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Simple Summary: Multiple randomized trials have highlighted the importance of combining An-
drogen Deprivation Therapy (ADT) and Radiotherapy in the management of localized intermediate
(IR) and high-risk (HR) prostate cancer (PCa). Recent trials have shown that the moment of initiation
of ADT seems to be clinically relevant. The purpose of our review was to compile the available
evidence on behalf of the combination of RT and ADT, focusing on the sequencing of both modalities
to provide recommendations on the optimal timing to start the hormonal therapy.

Abstract: Background: There is an ongoing debate on the optimal sequencing of androgen deprivation
therapy (ADT) and radiotherapy (RT) in patients with localized prostate cancer (PCa). Recent
data favors concurrent ADT and RT over the neoadjuvant approach. Methods: We conducted a
systematic review in PubMed, EMBASE, and Cochrane Databases assessing the combination and
optimal sequencing of ADT and RT for Intermediate-Risk (IR) and High-Risk (HR) PCa. Findings:
Twenty randomized control trials, one abstract, one individual patient data meta-analysis, and
two retrospective studies were selected. HR PCa patients had improved survival outcomes with
RT and ADT, particularly when a long-course Neoadjuvant-Concurrent-Adjuvant ADT was used.
This benefit was seen in IR PCa when adding short-course ADT, although less consistently. The
best available evidence indicates that concurrent over neoadjuvant sequencing is associated with
better metastases-free survival at 15 years. Although most patients had IR PCa, HR participants
may have been undertreated with short-course ADT and the absence of pelvic RT. Conversely,
retrospective data suggests a survival benefit when using the neoadjuvant approach in HR PCa
patients. Interpretation: The available literature supports concurrent ADT and RT initiation for IR
PCa. Neoadjuvant-concurrent-adjuvant sequencing should remain the standard approach for HR
PCa and is an option for IR PCa.

Keywords: prostate cancer; radiotherapy; ADT sequencing; neoadjuvant ADT; concurrent ADT

1. Introduction

Androgen deprivation therapy (ADT) plays an important role in the management of
advanced prostate cancer (PCa). Hodges and Huggins’ [1] seminal studies established the
pre-eminent role of ADT in suppressing metastatic hormone-sensitive PCa cells. Subse-
quently, ADT was shown to be beneficial in localized PCa, synergistically with radiotherapy
(RT) both in the definitive and post-operative setting. While several studies have sought to
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assess the benefit of treatment intensification with novel ADT agents [2], ADT sequencing
with RT has until recently not been thoroughly explored.

In terms of rationale, neoadjuvant hormone therapy (NAHT) was thought to im-
prove outcomes by better controlling occult micrometastases and circulating tumor cells.
Neoadjuvant (NA) ADT allows better downstaging of disease. Furthermore, ADT-induced
cytoreduction permits better tumor targeting and may improve clearance of high radiation
isodoses from surrounding organs at risk [3,4]. However, concurrent and adjuvant hormone
therapy (C-AHT) is thought to better sensitize cells to RT by inhibiting androgen-receptor-
mediated DNA repair following ionizing radiation [5].

Preclinical data have pointed to the possible benefits of both approaches. Murine
models have demonstrated that tumor growth was better impeded with castration before RT.
Indeed, a lower radiation dose was needed to attain tumor control in mice orchiectomized
before rather than after RT [6]. However, radiation-induced up-regulation of the androgen
receptor (AR) and tumor-related neo-angiogenesis may be prime targets for the synergistic
effects of C-AHT [7,8].

Although historically NAHT may have been preferred over the concurrent initiation
of ADT with RT, contemporary data seem to favor the latter approach [9,10]. Therefore, we
conducted a systematic review of the literature to assess if Adjuvant over the Neoadjuvant
initiation of ADT offers clinical advantages in terms of metastases-free survival and/or
overall survival for IR and HR PCa treated with RT and ADT.

2. Materials and Methods

We conducted a systematic review of the literature pertaining to the combination
and sequencing of ADT and RT. Different approaches were reviewed including NAHT,
Concurrent Hormone therapy (CHT), and Adjuvant Hormone Therapy (AHT) in the
context of definitive RT for localized intermediate risk (IR) and high-risk (HR) PCa. This
systematic review was conducted in accordance with the PRISMA (Preferred Reporting
Items for Systematic Reviews and Meta-Analyses) guidelines and registered in PROSPERO
(ID: CRD42023415370).

PubMed (1946–July 2022), Embase (1974–12 July 2022), and Cochrane databases (2005–
2022) were queried. In each of these databases, we used a combination of the terms
“Radiotherapy, Prostate Cancer, Neoadjuvant, Concurrent Hormone Therapy, Androgen
Deprivation Therapy, Radiotherapy, Sequencing, Hormonal therapy”. Table 1 summarizes
the keywords and search results per database.

Table 1. Summary of keywords and search results per database.

Database Search Results Keywords

PubMed 166 Prostate Cancer, Radiotherapy, Neoadjuvant,
concurrent hormone therapy, androgen

deprivation therapy, Radiotherapy
sequencing, Hormonal Therapy

Embase 372

Cochrane 1

Initially, we identified 5121 articles in PubMed, EMBASE, and Cochrane. We limited
the query to papers that were written in English, or which had an available English
translation. One study on Cochrane, 166 studies on PubMed, and 372 articles on EMBASE
were identified. Case reports, editorials, letters, and newspaper articles were excluded
from the database research. All the identified abstracts were reviewed by each of the
authors and an independent selection of articles was made. The selection criteria were to
include articles assessing the combination of definitive RT and HT in IR and HR PCa and
studies addressing the sequence of HT and RT in the same clinical setting. After removing
duplicates, 24 articles were then selected during a consensus meeting. One meta-analysis,
twenty randomized controlled trials (RCT), one abstract of an RCT, and two retrospective
studies were fully examined by the authors. Figure 1 shows the PRISMA flow diagram
of the selected and included records. Regular consensus meetings were held to discuss
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and extract information, as well as to resolve all disagreements between authors related to
study selection and inclusion.
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Figure 1. PRISMA Flow Diagram of included records.

