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Fig. 1 a-c: Pelvic MR images of 73-year-old patient
with primary transitional cell carcinoma of the
prostate obtained by a 0.5 T superconductive
magnet. (a) Ti-weighted image, SE (TE=25
msec, TR =300 msec) in transverse plane dem-
onstrates symmetrical, inhomogeneous pro-
state gland and periprostatic tissues (arrows).
(b) Ti-weighted image SE (25, 300) in sagittal
plane, normal bladder wall (small arrows) and
the Denonvillier’s fascia (large arrow). (c) Tz-
weighted image SE (60, 2,000) in sagittal plane
demonstrates intact periprostatic venous plexus
(open arrow) with high-intensity.
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Fig. 2 A transverse section of surgical specimens obtained by pelvic lymph node dissec-
tion and retropubic radical prostatectomy for primary transitional cell carcinoma
derived from the prostatic ducts. Cancer (Grade 2) is confined to the prostate
beneath the prostatic urethra (arrow). Pathological Stage B.

Fig. 3 A transrectal ultrasonogram of a 72-year-old
patient with adenocarcinoma of the prostate.
Tumor growth appears to extend beyond the
capsule in the right lobe (arrows).
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Fig. 4 A Ta-weighted image SE (60, 2,000) in sagittal
plane shows periprostatic venous plexus (white
arrow), prostatic capsule characterized with
low-intensity (white open arrow), and peri-
pheral zone (black arrow head), which seem to
be intact. Tumor growth appears to protrude
into the bladder (black open arrow), whereas
the bladder wall seems to be intact.
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Fig. 5 A transverse section of surgical specimens.
Cancer (Grade 2) extends beyond the prostatic
capsule in the right lobe. Furthermore, the
pelvic lymph nodes were positive for metastasis.
Pathological Stage D;.

Fig. 6 A Ts-weighted image SE (120, 2,000) in sagittal
plane of a 65-year-old patient with adeno-
carcinoma of the prostate. Almost entire pro-
state but the apex, and the seminal vesicles are
characterized to be homogeneous high-intensity
(arrowheads). The prostatic capsule as well as
the periprostatic venous plexus appear to be
irregular and disrupted. These findings suggest
tumor extension beyond the capsule associated
with seminal vesicle involvement.
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Fig. 7 A transverse section of surgical specimens. Cancer (Grade 3) extends beyond the
prostatic capsule in the right lobe and invades the seminal vesicles bilaterally.

Pathological Stage Cs.
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Summary

Magnetic Resonance Imaging in Staging Prostatic Cancer;
Correlation with Pathological Stage

Awato Fulino*, Mikitoshi Go*, Shigeru IKEDA*, Akira ISHIBASHI*,
Katsumi TADOKORO**, Toshiaki IKEDA** and Shinichi KAN**

* Department of Urology, ** Department of Radiology, Kitasato University, School of Medicine

To stage the malignant prostate, digital rectal
examination has been only standard clinical tool.
In considering the candidate for radical pro-
statectomy, it is essential to determine any pre-
sence of extracapsular extension or seminal vesicle
invasion. We report out experience with MRI in
staging prostatic cancer to compare with each stage
evaluated by digital rectal examination and by
transrectal ultrasonography (TRUS), and to cor-
respond the pathological stage in the radical pro-
statectomy specimen.

The RESONA (0.5 T) superconductive MR
imager was used. The chair-type radial scanner
with 5.0 MHz probe was used for TRUS. Three
patients with clinical stage B disease (adeno-

carcinoma; 2, primary transitional cell carcinoma
in the prostatic ducts; 1) were evaluated in this
study.

On rectal examination, there were 2 with stage
Bi, and 1 with stage B disease. MRI determined
2 for stage B, and 1 for stage Cs, although TRUS
did 1 for stage B, 1 for stage C1, and 1 for stage
C2. The pathological stage in each radical pro-
statectomy specimen defined 1 for stage B, 1 for
stage Cg, and 1 for stage Di.

The MRI and TRUS improved the accuracy of
staging, when compared to the stage determined
by digital rectal examination alone.

Key words: MRI, Prostatic cancer, Staging.

Presented by Medical*Online



	1417
	1418
	1419
	1420
	1421
	1422
	1423



