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T2-weighted MRI
Anatomy

Prostatic Apex Midprostate Prostatic Base
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T2-weighted MRI
Peripheral zone cancer

Low signal intensity area
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T2-weighted MRI
Transition zone cancer

Area of uniform signal intensity decrease
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T2-weighted MRI
Assessment of aggressiveness

Gleason 3+3 Gleason 4+5

Wang, Radiology 2008;246:168
May, Invest Radiol 2019;54:146
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T2-weighted MRI
Assessment of aggressiveness
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T2-weighted MRI
Assessment of aggressiveness

Peripheral Zone Transition Zone

Wang, Radiology 2008;246:168
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T2-weighted MRI
Diagnostic value

Mowatt, Health Technol Assess 2013;17(20)
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Diffusion-Weighted Imaging
Phenotype

• Principle = INHIBITION OF WATER 
DIFFUSION
– No inhibition in normal tissue (fluid filled 

ducts, low/intermediate cellular density)

– Much inhibition in tumour lesions (vast 
tumoral sheats, high cellular density)
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Diffusion-Weighted Imaging
Peripheral zone cancer

b1400 ADC
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Diffusion-Weighted Imaging
Assessment of aggressiveness

ADC 762
Gleason 3+4

ADC 518
Gleason 5+4

*Hambrock, Eur Urol. 2012 Jan;61(1):177-84
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Diffusion-Weighted Imaging
Assessment of aggressiveness

*Hambrock, Eur Urol. 2012 Jan;61(1):177-84
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Diffusion-Weighted Imaging
Assessment of aggressiveness

• ADC-value inversely correlates with 
tumor aggressiveness (Gleason score)*

• best correlation in peripheral zone**

*Hambrock, Eur Urol. 2012 Jan;61(1):177-84
Caivano, Cancer Invest 2013;31:625-629

Kitajima, Eur J Radiol. 2013 Aug;82(8):1219-26
Hötker, AJR Am J Roentgenol 2016;206:756

Wu, Diagn Interv Imaging 2017;98:63
**Kobus, Radiology. 2012 Nov;265(2):457-67
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Diffusion-Weighted Imaging
Diagnostic value

• Diagnostic value of high b-value DWI 
(b > 1000) for detection*:
– 80% pooled sensitivity
– 92% pooled specificity

*Woo, AJR 2018;210:91
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DCE
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Dynamic Contrast-Enhanced MRI
Phenotype

• Principle = DEMONSTRATION OF 
NEOANGIOGENESIS
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Subtraction image
Tofts Model

(iAUC, Ktrans, ve, kep)

Dynamic Contrast-Enhanced MRI
Phenotype
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Dynamic Contrast-Enhanced MRI
Diagnostic value

Mowatt, Health Technol Assess 2013;17(20)
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Dynamic Contrast-Enhanced MRI
Use

• False positive enhancement in TZ 
(benign prostatic hyperplasia) yielding
lower specificity

• Use DCE for peripheral zone only
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Multiparametric MRI

• PIRADSv2
– Assessment and reporting

• PZ: dominance of DWI

• TZ: dominance of T2

• DCE: problem solving in peripheral zone

• MRSI: not used
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DWI in PERIPHERAL ZONE

PIRADS 1

No abnormality
on ADC and high 

b-value DWI
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DWI in PERIPHERAL ZONE

PIRADS 2

Linear/wedge 
shaped 

hypointense on 
ADC

and/or 
hyperintense on 

high b-value DWI
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DWI in PERIPHERAL ZONE

PIRADS 3

Focal 
hypointense on 

ADC and 
hyperintense on 

high b-value DWI; 
if marked, then 

not on both
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DWI in PERIPHERAL ZONE

PIRADS 4

Focal markedly 
hypointense on 

ADC and 
markedly 

hyperintense on 
high b-value DWI; 

< 15mm
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DWI in PERIPHERAL ZONE

PIRADS 5

Same as 4, but
≥ 15 mm or 

definite 
extraprostatic

extension/
invasive behavior
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Multiparametric MRI

• PIRADSv2
– Assessment and reporting

• PZ: dominance of DWI

• TZ: dominance of T2
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T2W in TRANSITION ZONE

PIRADS 1

Homogeneous
intermediate

signal intensity or
round, completely

encapsulated
nodule
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T2W in TRANSITION ZONE

PIRADS 1

Homogeneous
intermediate

signal intensity or
round, completely

encapsulated
nodule
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T2W in TRANSITION ZONE

