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Abstract: Introduction: Prostate-specific membrane antigen positron emission tomography/computed
tomography (PSMA PET/CT), in combination with magnetic resonance imaging (MRI), may enhance
the diagnosis and staging of prostate cancer. Image fusion of separately acquired PET/CT and MRI
images serve to facilitate clinical integration and treatment planning. This study aimed to investigate
different PSMA PET/CT and MRI image fusion workflows for prostate cancer visualisation. Methods:
Eighteen patients with prostate cancer who underwent PSMA PET/CT and MRI prior to radical
prostatectomy were retrospectively selected. Alignment of the prostate was performed between
PET/CT and MRI via three techniques: semi-automatic rigid, automatic rigid, and automatic non-
rigid. Image fusion accuracy was evaluated through boundary and volume agreement, quantified
by the Dice Similarity Coefficient (DSC), 95% Hausdorff Distance (HD), and Mean Surface Distance
(MSD), with comparison against reconstructed histopathology slices. Results: Image fusion using all
techniques resulted in clear lesion visualisation from PSMA PET/CT overlay and anatomical detail
afforded by the MRI base and was consistent with histopathology tumour location. Image fusion
accuracy was within the recommended range based on a DSC of 0.8–0.9. The automatic non-rigid
registration method had the highest volume agreement (DSC: 0.96 ± <0.01) and boundary agreement
(HD: 1.17 ± 0.35 mm) when compared to automatic rigid (DSC 0.88 ± 0.02, HD 3.18 ± 0.29 mm) and
semi-automatic rigid (DSC 0.80 ± 0.06, HD 5.25 ± 1.68 mm). Conclusions: Image fusion of clinically
obtained PET/CT and MRI is feasible and clinically acceptable for use in prostate cancer diagnosis and
surgical management. While the best accuracy was observed with the automatic non-rigid technique,
which requires further validation, image fusion with clinically accessible methods (semi-automatic
rigid) may currently aid patient education, pre-operative planning, and intra-operative guidance.
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1. Background

Prostate cancer is the second most commonly diagnosed cancer in men worldwide
with multiparametric magnetic resonance imaging (mpMRI) being an established diag-
nostic tool, especially to guide biopsy targeting [1,2]. Prostate-specific membrane antigen
positron emission tomography computed tomography (PSMA PET/CT) is being increas-
ingly utilised in primary staging, while the additional benefit of improved sensitivity in
primary tumour detection is of interest [3–5]. When combined with MRI, PSMA PET
has improved negative predictive value for diagnosing clinically significant prostate can-
cer [6]. Despite these clinical advantages, both imaging modalities are usually still reviewed
separately in clinical practice.

Hybrid PET/MRI can provide both diagnosis and staging in one instance; however,
due to a worldwide paucity of PET/MRI scanners and their technical limitations, most
clinicians and patients do not have access to hybrid PSMA PET/MRI imaging [3,7,8].
Image fusion is a technique that involves combining the critical information from the two
sets of imaging modalities. An example of fusion in urology is ultrasound and MRI for
prostate biopsy, which is increasingly utilised, as it showed improved visualisation of
lesions identified on MRI [9]. Fused PSMA PET/CT and MRI images are commonly used
by radiation oncologists for the radiation planning of prostate cancer treatment [10,11].

Data supporting the image fusion of PSMA PET and MRI are lacking and so it is not
routine in urological practice; instead, a separate inspection is performed at the expense of
confidence in lesion detection, especially for discordant findings and multifocal disease.
Fused PET and MRI may then have a future role in prostate biopsy guidance, as well as pre-
operative planning and intra-operative guidance for radical prostatectomy [12]. Although
improving the sensitivity of prostate target biopsies [13] and reducing the positive surgical
margin in radical prostatectomy [14,15] are areas of interest, there are no studies to our
knowledge that have explored the role of the image fusion of PSMA PET/CT and MRI
in urological surgery. The combination of PSMA PET/CT and MRI better correlates
with histopathology, improves the detection of multifocal disease, and thus may enhance
visualisation, which in turn may lead to better diagnosis and treatment outcomes [3,7,11].

The aim of this pilot study was to investigate combining PSMA PET/CT and MRI through
image fusion by (1) demonstrating clinical and non-clinical image fusion workflows and
(2) exploring whether image fusion of PSMA PET/CT and MRI could enhance visualisation
through improved prostate tumour detection and localisation. Tumour visualisation was
compared in terms of the accuracy of detection (tumour present or absent) and localisation
(fusion/registration accuracy and comparison of fused images to histopathology).

