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Prostate cancer: current and future/optimal management

A mHSPC
I Up-front intensification is appropriate for almost all

I Choosing between chemo, ARTA, radiation to primary, or multiple
A What does PEACE-1 add?

A Oligometastatic prostate cancer
I Considerations for metastasis-directed therapy

A mCRPC
I Implications of new mHSPC landscape on sequencing
I New targets: Pi3K/AKT, PARP, 1"7Lu-PSMA

A Advanced immunotherapy
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Early chemotherapy improved survival in metastatic
hormone sensitive prostate cancer (HSPC)
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Early abiraterone improves survival in mHSPC

A Overall Survival
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AR antagonists in mHSPC.:
ENZAMET, ARCHES and TITAN

A Up-front enzalutamide increased 3
year OS from 72% to 79% in
ENZAMET!, HR 0.67.

I Bicalutamide allowed in control arm

i No apparent advantage for enza after
docetaxel; toxicity was noted

A TITANZ found improvedtOS at 24
months for apalutamide in
MHSPC (82.4% vs 73.5%)
compared to placebo

1. Davis ID et al. NEJM 2019; 381:121-31
2. Chi KN etal. NEJM 2019; 381:13-24
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KM OS: abiraterone vs docetaxel
1.0

Next step: individualization of treatment selection? K
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STAMPEDE: radiation to the prostate primary
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Improved survival

- Only in low volume subset
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Parker CC et al. Lancet 2018

http://dx.doi.org/10.1016
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SOC+RT (n=1032)
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SOC+Abiraterone
(n=292)

SOC+Radiotherapy
(n = 293)

SOC+Abiraterone+
Radiotherapy
(n =292)

Abiraterone improves survival even after XRT to
primary OR docetaxel up-front: PEACE-1
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Metastasis directed therapy in oligomet prostate CA

Delayed time to ADT compared to

observation! (STOMP)

ORIOLE? also showed benefit for MDT

Figure 2. Clinical Outcomes of Stereotactic Ablative Radiotherapy (SABR) Compared With Observation
and Benefit of Total Consolidation of Prostate-Specific Membrane Antigen Radiotracer-Avid Lesions
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HR, 0.26; 95% Cl, 0.09-0.76; P=.006

Ost P et al. J Clin Oncol 2018; 36:446- % S
Phillips R et al. JAMA Oncol 2020; 6:650-9.
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Does metastasis-directed therapy impact overall survival?
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How to incorporate for Oligomet?

Oligomet

A Which imaging modality? 1
A How many lesions?

A What form of radiation?

Up front or at Oligoprogression?

A Extend the utility of 18t line agent?

T Med time to next treatment initiation
13.5 months

1. Lecouvet FE et al Lancet Oncol 2018; 19:e534-545
2. Deek MP et al. Eur Urol 2021: 4:447-455
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