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Abstract
Background  To prevent infectious complications after transrectal ultrasound-guided prostate biopsy (TRUS-PB), some 
studies have investigated the efficacy of rectal disinfection using povidone-iodine (PI) and antibiotic prophylaxis (AP).
Objective  To summarize available data and compare the efficacy of rectal disinfection using PI with non-PI methods prior 
to TRUS-PB.
Evidence acquisition  Three databases were queried through November 2023 for randomized controlled trials (RCTs) analyz-
ing patients who underwent TRUS-PB. We compared the effectiveness of rectal disinfection between PI groups and non-PI 
groups with or without AP. The primary outcomes of interest were the rates of overall infectious complications, fever, and 
sepsis. Subgroups analyses were conducted to assess the differential outcomes in patients using fluoroquinolone groups 
compared to those using other antibiotics groups.
Evidence synthesis  We included ten RCTs in the meta-analyses. The overall rates of infectious complications were sig-
nificantly lower when rectal disinfection with PI was performed (RR 0.56, 95% CI 0.42–0.74, p < 0.001). Compared to AP 
monotherapy, the combination of AP and PI was associated with significantly lower risk of infectious complications (RR 
0.54, 95% CI 0.40–0.73, p < 0.001) and fever (RR 0.47, 95% CI 0.30–0.75, p = 0.001), but not with sepsis (RR 0.49, 95% 
CI 0.23–1.04, p = 0.06). The use of fluoroquinolone antibiotics was associated with a lower risk of infectious complications 
and fever compared to non-FQ antibiotics.
Conclusion  Rectal disinfection with PI significantly reduces the rates of infectious complications and fever in patients 
undergoing TRUS-PB. However, this approach does not show a significant impact on reducing the rate of sepsis following 
the procedure.
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Introduction

Transrectal ultrasound-guided prostate biopsy (TRUS-PB) 
and transperineal ultrasound-guided prostate biopsy (TPUS-
PB) have been the main procedures to diagnose prostate 
cancer [1]. Despite the recommendations of the European 
Association of Urology (EAU) guidelines favoring TPUS-
PB over TRUS-Bx, the transrectal approach is still widely 
utilized worldwide, mainly due to the elaborate technical 
requirements of TPUS-Bx. However, TRUS-Bx leads to 

higher incidence of infectious complications based on the 
translocation of rectal bacteria during the procedure. The 
estimated incidence rate of infectious complications by 
TRUS-PB, such as acute bacterial prostatitis, fever, and 
sepsis, is reported to be as high as 6.3% [2, 3].

Several studies, including randomized controlled trials 
(RCT), have been conducted to assess the efficacy of PI dis-
infection of the rectum in reducing infectious complications 
after TRUS-PB [2, 4–9]. These studies have indicated that PI 
disinfection can reduce infectious complications, leading to 
the EAU guidelines to recommend rectal disinfection with 
PI prior to TRUS-PB [10]. Although previous systematic 
reviews and meta-analyses compared the efficacy of PI to Extended author information available on the last page of the article
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reduce infection between the PI group and non-PI group and 
between the PI plus AP group and AP monotherapy group, 
the efficacy of using PI in reducing sepsis remains uncertain 
when comparing PI plus AP and AP monotherapy [4, 9].

Therefore, the aim of this systematic review and meta-
analysis was to evaluate the efficacy of pre-TRUS-PB dis-
infection with PI plus AP compared to AP monotherapy. 
We aimed to reassess the role of PI in mitigating infectious 
complications. Furthermore, we make efforts to clarify and 
verify the effectiveness of PI in reducing the incidence of 
sepsis.

Evidence acquisition

We registered the study with the International Prospective 
Register of Systematic Reviews (PROSPERO: registra-
tion number: CRD42023476473). This systematic review 
and meta-analysis was conducted in line with the Preferred 
Reporting Items for Systematic Reviews and Meta-analyses 
(PRISMA) statement (PRISMA 2020 checklist, Supplemen-
tary Table 1).

Search strategy

On November 1st, 2023, the PubMed, Scopus, and Web of 
Science databases were searched to identify studies investi-
gating the effectiveness of disinfection with PI before TRUS-
PB. The search terms included: “prostate biopsy”, “povidone 
iodine”. The detailed search strategy is shown in Supple-
mentary Appendix 1. Two investigators independently per-
formed an initial screening based on the titles and abstracts 
and noted the cause of exclusion of ineligible reports. Full 
texts were retrieved and evaluated for eligibility. In addition, 
hand searches of reference lists were performed to identify 
additional studies of interest. In the case of discrepancies, 
the disagreements were solved by consensus among the 
authors.

