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1. Introduction
Prostate cancer is the second most common cancer in 
men worldwide after lung cancer and the sixth leading 
cause of cancer-related death [1]. Prostate cancer generally 
originates from peripheral zone of the prostate gland. The 
most common prognostic indicator of prostate cancer is 
Gleason score and stage of the disease. Prostate-specific 
antigen (PSA) is a glycoprotein produced by prostate 
cells, including prostate cancer cells, and serum PSA 
level measurement provides disease monitoring, staging, 
and early detection of prostate cancer [2]. Transrectal 
ultrasonography (TRUS) is generally performed initially 
in patients with elevated PSA levels and suspicious 
transrectal digital examination (DRE) result. The diagnosis 
of prostate cancer is generally made by prostate core 

needle biopsy under TRUS guidance [3]. Multiparametric 
prostate MRI (mp-MRI) is a novel imaging approach for 
diagnosis and localization of primary prostate lesions 
and can guide targeted prostate biopsy [4]. Computerized 
tomography (CT) has limited value in staging of prostate 
cancer due to very low sensitivity [5]. Tc-99m methylene 
diphosphonate (Tc-99m MDP) bone scan is a sensitive 
method for detection of prostate bone metastasis; however, 
it has limited specificity and many benign bone lesions can 
cause false-positive bone scan results [6].

Prostate-specific membrane antigen is a glutamate 
carboxypeptidase-II, which is overexpressed in prostate 
cancer cells [7]. Ga-68-labeled urea-based PSMA inhibitor 
(Ga-68-PSMA-HBED-CC) is a novel positron emission 
tomography (PET) tracer for staging of prostate cancer 
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patients with a high accuracy for detection of lymph node 
and organ metastasis, as well as for detection of residual 
or recurrent local disease [5]. PSMA ligands can also be 
labeled with Lu-177, which is a gamma and beta-emitter 
radionuclide, enabling radionuclide therapy for Ga-68 
PSMA positive tumor foci [8]. 

Skeletal system is the most common site for distant 
organ metastasis in prostate cancer patients and 5-year 
survival decreases to about 30% when distant metastases 
have occurred [9]. Bone scan is a sensitive and relatively 
inexpensive method for detection of bone metastasis in 
prostate cancer patients; however, it has limited specificity 
and many benign bone diseases can mimic metastasis on 
bone scan.

Ga-68 PSMA PET is relatively a new diagnostic 
modality, but it has gained widespread importance due 
to its excellent diagnostic performance in detection of 
lymph node and organ metastasis, as well as in detection of 
primary tumor [10,11] and leads to change in management 
in at least 50% of patients with biochemical recurrence 
[12]. Ga-68 PSMA PET/CT was shown to detect metastasis 
even in patients with low PSA values [13].  However, to 
date, there are limited number of studies comparing Ga-68 
PSMA PET/CT with bone scan in prostate cancer patients. 

The aim of our study was to compare Tc-99m MDP bone 
scan and Ga-68 PSMA positron emission tomography/
computerized tomography (PET/CT) in terms of bone 
metastasis detection in prostate cancer patients. 

2. Materials and methods
2.1. Patient selection
Biopsy- or postoperative histopathology-proven prostate 
cancer patients with Ga-68 PSMA PET/CT and Tc-99m 
MDP bone scan performed within 90 days either for initial 
staging or for restaging of the disease between March 2015 
and March 2016 were retrospectively included in our 
analysis. Gleason scores were ≥7, except for three patients 
with biopsy-proven Gleason score of 3 + 3, clinical 
suspicion for metastatic disease, and increasing serum 
PSA levels. Patients did not receive any treatment between 
the two scans other than androgen deprivation therapy. 
Gleason scores as well as serum PSA levels at the time of 
imaging were available for all patients. 
2.2. Imaging protocol
For PET/CT imaging, all patients were injected 
intravenously with a mean activity of 92.5–148 MBq (2.5–
4 mCi) Ga-68-HBED-CC. Radiolabeling procedure was 
performed using a fully automated radiopharmaceutical 
synthesis device based on a modular concept (Eckert 
& Ziegler Eurotope, Berlin, Germany) as described 
previously by Kabasakal et al. [14]. All Ga-68 PSMA 
PET/CT images were acquired using an integrated PET/
CT scanner (Siemens Biograph 6, Knoxville, TN, USA 