3. Results

Our systematic review comprehensively assessed all major clinical trials evaluating
the role and optimal sequencing of ADT combined with RT. Table 2 summarizes the
relevant selected RCTs. We identified 19 RCTs comparing different combinations and
durations of RT combined with hormone therapy in IR and HR PCa patients. Table 3
compiles studies that specifically assessed ADT sequencing with curative RT, in either
the neoadjuvant, concurrent, and adjuvant setting. We identified five relevant studies,
including retrospective analyses, phase III trials, and a meta-analysis. The main objective
of this review was to synthesize the currently available evidence to elucidate an optimal
sequencing of ADT with RT in IR and HR PCa.

Table 2. RCTs assessing the combination of RT and HT.

Study Year Risk Treatment N Volume/Total Dose Results

RTOG
85-31 [11–13]

1997
2001
2005

Mainly HR
N+ 30%

RT alone
RT + AHT indefinitely 977

If N+: Pelvis +/−
PAo 44–46 Gy

Prostate/Prostate Bed
65–70 Gy

Immediate AHT
improved LC, MFS, and

OS at 10 years

RTOG
86-10 [14–16]

1995
2001
2008

Mainly HR
N+ 8%

RT alone
RT + NA-CHT × 4 months 471 Pelvis 45 Gy

Prostate 65–70 Gy
Short course NA-CHT
improved BF, DM, and

PCSM at 10 years.

EORTC 22863
[17–19]

1996
2002
2010

Mainly HR RT alone
RT + C-AHT × 36 months 415 Pelvis 50 Gy

Prostate 70 Gy

ADT improved DFS,
PCSM, and OS at 10 years.

No difference in
CV deaths.
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Table 2. Cont.

Study Year Risk Treatment N Volume/Total Dose Results

RTOG
92-02 [20,21]

2003
2008 Mainly HR

RT + NA-CHT × 4 months
RT + NA-C-AHT × 28 months

(ADT started 2 months
before RT)

1554 Pelvis 44–46 Gy
Prostate 65–70 Gy

Long course HT improved
MFS at 10 years. OS was

also improved in the
Gleason 8–10 subgroup.

Crook et al.
[22,23]

2004
2009

HR 31%
IR 43%
LR 26%

RT + NAHT × 3 months
RT + NAHT × 8 months 378

If N+ risk > 10–15%:
Pelvis 45–46 Gy

Prostate: 66–67 Gy

Long course NAHT did
not improve DFS at

5 years, except in the
HR subgroup.

TROG 96.01
[24,25]

2005
2011

HR 84%
IR 16%

RT Alone
RT + NA-CHT × 3 months
RT + NA-CHT × 6 months

818 Prostate 66 Gy
No Pelvis

NA-CHT improved DM,
PCSM, and 10-year

all-cause mortality when
given for 6 months. This

was not seen in the
3-months arm.

EORTC 22961 [26] 2009 Mainly HR
N+ 8%

RT + C-AHT × 6 months
RT + C-AHT × 36 months 970 Pelvis 50 Gy

Prostate 70 Gy
Short course ADT is

inferior for OS and CSS at
5 years.

PCS IV [27] 2018 HR
RT + NA-C-AHT × 36 months
RT + NA-C-AHT × 18 months

ADT started 4 months
before RT

630 Pelvis 44 Gy
Prostate 70 Gy

36-month ADT course is
not superior to an

18-month course in OS at
5 years

DART 01/05
GICOR [28,29]

2015
2022

HR 53%
IR 47%

DE-RT + NA-CHT × 4 months
DE-RT + NA-C-AHT × 28 months 354

Pelvis (optional,
treated in 12–16%)
Prostate 76–82 Gy

Better OS with a 28-month
course at 5 years. At 10
years, clinically relevant
OS benefits in HR (NSS)

but not in IR.

TROG 03-04
RADAR [30–32]

2015
2019
2020

HR 66.3%
UIR 31.4%
FIR 2.3%

RT + NA-CHT × 6 months
+/− Adjuvant Zoledronic

Acid × 18 months
RT + NA-C-AHT × 18 months

+/− Adjuvant Zoledronic
Acid × 18 months

1071

Prostate 66 Gy, 70 Gy,
74 Gy or EBRT +

HDRB 46 Gy + 6.5 Gy
× 3 (EQD2 88 Gy)

No pelvis

Better PCSM at 10 years
with 18 months of ADT.
Zoledronic acid did not

impact PCSM.

D’Amico et al.
[33–35]

2004
2008
2015

Mostly IR
HR

RT alone
RT + NA-CHT × 6 months 206 Prostate 70.35 Gy

No pelvis

RT alone had worse
PCSM and OS in men
with none/minimal

cardiovascular disease at
16.6 years.

RTOG
94-08 [36,37]

2011
2022

HR 11%
IR 54%
LR 35%

RT Alone
RT + NA-CHT × 4 months 1979 Pelvis 46.8 Gy

Prostate 66.6 Gy

RT + ADT improved OS
in IR but not in LR. The
OS curves converge at

approximately 15 years.

EORTC 22991
[38,39]

2016
2021

HR 24.8%
IR 74.8%
LR 0.4%

DE-RT alone
DE-RT + C-AHT × 6 months 819

If N+ risk 15% or >:
Pelvis 46 Gy

Prostate 70, 74, or
78 Gy

RT + ADT improved EFS
and DFS, but not OS nor

DM at 10 years

PCS III [40] 2020 IR
RT + NA-CHT × 6 months

DE-RT + NA-CHT × 6 months
DE-RT alone

600
Prostate 70 Gy

or 76 Gy
No Pelvis

RT + ADT improved BF,
PFS, and PCSM compared
to RT alone. No difference

between 70 and
76 Gy + ADT.