Inclusion and exclusion criteria

We included studies that analyzed patients, who underwent 
TRUS-PB with rectal disinfection using PI with or with-
out AP and compared them with patients who underwent 
TRUS-PB without PI disinfection, to assess the incidence 
of pooled infectious complications, including fever, sepsis, 
symptomatic urinary tract infection (UTI) only in RCTs. 
Analyses of different subgroups were performed to evalu-
ate the varying results among patients treated with fluoro-
quinolones vs. those treated with other types of antibiot-
ics. Reviews, meta-analyses, letters, editorials, meeting 
abstracts, authors’ replies, case reports, and non-English 
articles were excluded. In the case of duplicate publications, 

either the higher quality or the most recent publication was 
selected. We scanned references of included manuscripts for 
additional studies of interest.

Data extraction

Two reviewers separately extracted data on baseline study 
and patient’s characteristics. The first author’s name, pub-
lished year, inclusion criteria, exclusion criteria, type of 
prophylactic antibiotic, duration of prophylactic antibiotic, 
age, previous biopsy, the number of biopsy cores, number 
of patients, number of infectious complications, including 
fever and sepsis, were extracted. Subsequently, the risk ratio 
(RR) and 95% confidence intervals (CI) for infectious com-
plications were retrieved. All discrepancies were resolved 
by consensus with coauthors.

Quality assessment and risk of bias

Study quality and risk of bias were evaluated using the Risk-
of-Bias version 2 (ROB) tool as outlined in the Cochrane 
Handbook for Systematic Reviews of Interventions [11]. The 
RoB assessment of each study was performed by two authors 
independently. We also performed the funnel plots.

Statistical analysis

All statistical analyses were performed using R Version 4.2.2 
(R Foundation for Statistical Computing, Vienna, Austria, 
2023; meta). Statistical significance was set at p < 0.05. For-
est plots with RR and 95% CI were calculated and depicted 
to assess the efficacy of PI disinfection before TRUS-PB. 
For further detailed investigation of infection complica-
tions, including fever and sepsis, subgroup analyses were 
conducted. Furthermore, we conducted subgroup analyses 
to clarify the comparative efficacy of PI with AP vs. AP 
alone. Cochrane’s Q tests and the I-square test were used 
to evaluate the heterogeneity. Significant heterogeneity was 
indicated by a p value < 0.05 in the Cochrane’s Q tests and 
I2 greater than 50%. When significant heterogeneity was 
observed, we attempted to investigate the causes of hetero-
geneity [12].

Evidence synthesis

Study selection and characteristics

Our initial search identified 127 records of which 94 were 
screened for title and abstract after removing duplicates. Over-
all 27 articles were retrieved and 10 RCTs with 3,297 met our 
inclusion criteria (Fig. 1) [2, 5–8, 13–17]. All studies were 
prospective RCTs. The patient characteristics are summarized 
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in Table 1. Of ten RCTs, nine studies used the AP. The types 
of APs included β-lactamase, fluoroquinolones, such as cipro-
floxacin, levofloxacin, ofloxacin, and gentamicin. The detailed 
information on the usage and duration of these APs can be 
found in Table 1. Only one study, reported by Sharpe et al., did 
not use any AP before TRUS-PB [14]. All RCTs used fever 
as the primary outcome, and the recent six RCTs also used 
sepsis as a primary outcome [2, 5–8, 17]. Fever was defined 
differently across the RCTs, but it was characterized as body 
temperature higher than 37.8 ℃, 38 ℃ or 38.5 ℃. Sepsis 
was also defined differently across the studies. Some studies 
defined sepsis according to the Third International Consensus 
Definitions for Sepsis and Septic Shock [2, 18]. Other stud-
ies used the American College of Chest Physicians/Society of 
Critical Care Medicine Consensus Conference, which defined 
sepsis as having a positive urine or blood test along with at 
least two of the listed symptoms within a week of a biopsy. 
These symptoms include a temperature above 38.0 ℃ or below 
36.0 ℃, a heart rate exceeding 90 bpm, breathing faster than 
20 times a minute, a white blood cell count above 12.0 or 

below 4.0 × 10^9/L, or the presence of more than 10% imma-
ture forms [8, 19].

