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1. QUE ES EL PET-PSMA Y TIPOS DE PSMA

Inhibitor Target
G 11 Substrate Recognition Site
5Ga-PSMA-I&T
1*E-DCFBC(G1)
15E-DCFPyL (G2)
15E-10a
15E.PSMA-1007 Extracellular Luminal Surface
0oeed .........
TEERE el mervbmnq
s00800 ooqgooooo
Intracell ytoplasm
!In-Capromab Pendetide y 7
(ProstaScint®) _\ ~
Evans J, Practical Radiation Oncology (2017)
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1. QUE ES EL PET-PSMA Y TIPOS DE PSMA

TIPOS DE PET-PSMA EN EL DIAGNOSTICO Eiber M. INM, 2017
68Ga-labeled PSMA-ligands 18F-labeled PSMA-ligands
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1. QUE ES EL PET-PSMA Y TIPOS DE PSMA

Adquisicion de

Radiofarmaco | Administracion las imagenes

(tras inyeccion) de pelvis

Imagen tardia

Nombre
comercial

111-259 MBq > 60 minutos
%Ga-PSMA-11 (3-7 mCi) Aceptables 50- 90*-180 min
Via intravenosa 100 minutos
en bolo unico en
la flexura
antecubital 596 2370 MBg > 60 minutos
BE.DCFPyL  (Séguidadeun (g 40 mc) Aceptables 90- 120 min
lavado con suero 190 minutos

fisiologico)

210-280 MBg 90 - 120 minutos Opcional

18F.PSMA 1007 (3—-4 MBq/kg)
Fendler WP, PSMA PET/CT: joint EANM procedure guideline/SNMMI procedure standard for prostate cancer imaging 2.0. Eur J Nucl Med, 2023
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Inflamacion - Infeccion

SNC
Neurocisticercosis

Toérax

Importante reconocer los
patrones radioldgicos y la
historia natural de los procesos
patolégicos (bronquiectasias,
opacidades, sarcoidosis, TBC y
silicosis)

Abdomen

-Captaciones fisiologicas
-Posquirdrgicas
-Patologias benignas
(sarcoidosis, diverticulosis,
amiloidosis de las vesiculas
seminales y fistula anal)

Gutierrez-Cardo AL. Rev Esp Med Nuclear e Imagen

Patologia osea

Artrosis

cambios radiolégicos caracteristicos
Focos costales

Son los de mas dificil interpretacion, suelen ser
defectos fibrosos o fracturas (correlacionar con
traumatismo o comparar con estudios
previos). Necesario tener una imagen de
mayor calidad de TC

Osteomielitis

Captacion de mayor intensidad normalmente
asociada a alteraciones vasculares, pero con
hallazgos caracteristicos en TAC o RM.
Otras patologias

-Mieloma multiple

-Enfermedad de Paget

-Hemangioma

-Displasia fibrosa

-Fracturas tras radioterapia
-Osteocondroma

-Policitemia vera

-Mielodisplasia

Molecular 42 (2023) 203-208

2. BIODISTRIBUCION Y PITFALLS. PITFALLS

Neoplasias benignas

Origen neurogénico
-Meningioma
-Schwanoma
-Neuro fibroma

Adenomas
-Paratiroides
-Tiroides
-Suprarrenal
-Pancredtico

Neoplasias vasculares (con

Neoplasias malignas

En relacién con neovascularizacion
-Carcinoma de Células Renales
-Cancer de pulmoén

-Cdancer colorrectal

-Cdncer gastrico

-Cdancer de pdancreas

-Gliomas (generalmente con menor
captacion que el cancer de prostata)

elevado grado de captacion)

-Hemangiopericitoma

-Angiomiolipoma
-Hemangiomas

La causa mas frecuente de lesiones no malignas en

PSMA son los ganglios reactivos (38%) y las
lesiones 6seas benignas (22%)

Keidar Z. Cancer Imaging,2018
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Ganglios reactivos

(

Displasia
fibrosa

L
Ganglios
granulomatosos

Hemangiomas
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Viujik et al. Cancer (2022). Barbosa, et al. Cancer Imaging 20, 23 (2020). R. Srinivasan et al. Clinical Radiology 79 (2024).