TAP 32 [41,42] 2012
2020 HR ADT alone × 3 years

ADT × 3 years + RT 263

Pelvis 46 Gy
+/− 2 Gy

Prostate 68–70 Gy
+/− 2–4 Gy

ADT + RT improved
PCSM at 8 years

RTOG 0815
(Abstract) [43] 2021 IR DE-RT alone

DE-RT + TAS × 6 months 1538 Not reported
RT + TAS did not improve

OS but had better MFS,
PCSM, and bRFS

PR.3/MRC PR07
[44,45]

2011
2015 HR Life-long ADT alone

Life-long ADT + RT 1205 Pelvis 45 Gy
Prostate 65–69 Gy

ADT + RT reduced the
risk of death at 10 years.



Cancers 2023, 15, 3363 5 of 15

Table 2. Cont.

Study Year Risk Treatment N Volume/Total Dose Results

Ito et al. [46] 2020 HR
RT + NA-C-AHT × 5 years

RT + NA-C-AHT × 14 months
+ iADT thereafter up to year 5

303 Prostate 72 Gy
No pelvis

No difference in bRFS, but
non-inferiority was not
demonstrated for the

iADT arm

SPCG7 [47,48] 2009
2016 Mainly HR

TAS × 3 months + Adjuvant
Flutamide until death

or progression
TAS × 3 months + RT +

Adjuvant Flutamide until
death or progression

875 Prostate 70 Gy
No pelvis

RT + ADT improved
PCSM and OS at 15 years.

N+ = node-positive, PAo = Para-Aortic, LC = Local Control, MFS = Metastasis Free Survival, HT = Hormone
therapy, BF = Biochemical Failure, DM = Distant Metastasis, PCSM = Prostate Cancer-Specific Mortal-
ity, DFS = Disease-Free Survival, CV = Cardiovascular, LR = Low Risk, CSS = Cancer-Specific Survival,
DE-RT = Dose-Escalated RT, NSS = Non-statistically significant, UIR = Unfavorable Intermediate Risk,
EBRT = External Beam Radiotherapy, HDRB = High Dose Rate Brachytherapy, EQD2 = Equivalent Dose in 2-Gy
fractions, PFS = Progression-Free Survival, TAS = Total Androgen Suppression, iADT = Intermittent Androgen
Deprivation Therapy, bRFS = Biochemical Recurrence Free Survival.

Table 3. Summary of the Studies assessing sequencing of ADT.

Trial Year Study Type Risk Treatment N Results Conclusion

Weller et al.
[49] 2015

Retrospective
(Single

institution)

HR 67.8%
IR 32.3%

PORT + NA-CHT × 6 months
PORT + AHT × 6 months 515 No difference in bRFS,

DM, or OS

Sequencing of ADT does
not appear to affect bRFS

or DMFS

Lee et al.
[50] 2017 Retrospective

NCDB HR

RT + NAHT
RT + C-AHT
WPRT 63.4%
PORT 36.6%

ADT Duration was unknown

11,491 NAHT improved median
OS by 2.5 months

NAHT sequencing
improved OS vs. C-AHT
in HR PCa treated with

RT + ADT.

NRG/RTOG
9413 [51] 2018 Phase-III RCT

HR
(Mainly)

IR

WPRT + NA-CHT × 4 months
PORT + NA-CHT × 4 months

WPRT + AHT × 4 months
PORT + AHT × 4 months

1322
PFS and BF were better

with NA-CHT + WPRT vs.
AHT + WPRT or

NA-CHT + PORT.

NA-CHT sequence had
better PFS compared to

AHT when giving WPRT.
In patients treated with

PORT, the PFS was worse
with NA-CHT than with

AHT. There was SS
interaction between RT
volume and sequence

of ADT.

Ottawa 0101
[9] 2020 Phase-III RCT

IR
(94–96%)

HR
(3–5%)

DE-PORT + NA-CHT × 6 months
DE-PORT + C-AHT × 6 months 432 bRFS favored the C-AHR

arm but not SS.

Possibility of a modest
improvement in bRFS or

clinical relapse with
C-AHT

dose-escalated PRT

Spratt et al.
[10] 2021 Meta-analysis

RTOG
9413

Ottawa
0101

PORT + NA-CHT × 4–6 months
PORT + AHT or

C-AHT × 4–6 months
1065

C-AHT/AHT sequencing
improved PFS, BF,

and DM

Short-term C-AHT/AHT
plus PORT improved
clinically significant

outcomes, including DM.

NCDB = National Cancer Database, WPRT = Whole Pelvic Radiotherapy, PORT = Prostate Only Radiotherapy.

Weller et al. published a retrospective analysis of a prospectively maintained prostate
cancer registry from the Cleveland Clinic. The study identified 515 patients treated with
dose-escalated EBRT (78 Gy at 2 Gy/fx or 70 Gy at 2.5 Gy/fx) and 6 months of ADT. The
aim was to compare and contrast ADT sequences. Group 1 received NA-CHT (n = 311)
starting 2–3 months before RT and then CHT for a total of 6 months. Group 2 received
adjuvant-only HT, beginning the last day of RT for 6 months in total (n = 204). Radiation was
delivered to the prostate alone. The majority of patients had HR (46.6%) or unfavorable IR
disease (21.2%). These patients were grouped together and analyzed in the high-risk group.
The median age was 69 years, stage T3 was present in 12.4%, prostate-specific antigen
(PSA) > 20 ng/mL occurred in 25.6%, and Gleason 8+ was present in 22.1%. At 10 years
of follow-up, no difference was found between ADT sequences for bRFS (63% vs. 61%,
p = 0.98), DMFS (80% in both, p = 0.60), and OS (65% vs. 67%, p = 0.98). When analyzing
HR and IR patients separately, no difference in biochemical control was identified between
sequences. The multivariate analysis revealed that T stage, PSA, Gleason, and risk group
were independent predictive factors for biochemical failure and distant metastases. The
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authors concluded that the synergy between RT and ADT was independent of sequencing
and that it was not necessary to delay definitive treatment [49].

