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BP (DOB 27/06/1947)

Past clinical history: 

Hypertension, Hypercholesterolemia, Prostate hypertrophy 

Recent clinical history: 

PSA 20

mpMRI: prostate of 48x42x45 mm, PIRADS 3 

Prostate biopsy (March 2021): prostate adenocarcinoma Gleason 5+5

Diagnostic workup??



Bone scan+CT scan?

Choline PET/CT?

PSMA PET/CT?





By default, patients with high-risk newly diagnosed disease are very likely to have micrometastases

Many patients with this clinical picture were included in trials where systemic + local therapy imparted OS benefit 

Patients with low volume mHSPC also benefit from treatment of the primary tumor

For those with a newly diagnosed PCa who do not have systemic metastatic disease on CIM, therapy should be based on curative-intent 
standards of care whether disease on PSMA-PET remains localized to regional lymph nodes or extends to disease outside of the pelvis

Until data provide better guidance, if a PSMA-PET/CT is obtained, we advise clinicians to base treatment decisions on the extent of 
disease seen on CIM

Avoid the 
«see more-to-do-less» strategy!



CT scan (26/03): Negative

Bone scan 02/04: Suspect on T1 

Cervical MRI: Suspect on T1

PET 15/04: Positive on T1

Which treatment strategy for a 
low burden, de novo mHSPC? 



ADT alone

ADT+RT on Primary

ADT+RT on Primary and M+

ADT+RT on M+

Up to 2021..



Parker, Lancet 2018



54 men with recurrent hormone-
sensitive prostate cancer and 1-3 
metastases (no ADT)

Randomized in a 2:1 ratio to receive 
SABR or observation

Treatment with SABR improved median 
progression-free survival (P = .002). 

Total consolidation of PSMA radiotracer-
avid disease decreased the risk of new 
lesions at 6 months (P = .006)

Phillips, JAMA, 2020



Patient started ADT but had a concomitant treatment due to  complicated anal fistula… so 
we were forced to start from PFS benefit…

30 Gy in 3 fraction to 70% IDL administered with Cyberknife robotic stereotactic technique (26/05-28/05)



After fistula recovery, patient started prostate radiotherapy on 01/12/2021 
(70.2 Gy in 26 fractions, IMRT VMAT)



(alpha/beta 1.5)
• 36 Gy in 6 fractions: 77.1 Gy EQD2 
• 55 Gy in 20 fractions: 66.8  Gy EQD2 
• 70.2 Gy in 26 fractions: 84.2 Gy EQD2

You should never
«shoot to thrill»

Eastwood et al, 1975



ADT alone

ADT+RT on Primary

ADT+RT on Primary and M+

ADT+RT on M+

Up to 2021..

ADT+ARsi alone

ADT+ARsi+RT on Primary

ADT+ARsi+RT on Primary and M+

ADT+ARsi+RT on M+

After 2021..



APALUTAMIDE: TITAN Dual primary endpoint: OS PFS



Kaplan-Meier estimates of (A) OS and (B) OS adjusted for patient crossover from placebo to 
apalutamide using the IPCW sensitivity analysis

Chi, JCO 2021



Outcome not related to the disease volume

Chi, JCO 2021



Agarwal , The Journal of Urology 2021



ESMO 2021



Andrew J. Armstrong, ASCO GU 2022

Outcome not related to the 
disease volume



Patient reported only G1 acute GU toxicity (complete recovery) after 3 months

Patient continued ADT and is currently under follow up (last PSA 0.08 on 25 March 2022)

What will we do after 2-3 years from treatment 
start? Should we try to withold ADT?



Take home messages:
• ADT alone should NOT considered anymore the standard for de novo low burden mHSPC
• Arsi showed to improve OS in all comers population
• RT to primary should not be denied, especially if next generation imaging has been performed
• Always consider a «go for Ablative strategy»

Open questions
• Benefit of local treatment if maximal hormonal treatment is administered? (Waiting

for PEACE-1 Final results)
• What about long term ADT+Arsi if Local ablative treatment has been performed?


