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Twenty-three pathologically revealed prostatic cancer patients were examined by magnetic reso-
nance imaging (MRI), computed tomography (CT) and transrectal ultrasonography, (US) and 6
of them underwent radical prostatectomy.

A localized prostatic cancer was identified as a low intensity area in the outer zone with high
intensity or showed a partial or total destruction of the border line between the internal and the
outer zone when cancer invaded into the internal zone from the outer zone, on T2 weighted image
of MRI, as we have already reported. On US, a localized prostatic cancer was identified as a
bypoehoic area in the outer zone, and showed a heterogenous image when cancer enlarged. On
CT, a localized cancer could not be identified.

A diagnostic criteria for local staging by MRI was made and preoperative staging were done
in 6 total prostatectomy cases. The accuracy of preoperative staging of cancer seemed to be the
highest by MRI, because it was more accurate in diagnosing the extracapsular invasion, seminal
vesicle invasion and bladder neck invasion of the tumor than by CT and US.

(Acta Urol. Jpn. 34: 2083-2089, 1988)
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Table 1. Preoperative Staging by US, CT, and
MRI and Pathological Staging.

us CT MRI Patho. stage

case 1 T3  T2N2  T4N2 pT4N2
case 2 T3 T4NO  T4NO pT4N1
case 3 T3 T3NO T2NO pT2NO
case 4 T2 T4NO  T2NO pT2N2
case b T2 T2NO T2NO pT2NOQ
case 6 T2 T2NO T2NO pT2NO
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[ R IREE S £, WEAITR & L high in-
tensity T, ﬁu’om@irﬂbm\;

T3: WA B IREONE % fotk £6% Hiko
EWIciEAk, Fioik T2-WI i23s\ T high intensity
THBXEBEO—MD L1220 intensity D&
T.
T4: SERWITE B 5 W IRRRET Eic 3s 175 BIIL RO
BB~ DR, ¥ AR BRSO B TR A
b.
CT DROZEEREITEOBED TH5.

T1, T2: FiSEROEHITE 21 BT, T,
T2 DR FNITAHETH 5.

T3: FBUDSELNFHHEDOMK, S-V angle Dif%k.

T4: B~ 0. Tt BRAMES~ OEH
B7edEn .

US 1L TR FEEECHE - 7.

Tl & L 0° T2: FZIREEHR = = — O EFEEN R
hCE D, FEIEAERNE. A« SR - & D XF
I THH I BFFE, hypoechoic area Dihdih
T Tl, T2 #EFIL%.
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2.
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1) BZlRfEo MRI, CT % X0t US:
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%, BEREIRR LIRS 0B A, RIR, SRS
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FROFE L. SHREPIR L D high intensity %
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IR R LI NI B LT L BRI F D5
C—HLT, W AHROERBOMEN TS hi-
(Fig. 1. P« AMRE D13 E A L OFARBic ks X
Db TIEFITIE, PY - SHROBE RS = 4% L
T

SRR T U7 b ot 3 AT 985 o 52 61 17 61 T 4,
MRI T2-WI &\~ T, 340 4HE Mic IBE 3 3
low intensity area 3 (Fig. 2), & » D l4fc
A A RO— B L 2 &MoMBED FiRe 8 7
(Fig. 3).
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T2-WI of MRI of a total prostatectomy
case: Cancer in the outer zone showed
lower intensity than the normal outer
zone (arrowhead), and « part of the
border line between the internal and
the outer zone was destructed (arrow)
where cancer invaded into the internal
zone from the outer zone.

Fig. 2.

T2-WI of MRI of an advanced cancer
case: A low intensity area (arrow) was
identified, which was thought to be a
cancer area in the outer zone.

T2-WI of MRI of another
case: A border line between the internal
and the outer zone could not be iden-

advanced

tified. In this case, the cancer was
thought to replace the whole postate.

Fig. 4.

Fig. 5.

US of a total prostatectomy case: Hy-
poechoic area (arrow) were seen, which
coincided with cancer distribution,

Schema of a surgical specimen of a case
of Fig. 4: Black areas shows cancer
distribution.

