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16¢ aoOevwy vynAov Kivouvou

Classification
system

D'Amico*
AUA*
EAU*

NCCN*

CAPRA**

Briganti et

al.nomogram
%k %k k

Gleason
score

8-10
8-10
8-10
8-10

1-3 + 1-3 = 0 points
1-3 +4-5 =1 point
4-5 + 1-5 = 3 points
(primary/secondary
pattern)

Points (0-35; <6 = 35
points, 7 =17.5
points, and 28 = 0
points)

[ PSA (ng/ml)

>20
>20
>20
>20

2.1-6.0 = 0 points
6.1-10.0 = 1 point
10.1-20.0 = 2 points
20.1-30.0 = 3 points
>30.0 = 4 points

Points (0-100; from
100 points for 0
ng/ml to 0 points for
100 ng/ml)

Clinical stage

Age (years)

>T2c
2T2c
>T2c
>T3a

T1/T2 = 0 points
T3a =1 point

NA
NA
NA
NA

<50 =0 points
250 =1 point

Points (0-20; cT3 =0
points, cT2 =7.5
points cT1c = 20

points)

Points (0-25; 0.5
points are deducted
from the total of 25

points per year of age
over the age of 40
years)

Percentage of

positive
biopsy cores

NA
NA
NA
NA

<34% = 0 points
234% =1 point

*These scoring systems require that one or more of the criteria shown are met for the disease to be defined as high risk.

**The CAPRA classification system is based on a composite risk score from 0—10 points, derived using a multivariable scoring system; high-risk prostate cancer is defined
by a CAPRA score of 6-10.
***This system relies on a 2D diagram to both assign the number of points for each variable and to estimate the probability of specimen-confined disease after surgery
(pT2—3aRONO0) using the total number of points obtained by summation of the points assigned for each of the individual criteria; the higher the total number of points, the
higher the probability of specimen-confined disease in patients undergoing surgery.




TTooooTo aoBevwyv pe vooo uynAouU Kivouvou

» 2¢& Onpooicupéveg €peuveg amo kévtpa Twyv HTTA kai Tou Hvwpuévou BaaiAciou
TO TT0000TO TWV aoBevv e voao uynAoU KivdUvou KupaiveTar amd 17-19%
(Parker et al. 2002, Zagars et al. 1995)

> e peAétn 2380 aoBevwyv Tou Memorial Sloan Kettering Cancer Centre, 17%
KatnyoplomoinOnkav wg acBeveig uynAou Kivduvou (Zelefsky et al. 2010)

» O1 aoBeveic uynAol Kivduvou epgavifouv Ta UYNAOTEPA TTOGOOTA ATTOTUXIAC
TnG Oepameiag, disease progression kai Ovnoin6tntag (Meng et al. 2005,
Garzotto et al. 2010)



KateuBuvTthpiec odnyiec EAU yia aoBeveic pe vooo
uynAoU Kivouvou

» AKTIvoOepaTeia

In patints with hig-risk localised a, the total dose is 76-78
Gy in combination with long-term ADT (2-3 yr is recommended).

In patients with locally advanced cNO PCa, radiotherapy A
must be given in combination with long-term ADT (2-3 yr is

recommended).

» Xelpoupyikh Bepameia
In patients with high-risk localised PCa and a life expectancy of > 10 years, RP should be
offered in a multimodality setting.

In selected patients with locally advanced (cT3a) PCa, and a life expectancy > 10 years, RP

Y

may be offered in a multimodali I
H PR mpémel mdvra va ouvodeveTal pe eLND og autn Thv KaTnyopia acBevwyv




E
%

A
/ “i
N

Xwpic va uttdpxouv eTTapkn aToixeia n akTivoBepameia og cuvOuaouo pe
avdpoyoVviko amokAeiopd amoTeAei To standard of care yia Tou¢ aoBeveic pe
vooo uynAoU Kivouvou.