2. Methods

Institutional ethics approval was obtained to investigate workflows and accuracy mea-
sures for PSMA PET/CT and MRI image fusion. Eighteen patients who underwent mpMRI
followed by transperineal prostate biopsy and PSMA PET/CT prior to radical prostatec-
tomy were retrospectively selected, from an already existing local database containing MRI
and PSMA PET information for prostate cancer detection, to represent a mixture of PET
and MRI findings as outlined in three scenarios:

1. MRI positive (present) and PSMA PET/CT positive (present);
2. MRI positive (present) and PSMA PET/CT negative (absent);
3. MRI negative (absent) and PSMA PET/CT positive (present).

Detection of prostate tumours was defined as either absent or present on the imaging
modalities based on the imaging report.

Clinical details including age, prostate-specific antigen (PSA) levels, imaging findings,
radical prostatectomy histology report, and whole-mount specimen photos were recorded.

2.1. Imaging Acquisition

Separate mpMRI and PSMA PET/CT scans, acquired as part of routine clinical care,
were reviewed. PET/MRI was not performed in this cohort. mpMRI scans were obtained
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with 3 Tesla Skyra (Siemens, Germany, 0.5 mm × 0.5 mm × 3 mm slice resolution) without
an endorectal coil according to well-established mpMRI detection protocols [16]. Images
included T2 weighted imaging (T2WI), axial apparent diffusion coefficient (ADC) values,
diffusion weighted imaging (DWI), T1 weighted imaging (T1WI), and T1WI post-contrast
imaging. DWI was obtained by using b-value of 2000 s/mm2. Dynamic acquisition was
performed with 8 mL of Gadovist (gadolinium-based contrast agent) at a rate of 3 mL/s
with a temporal resolution of 2 min and 21 s. Particular interest was given to T2WI, ADC,
and DWI sequences in the axial plane. mpMRI images were interpreted and reported
by experienced uro-radiologists using the Prostate Imaging Reporting and Data System
(PI-RADS) transitioning from version 1 to version 2 in 2016 [17]. In this study, lesions/areas
reported as PIRADS 1–3 were defined as absent and PIRADS 4–5 were defined as present.

Ga-68 PSMA PET/CT scans were obtained using a Siemens Biograph mCT (Siemens,
Munich, Germany, 0.5 mm × 0.5 mm × 1 mm slice resolution) and images were obtained
from the skull vertex to the thighs following the intravenous injection of 150 MBq +/− 5%
of Ga-68 ligand (HBED-CC urea-based small-molecular inhibitor of PSMA, “Ga-68 PSMA”)
with an uptake time of 45 min, manufactured at the Specialised PET Services Queensland
Radiopharmaceutical Laboratory [18]. A low-dose CT scan was performed during tidal
respiration for attenuation correction and lesion localisation. Images were interpreted
and reported by experienced nuclear medicine specialists, and lesions were defined as
present if PSMA uptake (measured by maximum standardised uptake value—SUVmax)
was significantly higher than surrounding prostatic tissue or absent/equivocal if PSMA
uptake was marginally higher.

2.2. Histopathology

Radical prostatectomy specimens were evaluated and reported by uro-pathologists
using the International Society of Urological Pathology (ISUP) protocols for Gleason grad-
ing of prostatic carcinoma [19]. Index tumours were defined as the lesion with the highest
Gleason score [20].

Histology slides were acquired and combined to digitally construct axial slices of
the prostate (microscope: Axio Observer, ZEISS, Jena, Germany; software: ZEN 2.3 (blue
edition), ZEISS, Jena, Germany).

2.3. Image Fusion Techniques

Prior to image fusion, manual segmentation of whole prostate volume (PV) on the
CT component of the PET/CT and the T2WI of the MRI was performed on MIM Maestro
(Version 7.6.1, MIM Software, Beachwood, OH, USA) and verified by a radiologist. These
manual segmentations were required for performing automatic registration methods, cal-
culating accuracy measures for all registration methods, and enabling further comparisons
through 3D volume and model construction.

Image fusion (Figure A1) was performed using three methods: (1) semi-automatic
rigid (only image rotation and translation allowed), (2) automatic rigid, and (3) automatic
non-rigid (rotation, translation, and localised stretching of images allowed). For all three
registration techniques, the axial T2WI MRI sequence was fixed and the overlaid CT image
floated to position corresponding to MRI landmark. The windowing for SUVmax range
was set from 4 to 12 since an SUVmax of 4 has high sensitivity (92%) in detecting clinically
significant prostate cancer, an SUVmax < 4 was considered negative for prostate cancer,
and an SUVmax of 12 had a 100% specificity and positive predictive value [6]. Bugeja et al.
describe all three registration techniques [21].