or GE Discovery 710, Waukesha, WI, USA) at 45 min 
postinjection. An initial CT topogram was followed by 
a CT transmission scan and an emission PET scan from 
vertex to midthigh. Imaging parameters for transmission 
CT scan were as follows: Low tube current (130 kVp 48–76 
mAs), slice thickness of 4.0 mm, gantry rotation time of 
0.6 s and collimator width of 6 × 3 mm. PET emission scan 
was acquired at 3 min per bed position at caudocranial 
direction. Iterative image reconstruction method using 
CT transmission images were utilized for attenuation 
correction. All patients were asked to empty their bladder 
before initiation of PET/CT acquisition to minimize 
bladder activity.  

Bone scan was performed by intravenous injection 
of 740-1110 MBq (20–30 mCi) Tc-99m MDP. Planar 
and SPECT or SPECT/CT bone imaging were available. 
Planar and SPECT/CT imaging was acquired using an 
integrated SPECT/CT scanner (Siemens Symbia T16, 
Hoffman Estates, IL, USA) in six patients. SPECT/CT was 
performed around foci of suspicious uptake at whole-body 
scan using imaging parameters of a low-dose CT scan 
with an effective tube current time of 30–40 mAs, pitch 
0.65, gantry rotation time of 1.0 s, tube voltage of 110 kV, 
slice thickness of 5 mm. For 22 patients, who had prior 
bone scan in another hospital within 90 days, available 
scintigraphic images were included for analysis.
2.3. Image analysis
All PET/CT images were reviewed and analyzed by two 
nuclear medicine physicians separately using vendor-
based work station (GE AW Volume Share 5, GE Medical 
Systems). All lesions with initial disagreement between 
readers were reevaluated together with both readers to 
conclude in a final common consensus. Both patient-
based and region-based analyses (vertebrae, extremities, 
and all the other bones analyzed separately) were made 
for osseous lesions detected by Ga-68 PSMA PET/CT and 
bone scan. The data were scored as negative for metastasis 
(score-0), positive for metastasis (score-1), and suspicious 
for metastasis (score-2). The gold standard was accepted 
as follow-up imaging, including Ga-68 PSMA PET, bone 
scintigraphy, CT or MRI, as well as clinical follow-up for 
at least 1 year. 
2.4. Statistical analysis
All data was compared using the McNemar test. 
Sensitivities, specificities, positive and negative predictive 
values and accuracies were calculated for both Ga-68 
PSMA PET/CT and bone scan, counting both score-1 and 
score-2 as positive for metastasis.

3. Results
A total of 28 prostate cancer patients with a mean age of 
67.3 ± 7.4 years and a mean serum PSA value of 25.49 ± 
32.7 ng/mL (median: 9.39 ng/mL, range: 0.5–125.1 ng/
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mL) were included in our study. Seven patients had a 
Gleason score of 3 + 4, 7 had 4 + 3, 6 had 4 + 4, 3 had 4 + 5, 
and 2 had 5 + 4. Three patients had biopsy-proven Gleason 
score of 3 + 3, but had elevated serum PSA levels (3.1, 14.3, 
75.1 ng/mL) and clinical suspicion for metastatic disease. 
Thirteen patients with a Gleason score of ≥7 had a prior 
prostatectomy operation. Patient characteristics are given 
in Table 1.

On Ga-68 PSMA PET/CT, 16 patients (57.1%) had 
local recurrent tumor focus on prostatic bed, whereas 
12 patients (42.9%) did not have any local PSMA 
uptake. Seven patients (25%) had additional lymph node 
metastasis on Ga-68 PSMA PET/CT. 