Lee et al. published a retrospective study of 11,491 patients with high-risk prostate
cancer treated with definitive RT and ADT from the National Cancer Database (NCDB).
The authors assessed the impact of NAHT administered 42–90 days before RT vs. C-AHT
starting 14 days before RT to 84 days after RT initiation. Total ADT duration however
was not reported. The study found that the median OS was significantly improved in the
NAHT group (111.4 vs. 108.9 months). This also remained statistically significant in the
multivariate analysis [50]. While compelling, given the retrospective nature of the trial, this
finding remains hypothesis-generating.

The NRG/RTOG 9413 trial was a two-by-two factorial study comparing NA-Concurrent
HT or Adjuvant-only HT with either WPRT or PORT. The study’s primary endpoint was
progression-free survival. Patients in the NA-CHT arm started ADT two months before RT
and stopped at the end of radiation. Patients in the AHT arm received ADT for 4 months
after completion of radiation. In total, this trial enrolled and randomized 1322 patients.
At 10 years, NA-CHT improved PFS compared to AHT in the patients receiving WPRT
(28.4% (95% CI 23.3–33.6) vs. 19·4% (14.9–24.0)). Conversely, NA-CHT did not improve PFS
compared to AHT in patients receiving PORT (23.5% (18.7–28.3) vs. 30·2% (25.0–35.4)). The
authors concluded that in patients with IR and HR PCa, NA-CHT plus pelvic RT improved
progression when compared to pelvic RT with AHT or prostate-only RT with NA-CHT.
However, long-term follow-up revealed that there was increased grade ≥ 3 gastrointestinal
toxicity in approximately 7% of patients receiving WPRT. However, after analysis, the
authors found an interaction between hormonal therapy and RT. They, therefore, concluded
that WPRT should be avoided without NAHT [51].

The Ottawa 0101 was a Phase III trial that assessed NA-CHT versus C-AHT. Inclusion
criteria encompassed patients with newly diagnosed localized IR and HR prostate cancer,
Gleason score ≤ 7, clinical stage T1b to T3a, and PSA < 30 ng/mL. Patients on NA-CHT
received 6 months of ADT starting 4 months before RT, followed by two months of CHT
(arm A). Patients on C-AHT received 6 months of ADT starting simultaneously with RT
(Arm B). In total, 432 patients were recruited and randomly assigned to either the NA-CHT
or C-AHT arm. Respectively, 96.3% (n = 207) and 94.5% (n = 205) had IR PCa in NAHT
and CHT groups. WPRT was not used in this trial. No significant difference was found
between groups for bRFS (80.5% vs. 87.4%, p = 0.10) or OS rates (76.4% vs. 73.7%, p = 0.70)
at 10 years. CSM rates at 10 years were 2% and 1.9% in arms A and B, respectively. Local
progression-free survival rates (LPFS) for arms A and B were 92.2% (95% CI, 86.5% to 98.3%)
and 90.4% (95% CI, 83.1% to 98.2%). Metastasis free-survival (MFS) was 94% (95% CI, 90.0%
to 98.3%) for arm A and 95.1% (95% CI, 91.5% to 98.9%) for arm B. There was no significant
difference between the treatment groups on the log-rank test (p = 0.60 for both LPFS
and MFS). Similarly, there were no significant differences between groups for either GI
(2.5% vs. 3.9%) or GU toxicity (2.9% vs. 2.9%), nor did any RT-related grade ≥ 3 occur. The
authors thus concluded that both neoadjuvant and concurrent short-term ADT with RT
were reasonable standards of care, given there was no difference between outcomes [9].

Recently, Spratt et al. published an individual patient data meta-analysis on the
sequencing of ADT and RT for localized prostate cancer. Overall, 1065 patients from RTOG
9413 and Ottawa 0101 trials were included and stratified in the NA-CHT (n = 534) or
AHT/C-AHT (n = 531) group. The exact number of patients with IR and HR PCa was not
reported. However, baseline characteristics suggested the cohort comprised primarily IR
patients. Higher risk features were also identified. Gleason 8–10 was reported in 16.9%,
cT3-T4 was present in 19.6% and a PSA greater than 20 was identified in 35.6%. With a
median follow-up of 14.9 years, the adjuvant approach was found to significantly improve
PFS (29% vs. 36%, HR 1.25 [95% CI, 1.07 to 1.47], p = 0.01), BF (sHR 1.37), DM (sHR 1.40)
and MFS (sHR 1.17 [95% CI, 1.00 to 1.37], p = 0.050). Late grade 3 GU and GI toxicity did not
differ between groups. Hence, these results favored AHT/C-AHT over the NA-Concurrent
ADT approach for localized PCa [10].
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Bias Assessment
The risk of bias in the included studies was assessed. The main limitation of Weller’s

study is the risk of selection bias given its retrospective design, despite data coming from
a prospectively maintained registry. Although the population was heterogeneous, the
authors considered this in the statistical analysis. Another strength of this study is the
homogeneity in the treatment volumes and length of ADT, which may have reduced the
risk of bias.

In the same way, Lee’s retrospective analysis of the NCDB is subjected to selection
bias. The NCDB does not report on the ADT length, therefore, it cannot be excluded that
patients in the NAHT group received systematically longer periods of hormone therapy.
Furthermore, differences in performance status, access to treatment, or other patient-
related factors not systematically reported in the NCDB could not be considered in the
analysis. Additionally, the population in this study and the treatment interventions were
heterogeneous. The authors accounted for immortal time bias by excluding patients that
lived less than 6 months.

On the other hand, the RTOG 9413 randomized design reduced the risk of selection
bias. However, the patient population was heterogeneous as modern risk stratification was
not used to enroll patients. Moreover, the interaction seen between treatment volume and
timing of ADT was not considered in the design of this trial, and as stated by the authors,
some of the reported associations could be just by chance, or in the context of a statistical
bias associated with the factorial design of the trial. Additionally, the primary endpoint,
Progression Free Survival, is mainly driven by PSA control, and therefore not necessarily
clinically meaningful.

