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Oligometastasiertes Prostatakarzinom

Connor, MJ et al. Nat Rev Clin Oncol 2020



Synchron oligometastasiertes HSPC

Palacios-Eito A. et al. World J Clin Oncol. 2019



Synchron oligometastasiertes HSPC

Imber BS et al. Advances Radiat Oncol 2020

47 patients with DNOPC with predominantly M1b disease received neoadjuvant, concurrent, and adjuvant ADT
plus PDRT + ORT to 1 to 6 oligometastases. At 1- and 2-years post-RT, cumulative incidence of distant
metastatic progression (DMP) was 21% and 32%, whereas overall survival was 90% and 87%, respectively. After
neoadjuvant ADT, 9 (19%) patients had undetectable PSA (<0.05 ng/mL), which increased to 32 (68%) after
PDRT + ORT. Overall 2-year incidence of BCR and development of castrate resistance were 23% and 36%,
respectively.

Treatment: local RT, ADT and MDT to all M+ sites (up to 6), 68% with undetectable PSA



Synchron oligometastasiertes HSPC

Reyes DK et al. Med Oncol. 2020

Men with ≤ 5 sites of metastases were enrolled in a prospective registry study, underwent neoadjuvant
chemohormonal therapy, followed by radical prostatectomy, adjuvant radiation (RT) to prostate bed/pelvis,
stereotactic body radiation therapy (SBRT) to oligometastases, and adjuvant hormonal therapy (HT), and
abiraterone was added to neoadjuvant HT. Therapies included prostatectomy 12/12 (100%), neoadjuvant
[docetaxel 11/12 (92%), LHRH agonist 12/12 (100%), abiraterone + prednisone 6/12 (50%)], adjuvant radiation
[RT 2/12 (17%), RT + SBRT 4/12 (33%), SBRT 6/12 (50%)], and LHRH agonist 12/12 (100%)]. Overall survival was
12/12 (100%). 1-, 2-, and 3-year undetectable PSA’s were 12/12 (100%), 10/12 (83%) and 8/12 (67%),
respectively.

Treatment: 12 pts., local RT, chemo + ADT and SBRT to all M+ sites, 67% with undetectable PSA



Synchron oligometastasiertes HSPC

Deantoni CL et al. Br J Radiol 2020

Objective: To evaluate toxicity and clinical outcome in synchronous bone only oligometastatic (≤2 lesions)
prostate cancer patients, simultaneously irradiated to prostate/prostatic bed, lymph nodes and bone
metastases.
Results: After a median follow-up of 46.5 (1.2–103.6) months, 5 patients died from disease progression, 10
experienced biochemical relapse, 19, still in ADT, presented undetectable prostate-specific antigen (PSA) at the
last follow-up. Five patients who discontinued ADT after a median of 34 months (5.8–41) are free from
biochemical relapse.
The 4 year Kaplan–Meier estimates of biochemical relapse-free survival, clinical relapse-free survival,
freedom from distant metastases and overall survival were 53.3%, 65.7%, 73.4% and 82.4% respectively.

Treatment: 39 pts., local RT, ADT + SBRT to all M+ sites



Synchron oligometastasiertes HSPC

Deantoni CL et al. Br J Radiol 2020

Prospective: 28 de-novo mHSPC patients (2018-2022) 
• PSMA PET (89%); Fluciclovine (3.5%), NaF (7%) 
• M1a: 29%; M1b: 71% 
• N0: 36%; N1: 64% 
• ISUP GG 4-5: 61% 
• Number of mets: 1 - 42%; 2 - 21%; 3-5: 38% 
• Treatment: ADT + Abi + Apa for 6 mo + RP with LND or RT with WPRT + MDT to 
all metastatic sites 
• Primary endpoint: testosterone recovery and controlled PSA at 6 mo after 
recovery (PSA <0.2 ng/ml after RP ad <2 ng/ml after RT) 



Synchron oligometastasiertes HSPC

Deantoni CL et al. Br J Radiol 2020

Treatment: ADT + Abi + Apa for 6 mo + RP with LND or RT with WPRT + MDT to all M+ sites

Primary endpoint: testosterone recovery and controlled PSA at 6 mo after recovery (PSA < 0.2 ng/ml after RP
ad < 2 ng/ml after RT)