On per-patient analysis, 9 patients were score-0 and 5 
patients were score-1 concomitant on both Ga-68 PSMA 
PET/CT and bone scan and the gold standard confirmed 
true-negative and true-positive results, respectively (Table 
2) (Figures 1 and 2). Among the remaining 14 patients, 
Ga-68 PSMA PET/CT could successfully detect bone 
metastasis that was missed by bone scan in 3 patients 
(patients 3, 5, 23) and correctly excluded presence of 
metastasis that was recorded as score-1 (patients 1, 18, 
25) or score-2 (patient 10) on bone scan in 4 patients. Two 
patients were recorded as score-2 on bone scan and score-1 
on Ga-68 PSMA PET/CT and the gold standard confirmed 

Table 1. Patient characteristics.

Patient 
no.

Age 
(years)

PSA level 
(ng/mL)

Gleason 
score

Local 
recurrence

Lymph node 
metastasis

1 69 0.45 3 + 4 - -

2 61 3.1 3 + 3 - -

3 70 6.85 4 + 4 + -

4 66 17.13 4 + 3 + +

5 71 38.93 5 + 4 + -

6 58 75.10 3 + 3 - -

7 65 8.50 4 + 4 - -

8 68 8.10 4 + 5 - -

9 60 5.2 4 + 3 - -

10 72 14.3 3 + 3 + -

11 70 0.07 4 + 4 - -

12 54 65.44 5 + 4 + +

13 71 1.60 4 + 4 - -

14 82 39.38 3 + 4 + -

15 74 93.65 4 + 3 + +

16 76 10.28 4 + 3 + -

17 61 23.53 4 + 4 + -

18 66 4.19 3 + 4 + -

19 73 4.98 4 + 4 + +

20 78 57.18 4 + 5 + -

21 66 66.33 3 + 4 + -

22 70 0.39 3 + 4 - -

23 49 0.24 3 + 4 - -

24 73 8.36 4 + 3 + -

25 68 6.29 3 + 4 + -

26 62 125.06 4 + 3 + -

27 73 12.09 4 + 3 + +

28 58 20.16 4 + 5 - +

Table 2. Patient-based comparison of Ga-68 PSMA PET/CT, Tc-
99m MDP bone scan, and gold standard. 0 = score-0 (negative 
for metastasis), 1 = score-1 (positive for metastasis), 2 = score-2 
(suspicious for metastasis).

Patient no. Bone scan Ga-68 PSMA PET/CT Gold standard 

1 2 0 0
2 0 0 0
3 0 1 1
4 1 1 1
5 0 1 1
6 1 0 0
7 0 0 0
8 1 1 1
9 2 0 0
10 2 0 0
11 1 1 1
12 2 0 0
13 0 0 0
14 2 1 1
15 1 1 1
16 2 0 0
17 0 0 0
18 1 0 0
19 0 0 0
20 0 0 0
21 0 0 0
22 0 0 0
23 0 1 1
24 0 0 0
25 1 0 0
26 1 1 1
27 1 0 1
28 2 1 1
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presence of metastasis on both patients (patients 14 and 
28). When both score-1 and score-2 are counted as positive 
for metastasis, sensitivity, specificity, positive predictive 
value, negative predictive value, and accuracy of bone scan 
are 72.7%, 52.9%, 50%, 75%, and 60.7%, whereas for Ga-

68 PSMA PET/CT they are found as 90.9%, 100%, 100%, 
94.4%, and 96.4%, respectively (Table 3).

On per-region analysis, 19 patients had at least one 
positive lesion in at least one region in either of the 
imaging modalities (Table 4). When only vertebral region 

Figure 1. Tc-99m MDP bone scintigraphy planar (A), and fused SPECT/CT (C) images 
compared to Ga-68 PSMA PET maximum intensity projection (MIP) (B) and fused PET/CT 
(D) images in a prostate cancer patient with a Gleason score of 4 + 3 and serum PSA level of 
17.13 ng/mL. In addition to several bone lesions that are concomitantly positive on bone scan 
and PSMA PET images (C and D), PSMA PET MIP image shows many other bone metastasis 
that are false-negative on bone scan (A and B).
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is analyzed, 7/19 patients were concomitantly score-0 and 
4/19 patients were concomitantly score-1. Among the 
remaining 8 patients, 6 were score-1 or score-2 on bone 
scan, while Ga-68 PSMA PET/CT was true-negative. One 
patient was false-negative on bone scan and true-positive 

on Ga-68 PSMA PET/CT (patient 11) (Figures 3 and 4). 
On the contrary, one patient was true-positive on bone 
scan and false-negative on Ga-68 PSMA PET/CT.

