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Abstract
Objectives To assess the accuracy of FDG-PET/CT and
MRwith diffusion-weighted imaging (MR-DWI) for diagnos-
ing peritoneal carcinomatosis (PC) from gastrointestinal
malignancies.
Methods Thirty consecutive patients referred for staging of
gastrointestinal malignancy underwent FDG-PET/CT and
MR-DWI in this retrospective study. Extent of PC was charac-
terised by dividing the peritoneal cavity into three sites in each
patient: right and left supramesocolic areas and inframesocolic
level (total 90 sites). Presence of PC was confirmed either by
surgery (18/30) or by follow-up (12/30).

Results PC was confirmed in 19 patients (19/30). At a total
of 90 sites, 27 showed proven PC. On a patient-based
analysis, sensitivity, specificity, PPV, NPV and accuracy
were respectively 84%, 73%, 84%, 73% and 80% for PET/
CT and 84%, 82%, 89%, 75% and 83% for MR-DWI. On a
site-based analysis, overall sensitivity and specificity of PET/
CT (63%, 90%) and MR-DWI (74%, 97%) were not statisti-
cally different (P00.27). In the supramesocolic area,
MR-DWI detected more sites involved than PET/CT (7/9 vs.
4/9). The sensitivities of PET and MR were lower for sub-
centimetre tumour implants (42%, 50%). Interobserver agree-
ment was very good for PET/CT and good for MR-DWI.
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Conclusions FDG-PET/CT and MR-DWI showed similar
high accuracy in diagnosing PC. Both techniques under-
estimated the real extent of PC because of decreased sensi-
tivity for subcentimetre lesions.
Key Points
• FDG-PET/CT and MR-DWI showed similar high accuracy
for diagnosing peritoneal carcinomatosis.

• In the supramesocolic area, MR-DWI could be more
sensitive than PET/CT.

• Both techniques showed lower sensitivity for subcenti-
metre lesions.

• Interobserver agreement was very good for PET/CT and
good for MR-DWI.

Keywords Peritoneal carcinomatosis . FDG-PET/CT.

MRI . Diffusion-weighted imaging . Gastrointestinal
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Introduction

Early diagnosis of peritoneal carcinomatosis (PC) arising from
gastrointestinal malignancy is essential. New curative
approaches in the treatment of PC are now available, combin-
ing cytoreductive surgery with perioperative intraperitoneal
chemotherapy [1, 2]. Patient selection for these new therapies
is of the utmost importance. Hence, early identification of PC
allows curative treatment, with an impact on patient outcome
[2]. Multidetector computed tomography (MDCT) is the key-
stone imaging investigation in the management of patients
with gastrointestinal malignancy, both at initial staging and
during follow-up. Unfortunately, MDCT accuracy in the as-
sessment of PC is limited with reported sensitivities ranging
from 25 to 90% [3, 4]. The small size of the lesions and the
poor soft-tissue contrast with MDCT are major limitations for
the detection of PC [3]. In this setting, functional imaging
tools such as FDG-PET/CT and magnetic resonance with
diffusion-weighted imaging (MR-DWI) open new horizons
in oncological imaging. Recent studies emphasised the incre-
mental value of DWI addition to routine MRI for abdominal
malignancy studies. Indeed, most solid tumours are charac-
terised by high cellularity with consequent restriction of water
movement, leading to high signal intensity [5]. The addition
of diffusion-weighted sequences to conventional MR images
has shown an incremental value in the staging of abdominal
and pelvic tumours with detection of more involved sites
[6–8]. Metabolic imaging with FDG-PET/CT has already
proved its usefulness in the management of patients with
digestive cancer [9]. However, there are only limited data
available on the value of these techniques in assessing PC
staging [6, 7, 10–12]. Moreover, to our knowledge, intraindi-
vidual head-to-head comparison of both FDG-PET/CT and
MR-DWI has, to date, not been reported.

The purpose of the present study was to assess and
compare the accuracies of MR-DWI and FDG-PET/CT for
the diagnosis and extent of PC in patients with gastrointes-
tinal malignancy.