Lokoregionäre Bestrahlung + SBRT aller PET+ Metastasen + 6 Monate intensivierte

systemische Therapie führt zu anhaltender Remission ohne anhaltende Kastration



Synchron oligometastasiertes HSPC

Cilento, M.A. et al. Nat Rev Clin Oncol 2026



Metachron oligometastasiertes HSPC

Palacios-Eito A. et al. World J Clin Oncol. 2019



Intensivierung durch MDT

Rao A. et al. Am Soc Clin Oncol Educ Book. 2019



Metachron oligometastasiertes HSPC – STOMP



Metachron oligometastasiertes HSPC – STOMP

www.urotoday.com

MDT verzögert den Einsatz einer ADT und verbessert das PFS



Metachron oligometastasiertes HSPC – ORIOLE

Phillips R et al. JAMA Oncol. 2020



Metachron oligometastasiertes HSPC

Deek MP et al. J Clin Oncol. 2022



Metachron oligometastasiertes HSPC

Deek MP et al. J Clin Oncol. 2022

With HiRi Without HiRi

HiRi: ATM, BRCA1/2, Rb1, or TP53



Metachron oligometastasiertes HSPC

Deek MP et al. J Clin Oncol. 2022
HiRi: ATM, BRCA1/2, Rb1, or TP53

With MDTWith MDT

Bestes Outcome: MDT ohne HiRi
(medianes PFS 13.4 vs 7.5 mo)
Schlechtestes Outcome: Observanz mit
HiRi (medianes PFS 2.8 mo)



Metachron oligometastasiertes HSPC

Tang C et al. JAMA Oncol 2023 

RCT Phase II 

• 87 oligorecurrent men mostly mHSPC (>90%) 

• Randomization 1:1: intermittent ADT vs ADT + MDT 

• ≤ 5 metastases (mostly conventional imaging 75%; fluciclovine PET/CT 

25%) 

• ≥ 2 mo prior HT (ADT ± ARPI) (~35% ARPI) 

• Median FU: 22 mo



Metachron oligometastasiertes HSPC

Tang C et al. JAMA Oncol 2023 MDT + ADT ± ARPI (intermit.) verbessert PFS



Metachron oligometastasiertes HSPC

Marvaso G et al. Lancet Oncol. 2025



Metachron oligometastasiertes HSPC

Marvaso G et al. Lancet Oncol. 2025

MDT + 6 Monate ADT verbessert bRFS und PFS (vs. MDT)



Metachron oligometastasiertes HSPC

Ost P et al. Lancet Oncol. 2025



Metachron oligometastasiertes HSPC

Ost P et al. Lancet Oncol. 2025



Metachron oligometastasiertes HSPC

Ost P et al. Lancet Oncol. 2025

Elektive nodale RT + 6 Mo ADT verbessert MFS, bRFS und 

lokoregionäre Kontrolle (vgl. mit fokaler MDT + 6 Mo ADT)



Metachron oligometastasiertes HSPC

Ost P et al. Lancet Oncol. 2025

Elektive nodale RT + 6 Mo ADT verbessert MFS, bRFS und 

lokoregionäre Kontrolle (vgl. mit fokaler MDT + 6 Mo ADT)



Synchron oligometastasiertes HSPC

Cilento, M.A. et al. Nat Rev Clin Oncol 2026



Oligometastasiertes CRPC

Palacios-Eito A. et al. World J Clin Oncol. 2019



Oligometastasiertes CRPC – ARTO

157 oligometastatic mCRPC pts
(1-3 non-visceral lesions on NGI)
Phase II RCT:

Abiraterone vs Abiraterone + SBRT

Primary endpoint:

PSA response (decrease ≥ 50% at 6 mo)
Secondary endpoints:

Complete biochemical response
(PSA <0.2 ng/mL at 6 mo); PFS



Oligometastasiertes CRPC – ARTO

Francolini G et al. J Clin Oncol. 2023

SBRT + Abirateron verbessert biochemische Response und PFS beim oligoprogr. CRPC



Oligometastasiertes CRPC – GROUQ-PCS 9

Niazi T et al. Lancet Oncol. 2025



Oligometastasiertes CRPC – GROUQ-PCS 9

Niazi T et al. Lancet Oncol. 2025

SBRT + Enzalutamid verbessert rPFS und verzögert

Nächstlinientherapie beim oligoprogr. CPRC



SBRT beim oligometastasiertem CRPC



Oligometastasiertes Prostatakarzinom

Singh M et al. Semin Radiat Oncol. 2025



M.De Santis EAU 2025

Veränderte Therapielandschaft beim mHSPC



Zielgerichtete Therapien des fortgeschrittenen 
Prostatakarzinoms: PARPi



AT_CP-525760_Jun25

Comparison of outcomes between mutational 

subgroups by tumour burden

• Der Nachweis von BRCA und HRR Alterationen

war mit schlechter Prognose in sowohl

der low- und der high-Volume Subpopulation 

assoziiert

• Der negative Impact war stärker in der

low-Volume Population

Outcomes in Bezug auf 

high-volume and low-volume / BRCA versus non-

BRCA (A) und HRR versus non-HRR (B)

BRCA, BReast CAncer gene; CI, confidence interval; HR , hazard ratio; HRR, homologous recombination repair; mHSPC, metastatic hormone-sensitive prostate cancer; OS, overall survival; rPFS, radiographic progression-free survival; 

TTCR, time to castration-resistant prostate cancer.

1. Olmos D, et al. Ann Oncol. 2024;35:458–472.

CAPTURE: mHSPC und HRR-Alterationen
(A)

(B)



AT_CP-525760_Jun25

aResults presented are from IPTW analysis. 

BRCA, BReast CAncer gene; CI, confidence interval; HR, hazard ratio; HRR, homologous recombination repair; IPTW, inverse probability treatment weighting; mHSPC, metastatic hormone-sensitive prostate cancer; OS, overall survival; 

rPFS, radiographic progression-free survival.

1. Olmos D, et al. Ann Oncol. 2024;35:458–472.

(B) (A) (B)

Vergleich von ADT+ARPi vs ADT+Docetaxel bezogen auf BRCA/non-BRCA für PFS (A) und OS (B)a,b

Patienten mit BRCA Alterationen hatten das schlechteste Outcome, unabhängig von der Art der Therapie

CAPTURE: mHSPC und HRR-Alterationen



AMPLITUDE Phase III Studie: ADT + AAP ± Niraparib
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AMPLITUDE Phase III Studie: primärer Endpunkt rPFS



Prespecified Subgroup Analysis of rPFS
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Fortgeschrittenes Prostatakarzinom Therapieoptionen
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Präzisionsonkologie / Molekulares Tumorboard

3 Wochen
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Ausblick / laufende Studien

mCRPC

ASCLEPIuS Phase I/II Studie

Androgen suppression with abiraterone acetate, leuprolide, PARP
inhibition and stereotactic body radiotherapy (ASCLEPIuS) in high-risk
and node positive prostate cancer (PCa)

CAVE: Unabhängig vom HRR-Status!



This Phase I/II trial aimed to determine whether combining biological SBRT
with a 6-month treatment of ADT, AAP, and the PARP inhibitor niraparib could
offer a shorter, intensified and safe treatment option

Introduction/aim
• Treating high-risk and node-positive prostate cancer with 4–9 weeks of RT alongside 18–36 months of ADT, with or without AAP is an effective approach; 

however, it may lead to recurrence, varying degrees of side effects, and be inconvenient 
• This multicentre investigator-initiated Phase I/II trial aimed to assess whether biological SBRT combined with a 6-month regimen of ADT, AAP and the PARP 

inhibitor niraparib could provide a shorter, intensified, yet safe and effective treatment option

Jackson WC, et al. ASCO GU 2025. A387. 