2.4. Accuracy and Statistical Measures

Image registration accuracy measures were calculated to provide quantitative mea-
sures to compare the localisation accuracy of the image fusion methods. Contour, volume,
and boundary agreement testing were performed and reported using the typical measures
of 95% Hausdorff Distance (HD), Mean Surface Distance (MSD), and Dice Similarity Co-
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efficient (DSC). Paired t-tests were used to compare the volume and boundary overlap
between the semi-automatic rigid, automatic rigid, and automatic non-rigid registration
techniques. Statistical significance was set at p < 0.05.

Localisation of the image fusion methods was also visually compared against the
“ground truth” histopathology, which included the report, a comparable axial pathology
specimen image, and digitally constructed axial histology slices. Location and volume
of tumours were compared between the fused images and the histopathology report,
pathology surgical specimen slices, and multi-slide digitally reconstructed histology slices.

3. Results
3.1. Lesion Detection

All selected patients underwent robotic-assisted laparoscopic prostatectomy (RALP)
for histologically confirmed prostate cancer (Table 1). A consistent diagnostic pathway was
used, including MRI followed by prostate biopsy, then staging with PSMA PET/CT prior
to RALP. The mean time between MRI and PSMA PET/CT was 3 months and 1.6 months
between PSMA PET/CT and RALP.

Table 1. Clinical summary for the three patient groups with prostate cancer including imaging and
histopathology findings.

Feature MRI+/PET+ MRI+/PET− MRI−/PET+

C
ha

ra
ct

er
is

tic
s

Number of patients
Age (mean ± SD) in years

9 *
64.1 ± 6.2

2
57 ± 9.9

7
63.3 ± 6.6

PSA (mean ± SD) in ng/mL 13 ± 17.5 2.8 ± 2.7 8.9 ± 3.3

MRI (PI-RADS score) 4 (n = 2)
5 (n = 7) 4 (n = 2)

1 (n = 1)
2 (n = 5)

3 (n = 1) #

PSMA PET/CT (lesion absent or present) Present Absent Present

Su
rg

ic
al

pa
th

ol
og

y ISUP score
2 (n = 1)
3 (n = 4)
5 (n = 3)

2 (n = 2)

2 (n = 2)
3 (n = 3)
4 (n = 1)
5 (n = 1)

Pathological stage
pT2 (n = 2)

pT3a (n = 4)
pT3b (n = 3)

pT2 (n = 2)
pT2 (n = 3)

pT3a (n = 3)
pT3b (n = 1)

Positive margins, n(%) 5 (55%) 1 (50%) 2 (28%)

Abbreviations: PSA—prostate-specific antigen, MRI—magnetic resonance imaging, PSMA PET/CT—prostate-specific
membrane antigen positron emission tomography/computed tomography, PI-RADS—Prostate Imaging Reporting and
Data System, ISUP—International Society of Urological Pathology. * One patient had a PSA of 59 (outlier) and was
placed on neoadjuvant androgen deprivation therapy, which led to no Gleason grades/ISUP score assigned for
histopathology due to treatment effect. # PI-RADS 3 due to diffuse low signal changes within the prostate most
likely due to prostatitis.

All patients had a varying index tumour detection. Imaging findings were reported as
either present or absent for the lesion of interest in each patient. Included patients had a
variety of concordant (n = 9) and discordant (n = 9) disease (Table 1). Although the index
tumour was not detected by MRI in MRI−/PET+ patients, all index tumours were detected
in the fused PSMA PET/CT and MRI images in all three image fusion methods.

3.2. Lesion Localisation

When comparing the histopathology results to the fused images, the tumour location
appeared consistent between the uro-pathologist report, the constructed axial histology
slices, and the fused images (Figure 1). In one patient from the MRI−/PET+ group, with
unfavourable intermediate-risk prostate cancer, the index lesion was concordantly located
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in the right posterior peripheral zone extending from base to apex, which is clearly seen on
the constructed histology slices and fused PET/MRI images (Figure 1). Similarly, in the
MRI+/PET+ group, lesions were accurately located by fused, MRI, PET, and histopathology.
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Figure 1. PET/MRI fused images qualitatively compared to T2WI axial slices of MRI and digitally
recreated histopathology slices for a patient from the MRI−/PET+ group. Note the similar locali-
sation of the tumour: right posterior from base to apex. The histology slices are digitally recreated
from multiple histology slides and the tumour outlines (black) performed by an experienced uro-
pathologist. Note the spacing between the fused images is 3 mm whereas the histopathology slides
are approximately 10 mm.