Patients and methods

Patients

This study was approved by the local ethics committee of
our institution. From November 2010 to June 2011, all
patients referred for FDG-PET/CT with a new diagnosis or
previous history of gastrointestinal malignancy were retro-
spectively selected, and included if additional MR-DWI was
performed within 1 month. The inclusion criteria for the
study were (1) initial staging for gastrointestinal malignancy
in patients in whom surgical resection was planned and (2)
suspected recurrence such as a rise in tumour markers with
normal MDCT, equivocal clinical symptoms of PC or equiv-
ocal peritoneal lesion on MDCT without any other meta-
static site during follow-up. Patients with unequivocal PC
on previous MDCT were excluded.

Imaging techniques

FDG-PET/CT

All FDG-PET/CT studies were performed from skull base to
mid-thigh on a 16-slice PET/CT system (Gemini TF, Philips
Medical Systems, the Netherlands) 60 min after intravenous
injection of 3–3.5 MBq/kg of FDG. Unenhanced CT
(120 kV, 100 mAs, collimation 16×1.5 mm, pitch of 0.69,
slice thickness 3 mm at increments of 1.5 mm) was per-
formed for attenuation correction purposes and the allowed
precise anatomical localisation of PET data. All patients had
a serum glucose level below 1.4 g/L at the time of injection.

MR with diffusion-weighted imaging

MRI studies were performed using a 1.5-T MRI system (MR
450, General Electric Healthcare, Milwaukee,WI, USA), with
a 12-channel body coil and high performance gradient
(50 mT/m). DW images were obtained by two acquisitions.
First, respiratory-gated axial diffusion-weighted images
of the liver were obtained with the following settings:
slice thickness 5 mm, field of view (fov): 40 cm2, matrix
92×128 pixels, b0800 s/mm2, number of excitations (NEX)
6, acquisition time 2 min 40 s. A second acquisition covering
the entire abdomen and pelvis was performedwith free breath-
ing under the following settings: slice thickness 5 mm, fov
40 cm2, matrix 80×128 pixels, NEX 12, b0800 s/mm2, time
acquisition 3 min. Finally, conventional MR images were

1480 Eur Radiol (2012) 22:1479–1487



obtained with T2 single shot covering the entire abdomen and
pelvis (TR 964 ms, TE 148 ms) and T1-weighted se-
quence gradient-echo (LAVA-Flex, General Electric
Healthcare) with arterial and portal phase on the liver and
delayed phase on the entire abdomen and pelvis. All
patients received a single intravenous dose of meglu-
mine gadoterate (0.1 mmol/kg; Dotarem; GuerbetGroup,
France) and a single dose of glucagon (20 mg) was
injected just before the first acquisition to minimise
bowel motion. All patients had to drink a mannitol
solution to obtain bowel distension (0.5–1.5 L mannitol
5%, 45 min before the study).

Image analysis

PET/CT and MR-DWI images were retrospectively and
independently reviewed by two physicians specialised in
nuclear medicine (MS and GP) and two radiologists (VB
and VA), respectively, who all have a subspecialist expertise
in oncological imaging. They were blinded to the results of
previous examinations and patients’ clinical features. The
conclusions of each physician were initially recorded. In the
event of disagreement, images were then reviewed to reach
consensus.

Findings of PC

Imaging diagnosis of PC relied on a visual analysis for both
techniques. FDG-PET/CT diagnosis of PC was based on
either intense focal or linear uptake regarding the peritone-
um, the left subphrenic space or along the liver surface. Co-
registered MDCT helped to classify slight to moderate focal
FDG uptake as PC in the case of equivocal images, taking
into account that partial volume effects might underestimate
FDG uptake for small lesions.

Diffusion-weighted and conventional MR images were
reviewed together. On the DW images, linear and/or nodular
areas of hyperintensity located in the peritoneum were
recorded as PC. Focal areas were recorded as peritoneal
tumours if not related to a T2 shine-through effect from
structures containing fluid. Conventional MRI provided ana-
tomical localisation of hyperintense DW foci. In the case of
DW hyperintensity without the corresponding lesions on con-
ventional MR images, PC was considered only if the physi-
cian could rule out a T2 shine-through effect. Hyperintensity
on DW images that were related to possible bowel air artefacts
were dismissed and not recorded as peritoneal metastases.
Nodular and/or linear findings on conventional MR images
without hyperintensity on DW images were not considered to
be peritoneal tumours. Even if suggestive of PC, ascites was
not considered as representative of PC for PET/CT and MR
interpretation in this study.