Risk of bias assessment

Authors’ judgments about each domain for each included 
study are graphed in Supplementary Fig. 1. Although some 
RCTs presented concerns in certain domains, two studies 
demonstrated low risk across all domains. Despite some 
observational studies showing low risk in specific catego-
ries, the majority of these studies displayed either moderate 
or serious overall risk of bias. Funnel plots of each analysis 
are depicted in Supplementary Fig. 1.

Meta‑analysis

Infectious complications (PI vs. non‑PI)

Ten studies have reported infectious complication in 3297 
patients [2, 5–8, 13–17]. There were 1660 patients in the 

Fig. 1   PRISMA flowchart

Records identified through PUBMED, Web of
Science, and Scopus: (n = 127)

Search Query:
((prostate) AND (biopsy) OR (prostate biopsy))
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PI intervention group and 1637 patients in the non-PI con-
trol group. Eighty-seven patients (5.2%) in the intervention 
group and one hundred seventy-one patients (10.2%) in the 
control group experienced infectious complications. Nine 
studies reported infectious complications of fever, six stud-
ies reported sepsis, and five studies reported UTI. There 
was no heterogeneity. Infectious complication rates were 
significantly lower when the disinfection of rectal disinfec-
tion using PI was performed (RR 0.56, 95% CI 0.42–0.74; 
Fig. 2A).

Infectious complications (PI plus  AP vs. AP monother‑
apy)  We conducted an analysis to further explore the effi-
cacy of PI before TRUS-PB in an AP setting. Nine studies, 
comprising 3,163 patients, were analyzed for comparison 
overall infectious urinary complication rate between the 
PI plus AP group and AP monotherapy group [2, 5–8, 13, 
15–17]. There were 1,592 patients in the PI plus AP group 
and 1572 patients in the AP monotherapy group. Sixty-nine 
patients (4.3%) in the intervention group and one hundred 
forty-six patients (9.3%) in the controlled group experienced 
infectious complications. The overall infectious complica-
tion rate was significantly lower in the PI plus AP group 
compared to the AP monotherapy group as well as PI com-
pared to the non-PI (RR 0.54, 95% CI 0.40–0.73; Fig. 2B).

Fever (PI plus  AP vs. AP monotherapy)  Then 8 studies, 
comprising 2941 patients, were analyzed for comparison 
between the PI plus AP group and the AP monotherapy 
group in terms of fever rate [2, 5–8, 13, 15, 17]. There were 
1434 patients in the PI plus AP group and 1507 patients in 
the AP monotherapy group. Twenty-seven patients (1.8%) 

were in the intervention group and seventy-three patients 
(4.8%) in the controlled group experienced fever. The fever 
rates were significantly lower in the PI plus AP group com-
pared to the AP monotherapy group (RR 0.47, 95% CI 0.30–
0.74; Fig. 2C).

Sepsis (PI plus AP vs. AP monotherapy)  Six studies, compris-
ing 2874 patients, were analyzed for comparison of sepsis 
rate between PI plus AP group and AP monotherapy group 
[2, 5–8, 17]. Five RCTs used ciprofloxacin, levofloxacin, or 
ofloxacin as AP [2, 5, 7, 8, 17]. Only one study, conducted 
by Rye et al., used ceftriaxone administered intravenously 
at a single dose of 2 g [6]. There were 1399 patients in the 
PI plus AP group and 1475 patients in the AP monotherapy 
group. Nine patients (0.64%) in the PI plus AP group and 
twenty-five patients (1.7%) in the controlled group experi-
enced sepsis. There was no statistically significant differ-
ence between the PI plus AP and AP monotherapy group 
(RR 0.49, 95% CI 0.23–1.04; Fig. 2D).

