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Early Stage Prostate Cance
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The Case for Systemic Therapy In

Localized Prostate Cancer
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SYSTEMIC THERAPYIN EARLY-STAGE
DISEASE: HOW EARLY IS EARLY?

Newly diagnosed
T1c disease

Asymptomatic metastatic
Androgenindependent disease



Tools for Prostate Cancer Risk / Outcome
Assessment

A Partin tables (pathologic stage)

A CPDR (www.CPDR.org)

ARoach and DO6AmMico f or
A Artificial neural networks

A Kattan nomograms: preoperative,
postoperative, XRT and brachytherapy

CPDR=Center for Prostate Disease Research
XRT=external radiation therapysemin Urol
Oncol 2002;20 (series).



Patient Selection

PRETHERAPY CLINICAL FACTORS IN RISK
PREDICTION

DOAMI co et al | J AMA, 1998

Extent of Risk  Clinical/Pathologic Estimated 5 year

features PSA-failure free
survival
Low 9 Stage-Tlc or T2a
1 PSA<10ng/ml > 85%

9 Gleason score <6

9 Stage-T2b or

Intermediate 1 PSA11-20ng/ml or 60%
9 Gleason score of
7
High | Stage>T2c or <30%
TPSA>20ng/ml

9 Gleason score >7



Postoperative Nomogram for
Prostate Cancer Recurrence
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Kattan MW et al. J Clin Oncol. 1999:17:1499-1507.



Men with
Prostatectomy
Time

Period

Median
Follow-Up

Max
Follow-Up

Men with
PSA Recurrence

Men with
Metastasis

Men with
PSADT Data

Pound etal. Update

(1999) (2009)
1,986 8,801
1982- 1997 1982- 2008
5.3 yrs 8.0 yrs
15 yrs 25 yrs
304 (15%) 774 (9%)
103 (34%) 95 (38%)
131 433



Mets-Free Survival Table

Gleason
score

>7

Time to
PSA
recurrence

>3yrs

yrs

>3yrs

PSADT
(in month)

<3

3-9

9-15

153

9-15

x3

9-15

153

9-15

Median
mets-free
survival
(in years)

10

>11

15

>14




OPTIONS FOR SYSTEMIC THERAPY

HORMONAL THERAPY

CHEMOTHERAPY



NEOADJUVANT/ADJUVANT
HORMONAL THERAPY



POTENTIAL GOALS OF NEOADJUVANT
HORMONAL THERAPY

A Clinically orgarconfined disease
I downsizing of primary
| decrease perioperative morbidity

A Locally advanced (or highisk) disease
I downstaging of primary
I Improved local control



POTENTIAL GOAL OF ADJUVANT
HORMONAL THERAPY

A To improve the cure rate stabg-stage by
eradicating microscopic metastatic disease

A Prolonging the time until serologic recurrence is
notthe goal of therapy unless that that delay
translates to a survival advantage

A Therefore, tha appropriate endpoint to determine
the effectiveness of such therapy is overall
survival (not DFS)