Assessment of PC extent

After discussion with surgeons, we decided to divide
the peritoneal cavity into three sites. The transverse
mesocolon defined supra- and inframesocolic spaces.
The supramesocolic space was also divided into left
and right areas, defined as the left and right sides of
the falciform ligament. This simplified division adapted
from Jacquet and Sugarbaker [13] was chosen to facilitate
imaging interpretation and correlation with the standard
of reference (see below). Lesion size measured as the
largest diameter was evaluated either on pathological
analysis if available or axial images of PET/CT or MR
studies. The presence of visceral, lymphatic or bone
metastases with both techniques was also considered
for clinical purposes, but not taken into account in the
present study, which focuses on PC.

Standard of reference

Peritoneal carcinomatosis was confirmed either by patho-
logical data in the case of surgery or laparoscopic explora-
tion, or patient follow-up with FDG-PET/CT and/or MR-
DWI imaging after 3 months. For patients who underwent
surgery, surgical and pathological reports were reviewed to
determine the presence and extent of peritoneal dissemina-
tion with respect to the classification described above. The
following imaging criteria were applied as the reference
standard in patients without surgery, for both PET/CT and
MR-DWI: lesions appearing significantly larger (at least a
20% increase) than during initial workup or showing a
significant decrease after chemotherapy (at least a 30%
decrease) were considered to be true positive; lesions ini-
tially detected that had resolved without therapy were con-
sidered to be false positive. In the case of mismatch between
the two investigations, if lesions visible on the positive
investigation were considered to be true positive (as defined
above), the negative investigation was considered to be false
negative. On imaging follow-up, no lesion appeared at a site
that was classified as negative by both techniques in the
initial evaluation.

We also classified each positive site as being involved
with subcentimetre or supracentimetre implants according to
the measurement of the largest implant either on histopath-
ological evaluation or on imaging studies.

Data analysis

PET and MR results were compared with the reference
standard. Descriptive statistical data (sensitivity, specificity,
positive predictive value, negative predictive value and ac-
curacy based on the consensus of both physicians) were
determined on a patient-based and site-based analysis.
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McNemar’s test was used to compare sensitivity and spec-
ificity between PET and MRI. A kappa statistic was used
to assess interobserver agreement for FDG-PET/CT and
MR-DWI studies, for both patient-based and site-based
analyses. The kappa value was interpreted as follows:
poor agreement0 less than 0.2, fair agreement00.2–0.4,
moderate agreement00.4–0.6, good agreement00.6–0.8
and very good agreement00.8–1 [14].

Results

Patients

Thirty patients (11 women, 19 men; median age 63 years,
range 25–88) were included in the present study and retro-
spectively analysed. Thirteen patients were referred for ini-
tial staging (43%, 13/30). Seventeen patients were referred
to assess tumour relapse in a context of rising tumour
markers (6/17), equivocal findings on CT (7/17) or equivo-
cal clinical symptoms of PC such as abdominal pain or
bowel occlusion (4/17). These 17 patients were previously
treated either by surgery and chemotherapy (n012) or by
chemoradiotherapy (n05). Primary tumours were colorectal
cancers (n012), pancreatic cancers (n08), gastric cancers
(n05), oesophageal cancers (n03) and small-bowel cancers
(n02). The most frequent pathological type was adenocar-
cinoma (n028/30), including one gastric adenocarcinoma of
the mucinous type. Two oesophageal cancers were squa-
mous cell carcinomas. The median interval between the

Table 1 Patient-based analysis

PET/CT MR-DWI

Sensitivity 84 (16/19) 84 (16/19)

Specificity 73 (8/11) 82 (9/11)

Positive predictive value 84 (16/19) 89 (16/18)

Negative predictive value 73 (8/11) 75 (9/12)

Accuracy 80 (24/30) 83 (25/30)

Interobserver agreement (κ) 0.86 (0.51, 1.22) 0.73 (0.38, 1.01)

Data are presented as percentage (ratio)

Fig. 1 Imaging results in a 55-
year-old man referred for initial
staging of pancreatic cancer.
PET/CT (a maximum intensity
projection image, b axial PET/
CT fusion) showed abnormal
uptake in a large tumour of the
pancreas tail (arrowhead) asso-
ciated with a slight uptake in the
right subdiaphragmatic area and
an intense focal uptake in the
pelvic area (arrows). MR-DWI
(c fused T2/DWI, d DWI coro-
nal view) also showed the pan-
creatic tumour (arrowhead) but
identified clear perihepatic high
signal (arrows) confirmed as
peritoneal implants during
laparoscopy
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PET/CT and MR-DWI studies was 14 days (range 6–29)
and none of the patients received chemotherapy during this
interval period.