Ganglios simpaticos
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Viujik et al. Cancer (2022). Barbosa, et al. Cancer Imaging 20, 23 (2020). R. Srinivasan et al. Clinical Radiology 79 (2024).



3. PROTOCOLOS

—
Fl

18F-DCFPyL 0.1 mCi/kg 100 minutos p.i. +30 min post WB

18F-PSMA 1007 0.1 mCi/kg 100 minutos p.i. Opcional .
[68Ga]Ga-PSMA-11 0.05 mCi/kg |80 min p.i. +30-60 post WB :
-0V: Desde vértex a justo encima de la rodilla Tardia:

Contraste ev: split bolus Eliminacion urinaria
Ver sistema excretor
Valoracién lesiones 6seas ¢ DeltaSUV: Bg/Mg?
ey O SRARD

Adapted from Fendler WP, PSMA PET/CT: joint EANM procedure guideline/SNMMI procedure standard for prostate cancer imaging 2.0. Eur J Nucl Med, 2023



Administracion de 50 ml de contraste iv (Omnipaque 300) 10-15 minutos antes de la
adquisicion de PET/CT

REFLUJO DE ORINAA VESICULAS SEMINALES, EN PACIENTE CON
ANTECEDENTE DE HOLEP POR HBP

(Bronte A) en Clinical Nucl Med

#guardsymposium2026 q G U A R D

% @GuardConsortium %» CONSORTIUM



Los hallazgos se confirmaron mediante:
- Estudio histologico
- Prueba de imagen

Res ta de PSA tras tratamiento d

- Respues rigido

38 pacientes prospectivamente estudiados

7 p ] v ol

60-100 MIN 180 MIN 60-100 MIN 180 MIN
SUVmax basal=2,3

SUVmax tardia=4.2

UVmax basal=3.8

SUVmax tardia=2.1
R,

S 100%, E 100%; AUC 1.000 ASUV=82%

ASUV= - 44,7%
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3. PROTOCOLOS

PREPARACION DEL PACIENTE: ADQUISICION:

* +0: inyeccién dosis/Kg.

* No requiere ayuno. e +85 min: orinar.

e Medicacion habitual.
¢ Adecuada hidratacién como medida de radioproteccion.

* No requiere administracion de diuréticos ni colocacién de
sondaje vesical. A decision del centro.

* +90 min: adquisicién imagenes TC+PET.




3. PROTOCOLOS

Conocer la probabilidad pre-test de la prueba

Factores que influyen en la positividad de la prueba
« PSA

« Tiempo de duplicacion de PSA (tdPSA): < 6 meses

* Gleason score Atencion a la historia del paciente

» Tratamiento recibido (PR, RT, BqT...)
» Antecedentes traumaticos, quirurgicos, radioterapia...

« Tratamiento hormonal (hormonosensible: jcuidado antes de 3 m!)
#guardsymposium2026

% @GuardConsortium
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4. INDICACIONES Y GUIAS 4 | | B,

productos sanitarios

4. DATOS CLINICOS

% GOBIERMD  MIMISTERID
E DE ESFARA  DE SAMIDAD, SERVICIOS SOCIALES
- E IGUALDALY

4.1. Indicaciones terapéuticas

Este medicamento es unicamente para uso diagnostico .

Pylclari esta indicado para la deteccion de lesiones que expresan el antigeno prostatico especifico de membrana (PSMA) mediante tomografia por emision de positrones (PEn en
adultos con cancer de prostata (CaP) en los siguientes escenarios clinicos:

. Estadificacion primaria de pacientes con CaP de alto riesgo antes del tratamiento curativo inicial.

