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TOPICS

1. M0 CRPC
§ Origin
§ What to do 

2. M1 HNPC 
§ High  (high risk/high volume)

§ Low (low risk/low volume)

3. M0 HNPC 
§ Ongoing trials

Hormonotherapies
Androgen
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LHRH analogues
- Gosereline
- Triptoreline
- Leuproreline

LHRH antagonists
- Degarelix

Hormonotherapies

1 “Old School” Anti-androgens

Non-Steroidal
- Bicalutamide
- Flutamide

Steroidal
- Cyproterone
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Novel Anti-androgens

Non-Steroidal
- Enzalutamide
- Apalutamide
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Hormonotherapies

Androgen synthesis inhibitor

- Abiraterone
- (Ketoconazole)
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Hormonotherapies
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àADT for localized prostate cancer
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… suggest that patients with a baseline PSA > 50 ng/ml are likely 

to die of PCa and therefore are good candidates for immediate 

ADT to prevent or delay complications from progressive disease, 

although survival is not significantly better than deferring ADT 

until symptoms occur.

… suggest that in patients with PSA between 8 and 50 ng/ml, 

ADT should be initiated as soon as PSADT < 12 months.
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àADT for localized prostate cancer
àADT for BCR after local treatment
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àADT for localized prostate cancer
àADT for BCR after local treatment
àADT neo-adjuvant to radiation

§ Primary, high risk: 36 months
§ Primary, intermediate risk: 6 months
§ Salvage: 6 months
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M0 CRPC : Origin M0 CRPC : Origin

M0 HSPCM0 CRPC : Origin M0 CRPC : Origin

M0 HSPCM0 CRPC : Origin

àADT for localized prostate cancer
àADT for BCR after local treatment
àADT neo-adjuvant to radiation

§ Primary, high risk: 18-24 months
§ Primary, intermediate risk: 6 months
§ Salvage: 6 months

M0 HSPCM0 CRPC : Origin
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M0 HSPCM0 CRPC : What to do M0 HSPCM0 CRPC : What to do
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M0 HSPC
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àCure :
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Maybe but too early

Clinical benefit: 
àCure : Probably not
à Improving OS :

M0 HSPCM0 CRPC : What to do

Clinical benefit: 
àCure : Probably not
à Improving OS :
à Improving QoL : 

M0 HSPCM0 CRPC : What to do

Maybe but too early

M0 HSPCM0 CRPC : What to do

Delaying Symptoms

Clinical benefit: 
àCure : Very improbable
à Improving OS : Maybe but too early
à Improving QoL :

M0 HSPCM0 CRPC : What to do

M0 HSPCM0 CRPC : What to do M0 HSPCM1 HNPC : High/Low
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M0 HSPCM1 HNPC : High M0 HSPC

17

M1 HNPC : High 

M0 HSPC

34,7 

Expected 
60 

25?

M1 HNPC : High M0 HSPC

16,6 NR

24?

M1 HNPC : High 

M0 HSPC

High volume / High risk metastatic
hormone-naive prostate cancer

DO NOT LIMIT TREATMENT TO ADT
GIVE DOC or AA!!

M1 HNPC : High M0 HSPC

Low volume/ Low risk metastatic
hormone-naive prostate cancer

M1 HNPC : Low 
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M0 HSPC

Low volume/ Low risk metastatic
hormone-naive prostate cancer

Other systemic treatment?

M1 HNPC : Low 

Local treatment?

M0 HSPCM1 HNPC : Low 

M0 HSPCM1 HNPC : Low M0 HSPCM1 HNPC : Low 
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M0 HSPCM1 HNPC : Low M0 HSPCM1 HNPC : Low 

M0 HSPC

Low volume / Low risk metastatic
hormone-naive prostate cancer
“PCa cT2 N0M1 gl 3+4 2 bone mets”

“previously treated Pca with 2 bone mets”

GIVE ADT + AA!!

M1 HNPC : Low M0 HSPC

Low volume / Low risk metastatic
hormone-naive prostate cancer
“PCa cT2 N0M1 gl 3+4 2 bone mets”

“previously treated Pca with 2 bone mets”

GIVE ADT + AA!!

M1 HNPC : Low 

M0 HSPCM1 HNPC : Low M1 HNPC : Low 
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61% 81%

M1 HNPC : Low 

61% 81%

M1 HNPC : Low 

20%

61% 81%

M1 HNPC : Low 

23% 

20%

M1 HNPC : Low 

Primary endpoint: To radiographically determine the proportion of men who have 
progressed after 6 months from randomization to observation versus SBRT who 
have oligometastatic prostate cancer.

M0 HSPC

Low volume / Low risk metastatic
hormone-naive prostate cancer

“previously treated Pca with 2 bone mets”

No ADT and MDT!!

M1 HNPC : Low M0 HSPC

Low volume / Low risk metastatic
hormone-naive prostate cancer
“PCa cT2 N0M1 gl 3+4 2 bone mets”

M1 HNPC : Low 

GIVE ADT + AA!!
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M0 HSPCM1 HNPC : Low M0 HSPCM1 HNPC : Low 
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M0 HSPC

Low volume / Low risk metastatic
hormone-naive prostate cancer
“PCa cT2 N0M1 gl 3+4 2 bone mets”

M1 HNPC : Low 

Radiotherapy on the prostate

M0 HSPC

Low volume / Low risk metastatic
hormone-naive prostate cancer
“PCa cT2 N0M1 gl 3+4 2 bone mets”

M1 HNPC : Low 

Surgery on the prostate??

M0 HSPCM1 HNPC : Low 

*Thrombone *g-RAMPP

MD Anderson US Trial

M0 HSPC

High volume / High Risk ADT  lifelong + Doc/AA

Low volume / Low Risk
• Primary unTx ADT 18-24 mnths+ RT 

Prostate + MDT

• Primary Tx MDT

M1 HNPC : My opinion 
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M0 HSPC

High volume / High Risk ADT  lifelong + Doc/AA

Low volume / Low Risk
• Primary unTx ADT 18-24 mnths+ RT 

Prostate/Pelvis + MDT

• Primary Tx MDT

M1 HNPC : My opinion Future : M0 HNPC

Enzalutamide in Androgen Deprivation Therapy 24 mths With 
Radiation Therapy for High Risk, Clinically Localised, Prostate Cancer 
(ENZARAD)

An Efficacy and Safety Study of JNJ-56021927 (Apalutamide) 24 mths
in High-risk Prostate Cancer Subjects Receiving Primary Radiation 
Therapy: ATLAS

Future : M0 HNPC Hormonotherapies