Discussion

We present the systematic review and meta-analyses that 
analyzed the effectiveness of rectal disinfection using PI 
prior to TRUS-PB. There are several key findings of our 
study. First, PI disinfection reduced the incidence rate of 
infectious complications in comparison to non-PI disinfec-
tion. Second, PI plus AP disinfection reduced the incidence 
rate of infectious complications in comparison to AP mono-
therapy. Third, we could not reveal the significant difference 

Table 1   Characteristics of included studies

AP antibiotic prophylaxis, PI povidone-iodine, RCT​ randomized controlled trial, ST sulfamethoxazole plus trimethoprim UTI
* In these studies, not all patients used the antibiotic prophylaxis

Author Published year Nation Design No. of patients Intervention Control AP Primary outcome

Pontes-Junior 2022 Brazil RCT​ 621 PI + AP AP Ciprofloxacin 500 mg PO/3 days Fever, UTI, sepsis
Ergani 2019 Turkey RCT​ 50 PI + AP AP Ciprofloxacin 500 mg PO + ami-

kacin 1 g IM /3 days
UTI, sepsis

Ryu 2019 Korea RCT​ 120 PI + AP AP Ceftriaxone 2 g IV Fever, UTI, sepsis
Cadilhe 2017 Portugal RCT​ 47 PI + AP AP Levofloxacin 500 mg PO/7 days Fever, UTI, sepsis
Abughosh 2013 Canada RCT​ 421 PI + AP AP Ciprofloxacin 1000 mg/3 days Fever, UTI, sepsis
Ghafoori 2012 Iran RCT​ 140 PI + AP AP Ofloxacin 300 mg/12 h + metro-

nidazole 250/8 h/5 day
Fever, sepsis

Huang 2006 Taiwan RCT​ 157 PI + AP AP Fluoroquinolone 1000 mg/
day + ST were given twice 
daily for 3 days after the pros-
tate biopsy

Fever

Melekos 1990 Greece RCT​ 43 PI(+ AP)* (AP)* Piperacillin 2 g IV Fever
Sharpe 1982 USA RCT​ 40 PI N/A N/A Fever
Brown 1981 USA RCT​ 21 PI(+ AP)* (AP)* Gentamicin 80 mg IM Fever
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Fig. 2   A Effect of povidone-
iodine on infectious complica-
tions prior to transrectal ultra-
sound-guided prostate biopsy. 
B Effect of povidone-iodine 
and antibiotic prophylaxis on 
infectious complications prior 
to transrectal ultrasound-guided 
prostate biopsy. C Effect of 
povidone-iodine on fever prior 
to transrectal ultrasound-guided 
prostate biopsy. D Effect of 
povidone-iodine on sepsis prior 
to transrectal ultrasound-guided 
prostate biopsy. AP antibiotic 
prophylaxis, PI povidone-iodine
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in sepsis rate between the PI plus AP group and the AP 
monotherapy group.

According to our analyses, PI plus AP was a significant 
reduction in the rate of fever (RR 0.47, 95% CI 0.30–0.74) 
and total infectious complications (RR 0.54, 95% CI 
0.40–0.73) compared to AP monotherapy. This is in line 
with a previous study by Pu et al. [4] analyzing three RCTs 
and reporting the effectiveness of PI plus AP in reducing 
fever (RR 0.11, 95% CI 0.02–0.85), and total infectious com-
plications (RR 0.23, 95% CI 0.10–0.54) compared to AP 
monotherapy. Based on the findings of previous studies and 
results of our present study, we confirmed the effectiveness 
of PI disinfection as prevention of infectious complications 
after TRUS-PB. Rectal cleansing with povidone-iodine has 
been shown to be safe and effective in reducing rectal flora 
counts [20]. Moreover, TRUS-PB transfer colonic bacteria 
into the prostate, risking infections like sepsis; hence, reduc-
ing bacterial translocation is crucial [21].

Our study indicated that disinfection using PI prior to 
TRUS-PB could not reduce the incidence rate of sepsis. 
However, these results should be interpreted with caution as 
the sepsis rate after TRUS-PB is generally very low; there-
fore, it is difficult to investigate whether there is a statisti-
cally significant effect of PI on reducing sepsis. We believe 
the incidence rate of sepsis (PI plus AP vs. AP: 0.6 and 
1.6%) in our study should not be regarded as significant for 
both patients and urologists. Notably, among included stud-
ies, six RCTs [2, 5–8] did not reveal the efficacy of PI in 
reducing sepsis. Further studies are needed to clarify the 
efficacy of PI for preventing sepsis. However, it is clear that 
it is not possible to reduce the incidence rate of sepsis to zero 
with only PI disinfection. Thus, we believe the selection of 
an appropriate AP may be important. As previous guide-
lines traditionally recommended the use of fluoroquinolone, 
most of these RCTs used fluoroquinolone for AP. Recently, 
EAU guidelines have recommended against the use of fluo-
roquinolone for AP [10]. The European Commission has 
established rigorous regulatory requirements for fluoroqui-
nolones use, leading to the withdrawal of recommendations 
for their use as peri-operative AP in procedures such as pros-
tate biopsy [10, 22]. Our analysis also show no difference 
in overall infectious complications between the quinolone 
subgroup and other antibiotics, supporting this recommen-
dation (p = 0.3). Instead of habitual fluoroquinolone usage, 
it is suggested that conducting rectal swab cultures prior to 
TRUS-PB may lead to a reduction in sepsis by allowing for 
the use of selective targeted AP [10].