. Localizacion de recurrenciasde CaP en pacientes con sospecha de recidiva basada en el aumento de los niveles séricos de antigeno prostatico especifico (PSA) despues del
tratamiento primario con intencion curativa.

Table 6.6.1: EAU risk groups for biochemical recurrence of localised and locally-advanced prostate

Table 6.4.2: PSMA-pasitivity separated by PSA level category [867] Cancer
Definition

PSA (ng/mL) *¥Ga-PMSA PET positivity Low-risk Intermediate-risk High-risk

<02 33% (CI: 16-51) PSA < 10 ng/mL PSA 10-20 ng/mL PSA = 20 ng/mL any PSA

00-0.49 455 (01: 39-5) and GS < 7 (ISUP grade 1) |or GS 7 (ISUP grade 2/3)§ Or GS = 7 (ISUP grade 4/5) | any GS (any ISUP grade)®

: - and cT1-2a* orcT2b” CT3-4% or cN+™

0.5-0.99 59% (CI: 50-68) Localised

1.0-1.99 75% (CI: 66-84) GS = Gleason score; ISUP = Intemational Society for
* Based on digital rectal examination.

2.0+ 95% (Cl: 92-97) + Based on CT/bone scan.

#guardsymposium2026 G U A R D
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4.INDICACIONES Y GUIAS

PO WS B WL AT W LD RS A P L

National

IV[e{ed0fll Cancer
Network®

Comprehensive

Printed by Racuel Muez Munoz on &1 112025 81048 AM. Copymight © 2025 Natonal Comprehensive ancer Network, Inc. All Rights Reserved

NCCN Guidelines Version 1.2026

T TR ETIL, TR R LT D A U L&A

Prostate Cancer

PRINCIPLES OF IMAGING

Table 1. FDA-Cleared PET Imaging Tracers Studied in Prostate Cancer

' NCCN Guidelines Index
Table of Contents
Discussion

Tracer H?:‘:'ilr";m Excretion Detection Rates? Panel Recommendation
* 40% sensitivity and 95% specificity to detect
) i nodal involvement in primary staging of patients
Ga-58 PSMA-11 (PSMA 68 Renal with intermediate-, high-, and very-high-risk
HBED-CC) disease
* 2% patient-level PPV in BCR _ .
+31%-42% senitityand 66%—5E% specicy |y be consderodas an allratve o CT.
F-18 piflufolastat-PSMA 110 Renal E:; dghic;tgﬂﬂ 'S:%:gp;ﬁ?; :Rtgpﬁ:d%tﬁ;aﬁ:;g detection of biochemically recurrent disease
(DCFPyL) L ; : A A, and as workup for progression.
. g&gfgﬂ}ﬁaggt:;?l‘ QL%?EEEE';ESE% * May be considered for equivocal results on
_ initial bone scan
* 23%—30% sensitivity and 93%-97% specificity
3 to detect nodal involvement in primary staging
rsigﬁ:‘?'gfmt PSMA | 410 Renal | of patients with unfavorable-intermediate-. high-
rh- o . and very-high-risk disease
* 82% patient-level PPV in BCR
C-11 choline g0 | Hepacand |, g0, g9, PPV in BCR * May be used to detect small-volume
Renal recurrent disease in soft tissues and in bone.
L i i . * May be considered for equivocal results on
FACBG 110 Renal |+ 87%-91% CLR® in BCR e Do acan "
M o Q ik o ﬂll_-’ M I 1 i
F-18 sodium fluoride 110 Renal T7%—-94% sensitivity, 92%-99% specificity, and | May be considered for equivocal results on

82%-97% PPV for bone metastases

initial bone scan
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« PSMA PET/TC se reconoce como el test de imagen mas sensible y
especifico para la deteccion de enfermedad en todos Ilos
escenarios clinicos del cancer de prostata

 Las recomendaciones en las diferentes guias se han incrementado

* Necesidad de generar evidencia sobre resultados en pacientes

#guardsymposium2026 = GUARD
@GuardConsortium B CONSORTIUM



5. DIAGNOSTICO INICIAL

:” ; ﬂ:‘ s 0 mf:‘zﬁ:zn PET = MRI mm
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5. DIAGNOSTICO INICIAL

PRIMARY score

PET PET/CT

Score 1
Mo pattern
Low grade activity only

Scora 2
Diffusa TZ (Pattern A).