PIRADS 2

Mostly 
encapsulated 

nodule
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T2W in TRANSITION ZONE

PIRADS 2

Homogeneous 
circumscribed 
nodule without 
encapsulation 

(“atypical nodule”)
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T2W in TRANSITION ZONE

PIRADS 2

Homogeneous 
mildly 

hypointense area 
BETWEEN 

nodules
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T2W in TRANSITION ZONE

PIRADS 3

Heterogeneous 
signal intensity 
with obscured 

margins
Includes others 

that do not qualify 
as 2, 4 or 5
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T2W in TRANSITION ZONE

PIRADS 4

Lenticular or non-
circumscribed, 
homogeneous, 

moderately 
hypointense, and 

< 15mm
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T2W in TRANSITION ZONE

PIRADS 5

Same as 4, but
≥ 15 mm or 

definite 
extraprostatic

extension/ 
invasive behavior
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Multiparametric MRI

• PIRADSv2
– Assessment and reporting

• PZ: dominance of DWI

• TZ: dominance of T2

• DCE: problem solving in peripheral zone
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PI-RADS

DCE (+)

Focal and ≤ 
enhancement of 
adjacent normal 

tissue and 
corresponding to 
a finding on DWI 

(and/or T2)
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PI-RADS

PIRADS mpMRI probability of clinically significant disease

1 Clinically significant disease is very unlikely
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PI-RADS

PIRADS mpMRI probability of clinically significant disease

1 Clinically significant disease is very unlikely

5 Clinically significant disease is very likely
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PI-RADS

PIRADS mpMRI probability of clinically significant disease

1 Clinically significant disease is very unlikely

2 Clinically significant disease is unlikely

3 Clinically significant disease is equivocal

4 Clinically significant disease is likely

5 Clinically significant disease is very likely
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Validation of mpMRI
using PI-RADS?
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Validation of PI-RADS

• Meta-analysis of 21 single-institution
studies, including 3857 patients
– sensitivity range : 73% - 100%

– specificity range : 7% - 100%

Woo, Eur Urol 2017;72:177
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Validation of PI-RADS

• Meta-analysis of 21 single-institution
studies, including 3857 patients
– sensitivity range : 73% - 100%, pooled 89%

– specificity range : 7% - 100%, pooled 73%

Woo, Eur Urol 2017;72:177
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Validation of PI-RADS

• What is the impact of:
– technical parameters (magnet strength, 

coil use, …)

– outcome variables (all cancers versus 
clinically significant cancers only)

– clinical scenarios (biopsy naive, prior 
negative biopsy, known cancer)
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Impact of technical
parameters
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Impact of technique

• Do we need a 3T with ERC?
– no difference between 1.5T and 3.0T

– no difference between ERC or no ERC

→ good results also possible on state-of-
the-art (strong gradients, multiple 
channels) 1.5T system without ERC

Woo, Eur Urol 2017;72:177
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Impact of tumor 
aggressiveness
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mpMRI vs. cancer aggressiveness

n = 339



GVMehralivand, J Urol 2017;198:583

mpMRI vs. cancer aggressiveness

n = 339



GVMehralivand, J Urol 2017;198:583

mpMRI vs. cancer aggressiveness

n = 339



GVMehralivand, J Urol 2017;198:583

mpMRI vs. cancer aggressiveness

n = 339



GVMehralivand, J Urol 2017;198:583

mpMRI vs. cancer aggressiveness

n = 339



GVMehralivand, J Urol 2017;198:583

mpMRI vs. cancer aggressiveness

n = 339

> 90%
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Rationale of mpMRI

• If mpMRI is negative (PI-RADS 1-2): 
do not biopsy (high NPV for excluding
clinically significant cancer)

• If mpMRI is positive (PI-RADS 3-5): 
target biopsy needle towards mpMRI
visible lesion
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NPV of mpMRI

• Meta-analysis of 48 studies (9613 
patients)
– 82.4% median NPV for any cancer

exclusion

– 88.1% median NPV for clinically
significant cancer exclusion

Moldovan, Eur Urol 2017;72:250
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NPV of mpMRI

• What is the impact of
– cancer aggressiveness : higher NPV in 

higher treshold for clinical significance

– cancer prevalence (statistical law)

Moldovan, Eur Urol 2017;72:250
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Rationale of mpMRI

• If mpMRI is negative (PI-RADS 1-2): 
do not biopsy (high NPV for excluding
clinically significant cancer)