3.3. Workflow Accuracy Measures

Although the automatic methods were quicker, all methods completed image fusion
in around 5 min or less. The accuracy of image fusion was found to be best for all measures
using the automatic non-rigid registration, followed by automatic rigid, then semi-automatic
(Figure 2). Volume agreement calculated by DSC was highest at 0.96 ± <0.01 for automatic
non-rigid compared to 0.88 ± 0.02 for automatic rigid and 0.80 ± 0.06 for semi-automatic rigid
registrations (p < 0.001). Boundary agreement was also highest for automatic non-rigid (MSD:
0.20 ± 0.05 mm) compared to automatic rigid (MSD: 1.00 ± 0.21 mm) and semi-automatic rigid
(MSD: 1.92 ± 0.70 mm) (p < 0.001). The 95% Hausdorff Distance represents the distance
of the worst alignment, and the automatic non-rigid method (1.17 ± 0.35 mm) had the
smallest discrepancy compared to automatic rigid (3.18 ± 0.29 mm) and semi-automatic rigid
(5.25 ± 1.68 mm) (p < 0.001).
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4. Discussion

Image fusion of PSMA PET/CT and MRI serves to improve the visualisation of
intraprostatic tumours for diagnostic and treatment purposes. However, to be a viable
clinical tool for clinicians, it must be clinically available, not overly time-consuming, and
provide enhanced utility. This study compared three varying methods of image fusion for
prostate cancer and found that while the automatic non-rigid technique was the most accurate,
the semi-automatic rigid workflow was accessible and provided enhanced visualisation
compared to a single image modality through improved detection and acceptable localisation.

The addition of PSMA PET/CT to MRI has growing evidence in enhancing diagnosis
and primary staging, where the combination of both PSMA PET and MRI leads to improved
lesion detection when compared to MRI alone but also improved prediction of lymph
node involvement when compared to PSMA PET/CT alone [5,6,22,23]. PSMA PET/CT
and MRI image fusion was achieved by overlaying the PSMA PET/CT axial series on
top of the axial T2WI MRI base image. The result was clearly visible tracer avidity of
prostate tumours (from the PSMA PET) combined with the high anatomical detail of the
prostate, fascial planes, neurovascular bundle, and surrounding structures (seminal vesicles,
bladder, and rectum), which were maintained with the MRI base image (Figure A1). The
combined anatomic detail and lesion avidity improved both detection and localisation, and
could be viewed within one image stack, which was concordant with the ground truth
(histopathology). Image fusion of PSMA PET/CT and MRI has increased sensitivity of index
lesion identification (detection) and localisation, comparable with hybrid PET/MRI [7,24].
Image fusion is a viable alternative to hybrid PET/MRI given that PSMA PET/CT is more
accessible and funded federally in Australia [25], and hybrid PET/MRI scanners are more
expensive and scarce [8].

Thus, it is believed that fused images could achieve the benefits of hybrid PET/MRI
including superior diagnostics (such as adding PSMA PET to diagnostic paradigms in
patients with negative MRI but high degree of clinical suspicion for prostate cancer leading
to improved detection) [6,26] and impact on altering management (such as prostatectomy
approach and planning including nerve sparing and prediction of positive surgical margins
relative to adjacent or at-risk structures) [3,22]. For example, biopsy guidance through the
cognitive fusion of fused images may be able to mimic the performance of hybrid PSMA
PET/MRI in its high accuracy of detecting clinically significant prostate cancer [27].
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Given the known benefits of hybrid PET/MRI, the demonstrated enhanced visualisa-
tion through the fused images, and the clinical integration and accessibility of the fused
images (seen in radiation oncology), we believe fused images can have their application
extended to provide further utility in prostate cancer diagnosis and management via 3D
models. Three-dimensional virtual and printed models can be created based on the fused
image stack of PSMA PET/CT and MRI. These 3D models may be used for improved
patient education and experience [28], and intra-operative guidance in spatially improved
cognitive fusion prostate biopsy and robotic-assisted radical prostatectomy (Figure 3).
Intra-operative guidance with 3D models, based on MRI alone, in radical prostatectomy
has shown a reduction in positive surgical margins [14,15]. Given that multifocal disease
has a higher risk of positive surgical margins and that fused PET and MRI can increase the
detection of bilateral and multifocal disease [7,29], 3D models based on the fused stack may
enhance intra-operative guidance in view of reducing the risk of a positive surgical margin.
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Figure 3. Clinical utility pathways for applying the fused PET/MRI image fusion in urological practice.