It spares the prostate peripheral
margin on fused PET/CT (red
arrow). This pattern can have

moderate variation in TZ
Int@ansity.

Score 2
CZ activity (Pattern B)
Fraquantly symmatrical. This
pattern is classifiad as a
PRIMARY score 4 if it extends to
the prostate pearipheral margin on
fused PET/CT

#guardsymposium2026
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PRIMARY score PET

Score 3
Focal TZ (Pattermn C)
Focal actmty well above the
background TZ activity (visually
at least twice background TZ)

Score 4
Focal PL (Pattern D)
Any focal activity involving the
penpheral prostate margin on
fused PET/CT or apically (no
minimum inlensity)

Score 5
Intense uplaka
SUVmax >12

PETICT




5. DIAGNOSTICO INICIAL

R adBas St :

“-
N-140
O Grooe Group 8§ n«12
ook A Gadts Grupd neb « PIRADS 4-5 + SUVmax >9 : 100% SC Ca Préstata
O Groce Group 3 =28
U - « 100% SUVmax >12 SC Ca Préstata

O Groce Group | 20

Emmett L et al. J Nucl Med 2022;63:164-1650



5. DIAGNOSTICO INICIAL

3 PrRIMARY =

A phase il clinical trial [NCT05154142)
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Additive value of for men with negative or equivocal MRI to
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6. ESTADIFICACION

PSA = 20 ng/mL
Prostate-specific membrane antigen PET-CT in patientswith 3@" @ proPSMA (**Ga-PSMA-11)  Estadio clinico T3 o superior

high-risk prostate cancer before curative-intent surgery or ISUP 3-5
radiotherapy (proPSMA): a prospective, randomised,
multi-centre study

el s, ot il o . T, . ol T it A N Palthe  Megathe  AUC(35NG)) Sty (955(1) Senalthity (34501
ol .t S e oo Pk T TnaTibe
o e i i |
sensitivity 38% vs. 85% Mymetatatkdene 150 18 w;a 5 [ j ' S =
-— - o o W5 oW uph " o -
specificity 91% vs 98% N ® 95wy | - E o7 e
Wow ek " ' R
SUbg roup analyses Drstant metannes % 1Y wm ™ ™ —
) wowm oW g . -
Pelvic lymph node (N+) Sty i ol st et ; |
hmmetntitcdwne 150 05 N 1] 5 2 £ i = =
91% PSMA (S 83% /1 E 99%) WoOWn Wy "B " Y
59% conventional imaging. (S 23% E 96%) Pebvk ol %W Wy ™ B
i wowm o . ' -
Distant metastases (M+) N - R Bl
95% PSMA. (S 92% E 99%) et | . = | -
° nti ; ; o 0 W Comnwon gy IFSUAPETT 00N % OB WO K N WO K P KW
74% conventional imaging. (S 54°% / E 93%




« PSMA PET/TC se asocia con mayor exactitud (92% vs 65%, p <
0.0001)

« PSMA PET/TC se asocia con mayor sensibilidad(85% vs 38%) y
especificidad (98% vs 91%)

