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Abstract
This study aims to assess the diagnostic utility of dynamic contrast-enhanced magnetic
resonance imaging (DCE-MRI) and diffusion-weighted imaging (DWI) in the detection
of prostate cancer (PCa) and to investigate the correlation between DCE-MRI signal
intensity-time (SI-T) curve parameters and angiogenesis in cancerous lesions. A total
of 56 PCa patients and 50 benign prostatic hyperplasia (BPH) patients were enrolled,
and their DCE-MRI and DWI images before surgery were analyzed. We also examined
the association between DCE-MRI SI-T curve parameters and vascular endothelial
growth factor (VEGF) or microvessel density (MVD). In the early stage of DCE-
MRI, both PCa and BPH lesions exhibited higher enhancement levels compared to
the surrounding normal prostate tissue, and during delayed scanning, BPH lesions and
adjacent normal prostate tissue demonstrated substantial enhancement with minimal
distinction. Conversely, PCa lesions exhibited relatively low signal intensity changes,
distinguishing them from the surrounding normal tissue. Most SI-T curve patterns
for PCa patients exhibited ascending and descending profiles, whereas BPH patients
predominantly exhibited plateau or ascending curves (p< 0.05). PCa patients had lower
peak times, higher enhancement degrees and rates, and elevated VEGF positivity rates
and MVD counts compared to BPH patients (p < 0.05). Correlation analysis revealed a
negative correlation between peak times of SI-T curve parameters and VEGF and MVD
expression levels, while enhancement degree and rate exhibited positive correlations
with these parameters (p < 0.05). In DWI images, hyperplastic foci were primarily
isointense or slightly hyperintense, while cancerous foci were predominantly markedly
hyperintense. Higher b-values were associated with lower apparent diffusion coefficient
(ADC) values. However, across various b-values, PCa consistently exhibited lower ADC
values than BPH (p < 0.05). DCE-MRI and DWI are valuable tools for distinguishing
between PCa and BPH.
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1. Introduction

Prostate cancer (PCa) is a common malignancy among elderly
men, often exhibiting clinical symptoms that closely resemble
those of benign prostatic hyperplasia (BPH), which can lead to
missed diagnosis [1–4]. Magnetic resonance imaging (MRI)
has high soft tissue resolution and offers valuable insights
for PCa diagnosis through multi-parameter imaging [5–7].
Notably, PCa tissue is characterized by an abundant vascular
density, resulting in distinct differences in blood supply and
vascularity compared to BPH and forms the basis for using
dynamic contrast-enhancedMRI (DCE-MRI) in PCa diagnosis
[8–10]. Diffusion-weighted MRI (DWI) can be used to assess
the mobility of water molecules within tissues. Cancerous tis-

sues usually disrupt the normal water-rich glandular structure,
resulting in an increased nucleocytoplasmic ratio in tumor cells
and structural remodeling, which impede the lateral molecular
movement within cancerous lesions, thereby establishing a
basis for distinguishing PCa using DWI [11–13].
Angiogenesis plays a pivotal role in the growth, metastasis,

and invasion ofmalignant tumors. Vascular endothelial growth
factor (VEGF) has emerged as a crucial regulatory factor in
vascular processes, while microvessel density (MVD) remains
the gold standard for assessing angiogenesis in tumors.
In this study, we examined the diagnostic potential of

DCE-MRI and DWI for PCa and established a correlation
between the signal intensity-time (SI-T) curve parameters
obtained from DCE-MRI and angiogenesis in cancer foci.

https://www.jomh.org
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Collectively, this research encompassed the application of
MRI examination techniques, image analysis, diagnostic
procedures, immunohistochemical examinations and rigorous
statistical methodologies to shed light on the diagnostic utility
of DCE-MRI and DWI-MRI in PCa.

2. Subjects and methods

In this study, we included a cohort of 56 patients diagnosed
with PCa and 50 patients diagnosed with BPH who were
admitted to our hospital between June 2020 and June 2022.
The inclusion criteria comprised all patients who underwent
thorough preoperative examinations, including DCE-MRI and
DWI, with complete preoperative imaging data and patholog-
ical records. Exclusion criteria comprised individuals with
known contrast medium allergies, those with cardiac pacemak-
ers, and those presenting severe organ dysfunction involving
critical organs such as the heart, liver or kidneys. The average
(±standard deviation) age of the 56 PCa patients was 63.58
(±12.25) years (range: 54–81 years) and had an average
weight of 73.15 (±13.15) kg (range: 61–84 kg). Among them,
there were 12 stage I cases, 20 stage II PCa cases, 11 stage III
PCa cases, 13 stage IV PCa cases, and 10 PCa caseswith lymph
node metastasis. According to the Gleason scoring system,
16 cases exhibited moderate differentiation, while 40 cases
exhibited poor differentiation in PCa pathology. The average
age of the 50 BPH patients was 64.07 (±10.78) years (range:
51–79 years) and their average weight was 74.52 (±12.37) kg
(range: 60–84 kg).