Three image fusion workflows were displayed in this study. The semi-automatic rigid
image fusion process on MIM Maestro is currently a clinically available pathway used
by radiation oncologists. It offers a built-in semi-automatic alignment but may require
manual rigid alignment adjustments often due to variable natural bladder/rectal filling,
different imaging protocols including bladder filling and endorectal coils, and soft tissue
deformation of the prostate. This method is appealing for its clinical availability since it is
already in use by radiation oncology for radiation planning, dose painting, and delivery of
focal radiation due to the improved biological characterisation through the combination of
PSMA PET and MRI [10]. When compared to automatic registrations, semi-automatic rigid
registration requires less than 5 min to perform through an experienced health professional
but does not require the often-time-consuming PV segmentation prior to image fusion.
Since it can be performed on software already available in hospital systems, the main
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cost is time including image transfer from different systems and the health professional
performing the fusion, which may be substantial in a stretched healthcare system.

Semi-automatic registration was overall less accurate than the automatic methods with a
DSC of 0.80 compared to DSC values of 0.88 and 0.96, where it was the only method requir-
ing manual alignment to improve registration qualitatively. Given that PV registration in
this study was between MRI and the CT component of PET/CT, the semi-automatic accuracy
was similar to the clinically reported ranges of DSC for PV registration between a different
modality fusion (MRI and CT) (0.72–0.79 [30,31]) and the same modality fusion (MRI or
CT) (~0.8–0.9 [32]). PV is shown to vary between MRI and CT, where CT volumes can be
1.4 times larger than MRI volumes [33]. Rigid registration does not perform any localised
image deformation; thus, lower DSC values are expected for fusion between the different
modalities. Given the current clinical accessibility of the semi-automatic technique and the
demonstrated registration accuracy (DSC 0.8), we believe the resulting fused images could
immediately be clinically trialled to test for possible clinical benefits.

The future lies in the automation of the workflow for a reduction in time and error,
but the automatic methods described here would only be clinically useful if automatic
PV segmentation were feasible, and such techniques are emerging [34–36]. Automatic,
rigid, and non-rigid registration methods are promising as they demonstrate high accuracy
quantitively in both volume and boundary agreement, especially the non-rigid method
(Figure 2). These automatic methods are based on algorithm development and thus are
quick once PV segmentations are loaded onto the software. However, they are not quite
ready for clinical use as they require more rigorous verification and validation of the clini-
cally applied algorithm and accelerated segmentation methods since manual contouring
of PV on MRI and CT is time-consuming and thus limits the technique’s current clinical
feasibility. Validating these algorithms would require a larger study with quantitative and
qualitative comparisons to hybrid PET/MRI images (gold standard). There are promising
examples of automatic PV segmentation methods, which appear acceptable for clinical use
but are not yet applied in clinical practice [34–37]. Regulatory approval is required prior to
integrating automatic segmentation methods, and manual review and adjustment remain
critical to address cases where automation might underperform due to patient variability
or image quality challenges. The advent of semi-/automatic PV segmentation that feeds into
automatic registration tools could provide an accurate, fast, and clinically relevant fused
image stack.

This pilot study is an initial workflow development and assessment study and as such
has limitations including its retrospective monocentric design and small sample size. The
imaging scans were performed on different days, which may affect prostate and tumour
size as well as bladder and rectal filling [38]; however, this reflects normal practice in
prostate cancer care. Given that the patients already underwent RALP, image fusion cannot
be compared between different PET tracers and their parameters (type of scanner and
time from injection to scan), and hybrid PET/MRI scans or ex vivo MRI scans for the
co-registration of the pathology specimen to the fused images. The SUV range is not well
documented in the literature in the setting of the management of prostate cancer, and a
windowing range of 4–12 was used based on a different cohort with the aim of maximising
the diagnosis and detection of prostate cancer [6]. To justify license and time costs, the use
of image fusion in the urological management of prostate cancer can be validated through
a larger prospective study prior to being widely adopted.

5. Conclusions

In conclusion, image fusion of PSMA PET/CT and MRI using clinical software is cur-
rently accessible, accurate (within clinically acceptable range), and can aid the visualisation
of prostate cancer for use in diagnosis and management. Current integration of image
fusion into clinical practice is possible; however, future research should evaluate the clinical
benefits of automatic image fusion integration, potentially through prospective assessment
for prostate cancer management from patients’ and urologists’ perspectives.
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and Fusion PSMA PET/MRI for Detection of Clinically Significant Prostate Cancer. J. Comput. Assist. Tomogr. 2021, 45, 210–217.
[CrossRef]

8. Gordon, L.G.; Elliott, T.M.; Joshi, A.; Williams, E.D.; Vela, I. Exploratory cost-effectiveness analysis of (68)Gallium-PSMA
PET/MRI-based imaging in patients with biochemical recurrence of prostate cancer. Clin. Exp. Metastasis 2020, 37, 305–312.
[CrossRef] [PubMed]