Although we showed that intervention of PI plus AP 
before TRUS-PB could reduce infectious complications to 
4.33%, we believe this percentage should not be considered 
negligible for either patients or urologists. Jim et al. revealed 
there was no infectious complication in TPUS-PB without 
AP group [23]. A comprehensive analysis of 165 studies 

encompassing 162,577 patients reported that the incidence 
of sepsis was 0.1% in cases of TPUS-PB and 0.8% in TRUS-
PB [24]. Further studies are needed to investigate the best 
protocol to prevent infectious complication after TRUS-PB.

Limitations

There are some limitations of our study. First, the duration 
and types of AP vary across ten included RCTs. No sin-
gle study employed identical AP protocols. Moreover, the 
methods of iodine disinfection varied, including techniques 
such as rubbing with iodine-soaked gauze and rectal admin-
istration via syringe. In addition, the time before TRUS-PB 
and the waiting period after disinfection differed for each 
study. Second, there were some differences in the quality of 
bias among the RCTs. Thus, the results of our analysis have 
some limitations. Third, due to the low incidence of sep-
sis, there may not have been sufficient analysis. Finally, the 
patient-specific risk of infection, including diabetes, degree 
of urinary dysfunction, residual urine volume, and estimated 
prostate size, was unclear.

Conclusion

Our analyses demonstrated that prophylaxis with PI prior to 
TRUS-PB reduced the risk of infectious complications com-
pared with non-PI disinfection. We yield to detect a benefit 
to prophylaxis with PI prior to TRUS-PB in reducing the risk 
of sepsis compared with AP monotherapy. Although we did 
not detect a statistically significant difference in the rate of 
sepsis, the findings indicated a possible downward trend in 
its occurrence. Further research is needed to help develop 
a strategy to minimize the risk of infectious complications 
with prostate biopsy.

Supplementary Information  The online version contains supplemen-
tary material available at https://​doi.​org/​10.​1007/​s00345-​024-​04941-2.

Author contributions  IT and AM contributed to protocol/project devel-
opment, data collection and management, data analysis, and manuscript 
writing/editing. MP, JK, SM, SC, TF, EL, TK, SK, TI, KB, KW con-
tributed to manuscript writing/editing. MA and SFS contributed to 
supervision and manuscript editing.

Funding  Open access funding provided by Medical University of 
Vienna. 

Data availability  Data can be provided upon inquiry.

Declarations 

Conflict of interest  None of the authors have conflicts of interest to 
disclose.

https://doi.org/10.1007/s00345-024-04941-2


World Journal of Urology          (2024) 42:252 	 Page 7 of 8    252 

Ethical approval  None.

Research involving human participants and/or animals  This review 
does not involve human participants and/or animals.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence 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 licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Loeb S, Vellekoop A, Ahmed HU, Catto J, Emberton M, Nam R et al 
(2013) Systematic review of complications of prostate biopsy. Eur 
Urol. 64(6):876–92. https://​doi.​org/​10.​1016/j.​eururo.​2013.​05.​049

	 2.	 Pontes-Junior J, Freire TM, Pugliesi FG, De Moura Costa FM, De 
Souza VMG, Galucci FP et al (2022) Effectiveness of intrarectal 
povidone-iodine cleansing plus formalin disinfection of the needle 
tip in decreasing infectious complications after transrectal prostate 
biopsy: a randomized controlled trial. J Urol 208(6):1194–1202. 
https://​doi.​org/​10.​1097/​JU.​00000​00000​002910