When extremities are analyzed, 14 patients were 
concomitantly score-0 and 3 patients were concomitantly 

Table 3. Sensitivity, specificity, accuracy, positive predictive value, and negative predictive value of Ga-68 PSMA 
PET and Tc-99m MDP bone scan on per-patient analysis. TP: true-positive, TN: true-negative, FP: false-positive, 
FN: false-negative, PPV: positive predictive value, NPV: negative predictive value.

TP TN FP FN Sensitivity Specificity PPV NPV Accuracy

Bone scan 8
(28.6%)

9
(32.1%)

8
(28.6%)

3
(10.7%) 72.7% 52.9% 50% 75% 60.7%

Ga-68 PSMA PET/CT 10
(35.7%)

17
(60.7%)

0
(0%)

1
(3.6%) 90.9% 100% 100% 94.4% 96.4%

Figure 2. Tc-99m MDP bone scintigraphy SPECT (A), fused SPECT/CT (B), Ga-68 PSMA axial PET (C), 
and fused PET/CT (D) images of the same prostate cancer patient. Ga-68 PSMA PET shows additional bone 
metastasis that are false negative on bone SPECT and SPECT/CT.
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score-1. One was score-2 on bone scan and score-0 on 
Ga-68 PSMA PET/CT and the gold standard confirmed 
absence of metastasis (patient 16). In another patient 
(patient 14), bone scan was score-2 while Ga-68 PSMA 
PET/CT was score-1 and the gold standard confirmed 
presence of metastasis.

On per-region analysis, when both score-1 and 
score-2 are counted as positive for metastasis, sensitivity, 
specificity, positive predictive value, negative predictive 
value, and accuracy of bone scan are 76.2%, 80.9%, 57.1%, 
91.1%, and 79.8%, whereas for Ga-68 PSMA PET/CT 
they are found as 85.7%, 100%, 100%, 95.5%, and 95.4%, 
respectively (Table 5).

4.Discussion
Pyka et al. had the largest cohort comprising a total of 126 
prostate cancer patients for comparison of Ga-68 PSMA 
PET and bone scan and to our knowledge, it is the only 
study present comparing sensitivity and specificity of both 
imaging in the same cohort [15]. On patient-based analysis, 
sensitivity and specificity of Ga-68 PET were found as 
98.7%–100% and 88.2%–100%, respectively, depending on 

the positive or negative classification of equivocal lesions, 
whereas the sensitivity and specificity of bone scan were 
86.7%–89.3% and 60.8%–96.1%, respectively. On region-
based analysis, sensitivity and specificity were found as 
98.8%–99.0% and 98.9%–100% for Ga-68 PSMA PET/
CT and 82.4%–86.6% and 91.6%–97.9% for bone scan, 
respectively. Janssen et al. compared Ga-68 PSMA PET/
CT with Tc-99m diphosphono-1,2-propanodicarboxylic 
acid (Tc-99m DPD) bone scan including SPECT/CT in 
54 prostate cancer patients and found both sensitivity 
and specificity of Ga-68 PSMA PET/CT as 100%, while 
they were 82.8% and 84% for Tc-99m DPD SPECT/CT 
[16]. There are also other studies comparing Ga-68 PSMA 
PET and bone scan, all with limited number of patients. 
Kabasakal et al. revealed that bone scan and Ga-68 PSMA 
PET/CT were concurrently positive for metastasis in four 
out of 25 patients with bone scan [14]. However, nine out 
of 25 prostate cancer patients were found to be suspicious 
for metastasis on bone scan, although Ga-68 PSMA PET/
CT confirmed metastasis only in one of them and revealed 
additional bone metastasis in two patients with normal 
bone scan.  