3. Methods

3.1 MRI examination method
(1) The imaging equipment used in this studywas the Philips

Archieve 3.0T Tx superconducting magnetic resonance scan-
ner (Philips, Amsterdam, Netherlands). The transmit coil
employed was the body coil, while the receiving coil utilized
was the 16-channel SENSE XL Torso coil. Contrast-enhanced
scans were conducted using the Medrad Spectris Solaris auto-
matic high-pressure injection system (USA).
(2) Before the examination, the patients were instructed to

empty their bladders and assume a supine position in the scan-
ning coil, aligning the pelvis accordingly. The midline of the
coil was positioned to coincidewith themidsagittal plane of the
subject, and this midline was adjusted to align with the pubic
symphysis. The imaging started with a T1-weighted imaging
scan (Repetition Time (TR): 192 ms, Echo Time (TE): 10
ms), followed by a coronal slice-selective inversion recovery
(SRIP) fat-suppressed T2-weighted imaging scan (TR: 1483
ms, TE: 70 ms, slice thickness: 5.0 mm, interslice distance:
1.0 mm, Field of View (FOV): 240 mm × 240 mm, matrix:
256 × 256).
(3) The DWI examination was performed utilizing a single-

shot spin echo echo-planar imaging (EPI) sequence for transax-
ial scanning, which included the prostate gland and seminal
vesicle, with b values set at 0, 500 and 100 s/mm2. The
scanning parameters were configured as follows: TR: 200
ms, TE: 58 ms, slice thickness: 3.0 mm, interslice distance:

1.0 mm, matrix: 256 × 256, FOV: 230 mm × 230 mm.
Subsequently, the DWI scan data were transferred to the MR
three-dimensional workstation, where software processing au-
tomatically generated apparent diffusion coefficient (ADC)
maps.
(4) DCE-MRI examination was conducted using a 3D

fast field echo sequence with transaxial scanning. Contrast
medium Gd-DTPA was administered via a double-barrel
high-pressure syringe through the cubital vein. The imaging
started with an initial plain scan consisting of 8 phases,
followed by the dynamic contrast-enhanced scan performed
concurrently with the injection of the contrast medium,
covering both the prostate and seminal vesicle. The specific
imaging parameters included: TR (repetition time) of 5.5
ms, TE (echo time) of 1.7 ms, slice thickness of 6.0 mm, no
interslice gap, FOV (field of view) measuring 230 mm ×
230 mm, matrix dimensions of 256 × 256, and an inversion
angle of 15◦. Continuous scanning was performed over
96 phases, with each phase having a single-phase scanning
time of 2.9 seconds. Subsequently, the DCE-MRI data was
analyzed using the DCE@urLABv1.0 software package
(Philips, Amsterdam, Netherlands). The right femoral
artery was chosen to derive the arterial input function (AIF)
curve model. Regions of interest (ROI) for cancerous and
hyperplastic foci were manually delineated to construct the
SI-T curves for recording important quantitative parameters,
including peak time (Tmax), degree of enhancement (SIm%),
and enhancement rate (R). Moreover, we categorized SI-T
curves into ascending and descending types (indicating a
signal decrease after early rapid enhancement), plateau type
(characterized by a plateau after early rapid enhancement),
and ascending type (exhibiting a relatively stable and gradual
signal increase).
(5) The placement of ROI on both DCE and ADC maps

was performed by experienced imaging experts according to a
standardized procedure. T2 weighted imaging (T2WI) images
were used as a reference for ROI placement, and the central
level of the lesion was selected for ROI placement, where the
ROI was oval-shaped, with an area controlled at approximately
0.4 cm2. On ADC images, the ROI was positioned at the
location corresponding to the lowest ADC value, while for
DCE images, it was placed at the site showing early and
pronounced enhancement within the lesion. Particular care
was taken to avoid regions near the transitional zone-peripheral
zone junction, the seminal vesicle root, blood vessels, and
areas with hemorrhage or calcification.