 PSMA PET/TC se asocia con menos resultados inciertos (7% vs
23%)

e Costoeficiente

#guardsymposium2026
@GuardConsortium w» CONSORTIUM



6. ESTADIFICACION

| UCSF/UCLA | OSPREY |  LIGHTHOUSE __

Trazador 58Ga-PSMA-11 1BE.DCFPyL 18E.rhPSMA-7.3
Eligibilidad Intermedio Alto riesgo Intermedio desfavorable
Muy alto riesgo Muy alto riesgo Muy alto riesgo
Pacientes 277 252 296
Sensibilidad 0.40 (0.34-0,46) 0.40 (0.28-0.53) 0.23-0.30 (0.14-0.42)
Especificidad 0.95 (0.92-0.97) 0.98 (0.95-0.99) 0.93-0.97 (0.89-0.99)
VPP 0.75 (0.70-0.80) 0.87 (0.70-0.95) 0.57-0.70 (0.40-0.87)
VPN 0.81 (0.76-0.86) 0.83 (0.78-0.88) 0.80-0.81 (0.75-0.86)
M1 extrapélvicas 0.04 0.12 0.16-0.18

PSMA PET/TC TIENE ALTA ESPECIFICIDAD, MODERADO VPP Y VPN
BAJA SENSIBILIDAD PARA ENFERMEDAD MICROSCOPICA

#guardsymposium2026 a GUARD

i @GuardConsortium CONSORTIUM



6. ESTADIFICACION

Can Negative Prostate-specific Membrane Antigen Positron
Emission Tomography/Computed Tomography Avoid the Need for
Pelvic Lymph Node Dissection in Newly Diagnosed Prostate Cancer
Patients? A Systematic Review and Meta-analysis with Backup
Histology as Reference Standard

Armando Stabile®™-*, Antony Pellegrino™"', Elio Mazzone ™", Donato Cannoletia™”,

(27 studies, 2832 patients)
Histology as a Reference Standard

Sensitivity: 58% (95%)\Cl: 50-66%)
Specificity: 95% (95%Cl: 93-97%)

PPV: 79% (95% CI: 72 - 85%)

NPV: 87% (95% CI: 84 - 89%)

Conrtnay Lawhe-Hesth, WD Spancer C. Dehe. MID: Li Thang. PhD: Bancescn arhato, MD. Franoeson e, Mk

Diagnostic Accuracy of ®®Ga-PSMA-11 PET for Pelvic Nodal Metastasis
Detection Prior to Radical Prostatectomy

and Pelvic Lymph Node Dissection

A Multicenter Prospective Phase 3 Imaging Trial

Thomas A. Hope. MD: Matthis Eiber. MO Wesley & Armatrong: Rowanna Rusrer. MO: Vishou Wurthy:

Arwireg Farol{y, M0 Sarah W Schvarpenbo, MO karogs Unberrasines. MO Melle 0 Zacha, WO, Phis
HaoiG Mpuyven, MI: Matthew R Cooperheng. WID: Peter AL Camoll, WD MPH. Robert £ Reiter, M
st Molder;, MR Ken Metrmann, MO Shaopen Tha, M3 Yolpang P Fendler, Mk

Johannes Creemen, MO, ferema Lalses WD

Eur Urol Oncol . 2022 F

L4

Eﬂintrél;ilg:iﬂhl:ghﬂruhﬂun 75 patienis {27.1'%] DN'
o
147 UCSF
I 30 (40%) were N1 by P

3 Blinded independent central reads
{majority consensus read 2:1)

45 (19%) PET NO had

| | confirmed N1.
40 PSMAPET M1 237 PSNA PET MO
I I . 5
A S— ensitivity 40
30 Pelvic nodal 45 Pelvic nodal
metastasis (pN1) metastasis (pN1) g s o
LS 192 Nopeivicrodsl | | specificity 95%

En pacientes de alto riesgo un PET/TC PSMA negativo no permite evitar la linfadenectomia pélvica

#guardsymposium2026
¢ @GuardConsortium
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6. ESTADIFICACION

Rendimiento diagnodstico segln tipo de trazador PSMA PET

Sensibilidad

100+ B Especificidad
VPP

. VPN

+] /'[)