Table 4. Region-based comparison of Ga-68 PSMA PET/CT, Tc-99m MDP bone scan, and gold standard. 0 = score-0 (negative for 
metastasis), 1 = score-1 (positive for metastasis), 2 = score-2 (suspicious for metastasis).

Patient 
no.

Vertebral 
column
Bone scan

Vertebral 
column
PSMA PET 

Vertebral 
column
Gold standard

Extremities 
Bone scan 

Extremities 
PSMA PET 

Extremities
Gold standard

Others
Bone scan 

Others 
PSMA PET 

Others
Gold standard

1 2 0 0 0 0 0 0 0 0
3 0 0 0 0 0 0 0 1 1
4 1 1 1 0 0 0 1 1 1
5 0 0 0 0 0 0 0 1 1
6 1 0 0 0 0 0 1 0 0
8 1 1 1 1 1 1 1 1 1
9 0 0 0 0 0 0 2 0 0
10 2 0 0 0 0 0 0 0 0
11 0 1 1 0 0 0 1 0 1
12 0 0 0 0 0 0 2 0 0
14 0 0 0 2 1 1 0 1 1
15 1 1 1 1 1 1 1 1 1
16 2 0 0 2 0 0 0 0 0
18 1 0 0 0 0 0 1 0 0
23 0 0 0 0 0 0 0 1 1
25 1 0 0 0 0 0 1 0 0
26 1 1 1 1 1 1 1 1 1
27 1 0 1 0 0 0 1 0 1
28 0 0 0 0 0 0 2 1 1
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On per-patient analysis, our results revealed sensitivity 
and specificity of 90.9% and 100% for Ga-68 PSMA PET/
CT and 72.7% and 52.9% for bone scan. On per-region 
analysis, our sensitivity and specificity were 85.7% and 
100% for Ga-68 PET/CT and 76.2% and 80.9% for bone 
scan, respectively. Our sensitivity and specificity for Ga-68 
PSMA PET/CT is comparable with the current literature; 
however, they are lower in the case of bone scan, probably 
due to lack of SPECT/CT in all of our patients. Also, our 
cohort of patients were referred to our department for Ga-
68 PET/CT due to biochemical recurrence or suspicious 
bone lesions which could be the reason for lower sensitivity 
and specificity of bone scan. 

Both presence and extent of bone metastasis are 
important prognostic factors. Therefore, proper detection 
of presence and localization of bone metastasis is 
important in treatment strategy of prostate cancer patients 

[17,18]. In our cohort of 28 patients, Ga-68 PSMA PET/
CT changed management of treatment in 7 patients by 
confirming presence of bone metastasis that was missed 
by bone scan in 3 patients or by excluding presence of 
metastasis that was recorded on bone scan in 4 patients. 
Also, Ga-68 PSMA PET/CT could guide Lu-177 PSMA 
therapy in patients with multiple metastases exhibiting 
PSMA uptake.

The main limitations of our study would be retrospective 
data, limited number of patients, lack of available SPECT/
CT images for all patients, and lack of comparison of planar 
images with SPECT or SPECT/CT images for bone scan. 
Due to the limited number of patients, we could not perform 
separate statistical analysis involving PSA values or Gleason 
scores. Also, further studies would be necessary to compare 
the impact of Ga-68 PSMA PET/CT and bone scan in terms 
of change in treatment plan and prognosis of patients.

Figure 3. Tc-99m MDP bone scintigraphy planar image (A) compared to Ga-68 PSMA PET maximum intensity projection 
(MIP) images (B) in a prostate cancer patient with a Gleason score of 4 + 4 and serum PSA level of 0.7 ng/mL. Bone scan 
shows a focal uptake on anterior part of left sixth rib, which was negative on PSMA PET.
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Figure 4. Tc-99m MDP bone scintigraphy SPECT/CT (A and C) and Ga-68 PSMA PET/CT (B and D) images 
of the same prostate cancer patient. While the rib lesion with increased uptake on bone scan (A) is negative 
on PSMA PET/CT (B), PSMA PET/CT shows additional uptake on third dorsal vertebra (D) (arrow), which is 
negative on bone scan (C).