H RP wg¢ pépog multimodal therapy gaivetal va €xer ouykpioiun
AaToTEAEOUATIKOTNTA HE TOV ouvduaopuo RT+ADT

To xelpoupyeio emTpETEI TV UTTAPEN 10TOAOYIKOU TTAPACKEUAOHATOC KAl HEOW
TNC AeppadeveKTOUNG UTTopEi va avayvwpiaBoUv ol agBeveic ou xpetdlovral
dueoa avdpoyoviko amokAeiopd (Gjertson et al. 2007, Isbarn et al. 2009)

2 € £évd onUAvTiko T0O0OTO AuTWY Twy adoBevwy n RP Ba odnynoei oe

downstaging kair downgrading Tou éykou *(Ward et al. 2005)
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ML3 Eropévwg ot agBevelg autol Ba etxav overtreated pe RT + ADT
Michael Lardas; 7/6/2015



[Teplopiopoi TC akTivoOepateiac (RT) N

» TTapapovh KapkivikoU @opTiou péEXp! kKail aTo 40% acBeviv pe KAIVIKA
EVTOTIIOHEVN VOGO TIOU avTIdeTWioThkav pe RT (Stone et al. 2007, Zelefsky
et al. 2008, Crook et al. 2009)

» TTapd Ti¢ uynAég d6aeig akTivoBepameiag (>75 6y) 3D-CRT, mepimou 50%
Twv acBevuv eixav BeTikA Proyia 2,5 €tn perd Tnv Bepancia (Zelefsky et
al.1998)

» H OeTikn Proyia petd Tnv Oepameia amoTeAei ouvROWC EvOeIEn TTTWXNAC

mpoyvwonc (Scardino and Wheeler 1985, Stone et al 2&)7)
ML1

» HRT civai mBavéTepo va amoTUxel 0TO KEVTPO TOU OYKOU
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ML1 AvTioTOLX O TO XELPOUPYELO VAL TILOAVOTEPO VO OTIOTUXEL OTO XELPOUPYLKA OpLaL.
Michael Lardas; 7/6/2015



> INUAvTIKOC TepIoplodoc TnS RT civar n EAAsiyn amoTeAeopaTIKAG second-
line TomkAg Oepameiac.

» Tomkég salvage Bepameieg 6mwg RP, HIFU kai kpuoBepameia
mapouaidlouv auénuévo Kivouvo voanpoTnTag Kai emmimAokwy petd RT (O1
TEPIOOOTEPEG HEAETEG avapépouv TToooaTod biochemical relapse-free
survival otnv betia mepimou 50%. Kimura et al. 2010, Uchida et al.
2011)

» Juvemwg oc amotuXia Tng RT o1 aoBeveic avripeTwri{ i ar ouvABwe pe
avOpoyoVviko amokAeiopd. AvTiBeTa aoBeveic pou umePpAnBnoav oe RP
éxouv 3,5 popéc AiyoTepeg mBavoTnTeg va Adpouv ADT (Sanda 2008)
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ML6 thereby RT is possibly exposing patients to non- cancer-related morbidity associated with this therapeutic approach, such as

diabetes mellitus, depression, osteo- porosis, sexual dysfunction, hot flushes, and the risk of cardiovascular-disease-related
death

Michael Lardas; 8/6/2015



O poAoc¢ TNC XEIpoupYIKNC Oepameiac oe aoBeveic
uynAou Kivouvou

» H RP éxel mAéov amodeixOei 0TI TAPEXEI IKAVOTIOINTIKA ATTOTEAEOUATA Yid
auTn Thv opada acOevwy

U-year survival for selected report cancer-specific survival for radical prostatectomy in

Biochemical-free Metastasis-free Cancer-specific Overall
survival (%) survival (%) survival (%) survival (%)

Loeb et al. [12°)® 68 84 92
Boorjian et al. [13)° 85 B8O 85
Loeb et al. [14]" as 88
Stephenson et al. [24**]* 92
Freedland et al. [25]° 49 91
Gerber et al. [26]° 57
van den OQuden et al. [27]° 72
Hawkins et al. [28]° 84

® Composite definition of high nsk.
b Pathologic definition of T3 disease.
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ML8 MPOXZOXH va onpetwaoeTal ot ToAAOL Ao Toug aoBeveic aTov Tivaka ekavav RP wg pepog multimodality treatment
Michael Lardas; 7/6/2015



