making during the decision process. This study extends the initial
analysis by demonstrating that EPI continues to contribute risk
information over time that is not available with SOC parameters.
Men with EPI low-risk scores safely defer testing for longer and,
based on biopsy pathology, remain low-risk for years. Only 1.2% of
patients in the EPI arm and 3.4% in the combined cohort defined
as EPI low-risk had ≥GG3 prostate cancer across multiple biopsies
at 2.5 years. Overall, this study demonstrates that a pre-biopsy EPI
test leads to better outcomes even when followed for 2.5 years
after the initial biopsy decision-making process.

DATA AVAILABILITY
The datasets used and/or analysed during the current study are available from the
corresponding author on reasonable request.

REFERENCES
1. Draisma G, Etzioni R, Tsodikov A, Mariotto A, Wever E, Gulati R, et al. Lead time

and overdiagnosis in prostate-specific antigen screening: Importance of methods

and context. J Natl Cancer Inst [Internet] 2009;101:374–83. https://
pubmed.ncbi.nlm.nih.gov/19276453/

2. Roddam AW, Duffy MJ, Hamdy FC, Ward AM, Patnick J, Price CP, et al. Use of
prostate-specific antigen (PSA) isoforms for the detection of prostate cancer in
men with a PSA Level of 2–10 ng/ml: systematic review and meta-analysis. Eur
Urol [Internet] 2005;48:386–99. https://linkinghub.elsevier.com/retrieve/pii/
S0302283805002605

3. Grossman DC, Curry SJ, Owens DK, Bibbins-Domingo K, Caughey AB, Davidson
KW, et al. Screening for prostate cancer: US preventive services task force
recommendation statement. JAMA [Internet].319:1901–13. Available from:
https://jamanetwork.com/journals/jama/fullarticle/2680553

4. Tutrone R, Donovan MJ, Torkler P, Tadigotla V, McLain T, Noerholm M, et al.
Clinical utility of the exosome based ExoDx Prostate(IntelliScore) EPI test in men
presenting for initial Biopsy with a PSA 2–10 ng/mL. Prostate Cancer Prostatic Dis
[Internet] 2020;23:607–14.

5. McKiernan J, Noerholm M, Tadigotla V, Kumar S, Torkler P, Sant G, et al. A urine-
based Exosomal gene expression test stratifies risk of high-grade prostate cancer
in men with prior negative prostate biopsy undergoing repeat biopsy. BMC Urol
[Internet]. 2020;20. Available from: https://www.ncbi.nlm.nih.gov/pmc/articles/
PMC7466797/

6. Margolis E, Brown G, Partin A, Carter B, McKiernan J, Tutrone R, et al. Predicting
high-grade prostate cancer at initial biopsy: clinical performance of the ExoDx
(EPI) Prostate Intelliscore test in three independent prospective studies. Prostate
Cancer Prostatic Dis. 2022;25:296–301.

7. McKiernan J, Donovan MJ, Margolis E, Partin A, Carter B, Brown G, et al. A pro-
spective adaptive utility trial to validate performance of a novel urine exosome
gene expression assay to predict high-grade prostate cancer in patients with
prostate-specific antigen 2–10 ng/ml at initial biopsy. Eur Urol. 2018;74:731–8.

8. McKiernan J, Donovan MJ, O’Neill V, Bentink S, Noerholm M, Belzer S, et al. A
novel urine exosome gene expression assay to predict high-grade prostate
cancer at initial biopsy. JAMA Oncol [Internet] 2016;2:882–9. https://
jamanetwork.com/journals/jamaoncology/fullarticle/2506709

9. National Comprehensive Cancer Network: NCC guildelines for prostate cancer
early detection. V1 [Internet]. Available from: https://www.nccn.org/guidelines/
recently-published-guidelines

10. Bill-Axelson A, Holmberg L, Garmo H, Taari K, Busch C, Nordling S, et al. Radical
prostatectomy or watchful waiting in prostate cancer — 29-year follow-up. N.
Engl J Med [Internet] 2018;379:2319–29. https://www.nejm.org/doi/full/10.1056/
NEJMoa1807801

11. Hamdy FC, Donovan JL, Lane JA, Mason M, Metcalfe C, Holding P, et al. 10-year
outcomes after monitoring, surgery, or radiotherapy for localized prostate cancer.
N. Engl J Med [Internet] 2016;375:1415–24. https://www.nejm.org/doi/full/
10.1056/NEJMoa1606220

