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REMARKS

1 Pelvic US / Transrectal US
 1.1 Both transabdominal US and transrectal US (TRUS) are equally accurate for 

measuring prostate volume.  Identifying the size of the prostate is important since it 
helps determine the type of therapy indicated. 

 1.2 The US pattern is still too nonspecific to differentiate benign from malignant prostate 
lesions.  TRUS-guided biopsy greatly improves accuracy.

 1.3 Generally TRUS is more accurate than CT in detecting capsular transgression but the 
accuracy does not appear high enough to support decision regarding the operability of 
individual lesion.

 1.4 TRUS allows volume correlation with PSA level.

2 Nuclear medicine 
 2.1 Bone scan is important in staging of prostate cancer and sensitive for bone metastasis 

detection.

3 CT
 3.1 CT is used in staging pelvic extent of prostate cancer. 
 3.2 CT has not proven to be of much value in evaluating the benign, enlarged prostate.

4 MRI
 4.1 The primary indication for MRI of the prostate is in the evaluation of prostate cancer 

after an ultrasound guided prostate biopsy has confirmed cancer in order to determine 
if there is extracapsular extension.

 4.2 MRI is also useful in evaluating prostate size, although other less costly procedures, 
such as US, are preferred.

 4.3 Increasingly MRI is also being used to detect prostate cancer particularly when the 
PSA is persistently elevated, but routine TRUS biopsy is negative; and to localize and 
stage a newly diagnosed prostate cancer for optimal treatment.

REFERENCES

1. Barentsz JO, Richenberg J, Clements R, Choyke P, Verma S, Villeirs G, et al. ESUR prostate MR guidelines 2012. 
Eur Radiol. 2012; 22: 746-757. 

2. Bomers JGR, Bittencourt LK, Villeirs G, Barentsz JO. Prostate. In: Grainger RG, Allison DJ, editors. Grainger & 
Allison’s diagnostic radiology - a textbook of medical imaging. 6th ed. London: Churchill Livingstone; 2015. p. 
931-944.

3. Dighe M, Francis IR, Casalino DD, Arellano RS, Baumgarten DA, Curry NA, et.al. ACR Appropriateness 
Criteria® on Obstructive Voiding Symptoms Secondary to Prostate Disease. J Am Coll Radiol. 2010; 7: 255-259.

4. Grossfeld GD, Coakley FV. Benign prostatic hyperplasia: clinical overview and value of diagnostic imaging. 
Radiol Clin North Am. 2000; 38: 31-47.

5. McAchran SE, Hartke DM, Nakamoto DA, Resnick MI. Sonography of the Urinary Bladder. Ultrasound Clinics. 
2007; 2: 17-26.

6. McVary KT, Roehrborn CG, Avins AL, Barry MJ, Bruskewitz RC, Donnell RF, et al. Update on AUA guideline on 
the management of benign prostatic hyperplasia. J Urol. 2011; 185: 1793–1803.

7. Quon J, Kielar AZ, Jain R, Schieda N, et-al. Assessing the utilization of functional imaging in multiparametric 
prostate MRI in routine clinical practice. Clin Radiol. 2015; 70: 373-378.

8. Ren J, Huan Y, Wang H, Zhao H, Ge Y, Chang Y, et al. Diffusion-weighted imaging in normal prostate and 
differential diagnosis of prostate diseases. Abdom Imaging. 2008; 33: 724-728.

9. Stacul F, Rossi A, Cova MA. CT urography: the end of IVU? Radiol Med. 2008; 113: 658-669.