Tahle 1074

RP ge aoOeveic pe T3 Pca

AUTHOR (YR)

Morgan ef al (1991)
van cen Ouden et
Lerner et al (1995)
Cerber et al (1997
van den Ouden o
Pound et al (1999)*
Ward ot al (2005)
Carver et al (2006)
Loeh et al (2007)
Freedland of al (200
Xylinas et al (2009)
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*Updated data from Han M, Partin AW, Pound CR, et al. Long-term biochemical disease-free and cancer-specific survival following anatomic radical retropubic

prostatectomy. The 15-year Johns Hopkins experience. Urol Clin Morth A 2001;28:555-565

tRiochemical-free survival (P5A < 0.2 ng/mL); 15-year actuarial metastasis-free survival of 82% in entire cohort.

Meoadjuvant therapy
§7-year figures.

> TIc ocipéc auTéC To OS KupaiveTal amd 64-96% otnv SeTia, 12,5-72% oTtnv

10¢Tia kai 20-51% oTtnv 15¢Tia petd Tnv Bcpameia
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ML9 ESw BeAel avdAuon:Pound and colleagues (1999) found that a reasonable outcome
was possible after prostatectomy for clinical stage T3a disease, with
a 52% 8-year, recurrence-free survival. Similarly, Ward and Zincke
(2003) reported 5- and 10-year cancer-free survival of 60% and
44%, respectively, without application of adjuvant AD. Freedom
from local or systemic disease at 5 and 15 years after surgery was
73% and 67%, respectively (Ward et al, 2005). In the 812 patients
from the series of Lerner and colleagues (1995), 10-year cancerspecific
survival was 80%, with only 31% of men with clinical
stage T3 disease dying of prostate cancer 15 years after radical
prostatectomy. It is unclear, however, whether surgical intervention
improves survival compared with alternative treatment strategies.
Another interesting observation from the Mayo Clinic wasthat clinical overstaging was identified in 27% of patients, consistent
with other reported rates of 7% to 26%, suggesting that
uniformly excluding patients from prostatectomy on the basis of
clinical staging may not be appropriate (Ward et al, 2005). Gerber
and colleagues (1997) reviewed results in 298 men with clinical
stage T3 disease undergoing radical prostatectomy and pelvic
lymphadenectomy. Although the overall 10-year cancer-specific
survival was 57%, an apparent benefit of radical prostatectomy in
some men with locally advanced disease was suggested by the
increased survival (70%) in those who actually underwent prostatectomy
and lymph node dissection. Many men with clinical
stage T3 disease have regional spread and may not benefit
from prostatectomy; however, select patients (e.g., lowervolume
disease) may benefit because local control may
be achieved in most, and complete cancer excision is possible

in some men.
Michael Lardas; 8/6/2015



‘Ektaon Aep@adeveKTOPNG OTOV KAIVIKA EVTOTIOHEVO KAPKivo
TPOOTATN

e S
external iliac and obturator
- internal iliac
presacral and parareclal
common iliac
= paraaortic/caval
= inguinal

Boundanes of pelvic lymph nods dizasction (PLND ) subdivided into different regiona. "Limited” PLND removes lizsue along the

=tarnal fliac vain and from the obturator foaza corresponding to region | *Exlended” tamplate PLND removes tiasue along the major
ipeivic vessels (exbemal ihac vein, obdurator foasa and internal iliac artery and vem} comes

gnding to re




Table 4- Outcoms of patients with lymph node metastases treated with radical prostatectomy (RP) and pelvic lymph node dissection (PLND) with or without adjuvant
treatments in the prostate-specific antigen (PSA) era

Study No of Median Adjuvant Cancer-specific survival BCR-free survival Metastasis-free survival
patients  follow-up, yr therapy

5yt 10 yr Syr 10 yr Syr 10 yr

Masterson et al [41] 175 44 No - 235! 193! - -

Daneshmand et al [/5] 35 114 31% of pts - 54% 9% 0% 65%

Bader et a [76] 52 3.75 Mo 6% 5% 10! 255!

