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MRI of bladder cancer was acomplished in 28 patients. All of the 28 patients were simulta-

neously studied by CT, and 22 were also studied by transurethral US before operation.

MRI is

not as useful as US for local staging of bladder cancer. However, MRI is more useful for

diagnosing extravesical extension and covers the deficit of the overdiagnosing tendency of US.

(Acta Urol. Jpn. 34: 2091-2096, 1988)
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MRI 3 15T ORELCWSE AT Hi(EY
NMR-CT Signa (GE) # {#fifi Lic. #B%K i,
=2 — s} (TE) 40mg, # 0 LKERE (TR) 600
ms ® spin echo #%C Tl MHiHEE (TI-WI) %,
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Table 1. Staging criteria by MRI.

T1: EAEIERECRE LTSN, T2-WITE

%7 BEERE Hflow intensityiZdhi
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Table 2. Staging criteria by GT
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Table 3. Staging criteria by US
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Table 4. Diagnostic effectiveness of US, CT and
MRI for pT1 or less tumor

us CT MRI
sensitivity 80% 42.9% 73.3%
specificity  100% 64.3% 84.6%
accuracy 86.4%  53.6% 78.6%

Fig. 3. US of a pT1 tumor (arrow). The acoustic
shadow disturbed the normal echo of the
bladder wall.

Fig. 1. US of a pT2 tumor. A rather sonolucent
mass invaded the bladder wall (arro
whead).

Fig. 4. CT of a case of Fig. 4. The bladder
wall at the base (arrow) of the tumor
was thick and tumor invasion into the
muscle layer was suspected.

Fig. 2. Pathological specimen of Fig. 1. The
tumor was revealed to be a pT2 tumor.

Tk H, T UFE T2 LR G TEDBBR A
i3T5 L Table 4 DT LT, US OEBERMIEN
i@ (Fig. 1, 2), false positive (X 0% THh-71c.
MRI 3 IIEZERE @2 »eh’, CT @ F4HE»
B ote. US T Tl % T2 LAk overdiagnosis
LIcREBNE 361 (30%) H-Tedd, ZD5 b 2k
MRI € Tl LZW& hi (Fig. 3,4,5). pT2 [
LfEFIT US € T2 LA k& BW S IcERIE MRI
TV /MRD overdiagnosis ¥ 72i% underdiagnosis
wEEE o7

Fig. 5. T2-WI of MRI of the case of Fig. 4.
= Normal bladder wall (arrow) was seen
REAMR BT % MR Table 5 1@iRTA, as « low intensity line.
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Fig. 6.

CT of a pT3b
(arrow) invaded into the perivesical fat.

tumor. The tumor

Table 5. Diagnostic effectiveness of US, CT and

MRI for pT3b and above tumor

Us CT MRI
sensitivity 50% 71.4% 71.4%
specificity 93.8% 81.0% 85.7%

accuracy 81.8% 178.6% 82.1%

MRI, CT kizEREET US TERVWHA I AL
(Fig. 6, 7).
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Fig. 7. PD-WI of MRI of a case of Fig. 6.
Tumor invasion into the perivesical fat
is clear.
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FPARAEEE Bbhi. BRADBERECBEELY
+sEvd Lot LA T2-WI TEEMEES intact
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