3.2 Image analysis and diagnosis
TwoMRI physicians assessed and summarized various aspects
of theMRI scans, including the extent of lesion location, signal
characteristics and patterns of enhancement in a double-blind
manner, unaware of the results of the pathological diagnoses.

3.3 Prostate imaging reporting and data
system version 2 (PI-RADSv2)
According to PI-RADSv2-related criteria, the probability of
developing clinical PCa was assigned a score ranging from 1
point (indicating a very low likelihood of cancer) to 5 points
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(indicating a very high likelihood of cancer) for categorization.

3.4 Immunohistochemical examination
PCa patients underwent radical prostatectomy, whereas those
with BPH underwent transurethral resection. During the sur-
gical procedures, tissue samples from the respective foci were
collected, fixed using a 100 mL/L formalin solution and then
embedded in conventional paraffin. Subsequently, 4 µm thick
serial sections were prepared and subjected to hematoxylin
and eosin (HE) staining. For immunohistochemical analysis,
the Avidin Biotin–Peroxidase Complex technique (ABC) was
employed. Specifically, 50 µL of diluted ready-to-use mouse
anti-human VEGF polyclonal antibody or 50 µL of diluted
ready-to-use mouse anti-human Cluster of Differentiation 34
(CD34) monoclonal antibody was added to each section. In
the control group, phosphate-buffered saline (PBS) was used
in place of the primary antibody to serve as a negative control.
The experiment was performed using an immunohistochemical
kit, and the associated reagents included mouse anti-human
VEGFpolyclonal antibody (Beijing ZhongshanBiotechnology
Co., Ltd.) and mouse anti-human CD34 polyclonal antibody
(Beijing Zhongshan Biotechnology Co., Ltd.).
The evaluation ofVEGF expression involved the assessment

of cells with brownish-yellow or brownish-yellow cytoplasm
observed across the entire slide at low magnification (×40).
Three regions exhibiting the densest distribution of positive
cells were identified. The quantification of positive and neg-
ative cells was conducted at high magnification (×400) and
categorized into four grades: absence of positive expression
was denoted as negative (“−”, 0 point), less than 25% positivity
was labeled as low expression (“+”, 1 point), positivity ranging
from 25% to 50% was considered moderate expression (“++”,
2 points), and greater than 50% positivity was designated as
high expression (“+++”, 3 points).
For the determination of vascular MVD, the protocol fol-

lowed the guidelines established by Jiang et al. [14]. CD34
staining specifically targeted vascular endothelial cells, with
brownish-yellow cells or cell plexus serving as indicators of
blood vessels. Initially, the sections were examined under
a light microscope at 100-fold magnification to identify the
region exhibiting the highest concentration of blood vessels.
Subsequently, the sections were further analyzed under a light
microscope at 200-fold magnification to select the area with
the densest presence of blood vessels for counting. The mean
value ofMVDwas then computed based on these observations.
Gleason grading, based on criteria outlined by the Interna-

tional Society of Urology and Pathology (ISUP), was used to
assess the PCa pathology. The Gleason score was determined
as follows: Grade 1 (≤6 points) represented well-defined
neoplastic glands of moderate size with consistent sizes; Grade
2 (3 + 4 = 7 points) exhibited similarities to Grade 1 but
with irregular nodule boundaries and possible mild glandular
infiltration at the periphery; Grade 3 (4 + 3 = 7 points) featured
tumor cells forming individual glands of varying sizes, smaller
than Grades 1 and 2, with glandular lumens and neoplastic
infiltration interspersed among normal glands; Grade 4 (4 +
4 = 8, 3 + 5 = 8, 5 + 3 = 8 points) involved fused glands with
poorly defined or absent glandular lumens, often in cribriform

or glomeruloid patterns; and Grade 5 (5 + 4 = 9, 4 + 5 =
9) displayed minimal glandular structures, single cells, cords
or solid nests-like growth, sometimes accompanied by florid
glandular structures, solid sheets, or comedo-necrosis. These
grades were further categorized into two groups: high-grade
(Gleason score ≥ 4 + 3 (7b)) and low-grade (Gleason score ≤
3 + 7 (7a)).

3.5 Statistical methods

Data analysis was conducted using the SPSS 19.0 statistical
software (BMI company, Chicago, IL, USA). Measurement
data are presented as mean ± standard deviation (±s), and
independent sample t-tests were utilized to compare the means
between two groups. Enumeration data are presented as cases,
and theχ2 test was used to compare two groups. Pearson linear
correlation analysis was applied to assess correlations between
variables. Statistical significance was set at p < 0.05.