9. Watts, K.L.; Frechette, L.; Muller, B.; Ilinksy, D.; Kovac, E.; Sankin, A.; Aboumohamed, A. Systematic review and meta-analysis
comparing cognitive vs. image-guided fusion prostate biopsy for the detection of prostate cancer. Urol. Oncol. 2020, 38, e719–e734.
[CrossRef]

10. Hearn, N.; Blazak, J.; Vivian, P.; Vignarajah, D.; Cahill, K.; Atwell, D.; Lagopoulos, J.; Min, M. Prostate cancer GTV delineation
with biparametric MRI and (68)Ga-PSMA-PET: Comparison of expert contours and semi-automated methods. Br. J. Radiol. 2021,
94, 20201174. [CrossRef]

11. Zamboglou, C.; Thomann, B.; Koubar, K.; Bronsert, P.; Krauss, T.; Rischke, H.C.; Sachpazidis, I.; Drendel, V.; Salman, N.; Reichel,
K.; et al. Focal dose escalation for prostate cancer using (68)Ga-HBED-CC PSMA PET/CT and MRI: A planning study based on
histology reference. Radiat. Oncol. 2018, 13, 81. [CrossRef] [PubMed]

12. Mehawed, G.; Murray, R.; Rukin, N.J.; Roberts, M.J. Prostate tumour visualisation with PET: Is image fusion with MRI the answer?
BJU Int. 2024, 133 (Suppl. 4), 4–6. [CrossRef]

13. Liu, Y.; Yu, H.; Liu, J.; Zhang, X.; Lin, M.; Schmidt, H.; Gao, J.; Xu, B. A Pilot Study of (18)F-DCFPyL PET/CT or PET/MRI and
Ultrasound Fusion Targeted Prostate Biopsy for Intra-Prostatic PET-Positive Lesions. Front. Oncol. 2021, 11, 612157. [CrossRef]

14. Shirk, J.D.; Reiter, R.; Wallen, E.M.; Pak, R.; Ahlering, T.; Badani, K.K.; Porter, J.R. Effect of 3-Dimensional, Virtual Reality Models
for Surgical Planning of Robotic Prostatectomy on Trifecta Outcomes: A Randomized Clinical Trial. J. Urol. 2022, 208, 618–625.
[CrossRef]

15. Chandak, P.; Byrne, N.; Lynch, H.; Allen, C.; Rottenberg, G.; Chandra, A.; Raison, N.; Ahmed, H.; Kasivisvanathan, V.; Elhage, O.;
et al. Three-dimensional printing in robot-assisted radical prostatectomy—An Idea, Development, Exploration, Assessment,
Long-term follow-up (IDEAL) Phase 2a study. BJU Int. 2018, 122, 360–361. [CrossRef]

16. Barentsz, J.O.; Richenberg, J.; Clements, R.; Choyke, P.; Verma, S.; Villeirs, G.; Rouviere, O.; Logager, V.; Fütterer, J.J. ESUR prostate
MR guidelines 2012. Eur. Radiol. 2012, 22, 746–757. [CrossRef]

17. Weinreb, J.C.; Barentsz, J.O.; Choyke, P.L.; Cornud, F.; Haider, M.A.; Macura, K.J.; Margolis, D.; Schnall, M.D.; Shtern, F.; Tempany,
C.M.; et al. PI-RADS Prostate Imaging—Reporting and Data System: 2015, Version 2. Eur. Urol. 2016, 69, 16–40. [CrossRef]

18. Eder, M.; Löhr, T.; Bauder-Wüst, U.; Reber, M.; Mier, W.; Schäfer, M.; Haberkorn, U.; Eisenhut, M. Pharmacokinetic properties
of peptidic radiopharmaceuticals: Reduced uptake of (EH)3-conjugates in important organs. J. Nucl. Med. 2013, 54, 1327–1330.
[CrossRef] [PubMed]

19. Epstein, J.I.; Egevad, L.; Amin, M.B.; Delahunt, B.; Srigley, J.R.; Humphrey, P.A. The 2014 International Society of Urological
Pathology (ISUP) Consensus Conference on Gleason Grading of Prostatic Carcinoma: Definition of Grading Patterns and Proposal
for a New Grading System. Am. J. Surg. Pathol. 2016, 40, 244–252. [CrossRef]