Similarly, the Ottawa 0101 also had a reduced risk of selection bias by using a ran-
domized design. However, patients with Gleason 7 were not stratified according to the
primary Gleason score, leading to possible unbalance between treatment arms and pre-
cluding assessment of a differential treatment effect. Nonetheless, the population was less
heterogeneous than in other trials, including mainly IR PCa, and there was nearly complete
adherence to protocol-specified therapy.

Finally, Spratt’s Meta-analysis was conducted on individual patient data from two ran-
domized trials designed to assess the sequence of ADT and RT. This reduced the risk of
selection bias, but not completely excluded it as the analysis was not conducted prospec-
tively. The patients treated with pelvic RT were excluded to harmonize the populations of
RTOG 9413 and Ottawa 0101. However, this could potentially have led to intervention bias
if pelvic RT is considered standard in HR PCa. Additionally, there was heterogeneity in
the interventions between the included studies, especially on the duration of ADT and the
exact moment of initiation of the hormone therapy.

4. Discussion

The addition of ADT to RT was initially studied in HR patients as an adjuvant therapy.
The RTOG 85-31 demonstrated significantly better LC, MFS, and OS when combining
indefinite AHT with RT [11–13]. Subsequently, several other studies explored the addition
of Concurrent ADT to low-dose RT. The addition of a 4 to 6-month course of NA-Concurrent
ADT demonstrated better PCSM and OS at 10 years in the RTOG 86-10 and TROG 96-01
studies respectively, when compared to RT alone [14–16,24,25]. These benefits were not
seen when hormone therapy was given for a shorter course of 3 months [24,25]. Longer
ADT courses of 36 months, as in the EORTC 22863 trial, of Concurrent-AHT with RT,
have also improved OS compared to RT alone [17–19]. On the other hand, the addition of
RT to long-course ADT in the TAP 32, PR3/MRC PR07, and SPCG-7 trials has shown an
improvement in PCSM and OS respectively [41,42,44,45,47,48].

When comparing short and long courses of ADT combined with low-dose RT in
HR PCa patients, the optimal duration has always favored long-term ADT. Crook et al.
reported that 8 months of NA-HT had better DFS in HR disease than a 3-month course.
Similarly, the EORTC 22961 found inferior OS at 5 years with 6 vs. 36 months of Concurrent-
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AHT [22,23,26]. The same trend was seen with NA-Concurrent-AHT, the most common
sequence used in the trials addressing the ideal duration of ADT when combined with RT.
The RTOG 92-02 and DART-01/05 GICOR found that 28 months of ADT improved OS
compared to 4 months in HR PCa and that these results were still clinically meaningful
with long-term follow-up, even in the dose-escalated era [20,21,28,29]. The TROG 03-
04 reported better PCSM when combining RT with 18 months of NA-Concurrent-AHT
compared to 6 months of NA-Concurrent ADT, with no change in outcomes with the
addition of Zoledronic Acid [30–32]. Finally, the Canadian PCS-IV study, comparing an
18- vs. 36-month course of NA-Concurrent-AHT, suggested that the optimal duration of
ADT should be ≥18 months in HR PCa treated with RT [27]. Hence, these trials have firmly
established that long-term ADT combined with RT is the standard of care for HR PCa.
Although not designed to address the question of sequencing, these studies mainly used a
short period of NAHT, followed by concurrent and long-term AHT.

Subsequent phase III trials in IR PCa evaluated short-term ADT in combination with
RT. The general trend was towards improved disease control and PCSM. However, a
consistent OS benefit was not seen across studies. D’Amico et al. and the RTOG 94-08
trial reported that 4 to 6 months of NA-concurrent hormones with low-dose RT improved
PCSM [33–37]. In D’Amico’s study, OS was worse in the RT alone group than in the sub-
group of men with minimal or no cardiovascular comorbidities [33–35]. In the RTOG trial,
there was a survival benefit in the subgroup of men with IR PCa treated with RT + ADT,
though this was no longer seen at 15 years of follow-up [36,37]. In the dose-escalated era,
the EORTC 22991 failed to demonstrate a DM or OS benefit at 10 years with 6 months of
Concurrent-AHT and RT, although better DFS was observed [38,39]. On the other hand,
the Canadian PCS-III study found that 6 months of NA-Concurrent ADT with low-dose
or dose-escalated RT improved PCSM compared to high-dose RT alone. There were no
differences between 70 Gy and 76 Gy in the combination arms [40]. Finally, the published
abstract of the RTOG 0815 comparing DE-RT alone with or without 6 months of TAS
reported better PCSM in the TAS-arm, with no differences in OS [43]. Again, as in HR
PCa, the preferred sequence in the IR trials included a short course of NAHT followed
by CHT with RT and a short AHT period, but there was no direct comparison of ADT
sequence-related outcomes.

Our systematic review identified five studies that aimed specifically at ADT sequenc-
ing: two Phase III trials (RTOG 94-13 [51] and Ottawa 0101 [9]) that were analyzed sepa-
rately have seeded conflicting views, a meta-analysis of these two studies [10], and two large
retrospective analyses from the Cleveland Clinic [49] and the NCDB [50].

The NRG/RTOG 94-13, through its factorial design, aimed to address the impact of
treatment volume (pelvis vs. prostate only) and ADT timing (NAHT vs. AHT) in IR and HR
PCa. Unexpectedly, a significant interaction between treatment volume and ADT timing
was identified in this study [51]. Indeed, a PFS advantage favoring NAHT over AHT was
observed in the patients receiving pelvic RT but not in those receiving prostate-only RT. This
trial included an inherently heterogeneous population and the design did not contemplate a
statistical interaction between the treatment field and hormonal sequencing [51]. Moreover,
this study had a few notable shortcomings, given that HR PCa patients were undertreated
with suboptimal radiation doses relative to current standards (70.2 Gy), short-term ADT
and not having pelvic RT in all patients, although the latter may still be debatable. Thus,
in retrospect, optimal risk stratification-based management may have provided clearer
insights into the impact of ADT sequencing.