4. Results

4.1 DCE-MRI findings and quantitative
analysis results of PCa and BPH

During the early phase of DCE MRI enhancement, there was
a gradual enhancement observed in all cancerous lesions or
hyperplastic nodules as the injection time progressed. No-
tably, the degree of enhancement in the lesions exceeded that
observed in the surrounding normal prostate tissue. In the
delayed scanning phase, the normal prostate tissue surrounding
BPH nodules exhibited significant enhancement, making it
challenging to differentiate from the lesion tissue. Conversely,
in proximity to PCa tissue, the normal prostate tissue displayed
pronounced enhancement, while the cancerous lesion tissue
exhibited relatively reduced signal intensity changes. The
results were presented in Fig. 1.

4.2 Comparison of SI-T curve type between
PCa and BPH

The types of SI-T curves between PCa and BPH patients were
compared, and the differences were found to be statistically
significant (p < 0.05). This is shown in Table 1.

4.3 Comparison of SI-T curve parameters
between PCa and BPH

The peak time of SI-T curve parameters in PCa patients was
significantly lower than that in BPH patients (p < 0.05), and
the enhancement degree and enhancement rate were higher
than that in BPH patients (p< 0.05). This is shown in Table 2.

4.4 Comparison of VEGF and MVD detection
results in PCa and BPH tissues

The positive rate of VEGF andMVD count in PCa tissues were
higher than that in BPH, and the differences were statistically
significant (p < 0.05). This is shown in Table 3.
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FIGURE 1. MRI images of a patient with benign prostatic hyperplasia. Note: Fig. 1 shows the MRI images of a 54-year-
old male patient with benign prostatic hyperplasia. (A) T2WI images showing patchy hypointensity on both sides of the central
gland (arrow); (B) early DCE MRI showing patchy hypointensity with enhancement; (C) delayed DCE MRI showing patchy
enhancement without reduction (arrow). (D) Pathological confirmation of benign prostatic hyperplasia.

TABLE 1. Comparison of the SI-T curve type between PCa and BPH (n (%)).
Lesson type n Ascending and descending type Plateau type Ascending type
PCa 56 40 (71.43) 14 (25.00) 2 (3.57)
BPH 50 10 (20.00) 20 (40.00) 20 (40.00)
χ2 33.554
p <0.001
PCa: prostate cancer; BPH: benign prostatic hyperplasia.

TABLE 2. Comparison of SI-T curve parameters between PCa and BPH.
Lesion type n Peak time (Tmax) Enhancement degree

(SIm%)
Enhancement rate®

PCa 56 92.58 ± 16.58 235.15 ± 36.57 5.83 ± 1.54
BPH 50 173.99 ± 20.33 143.48 ± 29.64 2.98 ± 0.62
t 22.688 14.071 12.226
p <0.001 <0.001 <0.001
PCa: prostate cancer; BPH: benign prostatic hyperplasia.
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TABLE 3. Comparison of VEGF and MVD detection results in PCa and BPH tissues.
Group n VEGF (n (%)) MVD count

Negative Positive
PCa 56 11 (19.64) 45 (80.36) 69.65 ± 12.58
BPH 50 39 (78.00) 11 (22.00) 22.34 ± 4.15
t/χ2 36.099 25.377
p <0.001 <0.001
VEGF: Vascular endothelial growth factor; MVD:microvessel density; PCa: prostate cancer; BPH: benign prostatic hyperplasia.

4.5 Relationship between SI-T curve
parameters and VEGF or MVD expression
levels in lesion tissues
The peak time of SI-T curve parameters was negatively corre-
latedwithVEGF andMVDexpression levels, and the enhance-
ment degree and enhancement rate were positively correlated
with VEGF and MVD expression levels (p < 0.05). This is
shown in Table 4.

TABLE 4. Relationship between SI-T curve parameters
and VEGF or MVD expression levels in the lesion tissues.
SI-T parameters VEGF MVD
Peak time (Tmax)

r −0.522 −0.684
p <0.001 <0.001

Enhancement degree (SIm%)
r 0.411 0.553
p <0.001 <0.001

Enhancement rate (R)
r 0.537 0.771
p <0.001 <0.001

SI-T: signal intensity-time; VEGF: Vascular endothelial
growth factor; MVD: microvessel density.