Cheng et al [77] 3z 6.3 92% of pts 4% £3% 64T

Bacrfian et al [75] 507 104 B9.7% of pis ES.A% % 55.9%

Briganti et al [74] pbE 9.4 100% of pts 0% £2% 58%

Gjertson et al [B0] bl [ 25% of pts - - 15% -

Zwergel et al [B1] 15 91.9% of pts 86.5% 137% 53%

Schumacher et al [82] 1 5.6 Mo 4. 5% £0.1% 13.5% 29% -

Spiess ot al [B3] 100 5.2 30% of pts 94% 75% - Bt

Messing et al [84] 58 e | HT (n=47) vs 95%! ve JO%! E5%" v S0 - Bt s 28%!
shservation (n =51}

Cadeddu et al [BS] 15 55 3% of pts 93% 6%

Falapattu et al [85] 6 Mo - -

Han et al [87] 135 6.3 Mo - -

BCE = biochemiral recurrence; ET = hormoral therapy; ots = patients:

! Approsimatiely.

# Disease progression defined by elevation of serum PSA =04 ngfml after surgery, development of Iocal recurrence, or distant metastasis documented by biopsy or mdiographic examination.
* 7441 BCR-free survivel rate.

** Freedom from any (systemic, local, or bicchemical) progression probabilities,

Briganti Eur Urol




Table 2 - Cunrently available guidelines regarding the need for and the extent of pelvic lymph node dissection in prostate

CdIncer

Guidelines

Indication for PLND Extent of PLND

European Assodation
of Uralogy [1]

American Urological
Association [55]

Naztiona! Comprehensive
Cancer Network [56]

Men with intermediate (cT2a, PSA 10-20 ng/ml, biopsy Extended
Cleason score 7) or high risk (>cT2b, PSA >20 ng/ml,

Gleason score >8) prostate cancer

PLND generally reserved for patents with higher Not indicated
risk of nodal involvement

PLND can be excluded in patients with <7% Extended
predictec probakility of lympoh node metastases

by nomograms, although some patients with nodal

metastases will be missed. An extendsc

PLND is preferred when PLND is performed.

PLND = pelvic lymph ncde dissection, PSA = prostate-specific andgen.

Briganti Eur Urol



Table 3
Results of adjuvant localized radiotherapy versus observation after surgery for high-risk prostate cancer

No. Subjects

vesicle invasion

Study (Follow-up, Years) Main Entry Criteria Primary Endpoint Treatment Main Results
Thompson 431 (10.6) Extracapsular extension, positive Metastases-free 60-64 Gy to prostate Metastases or death improved in
et al,>® 2006 surgical margin, or seminal survival fossa RT group (HR 0.75, 95% Cl,

0.55-1.02; P = .06). Improved
PSA-free survival.

prostate fossa

Bolla et al,>” 1005 (5.0) Extracapsular extension, positive PSA recurrence-free 60 Gy treatment within  RT reduced PSA recurrence by
surgical margin, or seminal survival 16 wk of surgery to 52% (HR 0.48, 98% Cl 0.37-0.62;
vesicle invasion prostate fossa P = <.0001). Improved

locoregional control but no
difference in metastases or
overall survival

Wiegel et al,>® 307 (4.5) Pathologic T3-T4, NO PSA recurrence-free 60 Gy treatment within  RT reduced PSA recurrence

Undetectable PSA survival 6-12 wk of surgery to (HR = 0.53; 95% Cl, 0.37 to 0.79;

P = .0015). No difference in
metastases or overall survival

Abbreviations: Cl, confidence interval; Gy, Gray; HR, hazard ratio; PSA, prostate-specific antigen.