	 3.	 Pilatz A, Dimitropoulos K, Veeratterapillay R, Yuan Y, Omar MI, 
MacLennan S et al (2020) Antibiotic prophylaxis for the preven-
tion of infectious complications following prostate biopsy: a sys-
tematic review and meta-analysis. J Urol. 204(2):224–30. https://​
doi.​org/​10.​1097/​ju.​00000​00000​000814

	 4.	 Pu C, Bai Y, Yuan H, Li J, Tang Y, Wang J et al (2014) Reducing 
the risk of infection for transrectal prostate biopsy with povidone-
iodine: a systematic review and meta-analysis. Int Urol Nephrol. 
46(9):1691–8. https://​doi.​org/​10.​1007/​s11255-​014-​0713-2

	 5.	 Ergani B, Çetin T, Yalçın MY, Özbilen MH, Bildirici Ç, Karaca E 
et al (2020) Effect of rectal mucosa cleansing on acute prostatitis 
during prostate biopsy: a randomized prospective study. Turk J 
Urol. 46(2):159–64. https://​doi.​org/​10.​5152/​tud.​2019.​19172

	 6.	 Ryu H, Song SH, Lee SE, Song KH, Lee S (2019) A prospective 
randomized trial of povidone-iodine suppository before transrec-
tal ultrasonography-guided prostate biopsy. Medicine 98(12):6. 
https://​doi.​org/​10.​1097/​md.​00000​00000​014854

	 7.	 Cadilhe JP (2017) Transrectal prostate biopsy after prophylatic 
preparation of the rectum with povidone-iodine: a prospective 
randomized trial. J Urol 197:e143

	 8.	 Abughosh Z, Margolick J, Goldenberg SL, Taylor SA, Afshar K, 
Bell R et al (2013) A prospective randomized trial of povidone-
iodine prophylactic cleansing of the rectum before transrectal 
ultrasound guided prostate biopsy. J Urol 189(4):1326–1331. 
https://​doi.​org/​10.​1016/j.​juro.​2012.​09.​121

	 9.	 Pradere B, Veeratterapillay R, Dimitropoulos K, Yuan Y, Omar 
MI, MacLennan S et al (2021) Nonantibiotic strategies for the 
prevention of infectious complications following prostate biopsy: 
a systematic review and meta-analysis. J Urol. 205(3):653–63. 
https://​doi.​org/​10.​1097/​ju.​00000​00000​001399

	10.	 European Association of Urology:Guideline on Prostate Cancer. 
Available from: https://​uroweb.​org/​guide​lines/​prost​ate-​cancer/​
chapt​er/​diagn​ostic-​evalu​ation. Accessed on Dec

	11.	 Higgins JP, Altman DG, Gøtzsche PC, Jüni P, Moher D, Oxman 
AD et al (2011) The Cochrane collaboration’s tool for assessing 
risk of bias in randomised trials. Bmj. 343:d5928. https://​doi.​org/​
10.​1136/​bmj.​d5928

	12.	 Assel M, Sjoberg D, Elders A, Wang X, Huo D, Botchway A et al 
(2019) Guidelines for reporting of statistics for clinical research in 
urology. Eur Urol. 75(3):358–67. https://​doi.​org/​10.​1016/j.​eururo.​
2018.​12.​014

	13.	 Brown RW, Warner JJ, Turner BI, Harris LF, Alford RH (1981) 
Bacteremia and bacterium after transrectal prostatic biopsy. Urol-
ogy 18(2):145–148. https://​doi.​org/​10.​1016/​0090-​4295(81)​90425-8

	14.	 Sharpe JR, Sadlowski RW, Finney RP, Branch WT, Hanna JE 
(1982) Urinary tract infection after transrectal needle biopsy of 
the prostate. J Urol 127(2):255–256. https://​doi.​org/​10.​1016/​
s0022-​5347(17)​53730-1

	15.	 Melekos MD (1990) Efficacy of prophylactic antimicrobial 
regimens in preventing infectious complications after transrectal 
biopsy of the prostate. Int Urol Nephrol 22(3):257–262. https://​
doi.​org/​10.​1007/​bf025​50403

	16.	 Huang YC, Ho DR, Wu CF, Shee JJ, Lin WY, Chen CS (2006) 
Modified bowel preparation to reduce infection after prostate 
biopsy. Chang Gung Med J 29(4):395–400