68Ga-PSMA 18F-DCFPyL

68Ga-PSMA 57%
18F-DCFPyL 42%

#guardsymposium2026
3 @GuardConsortium



6. ESTADIFICACION

ESTADIFICACION GANGLIONAR PRONOSTICO A MEDIO PLAZO
PSMA PET/CT Conventional CT

100 100
£ 75 L £ ra&
=
S £ —_—
& 50 — Nomo s 50| — nomo
3 ' Estimates (95% § E = Nim0 Estimates (95% CI)
£ 25| Year 1 Year 2 E 25| Year 1 Year 2 Year 3
o NOMO: 81 (75, BB) TS (69, B1 MOMO: 79 (T3, B4) 72 (66, 78) 67 (61, 73)
E NI1MO: 67 (48, B1) 57 (38, 73 E MNAMO: B0 (43 98) TA (36 94) TE (3604
05 3 5 — 4 %5 i 2 3 4
Years from randomisation Years from randomisation
Mo. at risk No. at risk
NOMOQ 220 169 148 a7 8 NOMO 228 170 147 98 9
N1MO 31 20 17 B 2 HNIM) 9 ] 7 3 1
HR 2.1 (95%CI 1.2 - 3.7), p=0.01 HR 0.6, (95%CI 0.1-2.4), p=0.45

#guardsymposium2026 ﬁ G U A R D
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6. ESTADIFICACION

* 10l = Number of tumour-positive
A 10 b;-, lymph nodes
TR Nestatus on PSMA PET/CT 12
1] miNO 08 >
08 | Nl * -
Ly »,
“ ) k! 0 Ub .
o 06 ! E s
2 4 i
& 1 2 04 1 -
0 04 ._ . L " .
L L L - 12 months
S 1 13.7 months 02| e L
02 | =
| ’ i
P00 L ~—— _ 4.1monhts
. 00
00 - 7.9 months 00 500 1000 1500 2000 2500
0 500 1000 1500 2000 2500 Time ofter RAPP + ePLND in month

alor prondstico de la estadificacion ganglionar con PSMA vy linfadenectomia pélvica extendida en pacientes
on cancer de prostata con afectacion ganglionar (N1).

. @GuardConsortium

CONSORTIUM
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6. ESTADIFICACION
Negative PSMA PET can be used to avoid unnecessary pelvic

lymph node dissection in intermediate risk prostate cancer

Reha-Baris Incesu'?, Felix Preisser'”, Florian Nohe', Tobias Maurer @', Markus Graefen' and Derya Tilki (®"2***

© The Author(s) 2025

BACKGROUND: Prostate-specific membrane antigen (PSMA) positron emission tomography (PET) has a high negative predictive
value (NPV) in determining lymph node invasion (LNI) in men with intermediate-risk disease undergoing radical prostatectomy (RP)
and pelvic lymph node dissection (PLND). We hypothesized that PSMA PET may be used to reduce the number of unnecessary
PLND procedures performed.

OBJECTIVE: To assess BCR-free survival of intermediate risk prostate cancer patients with a negative PSMA PET who underwent
PLND ws. no PLND.

DESIGN, SETTING, AND PARTICIPANTS: Within a high-volume center database, we identified patients with Grade Group 2-3 and
PSA <20 ng/ml who had a negative PSMA PET prior to RP between 2016 and 2021.

OUTCOME MEASUREMENTS AND STATISTICAL ANALYSIS: Kaplan—Meier analyses were used to compare BCR-free survival
between patients with and without PLND.

RESULTS AND LIMITATIONS: Overall, 371 patients were identified. Of those, 333 (90%) underwent RP with PLND, while 38 (10%)
had no PLND during RP. Median number of removed lymph nodes in patients with PLND was 16. The NPV of PSMA PET for LNI
detection was 90.1%. Median follow-up was 36 months. The median preoperative PSA was 7.8 ng/ml. 59% had biopsy Grade Group
2 and 41% had biopsy Grade Group 3, respectively. BCR-free survival at 36 months after prostatectomy was 78.7% vs. 76.7%

(p = 0.8) for patients with vs. without PLND. Main limitation is the absence of long-termm oncologic outcomes.