Presence of PC was assessed surgically in 18 patients
(60%, 18/30) and by imaging follow-up in 12 patients
(40%, 12/30). Median interval between the first imaging
study (PET or MR-DWI) and surgery was 23 days
(range 4–44). PC was confirmed in 19 patients (63%,
19/30). Out of a total of 90 potentially involved sites
(3 sites per patient), 27 proved to be involved in PC
(30%, 27/90).

Patient-based analysis

Table 1 shows the results of PET/CT and MR-DWI in the
assessment of PC on a patient-based analysis. The accuracy
was good for both PET/CT and MR-DWI at 80% and 83%,
respectively (Fig. 1).

Both techniques missed PC in three patients. These false-
negative results were related to subcentimetre implants in two
patients and implants arising from a mucinous gastric
adenocarcinoma in one patient. False-positive results were
retrospectively related to small peritumoral lymph nodes that

Table 2 Site-based analysis

PET/CT MR-DWI p

Se Sp PPV NPV Se Sp PPV NPV

Sites

Right supramesocolic 60 (3/5) 92 (23/25) 60 (3/5) 92 (23/25) 100 (5/5) 100 (25/25) 100 (5/5) 100 (25/25) 0.48

Left supramesocolic 25 (1/4) 96 (25/26) 50 (1/2) 89 (25/28) 50 (2/4) 100 (26/26) 100 (2/2) 93 (26/28) 1

Inframesocolic 72 (13/18) 75 (9/12) 81 (13/16) 64 (9/14) 72 (13/18) 83 (10/12) 87 (13/15) 67 (10/15) 0.08

Total 63 (17/27) 90 (57/63) 74 (17/23) 85 (57/67) 74 (20/27) 97 (61/63) 91 (20/22) 90 (61/68) 0.27

Interobserver agreement (κ) 0.92 (0.71, 1.12) 0.78 (0.57–0.99)

Data are presented as percentage (ratio)

Se sensitivity, Sp specificity, PPV positive predictive value, NPV negative predictive value

Fig. 2 Imaging results (a PET
maximum intensity projection
image, b PET/CT axial fusion,
c fused T2/DWI) in a 65-year-
old man with previously treated
colon cancer with synchronous
liver metastases who had
increasing tumour markers.
Both PET/CT (a MIP, b fused
images) and MR-DWI (c fused
T2/DWI) showed a focal lesion
in the inframesocolic area ante-
rior to the left psoas muscle
(arrows). Surgical and histo-
pathological findings confirmed
the recurrence
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were misdiagnosed as small peritoneal implants in one
patient (for both techniques). Physiological digestive
uptake that had a focal appearance led to the two other
false-positive results on PET. Regarding MR-DWI, a
second false-positive result was retrospectively assigned to
artefacts owing to the differences in susceptibility between
tissue and air-filled gastrointestinal tract. Of note, one patient
had ascites without evidence of PC on FDG-PET/CT
and MR-DWI; pathological analysis after surgery confirmed
the absence of PC.

The interobserver agreement was very good for PET
studies (κ00.86) and good for MR-DWI studies (κ00.73).

Site-based analysis

Twenty-seven of the 90 potentially involved sites (30%)
were positive for PC: inframesocolic sites (18/27), right
supramesocolic sites (5/27) and left supramesocolic sites
(4/27). Table 2 shows the site-based diagnostic results for
the detection of PC in the 90 sites. The overall sensitivity

and specificity were not statistically different between MR-
DWI (74%, 97%) and PET/CT (63%, 90%, P00.27; Fig. 2).
In the supramesocolic area, MR-DWI detected more sites
than PET/CT (7/9 vs. 4/9 respectively). MR-DWI appeared
especially more accurate than PET/CT in the right supra-
mesocolic area (right supramesocolic area 5/5 vs. 3/5, left
supramesocolic area 2/4 vs. 1/4, for MR-DWI and PET/CT
respectively; Fig. 3). In the inframesocolic area, both tech-
niques showed moderate sensitivities: 72% (13/18) for both
techniques (Fig. 4).