20. van der Kwast, T.H.; Amin, M.B.; Billis, A.; Epstein, J.I.; Griffiths, D.; Humphrey, P.A.; Montironi, R.; Wheeler, T.M.; Srigley, J.R.;
Egevad, L.; et al. International Society of Urological Pathology (ISUP) Consensus Conference on Handling and Staging of Radical
Prostatectomy Specimens. Working group 2: T2 substaging and prostate cancer volume. Mod. Pathol. 2011, 24, 16–25. [CrossRef]

https://doi.org/10.3322/caac.21492
https://www.ncbi.nlm.nih.gov/pubmed/30207593
https://doi.org/10.1007/s00345-019-02774-y
https://www.ncbi.nlm.nih.gov/pubmed/31055625
https://doi.org/10.1148/radiol.2018172232
https://doi.org/10.1007/s00259-019-04620-0
https://www.ncbi.nlm.nih.gov/pubmed/31912257
https://doi.org/10.1038/s41391-020-00270-8
https://doi.org/10.1016/j.eururo.2021.08.002
https://doi.org/10.1097/RCT.0000000000001116
https://doi.org/10.1007/s10585-020-10027-1
https://www.ncbi.nlm.nih.gov/pubmed/32064552
https://doi.org/10.1016/j.urolonc.2020.03.020
https://doi.org/10.1259/bjr.20201174
https://doi.org/10.1186/s13014-018-1036-8
https://www.ncbi.nlm.nih.gov/pubmed/29716617
https://doi.org/10.1111/bju.16335
https://doi.org/10.3389/fonc.2021.612157
https://doi.org/10.1097/JU.0000000000002719
https://doi.org/10.1111/bju.14189
https://doi.org/10.1007/s00330-011-2377-y
https://doi.org/10.1016/j.eururo.2015.08.052
https://doi.org/10.2967/jnumed.112.114512
https://www.ncbi.nlm.nih.gov/pubmed/23804326
https://doi.org/10.1097/PAS.0000000000000530
https://doi.org/10.1038/modpathol.2010.156


J. Clin. Med. 2024, 13, 7384 11 of 11

21. Bugeja, J.M.; Mehawed, G.; Roberts, M.J.; Rukin, N.; Dowling, J.; Murray, R. Prostate volume analysis in image registration for
prostate cancer care: A verification study. Phys. Eng. Sci. Med. 2023, 46, 1791–1802. [CrossRef] [PubMed]

22. Evangelista, L.; Zattoni, F.; Cassarino, G.; Artioli, P.; Cecchin, D.; Dal Moro, F.; Zucchetta, P. PET/MRI in prostate cancer: A
systematic review and meta-analysis. Eur. J. Nucl. Med. Mol. Imaging 2021, 48, 859–873. [CrossRef] [PubMed]

23. Spena, G.; Moretti, T.B.; Dávila, F.S.; Dos Anjos, G.; Khan, I.; Calace, F.P.; Aveta, A.; Pandolfo, S.D.; Tufano, A.; Izzo, A.; et al.
Ga68-PSMA PET for lymph node staging in intermediate and high-risk prostate cancer patients undergoing robotic assisted
radical prostatectomy. Minerva Urol. Nephrol. 2024, 76, 467–473. [CrossRef] [PubMed]

24. Robertson, M.S.; Liu, X.; Plishker, W.; Zaki, G.F.; Vyas, P.K.; Safdar, N.M.; Shekhar, R. Software-based PET-MR image coregistration:
Combined PET-MRI for the rest of us! Pediatr. Radiol. 2016, 46, 1552–1561. [CrossRef]

25. MBS. New Diagnostic Imaging Medicare Benefits Schedule (MBS) Items 61563 and 61564—Factsheet; Department of Health AG:
Canberra, Australia, 2022.

26. Esperto, F.; Cacciatore, L.; Tedesco, F.; Raso, G.; Minore, A.; Testa, A.; Ragusa, A.; Prata, F.; Alcini, A.; Salerno, A.; et al.
Prevalence and potential predictors of incidental prostate Cancer in patients undergoing surgery for Benign Prostatic obstruction:
A retrospective study in the MRI era. World J. Urol. 2024, 42, 485. [CrossRef]

27. Ferraro, D.A.; Becker, A.S.; Kranzbühler, B.; Mebert, I.; Baltensperger, A.; Zeimpekis, K.G.; Grünig, H.; Messerli, M.; Rupp, N.J.;
Rueschoff, J.H.; et al. Diagnostic performance of (68)Ga-PSMA-11 PET/MRI-guided biopsy in patients with suspected prostate
cancer: A prospective single-center study. Eur. J. Nucl. Med. Mol. Imaging 2021, 48, 3315–3324. [CrossRef]

28. Bernhard, J.C.; Isotani, S.; Matsugasumi, T.; Duddalwar, V.; Hung, A.J.; Suer, E.; Baco, E.; Satkunasivam, R.; Djaladat, H.; Metcalfe,
C.; et al. Personalized 3D printed model of kidney and tumor anatomy: A useful tool for patient education. World J. Urol. 2016,
34, 337–345. [CrossRef]

29. Sfoungaristos, S.; Perimenis, P. Bilateral cancer in prostate biopsy associates with the presence of extracapsular disease and
positive surgical margins in low risk patients: A consideration for bilateral nerve sparing radical prostatectomy decision. Urol. J.
2013, 10, 966–972.