Eligibility
At least one risk factor:

• cN1 on conventional or 

PET imaging

• Grade group 4/5

• Grade group 3 and PSA ≥20 ng/mL

• Grade Group 3 AND PSA ≥10 AND 

≥50% positive biopsy core

• High probability of radiographic T3 on 

MRI AND Grade group ≥2

Treatment

5–6 fraction SBRT (total dose: 37.5–40 Gy)

+

Concurrent systemic therapy for 6 cycles:

• Leuprolide (22.5 mg Q3M) or ADT

• Abiraterone acetate (1000 mg daily) + prednisone 

(5 mg BID)

• Niraparib (follow dose escalation schedule)

CTC/cfDNA during Cycle 3 (pre-SBRT) and 

during cycle 

Post-treatment evaluations
Q3M for year 1, Q4M–Q6M for year 2, Q6M year 3, 4 

and 5:

• CTCAE v5.0 toxicity, EPIC-26

• 2-year CTC/cfDNA blood collection or at time of 

recurrence if sooner

• 2-year post-treatment biopsy

Phase I primary endpoint
MTD of niraparib using the time-to-event 

continuous reassessment method

Baseline characteristics (N=54)
• 12.1 months (IQR 9.4–18.9) median 

follow-up of the Phase I cohort

• 80% (n=43) Grade Group 4–5

• Median PSA 17 ng/mL (range, 1–73) 

• 15% (n=8) cN+ disease

• 76% (n=41) received nodal RT

Study design

Baseline assessment
• Tissue from baseline 

prostate biopsy sent 

for MiOncoSeq

• EPIC-26 

• Blood draw for 

cfDNA and CTC



This study demonstrates that combining biological SBRT with a 6-
month treatment of ADT, AAP, and the PARP inhibitor niraparib has a
manageable safety profile

Conclusion

The combination of SBRT, ADT, AAP, and niraparib at 200 mg has a manageable safety profile for men with high-risk or node-positive prostate cancer

Safety and tolerabilityResults:
To date there were:
• Zero DLTs​
• No grade ≥3 rectal or urinary toxicities​
• Five SAEs (anaemia, non-rectal gastrointestinal, syncope, infection, 

musculoskeletal) possibly attributable to study treatment​
• Transient dose reductions/interruptions of AAP or niraparib in 10 and 11 

patients, respectively ​
• No statistically significant declines in patient-reported urinary QoL​
• Transient decline in bowel QoL at 6-months (p<0.01) that improved by 12 

months

Acute toxicity Overall Grade 1 Grade 2 Grade 3

GI 112 (17%) 92 (82%) 18 (16%) 2 (1.8%)

GU 67 (10%) 47 (70%) 20 (30%) 0 (0%)

Hot flashes 60 (9.0%) 53 (88%) 7 (12%) 0 (0%)

Fatigue 56 (8.4%) 45 (80%) 11 (20%) 0 (0%)

LFTs 44 (6.6%) 36 (82%) 3 (6.8%) 5 (11%)

Leukopenia 36 (5.4%) 14 (39%) 11 (31%) 11 (31%)

Anaemia 33 (5.0%) 24 (73%) 7 (21%) 2 (6.1%)

Hypertension 25 (3.8%) 3 (12%) 10 (40%) 12 (48%)

Jackson WC, et al. ASCO GU 2025. A387. 



Ausblick / laufende Studien

Lokalisiertes Prostatakarzinom, BRCA mut, high risk / very high risk

EvoPAR-Prostate02 Phase III Studie

A Randomised, Double-blind, Placebo-controlled, Phase III Study of
Adjuvant Saruparib (AZD5305) in Patients with BRCAm Localised High-
Risk Prostate Cancer Receiving Radiotherapy with Androgen
Deprivation Therapy

REKRUTIERUNG @ ONKOLOGIE



EvoPAR-Prostate02 REKRUTIERUNG @ ONKOLOGIE



Zusammenfassung

• Oligometastasierung durch NextGen-Imgaging häufiger diagnostiziert

• Synchron metastasiertes HSPC: Behandlung des Primums und
möglicherweise der Metastasen sinnvoll (keine randomisierte Evidenz)

• Molekulargenetische Testung bereits beim mHSPC sinnvoll

• Metachron metastasiertes HSPC: MDT kann Tumorprogression und den
Einsatz einer Langzeit-ADT verzörgern (Phase 2 Evidenz)

• Oligoprogr. CRPC: MDT kann PSA Versagen & Nächstlinientherapie
verzögern

• Diskussion in einem multidisziplinären Tumorboard sowie in einem
molekularen Tumorboard sinnvoll
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