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Evaluation and diagnosis of prostate 
cancer



AI algorithm non-
inferior, and in fact 
superior, in 
diagnosis of 
clinically 
significant Ca P 
compared  to 
radiologists

AI software 
reduced need of 
IF and allowed 
more confidence 
in pathologists’ 
diagnosis



Panel

•Do you read the MRI yourself? What are the 
common problems you face with MRI 
reporting in the community?
•Do you think AI algorithms will play an 
increasing role in the radiology department?
•Would it help in radiation planning as well?
•What could be the effect of bias in AI 
training and “automation bias”





Panel

•When is IHC needed during prostate 
biopsy? How much is the extra cost added?
•Are any of your hospitals using the AI 
systems for pathology?
•What are the limitations you anticipate in 
the routine use of AI in pathology and 
radiology?



AI - Cystoscopy
• Trained a deep neural network with >10,000 images to 

identify tumor and grade based on red/green/blue 
method on white light and NBI



AI - cystoscopy
• Based on tumor 
color AI was able 
to
• Diagnose tumor 

(benign versus 
tumor) 
• Predict CIS 

versus 
inflammation 

• Success rate 
>98%





Sensitivity for PSMA PET for EPE is greater than 
MRI – 86% vs 57% and NPV was 95% allowing 
more nerve-sparing to be done



Panel
• How often do you do nerve-sparing surgery in India?
• How often do you consider it in unfavourable 

intermediate or high-risk disease?
• With a low PPV of 0.48 for MRI and 0.52 for PSMA in 

unfavourable risk would you rely more on intraop 
findings or consider Neurosafe in these cases?
• How important is EPE or SV involvement in radiation 

planning?
• Would you consider dropping MRI from staging purposes 

in the future?



All patients with suspicious lesions on both MRI and 
PSMA PET CT were diagnosed with prostate cancer and 
underwent surgery without biopsy. 



Panel
• Study showed 100% patients had prostate cancer on RP 

if MRI had PIRADS 4/5 and PSMA miScore 2 and above
• PPV of 96% for MRI and 95% for PSMA alone
• Inclusion of PIRADS-3 as positive in a previous study reduced 

PPV to 67%

• PSMA-PET MRI combination could be a way forward - 
single study has shown specificity of 94.3% and PPV of 
86.8%
• PRIMARY trial suggested 100% PPV of PIRADS 4+ and 

SUV 9+ but only 69% if PIRADS 3+ and SUV 4+



Panel
• What problems do you face in planning or performing RARP or 

radiation after a prostate biopsy?

• Do you think functional outcomes after surgery might improve if 
biopsy was avoided?

• What happened if MRI was positive and PSMA was negative? 
Were there any such patients?

• For LAPC the PPV is 100% - can we consider treatment without 
biopsy in them?

• How will you plan active surveillance without biopsy?

• Are you comfortable offering RP or RT without biopsy given 
positive imaging findings? Could AI play a role here? 

• Recruitment for such a trial – possible or difficult?



Treatment of prostate cancer



Comparable continence and potency rates were 
observed between RARP and LRP after a 10‐year 
follow‐up. However, the RARP group exhibited 
superior totally dry rate and erection quality



Panel

• How many have done a laparoscopic radical 
prostatectomy?
• What would be the learning curve and difficulties 

involved in laparoscopy?
• Are you surprised with the findings of this paper? 
• >95% continence for RARP vs >80% for LRP – probably 

underpowered
• Do you think early continence is better with RARP – even up to 

1-2 years
• 64% vs 56% for potency

•  How do you counsel patients regarding the approach 
for surgery?
• Do you think RARP is cost-effective vs LRP in the long 

run?



PACE-B trial - Five-fraction SBRT was noninferior to control 
radiotherapy with respect to biochemical or clinical 
failure.



Panel

• What patients do you commonly offer SBRT to?
• Have there been any changes in the delivery of SBRT 

since the time of recruitment of this study?
• How concerned are you about the increased GU toxicity 

in the SBRT group? How do we prevent them?
• Is there any reason why GI side-effects would also not 

be increased in SBRT?



Ultra-hypofractionated focal boost SBRT is associated with 
encouraging biochemical control rates up to 5-year follow-up 
in patients with intermediate and high-risk Pca with 
acceptable toxicity.



Panel

• More high-risk group of prostate cancer patients – how 
do you tackle the lymph nodes in these cases?
• Is there any difference in the use of ADT in patients on 

SBRT vs standard regimens of radiation?
• Have you ever attempted the protocol described i.e. 

focal tumor boost?
• Do you think this will prove beneficial in cancer control 

in higher risk patients especially?
• Is there a worry about increasing toxicity?



• No difference in GI and GU toxicity – any surprise in the 
findings?



Conclusions

• Diagnosis and staging of prostate cancer will improve 
with the use of AI-based algorithms and studies on 
imaging
• Training of the AI models has potential to introduce bias
• Could help standardize reading MRI in a country with wide 

variation like India

• Potential for beginning treatment without biopsy like 
other cancers but due to significant treatment related 
toxicity it needs caution
• SBRT seems to be an increasingly used alternative for 

delivering RT to the prostate with good oncologic and 
toxicity outcomes
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