CONCLUSIONS: In intermediate risk prostate cancer patients, a PLND may be avoided in the presence of a negative PSMA PET.

Prostate Cancer and Prostatic Diseases; https://doi.org/10.1038/s41391-024-00930-z



6. ESTADIFICACION

BONE SCAN SOBREESTADIFICA RESPECTO DE PSMA PET/TC

* Estudio multicentrico restrospectivo

BS+/PSMA+ (TP) 10 (13)
* VPP de bone scan es bajo en la estadificacion inicial BS-/PSMA- (TN) 51 (66)
* Alto numero de falsos positivos BS+/PSMA- (FP) 13 (17)
* Cambios en el manejo BS-/PSMA+ (FN) 3(4)
Estadificacién RBQ

VPP 043 0.77 1.00
VPN 0.94 0.74 0.56
Especificidad 0.80 0.85 1.00
#guard posium2026 .
Xg;éuﬂunwﬂum ° EDNUSGARﬁUE

Hope TA el al. J Nucl Med 2023;64(11):17744-17¢



Same patient
Eurogean loumal of Nuclear Medicine and Malecular Irnaging (202710 4844834454

harpesdoncnge 101007500 259-02 1 -05434-x

QORIGINAL ARTICLE

)
Focal unspecific bone uptake on ['®F]-PSMA-1007 PET: a multicenter
retrospective evaluation of the distribution, frequency,
and quantitative parameters of a potential pitfall in prostate cancer
imaging
1] | fo———— 3
U.ﬁ-“}"o {n=21 . .1
| ™
% g ribs
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6. ESTADIFICACION
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7. INFORME ESTRUCTURADO
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7. INFORME ESTRUCTURADO
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available at www.sciencedirect.com “ EUROPEAN
journal homepage: www.europeanurclogy.com
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SPARC: The Standardised Prostate-specific Membrane Antigen

Positron Emission Tomography/Computed Tomography Analysis and
Reporting Consensus: A Delphi Analysis

Ken Herrmann®®, Jochen Walz®, Steven MacLennan , Alberto Briganti ¢, Philip Cornford”,
Johannes Czernin®, Matthias Eiber ™', Stefano Fanti’, Wolfzang P. Fendler ™", Karim Fizazi ",
Andrei Gafita', Silke Gillessen ™, Karolien Goffin ™", Boris Hadaschik *°, Michael S. Hofman P9,
Thomas A. Hope”, Tobias Maurer”®, Alicia K. Morgans ', Michael J. Morris ", Declan G. Murphy ",
Daniela E. Oprea-Lager", Piet Ost™, Joe M. O Sullivan *, Olivier Rouviere ““, Shahneen Sandhu 7,

Oliver Sartor®”, Mike Machaba Sathekge acad Clgre Tempany ®, Wim Witjes ¥, Louise Emmett “=",
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7. INFORME ESTRUCTURADO

Table 1 - Standardised reporting recommendations for PSMA PET/CT
Reporting system Purpose Ref
PRIMARY SCORE Using intra-prostatic PSMA uptake patterns to optimise prostate cancer diagnosis Emmett et al [17]
PROMISE (including miTNM, Standardised reporting of whole-body PSMA PET findings Eiber et al [21]
PSMA expression score) Seifert et al [20]
PSMA-RADS Structured reporting system for PSMA PET imaging Rowe et al [49]
Werner et al [27]
ePSMA Consensus guideline on PSMA PET reporting Ceci et al [50]
PPP (PSMA PET progression criteria) Proposal for PSMA PET-based systemic therapy response assessment criteria Fanti et al [51]
PCWG3 Framework for the response assessment of patients with mCRPC enrolled in clinical trials Scher et al [52]
RECIP PSMA PET-based response criteria for mCRPC patients undergoing PSMA RLT Gafita et al [32]
CT = computed tomography; mCRPC = metastatic castration-resistant prostate cancer; miTNM = molecular imaging tumour, node, and metastasis; PET =
positron emission tomography; PSMA = prostate-specific membrane antigen; Ref = reference; RLT = radioligand therapy.
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7. INFORME ESTRUCTURADO

What does this study add?
There is a need for harmonisation and integration of existing prostate-specific membrane antigen positron emission

tomography/computed tomography reporting systems. New reporting standards enabling large-scale prospective data
collection are required. This study establishes a foundation for a dynamic, living iterative reporting system.