	17.	 Ghafoori M, Shakiba M, Seifmanesh H, Hoseini K (2012) 
Decrease in infection rate following use of povidone-iodine dur-
ing transrectal ultrasound guided biopsy of the prostate: a double 
blind randomized clinical trial. Iran J Radiol 9(2):67–70. https://​
doi.​org/​10.​5812/​iranj​radiol.​7561

	18.	 Singer M, Deutschman CS, Seymour CW, Shankar-Hari M, 
Annane D, Bauer M et al (2016) The third international con-
sensus definitions for sepsis and septic shock (Sepsis-3). JAMA 
315(8):801–810. https://​doi.​org/​10.​1001/​jama.​2016.​0287

	19.	 American College of Chest Physicians (1992) American College of 
Chest Physicians/Society of Critical Care Medicine Consensus Con-
ference: definitions for sepsis and organ failure and guidelines for the 
use of innovative therapies in sepsis. Crit Care Med. 20(6):864–74

	20.	 Valverde A, Msika S, Kianmanesh R, Hay JM, Couchard AC, 
Flamant Y et al (2006) Povidone-iodine vs sodium hypochlorite 
enema for mechanical preparation before elective open colonic 
or rectal resection with primary anastomosis: a multicenter rand-
omized controlled trial. Arch Surg. 141(12):1168–74. https://​doi.​
org/​10.​1001/​archs​urg.​141.​12.​1168. (Discussion 75)

	21.	 Forsvall A, Fisher J, Cardoso JFP, Wagenius M, Tverring J, Nilson 
B et al (2021) Evaluation of the Forsvall biopsy needle in an ex vivo 
model of transrectal prostate biopsy—a novel needle design with the 
objective to reduce the risk of post-biopsy infection. Scand J Urol. 
55(3):227–34. https://​doi.​org/​10.​1080/​21681​805.​2021.​19210​23

	22.	 European Medicine Agency. Disabling and potentially permanent 
side effects lead to suspension or restrictions of quinolone and 
fluoroquinolone antibiotics. [December 2022.]. Available from: 
https://​www.​ema.​europa.​eu/​en/​news/​disab​ling-​poten​tially-​perma​
nent-​side-​effec​ts-​lead-​suspe​nsion-​restr​ictio​ns-​quino​lone-​fluor​
oquin​olone. Accessed on Dec

	23.	 Hu JC, Assel M, Allaf ME, Ehdaie B, Vickers AJ, Cohen AJ 
et al (2024) Transperineal versus transrectal magnetic resonance 
imaging-targeted and systematic prostate biopsy to prevent infec-
tious complications: the PREVENT randomized trial. Eur Urol. 
https://​doi.​org/​10.​1016/j.​eururo.​2023.​12.​015

	24.	 Bennett HY, Roberts MJ, Doi SA, Gardiner RA (2016) The 
global burden of major infectious complications following pros-
tate biopsy. Epidemiol Infect. 144(8):1784–91. https://​doi.​org/​10.​
1017/​s0950​26881​50028​85

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

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.eururo.2013.05.049
https://doi.org/10.1097/JU.0000000000002910
https://doi.org/10.1097/ju.0000000000000814
https://doi.org/10.1097/ju.0000000000000814
https://doi.org/10.1007/s11255-014-0713-2
https://doi.org/10.5152/tud.2019.19172
https://doi.org/10.1097/md.0000000000014854
https://doi.org/10.1016/j.juro.2012.09.121
https://doi.org/10.1097/ju.0000000000001399
https://uroweb.org/guidelines/prostate-cancer/chapter/diagnostic-evaluation
https://uroweb.org/guidelines/prostate-cancer/chapter/diagnostic-evaluation
https://doi.org/10.1136/bmj.d5928
https://doi.org/10.1136/bmj.d5928
https://doi.org/10.1016/j.eururo.2018.12.014
https://doi.org/10.1016/j.eururo.2018.12.014
https://doi.org/10.1016/0090-4295(81)90425-8
https://doi.org/10.1016/s0022-5347(17)53730-1
https://doi.org/10.1016/s0022-5347(17)53730-1
https://doi.org/10.1007/bf02550403
https://doi.org/10.1007/bf02550403
https://doi.org/10.5812/iranjradiol.7561
https://doi.org/10.5812/iranjradiol.7561
https://doi.org/10.1001/jama.2016.0287
https://doi.org/10.1001/archsurg.141.12.1168
https://doi.org/10.1001/archsurg.141.12.1168
https://doi.org/10.1080/21681805.2021.1921023
https://www.ema.europa.eu/en/news/disabling-potentially-permanent-side-effects-lead-suspension-restrictions-quinolone-fluoroquinolone
https://www.ema.europa.eu/en/news/disabling-potentially-permanent-side-effects-lead-suspension-restrictions-quinolone-fluoroquinolone
https://www.ema.europa.eu/en/news/disabling-potentially-permanent-side-effects-lead-suspension-restrictions-quinolone-fluoroquinolone
https://doi.org/10.1016/j.eururo.2023.12.015
https://doi.org/10.1017/s0950268815002885
https://doi.org/10.1017/s0950268815002885