Table 4

Data summary of randomized trials demonstrating the oncologic benefits of androgen deprivation to radiotherapy in intermediate-risk and high-risk

prostate cancer patients

No. of Radiation
Study Eligibility Criteria Years Patients Androgen Deprivation  Dose Significant Results
Long-term hormones vs RT alone
RTOG 85-317 (T3, pT3, or N1 MO 1987-1992 977 Adjuvant indefinite 65-70 Gy  With median f/u 7.6 all, 11 for living patients,
LHRH 10-y overall survival was 49% vs 39%
(P =.002) Gleason 7-10
10 prostate cancer-specific rate of mortality
was 16% vs 22% (P = .0052) Gleason 8-10
Umea University®® T3 NO-1 MO 1986-1991 91 Orchiectomy 65 Gy Mean f/u 9.7 y all patients, 16.5y for survivors
Overall survival advantage for androgen
therapy in N1 patients
No significant difference for patients with NO
EORTC 2286377 T1-T2 WHO grade 3,  1987-1995 415 Concurrent and 70 Gy Median f/u was 9.1y

or T3-T4

adjuvant x 3y

10-y overall survival was 39.8% vs 58.1%
(P =.0004)

10-y prostate-cancer rate of mortality was
30.4% vs 10.3% (P<.0001)




Table 4
(continued)
No. of Radiation
Study Eligibility Criteria Years Patients Androgen Deprivation Dose Significant Results
Short-term hormones vs RT alone
RTOG 86-1083 Bulky T2-T4 1987-1991 456 Neoadjuvant 2 mo and 65-70 Gy  Median f/u for survivors between 11.9 and
concurrent 132y
10-y overall survival was 43% vs 34% (P = .12)
10-y prostate cancer-specific rate of mortality
was 23% vs 36% (P = .01)
TROG 96-017° T2b-T4 NO 1996-2000 818 Neoadjuvant 2 mo and 66 Gy Median f/u 10.6 y
concurrent vs 10-y prostate cancer-specific rate of mortality
Neoadjuvant 5 mo and was 22% vs 18.9% vs 11.4% (P = .0008) for 0,
concurrent vs RT alone 3, 6 mo of ADT
10-y all-cause rate of mortality was 42.5% vs
36.7% vs 29.2% (P = .0008) for 0, 3, 6 mo
ADT
In summary, only 6 mo of ADT, 5 neo and
1 concurrent, showed significant
improvement
D’amico Trial”® T1b-T2b and 1995-2001 206 Neoadjuvant 2 mo and 70 Gy Median f/lu 7.6 y
1 of 3 factors: concurrent 4 mo 8-y overall survival 74% vs 61% (P = .01)
PSA >10 ng/mL, 8-y prostate cancer-specific rate of mortality
<40 ng/mL, HR 4.1 (P = .01)
Gleason 7-10
or MRI T3
RTOG 94-08%2 T1b-T2b, PSA <20 1994-2001 1979 Neoadjuvant2 mo and  66.6 Gy Median f/u 9.1y
concurrent 2 mo 10-y overall survival was 62% vs 57% (P = .03)
10-y prostate cancer-specific rate of mortality
8% vs 4% (P = .001)




Short-term vs long-term androgen deprivation with concurrent RT

RTOG 92-02%' T2c-T4 NO 1992-1995 1554 Neoadjuvant 2 mo and  65-70 Gy  Median f/u survivors 11.31 and 11.27 y
concurrent 2 mo vs 10-y overall survival 51.6% vs 53.9% (P = .36)
Neoadjuvant 2 mo and 10-y prostate cancer-specific survival 83.9% vs
concurrent 24 mo 88.7% (P = .0042)
10-y overall survival Gleason 8-10 31.9% vs
45.1% (P = .0061)
EORTC 229617° T1c-T2b pN+ or 1997-2001 970 Concurrent 6 mo vs 70 Gy Median flu 6.4y
T2c—cT4 NO-N1 Concurrent 36 mo 5-y overall rate of mortality 19.0% vs 15.2%
(P = .65 noninferiority test)
5-y prostate cancer-specific rate of mortality
4.7% vs 3.2% (P = .002)
RT and long-term hormones vs long-term hormones alone
SPCGF-7/SFUO-3%°  T1b-T2 WHO 1996-2002 875 Lifelong ADT vs 70 Gy Median flu 7.6 y
G2-G3 MO Neoadjuvant 3 mo, 10-y overall rate of mortality 39.4% in ADT
T3 MO concurrent, and alonevs 11.9% in ADTand RT (P =.004 at 7 y)
lifelong 10-y prostate cancer-specific rate of mortality
was 23.9% in ADT alone and 11.9% in ADT
and RT (P<.0001 at 7 y)
NCIC CTG PR3/MRC T3-T4 or 1995-2005 1205 Lifelong ADT 65-69 Gy Median flu6y