Fig. 6.

US of another total prostatectomy case:
In this case, the cancer replaced the
whole prostate, and US showed hetero-
genous image.

T, #&L hypoechoic 7efg%h /R U7 (Fig. 4, 5)
N, EARDERICE & hvdo - IERI TR R AR Al 7e
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Fig. 7. PD-WI of MRI of a total prostatectomy
case: Right periprostatic plexus (arrow)
was deviated and destructed partially,
although left periprostatic (arrow )plexus
was intact. Right capsular invasion was
revealed pathologically.

Fig. 8. US of a total prostatectomy case : The
acoustic shadow due to prostatic stone
(arrow) made us impossible to make
the accurate diagnosis of capsular in-
vasion. In this case no capsular in.
vasion was revealed pathologically.

=2 —%R L1 (Fig. 6).

CT TIXEORTELE > HMIT & e - 1.

2) WIAZI#sRD staging:

#idlio> staging ¥ XU, FEEML staging %
Table wR$. FEHH DIV, MRI A% d EiET
Bt

MRI G/ HR T R WH v BT R R B IR 3
DOFEMNIEFC EETH -7, BIL G Rk
T2-WI #2C/ <, TI-WI, PD-WI T{#iH Zh
7o (Fig. 7). US XEDZIRERW LB acoustic sha-
dow DHBLO BB = = — % IERETEINT T ¥ 7o
Sl ) LI &h b -1 (Fig. 8). CT Tlrgbistiz
PDBMIIRATEETH - 1c.

Fig. 9. US of a total prostatectomy case : Left
seminal vesicle (arrow) showed higher
echo than the right side, and it was
thought to be a cancer invasion.

Fig. 10. T2-WI of a case of Fig, 9: Bilateral
seminal vesicle (arrow) showed an in-
tensity as water on every images of
MRI, so seminal vesicle invasion was
neglected. No seminal vesicle invasion
was identified pathologically.

RESECHLTI=2—-% CT $HED R Xk
Y& e B A (Fig. 9), MRI Cif, IFEHOEIT
WK% B A TS Fcsd T2-WI € high inten-
sity i hn 0, BiE0H 535 A% low inten-
sity RT LIk b, WRETIR R, BRI
PEHETH -7 (Fig. 10, 11).

BEMSEB~ DR LTk, MRI (35 HRETES
DVEERRME A TE 50T (Fig. 12), JEMA
DEMOFIWNLE CT, US HEii-E 03354, 5
DERETH S h, BINIRIBEC X 5EHTH2
NOHMHT oM T EE L b,

) vAKEB OB MRI 1Y, EERTHz
mEE ORBP2ELL, £DE T2-WI T:15--1_
72V v 2ffit high intensity 7R T/, C7
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Fig. 11. T2-WI of MRI of another total pros-
tatectomy case: A right seminal vesicle
(arrow) showed lower intensity than
the left seminal vesicle (arrow), so
tumor invasion to the right seminal
vesicle was suspected. The tumor in-
vasion to the right seminal vesicle was
identified pathologically.

Fig. 12. T1-WI of MRI: The protrusion of the
prostate into the bladder neck was
identified (arrow), and it was thought
to be a cancer invasion, which was
proved pathologically.
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BRHTE2XABT LIRRIVERT LT, TLMEo
B A5 & ARRE V. FEDOHRE TIRANZED
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2HITL, SHEAC hypoechoic area & iR 7-4
second choice & LT, Eﬁ.%f’f\lﬁf%ﬁ’ﬁ‘?’b T
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Az 23flic s L, MRI %117 L1z, 196 flic
LHEMT R 61T Lichs, staging X MRI 23 peripros-
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low intensity area & LCHfitidh, US Tix, hy-
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MRI TSR OERIE D —I % ik o4 &
LCHIlr C & ke hs, US TiX£fkic heterogenous
fe==z %KLk, CT RFAMEOECH LTIZE A
ERETHD EBbhi.
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