• If mpMRI is positive (PI-RADS 3-5): 
target biopsy needle towards mpMRI
visible lesion
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PPV of mpMRI

• Systematic review of 12 studies (1981 
patients)*
– PPV range 34%- 68% for csPCA

• higher PPV for more aggressive tumors

• higher PPV for higher PI-RADS cutoff

• higher PPV for more targeted biopsies
*Fütterer, Eur Urol 2015;68:1045

**Venderink, Eur Urol 2018;73:353
***Mehralivand, J Urol 2017;198:583

PI-RADS 3 PI-RADS 4 PI-RADS 5

Venderink** 17% 34% 67%

Mehralivand*** 12% 22% 72%



GV

mpMRI-guided biopsy



GV

mpMRI-guided biopsy



GV

Rationale of mpMRI

• If mpMRI is negative (PI-RADS 1-2): 
do not biopsy (high NPV for excluding
clinically significant cancer)

• If mpMRI is positive (PI-RADS 3-5): 
target biopsy needle towards mpMRI
visible lesion
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Impact of 
clinical scenario
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Guidelines
Repeat biopsy

Relative sensitivity of MRI-guided biopsy 
versus TRUS-guided biopsy in the repeat 
setting is 1.45 -1.62*

*Schoots, Eur Urol 2015;68:438
Stabile, Prost Cancer and Prost Dis 2018;21:473
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Guidelines
Initial biopsy

Relative sensitivity of MRI-guided biopsy 
versus TRUS-guided biopsy in the biopsy naïve 
setting is 0.97 – 1.15* *Schoots, Eur Urol 2015;68:438

Stabile, Prost Cancer and Prost Dis 2018;21:473
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mpMRI as triage test

• In the biopsy naïve setting, use of 
mpMRI is 5% more likely to make the 
correct diagnosis (relative sensitivity 
1.05)

• In the prior negative biopsy setting, us 
of mpMRI is 44% more likely to make 
the correct diagnosis (relative 
sensitivity 1.44)

*Drost, Cochrane Database Syst Rev 2019;4:CD012663
doi: 10.1002/14651858.CD012663.pub2
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mpMRI as triage test

• Incremental cancer detection is one 
thing…

• Other important questions in the 
screening setting:
– how many biopsies do we deem 

appropriate? (“first do not harm”)

– do we really want to find ALL cancers? 
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mpMRI as triage test

ISUP 1

ISUP 2

ISUP 3-5
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mpMRI as triage test?
PROMIS PRECISION 4M MRI First COCHRANE

PROMIS - Ahmed, Lancet 2017;389:815
PRECISION - Kasivisvanathan, NEJM 2018;378:1767

4M – van der Leest, Eur Urol 2019;75:570
MRI First – Lancet Oncol 2019; 20: 100–09

Cochrane Review – Drost, Cochrane Database Syst Rev 2019;4:CD012663
doi: 10.1002/14651858.CD012663.pub2
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# patients 576 500 626 251 -
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4M – van der Leest, Eur Urol 2019;75:570
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PROMIS PRECISION 4M MRI First COCHRANE

# patients 576 500 626 251 -

PSA ≤ 15 ng/mL ≤ 20 ng/mL
≥ 3

ng/mL
≤ 20 ng/mL -
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PRECISION - Kasivisvanathan, NEJM 2018;378:1767

4M – van der Leest, Eur Urol 2019;75:570
MRI First – Lancet Oncol 2019; 20: 100–09

Cochrane Review – Drost, Cochrane Database Syst Rev 2019;4:CD012663
doi: 10.1002/14651858.CD012663.pub2



GV

mpMRI as triage test?
PROMIS PRECISION 4M MRI First COCHRANE

# patients 576 500 626 251 -

PSA ≤ 15 ng/mL ≤ 20 ng/mL
≥ 3

ng/mL
≤ 20 ng/mL -

Biopsies

PROMIS - Ahmed, Lancet 2017;389:815
PRECISION - Kasivisvanathan, NEJM 2018;378:1767

4M – van der Leest, Eur Urol 2019;75:570
MRI First – Lancet Oncol 2019; 20: 100–09

Cochrane Review – Drost, Cochrane Database Syst Rev 2019;4:CD012663
doi: 10.1002/14651858.CD012663.pub2



GV

mpMRI as triage test?
PROMIS PRECISION 4M MRI First COCHRANE

# patients 576 500 626 251 -

PSA ≤ 15 ng/mL ≤ 20 ng/mL
≥ 3

ng/mL
≤ 20 ng/mL -

Biopsies -27%

PROMIS - Ahmed, Lancet 2017;389:815
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mpMRI as triage test?
PROMIS PRECISION 4M MRI First COCHRANE