309

USLU-BEŞLİ et al. / Turk J Med Sci

In conclusion, our results reveal that Ga-68 PSMA 
PET/CT has higher sensitivity, specificity and accuracy 
compared to bone scan in terms of bone metastasis in 
prostate cancer patients. Knowing that Ga-68 PSMA 
PET/CT would not be cost-effective to be performed in 

all prostate cancer patients, it might be the modality of 
choice for patients with clinical or biochemical suspicion 
for metastatic disease, despite negative bone scan and 
conventional imaging results.

Table 5. Sensitivity, specificity, accuracy, positive predictive value, and negative predictive value of Ga-68 PSMA 
PET and Tc-99m MDP bone scan on per-region analysis. TP: true-positive, TN: true-negative, FP: false-positive, 
FN: false-negative, PPV: positive predictive value, NPV: negative predictive value.

TP TN FP FN Sensitivity Specificity PPV NPV Accuracy

Bone scan 16
(19.0%)

51
(60.7%)

12
(14.3%)

5
(5.6%) 76.2% 80.9% 57.1% 91.1% 79.8%

Ga-68 PSMA PET/CT 18
(21.4%)

63
(75%)

0
(0%)

3
(3.6%) 85.7% 100% 100% 95.5% 96.4%

References

1. Torre LA, Bray F, Siegel RL, Ferlay J, Lortet-Tieulent J, Jemal 
A. Global cancer statistics, 2012. CA Cancer J Clin 2015; 65: 
87-108.  doi:10.3322/caac.21262

2. Atan A, Güzel Ö. How should prostate specific antigen be inter-
preted? Turk J Urol 2013; 39: 188-93.  doi:10.5152/tud.2013.038

3. Cuzick J, Thorat MA, Andriole G, Brawley OW, Brown PH, 
Culig Z, Eeles RA, Ford LG, Hamdy FC, Holmberg L et al. Pre-
vention and early detection of prostate cancer. Lancet Oncol 
2014; 15: 484-92.  doi:10.1016/S1470-2045(14)70211-6

4. Marberger M, Barentsz J, Emberton M, Hugosson J, Loeb S, 
Klotz L, Koch M, Shariat SF, Vickers A. Novel approaches to 
improve prostate cancer diagnosis and management in early-
stage disease. BJU Int 2012; 109: 1-7.  doi:10.1111/j.1464-
410X.2011.10870.x

5. Li Q, Xiang F, Lin X, Grajo JR, Yang L, Xu Y, Duan Y, Vyas 
U, Harisinghani M, Mahmood U et al. The role of imaging in 
prostate cancer care pathway: novel approaches to urologic 
management challenges along 10 imaging touch points. Urol-
ogy 2018; 119: 23-31.  doi:10.1016/j.urology.2018.04.026

6. Langsteger W, Rezaee A, Pirich C, Beheshti M. (18)F-NaF-
PET/CT and (99m)Tc-MDP bone scintigraphy in the detection 
of bone metastases in prostate cancer. Semin Nucl Med 2016; 
46: 491-501.  doi:10.1053/j.semnuclmed.2016.07.003

7. Barinka C, Rojas C, Slusher B, Pomper M. Glutamate carboxy-
peptidase II in diagnosis and treatment of neurologic disorders 
and prostate cancer. Curr Med Chem. 2012; 19: 856-870. 