PRO7/SWOG83* T2 PSA >40 ng/mL or

PSA >20 Gleason >8

7-y overall survival 74% vs 66% (P = .03)
7-y prostate cancer-specific rate of mortality
9% vs 19% (P = .01)
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Eivai duvath n dueon ouykpion RT kai I{R
X EIPOVPYIKAC Oepameiac;

» H dpeon oUykpion cival TPAKTIKA adlvathn Adyw Twv d1dPopETIKWY end
points Tou xpnoigoToloUvTal yid amoTuxia TG kdBe Bepameiag (Kn
avixveuoigo PSA via tnv RP og avtiBeon pe Ta ASTRO n Phoenix kpiThpia
yia Thv RT)

> 2e peAéTn Twy Gretzer et al. o1 omoiol epdppoaav Ta kpiThpia ASTRO o¢
acBeveig ou umoPARBnkav oe RP o1 5-, 10- ka1 15-year progression-free
rates PeATiwOnkav amd 85%, 77 % kai 68% oc 90%, 90% kai 90%

avtioToixd



» Aev undpxouv high quality data yia Tnv

oUYKpion Twy 2 Bepameiwy.

H povn RCT ev e€eAifn mou ouykpivel RT, RP
kar watchful waiting oe aoBeveig pe kapkivo
TpoaTdTn cival h peAétn ProtecT (Prostate
Testing for Cancer and Treatment) kai Ta
amoTeAéopaTd TG avapévovTdl 0Td ETTOHEVA
Xpovia

‘Bwc oApepa n povn RCT mou auykpivel PR +
ADT pe RT + ADT o¢ high risk acBeveig
(Akakura et al. 2006) dcixvel pia Tdon yia
kaAutepn OS oTtnv 10¢Tia yia Toug aoBeveig
Tou uttePARONKav ae RP
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ML5 men with T2b—3NOMO tumours were included in this trial, regardless of serum PSA level. After a follow-up time of 1020 months
the 10-year overall survival rate in the patients who under- went surgery tended to be better than the rate observed in the

radiation group (76.2% versus 71.1%, respectively; P = 0.30)
Michael Lardas; 7/6/2015



» Tlpoopara pia petavdAuon ouykpive RP kai RT og high risk aoBeveig
ovputteptAappavovrac 1RCT kai 16 NRCT's pe mavw amo 13.000 aoBeveic

(Petrelli et al 2014)

Flgure 2  Metaannhysis of Dverall Sunvival

Delds Ratia

Prostitectomy  Radiotherapy Oidcds Ratio
WM, Raandoom, 95% Cl

Study or Subgroup  Events  Total Events Tofal Weight M-H Ran
105 a2 ToOILT% 0.37
k13 2
45
113
Baojian 2811 1233
Buim M43 A 53
Hedfman 2013 2 am
Total (@549 CI) 4478 438 100.0% 0.5% [0.38. 0.6%)
y: Taw® = 008; C 3274, df =8 [F=,0008) F=74% IJI"' o i L :
Tt fon overall elfecl. 2 =4 26 (P < 00004] Favors prostatectorny  Favars radiotherapy

dibey eisdior Wl-H = M LiskHesneod

» O1 ouyypageic katéAnZav 0T n RP pmopei va OswpnOcei Ocpameia ekAoync
oe emiAeypévoug high risk aoBeveig (aoBeveic pe eAdxioTeg
ouvooNnPOTNTEC Kal £va ATTOdEKTO TTPOadOKIHO eTIPiwang)
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» AvTiBeTa og pia yetavaAuon amé To Prostate Cancer Results Study Group mou
Tiapouciace oToixeia Kai yia high risk acBeveig, o1 cuyypageic avapépouv:

' For high-risk patients, combination therapies involving EBRT and brachytherapy plus
or minus androgen deprivation therapy appear superior to more localized treatments

such as seed implant alone, surgery alone or EBRT.’
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Intensity-modulated radiotherapy versus radical
prostatectomy in patients with localized prostate
cancer: long-term follow-up