# patients 576 500 626 251 -

PSA ≤ 15 ng/mL ≤ 20 ng/mL
≥ 3
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Biopsies -27% -28% -49% -18%

Insignificant 
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-5% -13% -11% -13%

Significant 
cancers

+18% +12% +2% +2%
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mpMRI as triage test?
PROMIS PRECISION 4M MRI First COCHRANE

# patients 576 500 626 251 -

PSA ≤ 15 ng/mL ≤ 20 ng/mL
≥ 3

ng/mL
≤ 20 ng/mL -

Biopsies -27% -28% -49% -18% -33%

Insignificant 
cancers

-5% -13% -11% -13%

Significant 
cancers

+18% +12% +2% +2%

PROMIS - Ahmed, Lancet 2017;389:815
PRECISION - Kasivisvanathan, NEJM 2018;378:1767

4M – van der Leest, Eur Urol 2019;75:570
MRI First – Lancet Oncol 2019; 20: 100–09
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mpMRI as triage test?
PROMIS PRECISION 4M MRI First COCHRANE

# patients 576 500 626 251 -

PSA ≤ 15 ng/mL ≤ 20 ng/mL
≥ 3

ng/mL
≤ 20 ng/mL -

Biopsies -27% -28% -49% -18% -33%

Insignificant 
cancers

-5% -13% -11% -13% -8%

Significant 
cancers

+18% +12% +2% +2%

PROMIS - Ahmed, Lancet 2017;389:815
PRECISION - Kasivisvanathan, NEJM 2018;378:1767

4M – van der Leest, Eur Urol 2019;75:570
MRI First – Lancet Oncol 2019; 20: 100–09

Cochrane Review – Drost, Cochrane Database Syst Rev 2019;4:CD012663
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mpMRI as triage test?
PROMIS PRECISION 4M MRI First COCHRANE

# patients 576 500 626 251 -

PSA ≤ 15 ng/mL ≤ 20 ng/mL
≥ 3

ng/mL
≤ 20 ng/mL -

Biopsies -27% -28% -49% -18% -33%

Insignificant 
cancers

-5% -13% -11% -13% -8%

Significant 
cancers

+18% +12% +2% +2% +2%

PROMIS - Ahmed, Lancet 2017;389:815
PRECISION - Kasivisvanathan, NEJM 2018;378:1767

4M – van der Leest, Eur Urol 2019;75:570
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mpMRI as triage test?

• More cancers detected than with TRUS-
guided biopsy
– in prior negative biopsy setting (+40%)

– in biopsy naïve setting (+5%)

• Less biopsies overall
– in “standard” centers: −27%

– in expert centers: −49%
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mpMRI as triage test?

• Less insignificant cancers (ISUP 1):
-8%  

• More significant cancers (ISUP 2-5): 
+2%
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bpMRI as triage test?
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bpMRI as triage test?

• Bidoc trial: prospective paired-cohort 
study, PSA ≥ 4 ng/mL or abnormal DRE
– 1020 biopsy-naïve men

– bpMRI @ 3T (15 mins)
• ax/sag T2w + ax DWI (b0, b100, b800, b2000)

• modified PI-RADS: DWI 3 final

– standard biopsy + bpMRI-targeted biopsy
as reference

Boesen, JAMA Network open 2018;1:e180219
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bpMRI as triage test?

BIDOC

# patients 1020

PSA
≥ 4

ng/mL

Biopsies

Insignificant 
cancers

Significant 
cancers

Boesen, JAMA Network open 2018;1:e180219
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bpMRI as triage test?

BIDOC

# patients 1020

PSA
≥ 4

ng/mL

Biopsies -30%

Insignificant 
cancers

Significant 
cancers

Boesen, JAMA Network open 2018;1:e180219
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bpMRI as triage test?

BIDOC

# patients 1020

PSA
≥ 4

ng/mL

Biopsies -30%

Insignificant 
cancers

-40%

Significant 
cancers

Boesen, JAMA Network open 2018;1:e180219
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bpMRI as triage test?

BIDOC

# patients 1020

PSA
≥ 4

ng/mL

Biopsies -30%

Insignificant 
cancers

-40%

Significant 
cancers

+11%

Boesen, JAMA Network open 2018;1:e180219
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bpMRI as triage test?