Alternately, the Ottawa 0101 trial mainly included intermediate-risk PCa patients
treated with dose-escalated prostate-only RT and 6 months of ADT, 2 months of concurrent
with either 4 months of NHT or 4 months of AHT. At 10 years, no survival difference was
identified. A non-significant trend to improved biochemical control was seen with the
concurrent/adjuvant approach (80.5% vs. 87.4%, p = 0.10) [9]. This study follows the current
standard clinical practice for RT dose, volumes, and ADT duration in intermediate-risk
patients. However, the distinction between favorable and unfavorable intermediate-risk
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subgroups and their apparent differential benefit from short-term ADT was not considered
in the design of the Ottawa trial. Even when no prospective trials have directly assessed
this issue, patients with unfavorable IR disease have been reported to have increased rates
of BF, DM, and CSM [52]. The addition of a short course of ADT has been shown to improve
these outcomes. Arguably, ADT only helps to improve biochemical control in favorable IR
patients with no reported impact on metastases or mortality [52–54]. Hence, it is debatable
if an unfavorable intermediate-risk-only patient population would have garnered a greater
benefit with concurrent-adjuvant sequencing.

Spratt et al. combined the RTOG 94-13 and Ottawa trial in an individual patient data
meta-analysis, excluding the patients who received pelvic RT. Although risk stratification
was not reported, high-risk patients were estimated to represent at least a third of the
patient population through its baseline characteristics. Contrary to the individual analysis
of both trials, the meta-analysis found that NHT was significantly associated with poorer
PFS (HR 1.25), higher biochemical failure (sHR 1.37), more distant metastases (sHR 1.40)
and lower MFS (HR 1.17) at 15 years. This study currently provides the highest quality
of evidence on ADT and RT sequencing [10]. As per its inclusion criteria, these findings
can be mainly extrapolated to intermediate-risk disease. Though, subgroup heterogeneity
marring the findings for high-risk groups cannot be completely excluded, given that this
analysis was not reported. Again, several confounding factors including low RT dose
in the RTOG trial, exclusion of the pelvis and suboptimal ADT duration in high-risk
patients, and inclusion of favorable IR disease should be considered when interpreting this
study. Additionally, IR PCa is commonly treated with 2 months of NAHT, CHT, and AHT,
respectively [55]. Both, NA-CHT and C-AHT sequencing have shown benefits in IR PCa
when combined with DE-RT for 6 months. The Canadian PCS-III study reported better
PCSM with 6 months of NA-CHT when compared to DE-RT alone [40]. On the other hand,
the EORTC 22991 showed improved DFS with 6 months C-AHT versus DE-RT alone [38,39].
Consequently, to obtain the benefits of both approaches, AHT is given despite a NA course
of hormone therapy has been already received. However, the patients in the NA-CHT
group of this meta-analysis did not receive Adjuvant hormones, which may have impacted
their outcome given the up-regulation of the AR after RT [7]. Moreover, a proportion of
patients in the C-AHT did not receive concurrent treatment with RT, as this was a very
heterogeneous group including patients with Adjuvant-only ADT.

Despite strong evidence favoring C-AHT, different findings have been reported in
large retrospective trials for high-risk prostate cancer. The Cleveland Clinic study by
Weller et al. found no significant differences in bRFS, MFS, and OS between patients
receiving dose-escalated RT and either NAHT-CHT or AHT at 10 years [49]. Interestingly
enough, contrary to Spratt et al.’s meta-analysis [10], no benefit was seen with AHT in this
high-risk population. However, similarly to the NRG/RTOG 9413 study, these high-risk
patients receiving short-term ADT could be considered undertreated as per the current
standard of care.

Conversely, the NCDB study by Lee et al., including high-risk patients treated radically
with RT and ADT found a significant OS benefit at 5 years with NAHT vs. AHT (HR 0.86).
Although retrospective, lacking data on total ADT duration, and subjected to selection bias,
it had the largest sample size (n ≥ 11,000) [50].

Given the potential benefits of the NAHT, the duration of the neoadjuvant period could
be a matter of interest. A recent large individual patient data meta-analysis by Kishan et al.,
mainly including HR and IR PCa, reported no benefit in MFS when prolonging NAHT
from 3–4 months to 6–9 months [56]. On the other hand, an NCDB study including
37,606 patients with HR PCa treated with RT plus ADT found improved OS when NAHT
was given for 8–11 weeks compared to shorter courses (HR 0.9), but not when extending it
beyond 11 weeks [57]. These results suggest that if an underlying benefit to neoadjuvant
ADT exists, it could be marred by a delay of over 3 months of the definitive ablative
treatment. However, definitive conclusions cannot be made, given that the exact duration
of ADT was not collected in these trials.
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Conversely, randomized clinical trials on HR PCa have failed to replicate the advantage
of short NAHT seen in retrospective studies. RTOG 9413 reported an interaction between
the optimal sequencing of ADT and treatment volumes. The limitations of this study
were previously discussed and it remains hypothetical that high-risk patients treated with
DE-RT, long-course ADT, and pelvic irradiation would see a benefit with Neoadjuvant ADT
sequencing. MFS and OS benefits have already been demonstrated when using long-term
prolonging ADT (≥18 months) in these patients [20,21,26–29]. Furthermore, we now have
level I evidence supporting the utilization of elective pelvic irradiation [58]. Therefore,
the exclusion of patients receiving pelvic RT and long-term ADT in Spratt’s meta-analysis
precludes extrapolating their results to HR PCa. This may warrant further study given the
intriguing results seen in the NCDB studies using the NAHT approach [50,57]. Moreover,
the recently presented SANDSTORM study showed that in patients receiving WPRT, C-
AHT was associated with higher rates of distant metastases and the authors support that
NA-CHT should be preferred when pelvic RT is indicated [59].