12. Wilt TJ, Jones KM, Barry MJ, Andriole GL, Culkin D, Wheeler T, et al. Follow-up of
prostatectomy versus observation for early prostate cancer. [Internet].
2017;24(11). Available from: https://doi.org/10.1056/NEJMoa1615869

Fig. 3 Overall Probability of Identifying ≥GG2 PC by EPI Score in the SOC Arm. The SOC arm was used to plot the risk of finding HGPC as a
function of the EPI score (the EPI arm utilized the score in the decision to biopsy and cannot be used for performance). This graph overlaps
well with the increasing risk scores from previous validation studies.8 Increasing EPI score correlates with increasing likelihood of finding
HGPC. The likelihood of finding HGPC is limited by the 12-core TRUS biopsy, which has a sensitivity of approximately 48–50% for finding
HGPC, therefore, the probability of finding cancer beyond 50% will be limited. EPI ExoDx Prostate, GG Gleason Grade, HGPC High-grade
prostate cancer.

R. Tutrone et al.

5

Prostate Cancer and Prostatic Diseases

https://pubmed.ncbi.nlm.nih.gov/19276453/
https://pubmed.ncbi.nlm.nih.gov/19276453/
https://linkinghub.elsevier.com/retrieve/pii/S0302283805002605
https://linkinghub.elsevier.com/retrieve/pii/S0302283805002605
https://jamanetwork.com/journals/jama/fullarticle/2680553
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7466797/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7466797/
https://jamanetwork.com/journals/jamaoncology/fullarticle/2506709
https://jamanetwork.com/journals/jamaoncology/fullarticle/2506709
https://www.nccn.org/guidelines/recently-published-guidelines
https://www.nccn.org/guidelines/recently-published-guidelines
https://www.nejm.org/doi/full/10.1056/NEJMoa1807801
https://www.nejm.org/doi/full/10.1056/NEJMoa1807801
https://www.nejm.org/doi/full/10.1056/NEJMoa1606220
https://www.nejm.org/doi/full/10.1056/NEJMoa1606220
https://doi.org/10.1056/NEJMoa1615869


13. Spratt DE. To protect our patients with prostate cancer. JAMA Oncol
[Internet] 2017;3:1461. http://oncology.jamanetwork.com/article.aspx?doi=10.1001/
jamaoncol.2017.0274

14. Masic S, Cowan JE, Washington SL, Nguyen HG, Shinohara K, Cooperberg MR,
et al. Effects of initial gleason grade on outcomes during active surveillance for
prostate cancer. Eur Urol Oncol [Internet] 2018;1:386–94. https://
linkinghub.elsevier.com/retrieve/pii/S2588931118300452

15. Lu-Yao GL, Albertsen PC, Moore DF, Shih W, Lin Y, DiPaola RS, et al. Outcomes of
localized prostate cancer following conservative management. J Am Med Assoc
[Internet] 2009;302:1202–9. https://jamanetwork.com/journals/jama/fullarticle/
184588

16. Parker C, Muston D, Melia J, Moss S, Dearnaley D. A model of the natural history
of screen-detected prostate cancer, and the effect of radical treatment on overall
survival. Br J Cancer [Internet] 2006;94:1361–8. https://www.nature.com/articles/
6603105

17. Klotz LH. Active surveillance for good risk prostate cancer: rationale, method, and
results. Can J Urol [Internet] 2005;12:21–4. https://europepmc.org/article/med/
16018828

18. Liu D, Lehmann HP, Frick KD, Carter HB. Active surveillance versus surgery for low
risk prostate cancer: a clinical decision analysis. J Urol. 2012;187:1241–6.

19. Thomsen FB, Jakobsen H, Langkilde NC, Borre M, Jakobsen EB, Frey A, et al. Active
surveillance for localized prostate cancer: nationwide observational study. J Urol.
2019;201:520–6.

20. Tosoian JJ, Mamawala M, Epstein JI, Landis P, Wolf S, Trock BJ, et al. Intermediate
and longer-term outcomes from a prospective active-surveillance program for
favorable-risk prostate cancer. J Clin Oncol [Internet] 2015;33:3379–85.