	 World Journal of Urology          (2024) 42:252   252   Page 8 of 8

Authors and Affiliations

Ichiro Tsuboi1,2,3   · Akihiro Matsukawa1,4 · Mehdi Kardoust Parizi1,5 · Jakob Klemm1,6 · Stefano Mancon1,7 · 
Sever Chiujdea1,8 · Tamás Fazekas1,9 · Ekaterina Laukhtina1,10 · Tatsushi Kawada1,3 · Satoshi Katayama1,3 · 
Takehiro Iwata1,3 · Kensuke Bekku1,3 · Koichiro Wada1,2 · Motoo Araki3 · Shahrokh F. Shariat1,11,12,13,14,15,16,9

 *	 Shahrokh F. Shariat 
	 shahrokh.shariat@meduniwien.ac.at

1	 Department of Urology, Comprehensive Cancer Center, 
Medical University of Vienna, Vienna General Hospital, 
Währinger Gürtel 18‑20, 1090 Vienna, Austria

2	 Department of Urology, Shimane University Faculty 
of Medicine, Shimane, Japan

3	 Department of Urology, Okayama University Graduate 
School of Medicine, Dentistry and Pharmaceutical Sciences, 
Okayama, Japan

4	 Department of Urology, Jikei University School of Medicine, 
Tokyo, Japan

5	 Department of Urology, Shariati Hospital, Tehran University 
of Medical Sciences, Tehran, Iran

6	 Department of Urology, University Medical Center 
Hamburg-Eppendorf, Hamburg, Germany

7	 Department of Biomedical Sciences, Humanitas University, 
Pieve Emanuele, Italy

8	 Department of Urology, Spitalul Clinic Judetean Murures, 
University of Medicine, Pharmacy, Science, and Technology 
of Targu Mures, Mures, Romania

9	 Department of Urology, Semmelweis University, Budapest, 
Hungary

10	 Institute for Urology and Reproductive Health, Sechenov 
University, Moscow, Russia

11	 Department of Urology, University of Texas Southwestern, 
Dallas, TX, USA

12	 Department of Urology, Second Faculty of Medicine, Charles 
University, Prague, Czech Republic

13	 Hourani Center for Applied Scientific Research, Al-Ahliyya 
Amman University, Amman, Jordan

14	 Karl Landsteiner Institute of Urology and Andrology, 
Vienna, Austria

15	 Research Center of Evidence Medicine, Urology Department 
Tabriz University of Medical Sciences, Tabriz, Iran

16	 Department of Urology, Weill Cornell Medical College, 
New York, NY, USA

http://orcid.org/0000-0002-3135-8262

	Infection risk reduction with povidone-iodine rectal disinfection prior to transrectal prostate biopsy: an updated systematic review and meta-analysis
	Abstract
	Background 
	Objective 
	Evidence acquisition 
	Evidence synthesis 
	Conclusion 

	Introduction
	Evidence acquisition
	Search strategy
	Inclusion and exclusion criteria
	Data extraction
	Quality assessment and risk of bias
	Statistical analysis

	Evidence synthesis
	Study selection and characteristics
	Risk of bias assessment
	Meta-analysis
	Infectious complications (PI vs. non-PI)
	Infectious complications (PI plus AP vs. AP monotherapy) 
	Fever (PI plus AP vs. AP monotherapy) 
	Sepsis (PI plus AP vs. AP monotherapy) 



	Discussion
	Limitations

	Conclusion
	References