Table 1 Patient characteristics of the RP and IMRT groups

RP

IMRT P

No. of patients

Mean age (95% ClI)
Mean P5A (95Y% Cl)

Mean % PCa biopsy
(95% CI)

DRE

T1 (n/%0)

T2 (n/%)

T3 (n/%)

T4 (n/%)

Unknown (n/%)
D’Amico classification
Low risk (n/%0)
Intermediate risk (n/26)
High risk (n/%o)
Unknown (n/%)

993

63 (62.6-63.5)
9R (9.1=105)
17.6 (16.1-18.9)

537/ 53.7%
175/ 18%
29/ 4%

(3
266/26.7%

194/19.5%
525/52 9%
216/21.7%
56/5.6%

207

70 (69-71) < 0.007*
146 (118-166) p < 0001*
25.7 (22-29.6) < 0.001*

< 0,001t

=24/ 40.6%
70/ 349
53/ 26%
i}
0

o< 0.001 1
40/19.3%
TS
78/38%
10/4.89
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Table 2 Overall survival according to treatment and risk groups to 5 and 7 years

Overall survival

5 years (%)

95% Cl

7 years (%)

65% (|

All patients

Low risk

Intermediate risk

High risk

%2

05480572
062705
0924582
(82541904
03551584
0781054
08794535

072805921

937
53]

%57

1970952
1760-0893
19120975
0850996
19310971
16830893
18160915

6250868




Table 3 Cancer-Specific Survival according to treatment
and risk groups to 7 years

Cancer-specific survival 7 years (%) 95Y% ClI p value

All patients RP 95.1 N968-0989 <0.001
IME | 02, 0.858-0.957
Low risk RP 99.3 0.951-0.999
IMRT
Intermediate risk RI?
IMRT
High risk RP
IMRT




» H peyaAUtepn avadpopikh HEAETH TTOU

ouvékpive RT pe RP xpnaipomoiwvrag
dedopéva amo 1o Surveillance,
Epidemiology, and End Results (SEER)
programme o€ doOeveig HE TOTTIKA
EVTOTIIOUEVO KAPKiVO TTAPOUCIACOTNKE TO
2012 (Abdollah 2012)

14 884 amé Toug acOeveic Tou
oupmepieAnPONnoav otnv peAéTn gixav high
risk PCa

10 year Cancer-specific-mortality Arav
6,8% yia Tou¢ acBeveic Tou uTePAROnoav
oe RP kai 11,5% yia Touc aoBeveic mou
uttepAnOnoav oc RT

Martalicy rate (%]

&n a( 100 120
Months

Fig. 1 Comgeting-risks plots showing CSM and OCM in
patients with (a) i
prostate cancer

radictherap

sponding

Lomy; —, Radic




@,

Oepameiad o€ TEPITMTTWOEIC UTTOTPOTTIAC

» O1 aoBeveic pe high-risk PCa éxouv aunuévo Kivduvo UTOTPOTIAG

» H emkoupiki RT petd RP odnyei o€ peiwon Tou TogoaTol PiroxXnNHIKAG
uttoTpomn¢ BCR oe aoBeveic pe BeTika xeipoupyikd opia (Bolla 2005,
Wiegel 2009) ka1 mapateivel metastasis-free and OS rates (Dally et al.
Cochrane Database of Systematic Review)

» 2npavTikoTepa N RP mou akoAouBeital amé emikoupikn RT oxeTileTal pe
odpwg AyoTepeg emimAokég amé RT mou akoAouBeital améd salvage RP

(Tefilli 1998)



Long-term emimAokég Tng RT

» Tlpdowarn petavdAuon avépepe gastrointestinal toxicity kai
genitourinary toxicity PaBuol 2 kai avw petd RT oe éwg 33% kai 41%
acOevwy pe PCa (Ohri et al. 2012)

» EmmAéov, gastrointestinal foxicity kai genitourinary toxicity paBuou 3
Kal dvw mapathphnke oc éwcg T010% kai 13% Twv aoBevwyv avTtioToixa

