
601© Springer International Publishing AG, part of Springer Nature 2018 
A. D. Gouliamos et al. (eds.), Imaging in Clinical Oncology, https://doi.org/10.1007/978-3-319-68873-2_91

Clinical Implications 
of Prostate Cancer

Gerasimos J. Alivizatos and Pavlos A. Pavlakis

91.1  Diagnosis Staging

Transurethral ultrasound (TRUS)-guided biop-
sies are the best method to diagnose prostatic car-
cinoma, and a minimum of 8–12 biopsy cores are 
recommended depending on the size of the gland. 
TRUS offers information for local staging (T 
staging) as well, but due to its low sensitivity, 
MRI images can offer valuable information. The 
evaluation of pelvic lymph nodes (N staging) is 
done with CT scans, but small metastases cannot 
be identified with preoperative imaging technol-
ogy, and therefore lymph node surgical dissec-
tion is still needed in cases where the Gleason 
score is >6 or when the PSA value is >20 ng/ml. 
Skeletal metastases (M staging) are best evalu-
ated with bone scans. In ambiguous cases where 
dilemmas arise, C-choline-, F-flouride-PET/CT, 
and whole body MRI have been offered as an 
alternative option, but these modalities should 
not be used routinely in everyday practice [1, 2].

91.2  Follow-Up Strategies

TRUS and biopsy have been used to detect local 
recurrence, but it is recommended only if it will 
change the treatment decision and if a palpable 

lesion is present. Metastatic sites can be detected 
with CT or MRI scans and with bone scans. 
These modalities should not be used routinely in 
patients with stable low PSA values and will 
offer information when symptoms become pres-
ent or when the PSA value exceeds the level of 
20  ng/ml. For the identification of local recur-
rence after radical prostatectomy, endorectal 
MRI has been used, but it is not recommended in 
every case. PET/CT has been examined in 
patients with biochemical relapse after definitive 
treatment (radical prostatectomy and local radia-
tion), and it has been shown that metastases can 
be identified. The capacity of this modality to 
identify metastatic sites is influenced by the PSA 
level, PSA velocity, and PSA doubling time. 
With PSA values <1  ng/ml, the assistance of 
PET/CT is questioned [1, 2].

References

 1. Heidenreich A, Bellmunt J, Bolla M et al (2011) EAU 
guidelines on prostate cancer. Part 1: screening, diag-
nosis, and treatment of clinically localised disease. 
Eur Urol 59(1):61–71

 2. Pinto F, Totaro A, Palermo G et al (2012) Imaging in 
prostate cancer staging: present role and future per-
spectives. Urol Int 88(2):125–136

G. J. Alivizatos (*) · P. A. Pavlakis 
3rd Urological Department, Hygeia Hospital,  
Athens, Greece
e-mail: gali@hol.gr

91

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-319-68873-2_91&domain=pdf
https://doi.org/10.1007/978-3-319-68873-2_91
mailto:gali@hol.gr

	91: Clinical Implications of Prostate Cancer
	91.1	 Diagnosis Staging
	91.2	 Follow-Up Strategies
	References