21. Agrawal V, Ma X, Hu JC, Barbieri CE, Nagar H. Active surveillance for men with
intermediate risk prostate cancer. J Urol [Internet] 2021;205:115–21. https://
doi.org/10.1097/JU.0000000000001241.

22. Kamel M, Khalil M, Alobuia W, Su J, Davis R. Incidence of metastasis and prostate-
specific antigen levels at diagnosis in Gleason 3+4 versus 4+3 prostate cancer.
Urol Ann [Internet] 2018;10:203.

23. NCCN Prostate Cancer Guidelines. [Internet]. 1.2023. Available from: https://
www.nccn.org/guidelines/guidelines-detail?category=2&id=1460

24. Valerio M, Ahmed HU, Emberton M, Lawrentschuk N, Lazzeri M, Montironi R, et al.
The role of focal therapy in the management of localised prostate cancer: a
systematic review. Eur Urol [Internet]. 2014;66:732–51. https://
pubmed.ncbi.nlm.nih.gov/23769825/

25. Westphalen AC, McCulloch CE, Anaokar JM, Arora S, Barashi NS, Barentsz JO, et al.
Variability of the positive predictive value of PI-RADS for prostate MRI across 26
Centers: experience of the society of abdominal radiology prostate cancer
disease-focused panel. Radiology [Internet]. 2020;296:76–84. Available from:
https://pubmed.ncbi.nlm.nih.gov/32315265/

26. Otti VC, Miller C, Powell RJ, Thomas RM, McGrath JS. The diagnostic accuracy of
multiparametric magnetic resonance imaging before biopsy in the detection of
prostate cancer. BJU Int [Internet] 2019;123:82–90. https://
pubmed.ncbi.nlm.nih.gov/29804315/

27. Vickers AJ, Russo G, Lilja H, Evans C, Schalken JA, Klein E, et al. How shouldmolecular
markers and magnetic resonance imaging be used in the early detection of pros-
tate cancer? Eur Urol Oncol [Internet]. 2022;5:135–7. Available from: http://
euoncology.europeanurology.com/article/S2588931121000341/fulltext

28. Moul J, Sant G. How I use it: the exosome diagnostics (EPI) prostate cancer
biomarker utility in urology and primary care - PubMed. Can J Urol [Internet].
2022;29:11224–30. https://pubmed.ncbi.nlm.nih.gov/35969726/

29. Katzendorn O, von Klot CAJ, Mahjoub S, Tabrizi PF, Harke NN, Tezval H, et al.
Combination of PI-RADS score and mRNA urine test—A novel scoring system for
improved detection of prostate cancer. PLoS One [Internet]. 2022;17:e0271981.
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0271981

30. Falagario UG, Martini A, Wajswol E, Treacy PJ, Ratnani P, Jambor I, et al. Avoiding
unnecessary magnetic resonance imaging (MRI) and biopsies: negative and
positive predictive value of MRI according to prostate-specific antigen density,
4Kscore and risk calculators. Eur Urol Oncol. 2020;3:700–4.

31. Ahdoot M, Wilbur AR, Reese SE, Lebastchi AH, Mehralivand S, Gomella PT, et al.
MRI-Targeted, systematic, and combined biopsy for prostate cancer diagnosis. N.
Engl J Med [Internet]. 2020;382:917–28. https://www.nejm.org/doi/full/10.1056/
NEJMoa1910038

32. Oishi M, Shin T, Ohe C, Nassiri N, Palmer SL, Aron M, et al. Which patients with
negative magnetic resonance imaging can safely avoid biopsy for prostate
cancer? J Urol [Internet]. 2019;201:268.

33. De La Calle CM, Fasulo V, Cowan JE, Lonergan PE, Maggi M, Gadzinski AJ, et al.
Clinical utility of 4Kscore®, ExosomeDxTM and magnetic resonance imaging for

the early detection of high grade prostate cancer. J Urol [Internet].
2021;205:452–9. Available from: https://pubmed.ncbi.nlm.nih.gov/32897802/

34. Kretschmer A, Skog J, Fischer C et al. A combined biomarker/mpMRI approach
provides enhanced clinical information prior to prostate biopsy. Am Urol Assoc
2020 [Internet]. 2022;Supplement:PD11-08. Available from: https://
www.nccn.org/guidelines/guidelines-detail?category=1&id=1459

