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and management of pediatric thyroid nodules (3). Of the 136 
nodules that underwent FNA in that series, 13 (10%) were non-
diagnostic, a rate much lower than Dr Triana and colleagues re-
port. We did not use genetic testing for any of the patients in our 
series, as the genetic tests have not been validated in or approved 
for the pediatric population.
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Editor:
We read with interest and greatly appreciated the article by Dr 
Thai and colleagues (1) and the editorial by Dr Weinreb (2) 
published in the August 2018 issue of Radiology. Dr Thai and 
colleagues (1) determined that biopsy is not justified for Pros-
tate Imaging Reporting and Data System (PI-RADS) category 
2 transition zone lesions and confirmed the high accuracy of 
the system in the detection of significant prostate cancer (PCa).

There are several drawbacks to the study by Dr Thai and 
colleagues (1), some of which were correctly underlined in Dr 
Weinreb’s editorial. We believe that there are further concerns 
that need to be discussed about the assessment and management 
of category 3 lesions (equivocal for clinically significant PCa).

Dr Thai and colleagues (1) followed the PI-RADS version 2 
criteria to determine category 3 transition zone lesions by using 
T2-weighted imaging as the dominant sequence and diffusion-
weighted imaging as the secondary sequence. Category 3 lesions 
(352 of 634) were sampled for biopsy, resulting in an overall can-
cer detection rate of 22.2% (78 of 352), whereas that for clini-
cally significant cancer was 11.1% (39 of 352). Moreover, 91 

category 3 lesions were upgraded from category 3 to category 4 
on the basis of their morphologic characteristics, size (≥15 mm), 
and diffusion-weighted imaging criteria.

We disagree with the approach to category 3 lesions used by 
Dr Thai and colleagues. A simplified PI-RADS based on a bipa-
rametric MRI protocol (T2- and diffusion-weighted sequences) 
at 3.0 T without the use of an endorectal coil (3,4) helps identify 
four categories of the PI-RADS and suggests the management 
for each one. We consider diffusion-weighted imaging to be the 
dominant sequence for lesion detection in both the transition 
zone and the peripheral zone. To manage category 3 lesions (hy-
pointense on T2-weighted images, hyperintense on diffusion-
weighted high-b-value images, and moderately hypointense on 
apparent diffusion coefficient maps), we considered lesion vol-
ume as a discriminator (cutoff, 0.5 mL) according to the Epstein 
criteria (5), identifying two subgroups (3a and 3b) for category 
3 lesions.

In a previous study (4), category 3a lesions (volume < 0.5 
mL) included significant PCa in 2.8% of the cases in which 
clinical surveillance (prostate-specific antigen and repeat bipa-
rametric MRI within 12 months) was recommended. Category 
3b lesions (volume ≥ 0.5 mL) included significant PCa in 27.6% 
of the cases in which targeted biopsy was recommended (4). For 
category 3a lesions, our simplified PI-RADS approach avoided 
60.5% of the biopsies, missing a negligible percentage of signifi-
cant PCa. Therefore, we believe that the adoption of our simpli-
fied PI-RADS could facilitate category 3 lesion management and 
may avoid unnecessary biopsies.
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We thank Dr Scialpi and colleagues for their comments. A 
wag once wrote that “the great thing about standards is that 
there are so many of them.” It alludes to the problem that all 
standards have flaws and there is a tendency for the sprouting 
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of new standards in response. Standards must be continuously 
reviewed and revised, a process inherent in the PI-RADS pro-
cess. However, to achieve the benefits of standards (uniformity 
of communication, training, methodology, etc), it is important 
to maintain that standard until a widely agreed upon revision 
can take its place. A key component of the current PI-RADS 
version 2 is that scoring should be based on the appropriate 
dominant pulse sequence for the location of the lesion, an ap-
proach that has worked well. Dr Scialpi and colleagues suggest 
an alternate standard to PI-RADS version 2 that is based on 
biparametric MRI and that abandons the dominant pulse se-
quence concept in favor of a diffusion-weighted imaging–dom-
inant approach for all locations. The major reason this was not 
adopted in PI-RADS version 2 is the very common problem 
of very low diffusion within many benign prostatic hyperplasia 
nodules in the transition zone. We believe this continues to 
be an issue that is partly addressed by the dominant sequence 
concept. However, it is possible that, as experience is gained 
in recognizing benign prostatic hyperplasia nodules, this will 
no longer be necessary and diffusion-weighted imaging can be 
used as a dominant sequence.

In addition, Dr Scialpi and colleagues propose the use of le-
sion volume estimation to create a subcategory of score 3 lesions 
that do not require biopsy. Although this suggestion has merit in 
potentially reducing the number of biopsies, it is balanced by well-
known limitations of MRI in correctly estimating lesion volume 

and significant variability of lesion measurement and mapping 
among different radiologists (1,2). As experience grows and there 
is increased reliance on biparametric MRI, there will be an in-
creasing need to adapt PI-RADS for the detection of clinically 
significant PCa (3,4). However, this should be part of the ongo-
ing process of continuous improvement for PI-RADS in which 
both incremental and substantial changes are carefully vetted and 
backed by prospectively designed clinical trials with reliable histo-
pathologic-imaging correlation. Following this path is the way to 
avoid the trap of too many standards to choose from.
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