Apart from the clinical outcomes that each sequence has shown, the biological ratio-
nales and mechanisms that might support neoadjuvant or concurrent-adjuvant initiation of
ADT have been extensively studied in preclinical essays. NAHT has been associated with
prostatic cytoreduction and potentially increased radiosensitivity secondary to a decrease in
hypoxic tumor zones [3,4,6]. In animal models, neo-adjuvant ADT induces T-cell prostatic
infiltration, which can promote apoptosis and radiosensitivity [60]. On the other hand,
opposing theories have suggested that NHT may reduce radiosensitivity as it may decrease
tumor proliferation when radiotherapy is initiated [61]. Alternatively, following RT there is
an overexpression and over-activation of the Androgen Receptor (AR) in prostate cancer
cells [7]. This is associated with increased in vitro cell survival and with tumor progression,
as the AR promotes the activation of DNA repair machinery genes [7,62]. The benefits from
the concurrent/adjuvant ADT sequencing may be explained by an effective suppression
of testosterone at a critical period with an up-regulation of the AR, resulting in increased
radiosensitivity and greater synergy between RT and ADT. In contrast, an extension of
neo-adjuvant ADT without a sufficient length of adjuvant ADT as seen in the RTOG 9413
and the Ottawa 0101 trials would not have had this effect due to the short period of effective
testosterone inhibition following RT [7,9,10,51,62]. Conversely, trials with a potentially
adequate length of ADT duration after RT, such as the EORTC 22991, may have overcome
this issue [38,39].

Beyond the theoretical advantages each ADT sequence offers, important evidence
has emerged supporting a reduction in distant metastases with the concurrent-adjuvant
approach, predominantly in intermediate-risk prostate cancer patients. MFS is the only
intermediate outcome strongly associated with overall survival in localized prostate cancer
as reported in a recent meta-analysis of more than 50,000 patients from 75 studies [63].
Concordantly, despite the heterogeneity and limitations seen in Spratt’s meta-analysis, the
C-AHT sequencing approach could be considered the preferred option when combining RT
and ADT for the curative treatment of localized IR PCa. However, NAHT is also an option
for these patients, as recommended in current clinical guidelines [64,65]. This could be
especially important when prostate volume reduction is necessary for treatment planning,
given the 20–50% prostate size reduction seen after NAHT [66–68]. As for the HR PCa,
even though these patients were partially included in Spratt’s meta-analysis, the paucity
of the data in the literature and the usual long duration of ADT in the adjuvant setting
despite the presence of a neoadjuvant component, limits any meaningful interpretation.
Therefore, short-NA ADT for 2–3 months should still be the preferred approach, followed
by concurrent and long-term adjuvant ADT in HR patients treated with curative RT.

The main limitations of this systematic review include the limited number of ran-
domized trials evaluating Neoadjuvant versus Concurrent ADT sequencing, the lack of
randomized trials evaluating ADT sequencing in high-risk prostate cancer patients treated
with pelvic RT and long-term ADT, the variable inclusion criteria of trials, at times, not
discerning between disease with a more favorable prognosis and the heterogeneity amongst
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study patient populations, with different proportions of IR and HR PCa. Additionally, the
studies identified in this review have major differences in their protocols, especially in treat-
ment volumes, RT dose, length of ADT, and the exact moment of initiation of hormones in
relation to radiotherapy, among others. Considering this, it is problematic to make definite
recommendations, especially for HR PCa. Nonetheless, this systematic review compiles
and weighs the available evidence for optimal sequencing of RT and ADT. It, thus, provides
further insight to help to guide clinical practice for patients with IR or HR PCa planning to
receive definitive radiation and hormonal therapy.

5. Conclusions

The available evidence consistently reports a survival benefit with the combination
of RT and ADT in HR patients, favoring courses of 18 to 36 months of ADT, even in the
dose-escalated era. In IR PCa, the addition of a short course of ADT to RT improves disease
control and may positively impact OS. In the present systematic review, the sequencing of
ADT and RT was identified as a clinically relevant point and supports the use of the C-AHT
in localized IR PCa. Nonetheless, NAHT starting 8 to 12 weeks before radiation therapy is
also an option for this population as stated in current clinical guidelines, especially when
prostate volume reduction is clinically relevant for RT treatment planning. As per HR PCa
patients, the evidence analyzed in this systematic review does not support concurrent over
neoadjuvant hormone therapy. Therefore, these patients should be treated as per standard,
with short-NA ADT followed by concurrent and long-term adjuvant ADT.

Author Contributions: R.C., M.U.K., S.T. and T.N. contributed to the conceptualization, method-
ology, software, validation, formal analysis, investigation, resources, data curation, original draft
preparation, review and editing, supervision and project administration. M.T., B.B., M.A., V.M., S.P.
and A.R.-B. contributed to review, visualization, editing and supervision. All authors have read and
agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: No new data were created or analyzed in this study. Data sharing is
not applicable to this article.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Nelson, W.G. Commentary on Huggins and Hodges: “Studies on Prostatic Cancer”. Cancer Res. 2016, 76, 186–187. [CrossRef]

[PubMed]
2. Rajwa, P.; Pradere, B.; Gandaglia, G.; van den Bergh, R.C.N.; Tsaur, I.; Shim, S.R.; Yanagisawa, T.; Laukhtina, E.; Mori, K.;

Mostafaei, H.; et al. Intensification of Systemic Therapy in Addition to Definitive Local Treatment in Nonmetastatic Unfavourable
Prostate Cancer: A Systematic Review and Meta-analysis. Eur. Urol. 2022, 82, 82–96. [CrossRef] [PubMed]