35. Marsden T, McCartan N, Brown L, Rodriguez-Justo M, Syer T, Brembilla G, et al.
The ReIMAGINE prostate cancer risk study protocol: a prospective cohort study in
men with a suspicion of prostate cancer who are referred onto an MRI-based
diagnostic pathway with donation of tissue, blood and urine for biomarker
analyses. PLoS One [Internet]. 2022;17:e0259672. https://journals.plos.org/
plosone/article?id=10.1371/journal.pone.0259672

ACKNOWLEDGEMENTS
JetPub Scientific Communications LLC, supported by Exosome Diagnostics, assisted
in the preparation of this manuscript, in accordance with Good Publication Practice
(GPP3) guidelines.

AUTHOR CONTRIBUTIONS
Concept and design, drafting of the manuscript: [RT, MJD, GS, SK, JA, JS]. Acquisition,
analysis or interpretation of data, critical revisions to manuscript: [all authors].
Statistical analysis: [EH, JC, YY].

FUNDING
Exosome Diagnostics, the developer and owner of the ExoDx Prostate IntelliScore
(EPI) exosome gene expression assay used in this study, provided all financial and
material support for the work reported in this article. Exosome Diagnostics, Inc. paid
for all validation studies.

COMPETING INTERESTS
The authors report the following competing interests: RT and MJD are consultants for
Exosome Diagnostics. EH, TJC, SK, VV, GRS, JA, and JS are employees of Exosome
Diagnostics, a Bio-Techne brand.

ADDITIONAL INFORMATION
Supplementary information The online version contains supplementary material
available at https://doi.org/10.1038/s41391-023-00675-1.

Correspondence and requests for materials should be addressed to Ronald Tutrone.

Reprints and permission information is available at http://www.nature.com/
reprints

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

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons license, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons license, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons license and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this license, visit http://
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2023, corrected publication 2023

R. Tutrone et al.

6

Prostate Cancer and Prostatic Diseases

http://oncology.jamanetwork.com/article.aspx?doi=10.1001/jamaoncol.2017.0274
http://oncology.jamanetwork.com/article.aspx?doi=10.1001/jamaoncol.2017.0274
https://linkinghub.elsevier.com/retrieve/pii/S2588931118300452
https://linkinghub.elsevier.com/retrieve/pii/S2588931118300452
https://jamanetwork.com/journals/jama/fullarticle/184588
https://jamanetwork.com/journals/jama/fullarticle/184588
https://www.nature.com/articles/6603105
https://www.nature.com/articles/6603105
https://europepmc.org/article/med/16018828
https://europepmc.org/article/med/16018828
https://doi.org/10.1097/JU.0000000000001241
https://doi.org/10.1097/JU.0000000000001241
https://www.nccn.org/guidelines/guidelines-detail?category=2&id=1460
https://www.nccn.org/guidelines/guidelines-detail?category=2&id=1460
https://pubmed.ncbi.nlm.nih.gov/23769825/
https://pubmed.ncbi.nlm.nih.gov/23769825/
https://pubmed.ncbi.nlm.nih.gov/32315265/
https://pubmed.ncbi.nlm.nih.gov/29804315/
https://pubmed.ncbi.nlm.nih.gov/29804315/
http://euoncology.europeanurology.com/article/S2588931121000341/fulltext
http://euoncology.europeanurology.com/article/S2588931121000341/fulltext
https://pubmed.ncbi.nlm.nih.gov/35969726/
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0271981
https://www.nejm.org/doi/full/10.1056/NEJMoa1910038
https://www.nejm.org/doi/full/10.1056/NEJMoa1910038
https://pubmed.ncbi.nlm.nih.gov/32897802/
https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1459
https://www.nccn.org/guidelines/guidelines-detail?category=1&id=1459
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0259672
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0259672
https://doi.org/10.1038/s41391-023-00675-1
http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	ExoDx prostate test as a predictor of outcomes of high-grade prostate cancer – an interim analysis
	Introduction
	Materials and methods
	Study population
	Statistical analysis

	Results
	2.5-year clinical outcomes
	Biopsy Rates
	Biopsy outcomes


	Discussion
	Limitations

	Conclusion
	References
	Acknowledgements
	Author contributions
	Funding
	Competing interests
	ADDITIONAL INFORMATION