A relationship between tumour size and sensitivity was
observed for both PET/CTand MR-DWI (Table 3). Sensitivity
was lower when tumour implants were subcentimetre with
both PET/CT and MR-DWI (42% and 50% respectively).
Conversely, sensitivity increased to 80% and 93% (for
PET/CT and MRI-DWI, respectively) when tumour implants
were supracentimetre.

The interobserver agreement was very good for PET
studies (κ00.92) and good for MR-DWI studies (κ00.78)
on a site-based analysis.

Fig. 3 Imaging results in a
57-year-old woman with a
previously treated gastric
cancer referred for a suspected
recurrence (increased level of
tumoral markers). PET/CT
(a PET maximum intensity
projection image) was negative,
whereas MR-DWI showed high
signal in the perihepatic space
(b arrow). A consensus was
found resulting in a “wait and
see” attitude at the multidisci-
plinary meeting. Imaging
follow-up at 3 months (c PET,
d DWI) showed disseminated
peritoneal lesions (arrows)

1484 Eur Radiol (2012) 22:1479–1487



Discussion

Diagnosis of PC is a challenge for imaging techniques be-
cause of its variable appearance and the small size of lesions.
Reported sensitivity of MDCT in the assessment of PC varies
from 25 to 90%, depending on site, size and morphology of
tumour deposits, and adequacy of bowel opacification [3, 4].
Sensitivity of MDCT is reduced to 7–50% when the size of
malignant implants is less than 1 cm [3, 4]. The main reason
for this decreased sensitivity is that small tumour implants
invaginated within peritoneal reflections or coating the bowel
surface are difficult to distinguish from adjacent structures.
Functional imaging with FDG-PET/CT and MR-DWI may
overcome some limitations of MDCT. Indeed, both techni-
ques show a high tumour-to-background ratio. FDG-PET/CT
reflects increased glucose metabolism in tumours, whereas
MR-DWI reflects tumoral cellularity [15, 16]. To our
knowledge, this is the first study with intraindividual com-
parison of PET/CT and MR-DWI in the detection of PC.

We found that FDG-PET/CT and MR-DWI are both
accurate in the identification of patients with PC arising
from gastrointestinal malignancy. Patient-based sensitivity
and specificity were rather similar for both techniques, 84%
and 73% for PET/CT and 84% and 82% for MR-DWI,
respectively. However, PC extent was underestimated with
both PET/CT and MR-DWI, as shown by limited site-based
sensitivities (63% and 74%, respectively). This finding is
mainly explained by a decreased detection capacity for
subcentimetre implants for both investigations (42% and
50%, respectively).

In our study, there was a discrepancy between the limited
sensitivities of site-based analyses and the good sensitivities
of patient-based analyses with both techniques, meaning
that the extent of PC was underestimated. Regarding the
inframesocolic area, both techniques detected 13 of the 18
inframesocolic sites involved. Several factors can explain
the false-negative results of PET/CT. Besides the limited
spatial resolution of PET imaging, the variable physiological
FDG uptake of the stomach and bowel is sometimes difficult
to distinguish from PC [17], leading to either false-negative
or false-positive results. Second, physiological movement of
digestive loops during the 2-min bed position acquisitions
can cause blurring artefacts, leading to an underestimation
of FDG uptake.

Interestingly, MR-DWI appeared more sensitive than
PET/CT in the detection of supramesocolic lesions, espe-
cially in the perihepatic area. Indeed, tumour implants local-
ised in the right supramesocolic peritoneum are more

Fig. 4 Imaging results in a 61-
year-old man referred for initial
staging of small-bowel cancer.
PET/CT (a axial CT, b axial
PET/CT fusion) showed a slight
pathological uptake on pericolic
subcentimetre nodules
(arrows). MR-DWI (c axial T2,
d axial DWI) showed moderate
pericolic ascites but without
high signal on DWI. Diffuse
peritoneal implants were con-
firmed during laparoscopy

Table 3 Sensitivity of FDG-PET/CT and MR-DWI for detecting the
27 involved sites with subcentimetre or supracentimetre tumour
implants

PET/CT MR-DWI

Site with subcentimetre implants (12/27) 42 (5/12) 50 (6/12)

Site with supracentimetre implants (15/27) 80 (12/15) 93 (14/15)