30. Ishida, T.; Kadoya, N.; Tanabe, S.; Ohashi, H.; Nemoto, H.; Dobashi, S.; Takeda, K.; Jingu, K. Evaluation of performance of pelvic
CT-MR deformable image registration using two software programs. J. Radiat. Res. 2021, 62, 1076–1082. [CrossRef]

31. Posiewnik, M.; Piotrowski, T. Validation of the dosimetric and geometric accuracy of MR-only treatment planning solution for
prostate cancer radiotherapy. Contemp. Oncol. 2021, 25, 249–253. [CrossRef]

32. Brock, K.K.; Mutic, S.; McNutt, T.R.; Li, H.; Kessler, M.L. Use of image registration and fusion algorithms and techniques in
radiotherapy: Report of the AAPM Radiation Therapy Committee Task Group No. 132. Med. Phys. 2017, 44, e43–e76. [CrossRef]
[PubMed]

33. Rasch, C.; Barillot, I.; Remeijer, P.; Touw, A.; van Herk, M.; Lebesque, J.V. Definition of the prostate in CT and MRI: A multi-
observer study. Int. J. Radiat. Oncol. Biol. Phys. 1999, 43, 57–66. [CrossRef] [PubMed]

34. Duan, J.; Bernard, M.; Downes, L.; Willows, B.; Feng, X.; Mourad, W.F.; St Clair, W.; Chen, Q. Evaluating the clinical acceptability
of deep learning contours of prostate and organs-at-risk in an automated prostate treatment planning process. Med. Phys. 2022,
49, 2570–2581. [CrossRef] [PubMed]

35. Kiljunen, T.; Akram, S.; Niemelä, J.; Löyttyniemi, E.; Seppälä, J.; Heikkilä, J.; Vuolukka, K.; Kääriäinen, O.S.; Heikkilä, V.P.; Lehtiö,
K.; et al. A Deep Learning-Based Automated CT Segmentation of Prostate Cancer Anatomy for Radiation Therapy Planning-A
Retrospective Multicenter Study. Diagnostics 2020, 10, 959. [CrossRef]

36. Clark, T.; Zhang, J.; Baig, S.; Wong, A.; Haider, M.A.; Khalvati, F. Fully automated segmentation of prostate whole gland and
transition zone in diffusion-weighted MRI using convolutional neural networks. J. Med. Imaging 2017, 4, 041307. [CrossRef]

37. D’Antonoli, T.A.; Berger, L.K.; Indrakanti, A.K.; Vishwanathan, N.; Weiß, J.; Jung, M.; Berkarda, Z.; Rau, A.; Reisert, M.;
Küstner, T. TotalSegmentator MRI: Sequence-Independent Segmentation of 59 Anatomical Structures in MR images. arXiv 2024,
arXiv:2405.19492.

38. Langen, K.M.; Jones, D.T. Organ motion and its management. Int. J. Radiat. Oncol. Biol. Phys. 2001, 50, 265–278. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s13246-023-01342-4
https://www.ncbi.nlm.nih.gov/pubmed/37819450
https://doi.org/10.1007/s00259-020-05025-0
https://www.ncbi.nlm.nih.gov/pubmed/32901351
https://doi.org/10.23736/S2724-6051.24.05736-7
https://www.ncbi.nlm.nih.gov/pubmed/39051893
https://doi.org/10.1007/s00247-016-3641-8
https://doi.org/10.1007/s00345-024-05171-2
https://doi.org/10.1007/s00259-021-05261-y
https://doi.org/10.1007/s00345-015-1632-2
https://doi.org/10.1093/jrr/rrab078
https://doi.org/10.5114/wo.2021.112518
https://doi.org/10.1002/mp.12256
https://www.ncbi.nlm.nih.gov/pubmed/28376237
https://doi.org/10.1016/S0360-3016(98)00351-4
https://www.ncbi.nlm.nih.gov/pubmed/9989514
https://doi.org/10.1002/mp.15525
https://www.ncbi.nlm.nih.gov/pubmed/35147216
https://doi.org/10.3390/diagnostics10110959
https://doi.org/10.1117/1.JMI.4.4.041307
https://doi.org/10.1016/S0360-3016(01)01453-5

	Background 
	Methods 
	Imaging Acquisition 
	Histopathology 
	Image Fusion Techniques 
	Accuracy and Statistical Measures 

	Results 
	Lesion Detection 
	Lesion Localisation 
	Workflow Accuracy Measures 

	Discussion 
	Conclusions 
	Appendix A
	References