8. Hofman MS, Violet J, Hicks RJ, Ferdinandus J, Thang SP, 
Akhurst T, Iravani A, Kong G, Ravi Kumar A, Murphy DG, 
et al. [(177)Lu]-PSMA-617 radionuclide treatment in patients 
with metastatic castration-resistant prostate cancer (LuPSMA 
trial): a single-centre, single-arm, phase 2 study. Lancet Oncol 
2018; 19: 825-33.  doi:10.1016/S1470-2045(18)30198-0

9. Jemal A, Siegel R, Xu J, Ward E. Cancer statistics, 2010. CA 
Cancer J Clin 2010; 60: 277-300.  doi:10.3322/caac.20073

10. Zamboglou C, Schiller F, Fechter T, Wieser G, Jilg CA, Chirin-
del A, Salman N, Drendel V, Werner M, Mix M et al. (68)Ga-
HBED-CC-PSMA PET/CT versus histopathology in primary 
localized prostate cancer: a voxel-wise comparison. Theranos-
tics 2016; 6: 1619-28.  doi:10.7150/thno.15344

11. Maurer T, Gschwend JE, Rauscher I, Souvatzoglou M, Haller 
B, Weirich G, Wester HJ, Heck M, Kubler H, Beer AJ et al. 
Diagnostic Efficacy of (68)Gallium-PSMA positron emission 
tomography compared to conventional imaging for lymph 
node staging of 130 consecutive patients with intermedi-
ate to high risk prostate cancer. J Urol 2016; 195: 1436-1443.  
doi:10.1016/j.juro.2015.12.025

12. Calais J, Fendler WP, Eiber M, Gartmann J, Chu FI, Nickols 
NG, Reiter RE, Rettig MB, Marks LS, Ahlering TE et al. Impact 
of (68)Ga-PSMA-11 PET/CT on the management of prostate 
cancer patients with biochemical recurrence. Journal of nucle-
ar medicine: official publication. Society of Nuclear Medicine 
2018; 59: 434-441.  doi:10.2967/jnumed.117.202945

13. Kabasakal L, Demirci E, Nematyazar J, Akyel R, Razavi B, 
Ocak M, Aygun A, Obek C, Kural AR. The role of PSMA PET/
CT imaging in restaging of prostate cancer patients with low 
prostate-specific antigen levels. Nucl Med Commun 2017; 38: 
149-55.  doi:10.1097/MNM.0000000000000617

14. Kabasakal L, Demirci E, Ocak M, Akyel R, Nematyazar J, 
Aygun A, Halac M, Talat Z, Araman A. Evaluation of PSMA 
PET/CT imaging using a 68Ga-HBED-CC ligand in pa-
tients with prostate cancer and the value of early pelvic im-
aging. Nucl Med Commun 2015; 36: 582-587.  doi:10.1097/
MNM.0000000000000290



310

USLU-BEŞLİ et al. / Turk J Med Sci

15. Pyka T, Okamoto S, Dahlbender M, Tauber R, Retz M, Heck 
M, Tamaki N, Schwaiger M, Maurer T, Eiber M. Comparison of 
bone scintigraphy and (68)Ga-PSMA PET for skeletal staging 
in prostate cancer. European journal of nuclear medicine and 
molecular imaging 2016; 43: 2114-2121.  doi:10.1007/s00259-
016-3435-0

16. Janssen JC, Meissner S, Woythal N, Prasad V, Brenner W, Die-
derichs G, Hamm B, Makowski MR. Comparison of hybrid 
(68)Ga-PSMA-PET/CT and (99m)Tc-DPD-SPECT/CT for the 
detection of bone metastases in prostate cancer patients: ad-
ditional value of morphologic information from low dose CT. 
European radiology 2018; 28: 610-9.  doi:10.1007/s00330-017-
4994-6

17. Carlin BI, Andriole GL. The natural history, skeletal compli-
cations, and management of bone metastases in patients with 
prostate carcinoma. Cancer 2000; 88: 2989-2994. 

18. Rigaud J, Tiguert R, Le Normand L, Karam G, Glemain P, 
Buzelin JM, Bouchot O. Prognostic value of bone scan in pa-
tients with metastatic prostate cancer treated initially with 
androgen deprivation therapy. J Urol 2002; 168: 1423-1426.  
doi:10.1097/01.ju.0000030900.55714.76