Clinical Relevance

Molecular imaging is revolutionizing the management of prostate cancer. The SPARC project delivers the first interna-
tional, multidisciplinary consensus on standardized PSMA PET/CT analysis and reporting in prostate cancer, integrating
existing classification systems into a unified framework. For uro-oncologists, this harmonization facilitates clearer com-
munication with imaging specialists, ensures greater consistency in staging and restaging, and strengthens clinical
decision-making at a multi-stakeholder level. Importantly, SPARC also provides a dynamic platform for future prospective
trials and evolving guidelines, with the ultimate goal of improving patient care through clearer and more reproducible
imaging reports. Associate Editor: Gianluca Giannarini, M.D.

Patient Summary

Prostate-specific membrane antigen (PSMA) positron emission tomography/computed tomography (PET/CT) scans are an
integral part of patient management in prostate cancer. The Standardised PSMA PET/CT Analysis and Reporting Consensus

project intends to improve intra- and interprofessional understanding of PSMA PET/CT reads. Standardised reporting of
PSMA may improve patient care.
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7. INFORME ESTRUCTURADO
— GENERADOR cLiNICO - 2026 nwevo mronme  ([EETREEY

n Datos técnicos del estudio

Registra lo necesario para que el protocolo sea reproducible y sus limitaciones queden explicitas.
° Adquisicién

Datos clinicos dd/mm/aaaa [68Ga]Ga-PSMA-11 p. ej., 150

RESUMEN VIVO

FECHA DEL ESTUDIO RADIOFARMACO ACTIVIDAD (MEQ)

Referencia EANM/SNMMI para 68Ga-PSMA-11: 111-258 MEBq.
Aplicar protocolo local.

ViA / LUGAR DE INYECCION TIEMPO DE CAPTACION (MIN) COBERTURA

Intravenosa, antebrazo derecho 60 vértex a tercio medio de muslos
POSICION PROTOCOLO TC CONTRASTE

dectbito supino, brazos elevados TC de baja dosis para correccion de ate v sin contraste intravenoso v
HIDRATACION DIURETICO CALIDAD

hidratacion oral no administrado Adecuada -

ARTEFACTOS © LIMITACIONES

Informe

Movimiento, halo urinario, protesis, extravasacion...

BIODISTRIBUCION

Biodistribucion fisiologica del radiotrazador, sin alteraciones relevantes.

PROMISE V2 POOL SANGUINEO HIGADO PAROTIDA

SUVmean SUVmean SUVmean
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Localizacion |miTNM [a] Tamafio MNamero SUVmax Expresion Confianza de
captacion visual PSMA |lector [c]
[b]
Pristata T3b 159 3 5
Adp pélvis M2 4 mm 7 16.6 2-3 5
Adp iliaca M1a 6 mm 3 4.8 2 5
COomun
Hueso WM1b 11 222 2-3 5

MiTNM final:
T3bN2M1b (diss)




8. CONCLUSIONES

N\
*Mayor precision del PET-PSMA frente a CT+ GAMMAGRAFIA OSEA

\
% Limitada sensibilidad para la deteccion de enfermedad ganglionar N (no excluir PLND) en

alto riesgo
\

@ *Valor pronostico de la estadificacion N con PET-PSMA

[

*Es esencial una estadificacion precisa en la planificacion de tratamientos multimodales

/

g,« *Futuros estudios para valorar el beneficio del paciente, ¢ mejor supervivencia con mejor
L j estadiaje?

/
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