Auihor 13 Melian Fol low 1’1 lurllm'qlu' RT iluse ilawj Pelvie RT (%) ADT (%) Lornde 2 O Carmile A {01 Grmde 2 GL ermide 3 051
p imihs) tonichy (%) tonicity | a) fondcity (%) tosicity e}

Vesprini™® 52 IMK1 740, L1% 146% 0.0%

[V §a Ly

Vara™ 27 i in Wi, iy # 16,29, 0. 7% 34 4

IMRT T5.6 e E] |1 24, 1% 1. 4% 2B3% 5L

Fapatero 3 D MK 14, 7% NE

Zeitmian’ £ PBR1 % 2% 5% 1944 l.5%

Leleisky » ELE ) L] T2

T5.6

ZillER 2 L3 IMIT T8 4 0" |3

RT = radictherapy; Gl = gastroimestinal howel; G wenioerinary hladder; O = grov, Gv'E = gmy eguivalent IMRT = miensity-modulsted radicaherapy, PBRT = proton rdioth

deprivation therapy; NR = not reported




2 eCouaAikn AsiToupyia e

» 2 pia avadpopikh peAéTn 438 aoBevwyv pe PCa amé to Cancer of the Prostate
Strategic Urologic Research Endeavor (CaPSURE) data base mou utepAnOnoav
oe RT i RP pe A xwpig nerve sparing peAeTnOnke n oe€ouaAikn Asitoupyia (Litwin
et al. 1999)

» Kartd To mpwTo £TOC HETA ThV Bepameia dev umtnpe diapopd oTnV ocfouaAikn
AgiToupyia, 6pwg aTo 2° £Tog ol acBevei¢ mou uePAnROnoav oe RT mapouasiacav
peiwpévn oe€ouaAikn AsiToupyia.

—#—XRT (age 60) —8—XRT [age 80)
—8—RF with N5 [age 60) ===RP with N3 {age 8D)
=i—FF without NS (age 60) —f4—RF without NS (age 30)




RT kai deutepoyeveic kakonOeieg ﬁf

» 1 atoug 70 aoBeveic petd 10eTia amo tnv RT Ba avantulel kdmoiov
EMOETIKO OEUTEPOYEVA KAPKIVO, KUPIWEC o0Upodoxou KUOTNC Kal opBou
(Herr and Carver 2008, Oh and Sandler 2008)

> 2& pia pdapaTh avadpouiki HEAETN amd Toug Bhojani et al mou
ouuttepiéAape 8.455 aaBeveic mou utepAnOnoav oe RP kai 9.390 mou
uttepARBnoav oc RT, o1 ouyypageic katéAnfav 0TI n RT mpodiaBéTel oe
OTATIOTIKA ONHAVTIKA TTEPITAOTEPOUC KAPKIVOUC o0UpodoXou KUATNG, opBou
Kai TtveUpovd
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Defining and Treating High-Risk Prostate Cancer:

Can We Do Better?

Leah Gerber™“, Lionel L. Bariez ™, Stephen J. Freedland “"*"

"we have moved from asking whether surgery is a viable
treatment option for high-risk PCa to asking whether
it might be the preferred treatment "




Take home message Q™

TTaAaioTepeg oeipég PR ae high risk acBeveic amétuxav va karadeifouv BeTikd
oyKoAoyikd amoTeAéopara, yi' autdé n RT Bewpeital mpog To apdv 1o standard of care
yia autoU¢ Toug acBeveic

TTpoopaTec ocipéc avTiOeTa kKatadeikvuouy OTI Ta amoTeAéoparta Tng RP eivai 10dia Tou
ouvduaopou RT + ADT

H RP mapéxel 10ToAoyiké Ttapackevaopa (£Tol o1 acBeveic amopeUyouv mBavo
overtreatment) kai avayvwpilovrai o1 acBeveic mou Ba XpelaoToUV ETIKOUPIKA
Bepameia

2.av amoTéAsopa ol kaTeuBuvThpieg odnyiec Twv EAU, AUA kai NCCN Bswpoulv 0TI n
RP éxel poAo oTnv Bepameia auTwy Twy aoBevwv, we Hépo¢ multimodal Bepameiag