4.6 DWI findings and quantitative analysis
results of PCa and BPH
In DWI images, hyperplastic foci were primarily isointense or
displayed slight hyperintensity, whereas cancerous foci were
predominantly hyperintense. Notably, the ADC values as-
sociated with the foci decreased with increasing b values.
However, across different b values, the ADC values of PCa
were consistently lower than those of BPH, and this difference
was statistically significant (p < 0.05). This is shown in
Table 5.

4.7 Relationship between ADC value of
lesions and VEGF and MVD expression levels
in tissues
There was no significant correlation between ADC value and
VEGF and MVD expression levels in the lesions (p > 0.05).
This is shown in Table 6.

TABLE 5. Comparison of ADC values at different
b-values between PCa and BPH (×10−3 mm2/s).

Lesion type n b = 500 s/mm2 b = 1000 s/mm2

PCa 56 0.74 ± 0.25 0.63 ± 0.16
BPH 50 1.26 ± 0.31 1.12 ± 0.21
t 9.549 13.595
p <0.001 <0.001
PCa: prostate cancer; BPH: benign prostatic hyperplasia.

TABLE 6. Relationship between ADC value of lesions
and expression levels of VEGF and MVD in tissues.

Parameters VEGF MVD

ADC value
r 0.156 0.143
p 0.687 0.693

PCa: prostate cancer; BPH: benign prostatic hyperplasia;
ADC: apparent diffusion coefficient.

4.8 Comparison of PI-RADSv2 Scores
between PCa and BPH Lesions

The PI-RADSv2 value of PCa lesions was higher than that of
BPH lesions, and the difference was statistically significant (p
< 0.05). This is shown in Table 7.

TABLE 7. Comparison of PI-RADSv2 scores between
PCa and BPH lesions.

Lesion type n PI-RADSv2
PCa 56 4.43 ± 0.74
BPH 50 3.02 ± 0.63
t 10.497
p <0.001
PCa: prostate cancer; BPH: benign prostatic hyperplasia.

4.9 Comparison of PI-RADSv2 scores
between high-grade and low-grade PCa
tissues

Patients with high-grade lesions had significantly higher PI-
RADSv2 scores than those with low-grade lesions (p < 0.05).
This is shown in Table 8.
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TABLE 8. Comparison of PI-RADSv2 scores between
high-grade and low-grade PCa tissues.

Lesion n PI-RADSv2
Low-grade 20 3.74 ± 0.63
High-grade 36 4.63 ± 0.75
t 4.494
p <0.001

4.10 Comparison of the value of PI-RADSv2
score in differentiating PCa from BPH
The ROC curve revealed that the PI-RADSv2 score had the
highest value in differentiating PCa from BPH with 4 points
as the cut-off line, and its diagnostic sensitivity, specificity
and accuracy were 87.50%, 90.00% and 88.68%, respectively.
This is shown in Table 9.

5. Discussion

Prior research has suggested that PCa tissue exhibits a twofold
increase in vascular density compared to normal prostate tis-
sue, with a more uniform vascular distribution [15]. In con-
trast, BPH tissue also experiences increased vascular density,
but its distribution tends to be heterogeneous due to varying
proportions of glands, stroma and smooth muscle [16]. In
the present study, it was observed that during the early phase
of DCE MRI, both PCa and BPH lesions gradually enhanced
as the contrast agent circulated. The degree of enhancement
within the lesion site exceeded that observed in the surrounding
normal prostate tissue. However, in the delayed scanning
phase, the normal prostate tissue surrounding BPH lesions
exhibited noticeable enhancement, making it difficult to dis-
tinguish from the lesion tissue. Conversely, in proximity to
PCa tissue, the normal prostate tissue displayed significant
enhancement, while the cancerous lesion tissue exhibited rel-
atively reduced signal intensity changes. SI-T curves were
used to visualize the changes in signal intensity over time in
DCE MRI, facilitating the quantification of blood supply to
the lesion tissue, which provided more precise information
during lesion enhancement [17–20]. In this study, 71.43% of
56 PCa patients were ascending and descending type, while SI-
T curves of BPH patients were mostly plateau and ascending
type. This observation could be associated with abundant
microvessels in PCa tissue, high permeability of the microvas-
cular system and a discontinuous basement membrane in new
capillaries, allowing numerous contrast mediums to enter tu-
mor tissue quickly [21–23]. Additionally, the peak time of SI-
T curve parameters in PCa patients was lower than that in BPH
patients, while the enhancement degree and rate were higher
in PCa patients compared to those with BPH. Overall, these
findings provide valuable insights for the diagnosis of both PCa
and BPH.
Angiogenesis plays a pivotal role in the growth, metastasis,

and invasion of malignant tumors, distinct from its manifes-
tation in benign lesions [24–26]. Among them, VEGF is a
crucial regulatory factor in vascular biology, contributing to
tumor neovascularization and increased vascular permeability