BIDOC PROMIS PRECISION 4M MRI First Cochrane

# patients 1020 576 500 626 251 -

PSA
≥ 4

ng/mL
≤ 15 ng/mL ≤ 20 ng/mL

≥ 3
ng/mL

≤ 20 ng/mL -

Biopsies -30% -27% -28% -49% -18% -33%

Insignificant 
cancers

-40% -5% -13% -11% -13% -8%

Significant 
cancers

+11% +18% +12% +2% +2% +2%

PROMIS - Ahmed, Lancet 2017;389:815
PRECISION - Kasivisvanathan, NEJM 2018;378:1767

4M – van der Leest, Eur Urol 2019;75:570
MRI First – Lancet Oncol 2019; 20: 100–09

Cochrane Review – Drost, Cochrane Database Syst Rev 2019;4:CD012663
doi: 10.1002/14651858.CD012663.pub2
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bpMRI as triage test?

• Yes
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bpMRI as triage test?

• Yes, but…
– only in case of high quality DWI

– not in case of recurrence detection
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Prostate Cancer Staging

• Gold standard?
– Clinical Predictors :

• Clinical stage (DRE)

• Gleason score

• Serum PSA (PSA-density)

• Transrectal core needle biopsy variables:
– % involved cores among total number > 15%

– % tumor in involved cores

– presence of perineural invasion
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Prostate Cancer Staging

• Gold standard?
– Integration into nomograms…

• Partin’s tables (ECE and SVI)*

• Kattan nomogram (SVI)**

– … or formulas
• Roach and Diaz formula (ECE and SVI)***

*Makarov, Urology 2007;69:1095
**Koh, J Urol 2003:170:1203

***Roach, J Urol 1993;150:1923 - Diaz, IJROBH 1994;30:323
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Prostate Cancer Staging

• Gold standard?
– Result: % chance of T3-T4 disease

– Accuracy in predicting ECE and SVI : 
ROC 0.79-0.82*

– Drawbacks:
• only a %, no individual information

• no anatomical information (side? size?)**

*Augustin, J Urol 2004;171:177 - Graefen, Eur Urol 2003;43:6
Wang, Radiology 2006;238:597

**Wang, Radiology 2004;232:133
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Prostate Cancer Staging

• Why not use MRI?
– better identification of ECE and SVI?

– better localization of affected area?

– better treatment choice?
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HOW GOOD
ARE WE?
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Staging accuracy
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Staging accuracy

Sensitivity
26%-100%

Specificity
0%-100%
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Staging accuracy

Sensitivity
14%-91%

Specificity
56%-100%
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Staging accuracy

Sensitivity
14%-90%

Specificity
74%-98%
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WHAT IS
GOING WRONG?
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T-stage?

iT2a

T
T
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iT3

T-stage?
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Slight capsular irregularity
Slight capsular undulation

T-stage?

T
T
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Diagnostic criteria

• Vast amount of
literature

Tempany, Radiology 1991;181:107
Tempany, Radiology 1994;192:47

Presti, AJR 1996;166:103
Bartolozzi, Eur Radiol 1996;6:339
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Diagnostic criteria
ECE

Tumor SI within periprostatic fat

Thickening of periprostatic veins

Focal contour bulge of capsule nearest the tumor

Hyposignal in any periprostatic area
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Diagnostic criteria
SVI

Focal low SI in one or both seminal vesicle(s)

Filling defect within root of seminal vesicles

Focal hypointense luminal replacement
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Technical parameters

*Engelbrecht, Eur Radiol 2002;12:2294
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HOW TO SOLVE
THE PROBLEM?



GV

How to solve the problem?

• We need:
– standardized diagnostic criteria



GV

Diagnostic criteria

Tumor growth timeline
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Diagnostic criteria
ECE

T

Tumor clearly confined to the prostate
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Diagnostic criteria
ECE

T

Broad tumor contact with capsule
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Diagnostic criteria
ECE

T

Smooth capsular bulging

Broad tumor contact with capsule
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Diagnostic criteria
ECE

Capsular SI disruption

Smooth capsular bulging

Irregular contour
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Diagnostic criteria
ECE

Capsular SI disruption

Smooth capsular bulging

Irregular contour

Unsharp margin

Measurable tumor in periprostatic fat

Periprostatic fat infiltration

Obliteration rectoprostatic angle

Broad tumor contact with capsule
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Diagnostic criteria
ECE

Capsular SI disruption

Smooth capsular bulging

Irregular contour

Unsharp margin

Measurable tumor in periprostatic fat

Periprostatic fat infiltration

Obliteration rectoprostatic angle

Broad tumor contact with capsule
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Tumor in periprostatic fat