Data are presented as percentage (ratio)
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conspicuous on MR-DWI [7, 18] because the liver has a low
signal with high b value DWI sequences, thus providing
high contrast between peritoneal implants and liver edges.
This advantage may be less clear in the left supramesocolic
area because of the persistent spleen hypersignal in the DW
images. On the other hand, in the right supramesocolic area,
PET/CT image interpretation is hampered partly because of
the physiological liver uptake. Hence, only perihepatic
lesions showing more intense uptake are distinguishable
from the liver (Figs. 1, 3). In addition, the partial volume
effect generally leads to an underestimation of tumour up-
take for small lesions. Finally, respiratory motion causes
blurring artefacts, leading to further uptake underestimation
for small lesions. To overcome this, our MR protocol in-
cluded respiratory triggered DWacquisition, which provides
better image quality and signal-to-noise ratios than breath-
hold DWI [19]. Respiratory-gated PET could be of great
interest in the detection of perihepatic PC [20].

Despite high tumour-to-background ratio, we observed
that PET/CT and MR-DWI were also hampered in the
diagnosis of small peritoneal implants. Published data about
the detection of small peritoneal tumours are scarce. Con-
sidering this specific issue, our results differ from those of
Pfannenberg et al. [12], who reported PET/CT sensitivity of
72% for lesions smaller than 0.5 cm in 22 patients before
cytoreductive surgery and hyperthermic intraperitoneal che-
motherapy. This high sensitivity may be partially explained
by the use of a multiphase, contrast-enhanced CT with
bowel preparation in their PET/CT protocol. Furthermore,
suspected lesions at CT were considered to be peritoneal
tumours even in the absence of corresponding uptake. All
these considerations raise the question of a “one-stop-shop”
imaging protocol with the use of contrast-enhanced PET/CT
with respiratory-gating and bowel preparation in the man-
agement of patients with known or possible PC.

We observed a good to very good interobserver agree-
ment on a per-patient and per-site basis, with a trend towards
PET/CT superiority over MR-DWI. Our results are similar
to those of Satoh et al. [21] who investigated PET/CT and
MR-DWI accuracies in the detection of PC in two different
groups of patients. This underlines one potential advantage
of functional imaging, where good interobserver agreement
warrants uniform interpretation between physicians working
in the same institution. Conversely, diagnosis of PC with
MDCT in areas such as the right subdiaphragmatic space,
the surface of the small bowel and root of the mesentery are
difficult to assess with lower interobserver agreement (kappa
values reported from 0.14 to 0.91 [4]).

This study has several limitations. First, it is a retrospec-
tive study that encompasses a small population. Second,
about one third of the patient population did not undergo
surgical and histopathological evaluation. The standard of
reference in these patients was based on follow-up with

PET/CT and/or MR-DWI, with consequent difficulties in
the definitive classification of some small lesions. Third,
the image analysis only relied on a visual interpretation.
No quantitative assessment and comparison of FDG uptake
and apparent diffusion coefficient values were taken into
account, as no lesion-based analysis was performed. We
chose to classify PC according to a site-based analysis only
because precise correlation of each tumour implant visible
on imaging with the reference standard was not feasible.
Finally, a bowel preparation was not performed on FDG-
PET/CT, which could partially explain the low sensitivity
we observed in the inframesocolic area.

In conclusion, we showed that FDG-PET/CT and MR-
DWI had similar high accuracy in the detection of patients
with PC arising from gastrointestinal malignancy, with a
slightly better interobserver agreement for PET/CT than
for MR-DWI. MR-DWI appeared to be more accurate in
the evaluation of the right supramesocolic area, where FDG-
PET/CT accuracy seemed to be hampered by respiratory
motion and physiological liver uptake. Both techniques
underestimate the real extent of the disease, raising the
problem of decreased sensitivity for subcentimetre lesions.
Even if PET/CT and MR-DWI are more accurate than
MDCT, laparoscopic or surgical evaluation remains manda-
tory in therapeutic planning. FDG-PET/CT and MR-DWI
can, however, facilitate patient selection for peritonectomy
and hyperthermic intraperitoneal chemotherapy.

At this point, it remains difficult to determine the method
of choice in the evaluation of PC arising from gastrointes-
tinal malignancy. FDG-PET/CT, a whole body imaging
investigation, remains a very sensitive tool in the detection
of extra-abdominal metastases. MR-DWI of the abdomino-
pelvic cavity coupled with liver exploration could have an
advantage over FDG-PET/CT because of its superior sensi-
tivity in the detection of liver metastases.
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