[27, 28]. MVD is the gold standard for assessing angiogen-
esis in tumors. In this study, we observed a higher positive
expression rate of VEGF and increased MVD counts in PCa
tissues compared to BPH tissues. Correlation analysis revealed
a negative association between the expression levels of VEGF
and MVD in the lesion tissues and the peak time of SI-T curve
parameters, while a positive correlation was noted with the
enhancement degree and rate. Specifically, the peak time re-
flects the speed of contrast medium infiltration into the lesion,
while the enhancement intensity and rate signify the quantity of
contrast medium entering the lesion. These findings highlight
the important use of SI-T curves in delineating variations in
vascular microcirculation between PCa and BPH.
InDWI scans, hyperplastic lesions were primarily character-

ized by isointensity or slight hyperintensity, while cancerous
lesions exhibited a notably hyperintense appearance. When
examining ADC values at the same b value, we observed
that the ADC values in PCa patients were lower than those
observed in tissues affected by BPH. The rationale behind
this difference can be elucidated as follows: BPH tissues are
characterized by the presence of abundant glandular and glan-
dular duct tissues within the peripheral zone of the prostate,
resulting in a significant extracellular space and enhanced
mobility of water molecules. Consequently, these conditions
contribute to higher ADC values [29–31]. Conversely, PCa
tissues disrupt the normal water-rich glandular structures, re-
placing them with a limited amount of cellular stroma and
densely packed, disorganized glandular structures, thereby
constraining the movement of water molecules and leading to
reduced ADC values. The b value represents the diffusion
sensitivity coefficient, providing a measure of the extent of
diffusion weighting. The DWI signal intensity comprises two
key factors: spin-spin transverse relaxation (T2) and diffusion.
Consequently, smaller b values exert a limited influence on the
signal, resulting in weaker diffusion effects and images that
closely resemble T2WI. Conversely, larger b values represent
a higher degree of diffusion weighting, producing stronger
gradient field strengths and increased sensitivity to diffusion.
However, this may also lead to increased signal attenuation,
potentially causing image distortion and blurring. The ADC
value is expressed as ADC = Ln (Sz/Si)/(b2 − b1), where b
represents values of 500 s/mm2 and 1000 s/mm2, and b1 equals
0 s/mm2. This formula can also be condensed as ADC = Ln
(S/So) b, with S representing the signal intensity obtained from
the matrix image at the given b value and so indicating the
signal intensity at the samematrix coordinate positionwhen the
b value is 0. Notably, as the b value increases, the image signal
attenuation becomes more significant. This formula indicates
that the measured ADC values tend to decrease as the b value
increases.
The PI-RADSv2 system is used to assess the performance

of various MRI scanning sequences and requires the use of
multi-parameter and multi-sequence scans, including T2WI,
DWI and DCE-MRI, as quantitative methods for evaluating
lesion malignancy. In this present study, we observed that
PI-RADSv2 scores were significantly higher in PCa patients
than in those with BPH. Moreover, PI-RADSv2 scores were
significantly increased in high-grade PCa cases compared to
those with low-grade lesions. The sensitivity, specificity and
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TABLE 9. Comparison of PI-RADSv2 score in differentiating PCa from BPH.
PI-RADSv2 Pathological diagnosis Total Sensitivity Specificity Accuracy

PCa BPH
Malignant 49 5 54 87.50% 90.00% 88.68%
Benign 7 45 52
Total 56 50 106
PCa: prostate cancer; BPH: benign prostatic hyperplasia.

accuracy of PI-RADSv2 in differentiating between PCa and
BPH were 87.50%, 90.00% and 88.68%, respectively.

6. Conclusions

Nonetheless, it is important to acknowledge the limitations of
this study, including its relatively small sample size and being
performed at a single institution. To enhance the robustness
and generalizability of our study findings, we recommend con-
ducting a large-scale, multicenter investigation. In summary,
both DCE MRI and DWI demonstrate significant utility in
distinguishing between PCa and BPH, with the SI-T curve
parameters of DCE MRI serving as valuable indicators of
angiogenesis status.
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