Diagnostic criteria
ECE

Intraprostatic Contact Minimal ECE Major ECE

Capsular SI disruption

Smooth capsular bulging

Irregular contour

Unsharp margin

Periprostatic fat infiltration

Obliteration rectoprostatic angle

Broad tumor contact with capsule
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Diagnostic criteria
ECE

PPV Prevalence

Capsular contact 51,90% 56,90%

Pesapane, ECR 2018, B-1067 (abstract)
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Diagnostic criteria
ECE

PPV Prevalence

Capsular contact 51,90% 56,90%

≥ 10 mm 57,40% 26,50%

≥ 20 mm 81,30% 12,70%

Capsular disruption 69,00% 18,60%

Pesapane, ECR 2018, B-1067 (abstract)
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Diagnostic criteria
ECE

PPV Prevalence

Capsular contact 51,90% 56,90%

≥ 10 mm 57,40% 26,50%

≥ 20 mm 81,30% 12,70%

Capsular disruption 69,00% 18,60%

Bulging 75,00% 14,70%

Pesapane, ECR 2018, B-1067 (abstract)
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Diagnostic criteria
ECE

PPV Prevalence

Capsular contact 51,90% 56,90%

≥ 10 mm 57,40% 26,50%

≥ 20 mm 81,30% 12,70%

Capsular disruption 69,00% 18,60%

Bulging 75,00% 14,70%

Unsharp prostatic margin 75,00% 11,80%

Pesapane, ECR 2018, B-1067 (abstract)
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Diagnostic criteria
ECE

PPV Prevalence

Capsular contact 51,90% 56,90%
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Diagnostic criteria
ECE

PPV Prevalence

Capsular contact 51,90% 56,90%

≥ 10 mm 57,40% 26,50%

≥ 20 mm 81,30% 12,70%

Capsular disruption 69,00% 18,60%

Bulging 75,00% 14,70%

Unsharp prostatic margin 75,00% 11,80%

Irregular contour 85,70% 8,80%

PPF infiltration 87,50% 6,90%

RPA obliteration 100,00% 2,90%

Periprostatic mass 100,00% 2,90%

Pesapane, ECR 2018, B-1067 (abstract)
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Diagnostic criteria
SVI

Diffuse wall thickening
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Diagnostic criteria
SVI
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Diagnostic criteria
SVI

Intraluminal mass
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Diagnostic criteria
SVI

Intraluminal mass

Focal wall thickening

Obliteration of prostatovesicular angle

Diffuse wall thickening
T
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Diagnostic criteria
SVI

Intraluminal mass

Focal wall thickening

Destruction

Obliteration of prostatovesicular angle

Diffuse wall thickening
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How to solve the problem?

• We need:
– standardized diagnostic criteria

– standardized technical parameters
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Technical parameters

• Optimal T2-weighted MRI
– thin slices (preferably 3 mm)

– high in-plane resolution (preferably 512²) 
and small field of view (preferably 0.3 
mm²) 

– transverse images perpendicular to 
posterior prostate margin

• Functional imaging?
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DIAGNOSTIC
THRESHOLD
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iT3a

Diagnostic threshold

iT3b
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Slight capsular irregularity
Slight capsular undulation

Diagnostic threshold

T
T
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Tumor in periprostatic fat

Diagnostic threshold

Intraprostatic Contact Minimal ECE Gross ECE

Capsular SI disruption

Smooth capsular bulging

Irregular contour

Unsharp margin

Periprostatic fat infiltration

Obliteration rectoprostatic angle

Broad tumor contact with capsule
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Diagnostic threshold

Intraprostatic Contact Minimal ECE Gross ECE

Capsular SI disruption

Smooth capsular bulging

Unsharp margin

Broad tumor contact with capsule
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Diagnostic threshold

• A doubtful MRI should not change the 
therapy plan

• Talk to the surgeon:
– active surveillance good option?

– broader margin at site of potential ECE → 
more R0!
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TAKE HOME 
MESSAGES
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Take home messages

• For diagnosis
– do mpMRI of the prostate

• standardized according to PI-RADSv2
– technical requirements

– reporting

• results in
– less biopsies overall

– detection of more significant cancers

– detection of less insignificant cancers
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Take home messages

• For staging
– use MRI of the prostate

• assessment of 
– capsular perforation

– seminal vesicle invasion

• talk to the surgeon!
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