3. Zelefsky, M.J.; Leibel, S.A.; Burman, C.M.; Kutcher, G.J.; Harrison, A.; Happersett, L.; Fuks, Z. Neoadjuvant hormonal therapy
improves the therapeutic ratio in patients with bulky prostatic cancer treated with three-dimensional conformal radiation therapy.
Int. J. Radiat. Oncol. Biol. Phys. 1994, 29, 755–761. [CrossRef] [PubMed]

4. Henderson, A.; Langley, S.E.; Laing, R.W. Is bicalutamide equivalent to goserelin for prostate volume reduction before radiation
therapy? A prospective, observational study. Clin. Oncol. 2003, 15, 318–321. [CrossRef]

5. Polkinghorn, W.R.; Parker, J.S.; Lee, M.X.; Kass, E.M.; Spratt, D.E.; Iaquinta, P.J.; Arora, V.K.; Yen, W.F.; Cai, L.; Zheng, D.; et al.
Androgen Receptor Signaling Regulates DNA Repair in Prostate CancersAndrogen Receptor Signaling Regulates DNA Repair.
Cancer Discov. 2013, 3, 1245–1253. [CrossRef]

6. Zietman, A.L.; Prince, E.A.; Nakfoor, B.M.; Park, J.J. Androgen deprivation and radiation therapy: Sequencing studies using the
Shionogi in vivo tumor system. Int. J. Radiat. Oncol. Biol. Physics. 1997, 38, 1067–1070. [CrossRef]

7. Spratt, D.E.; Evans, M.J.; Davis, B.J.; Doran, M.G.; Lee, M.X.; Shah, N.; Wongvipat, J.; Carnazza, K.E.; Klee, G.G.; Polkinghorn,
W.; et al. Androgen Receptor Upregulation Mediates Radioresistance after Ionizing RadiationAR Upregulation after RT Mediates
Radioresistance. Cancer Res. 2015, 75, 4688–4696. [CrossRef]

https://doi.org/10.1158/0008-5472.CAN-15-3172
https://www.ncbi.nlm.nih.gov/pubmed/26773095
https://doi.org/10.1016/j.eururo.2022.03.031
https://www.ncbi.nlm.nih.gov/pubmed/35465985
https://doi.org/10.1016/0360-3016(94)90563-0
https://www.ncbi.nlm.nih.gov/pubmed/8040021
https://doi.org/10.1016/S0936-6555(03)00093-1
https://doi.org/10.1158/2159-8290.CD-13-0172
https://doi.org/10.1016/S0360-3016(97)00309-X
https://doi.org/10.1158/0008-5472.CAN-15-0892


Cancers 2023, 15, 3363 12 of 15

8. Jain, R.K.; Safabakhsh, N.; Sckell, A.; Chen, Y.; Jiang, P.; Benjamin, L.; Yuan, F.; Keshet, E. Endothelial cell death, angiogenesis, and
microvascular function after castration in an androgen-dependent tumor: Role of vascular endothelial growth factor. Proc. Natl.
Acad. Sci. USA 1998, 95, 10820–10825. [CrossRef]

9. Malone, S.; Roy, S.; Eapen, L.; Choan, E.; MacRae, R.; Perry, G.; Bowen, J.; Samant, R.; Morgan, S.; Craig, J.; et al. Sequencing
of Androgen-Deprivation Therapy with External-Beam Radiotherapy in Localized Prostate Cancer: A Phase III Randomized
Controlled Trial. J. Clin. Oncol. 2020, 38, 593–601. [CrossRef]

10. Spratt, D.E.; Malone, S.; Roy, S.; Grimes, S.; Eapen, L.; Morgan, S.C.; Malone, J.; Craig, J.; Dess, R.T.; Jackson, W.C.; et al.
Prostate Radiotherapy with Adjuvant Androgen Deprivation Therapy (ADT) Improves Metastasis-Free Survival Compared to
Neoadjuvant ADT: An Individual Patient meta-analysis. J. Clin. Oncol. 2021, 39, 136–144. [CrossRef]

11. Pilepich, M.V.; Caplan, R.; Byhardt, R.W.; Lawton, C.A.; Gallagher, M.J.; Mesic, J.B.; Hanks, G.E.; Coughlin, C.T.; Porter, A.;
Shipley, W.U.; et al. Phase III trial of androgen suppression using goserelin in unfavorable-prognosis carcinoma of the prostate
treated with definitive radiotherapy: Report of Radiation Therapy Oncology Group Protocol 85-31. J. Clin. Oncol. 1997, 15,
1013–1021. [CrossRef] [PubMed]

12. Lawton, C.A.; Winter, K.; Murray, K.; Machtay, M.; Mesic, J.B.; Hanks, G.E.; Coughlin, C.T.; Pilepich, M.V. Updated results of
the phase III Radiation Therapy Oncology Group (RTOG) trial 85-31 evaluating the potential benefit of androgen suppression
following standard radiation therapy for unfavorable prognosis carcinoma of the prostate. Int. J. Radiat. Oncol. Biol. Phys. 2001,
49, 937–946. [CrossRef]

13. Pilepich, M.V.; Winter, K.; Lawton, C.A.; Krisch, R.E.; Wolkov, H.B.; Movsas, B.; Hug, E.B.; Asbell, S.O.; Grignon, D. Androgen
suppression adjuvant to definitive radiotherapy in prostate carcinoma—Long-term results of phase III RTOG 85–31. Int. J. Radiat.
Oncol. Biol. Phys. 2005, 61, 1285–1290. [CrossRef] [PubMed]

14. Pilepich, M.V.; Sause, W.T.; Shipley, W.U.; Krall, J.M.; Lawton, C.A.; Grignon, D.; Al-Sarraf, M.; Abrams, R.A.; Caplan, R.; John,
M.J.; et al. Androgen deprivation with radiation therapy compared with radiation therapy alone for locally advanced prostatic
carcinoma: A randomized comparative trial of the Radiation Therapy Oncology Group. Urology 1995, 45, 616–623. [CrossRef]

15. Pilepich, M.V.; Winter, K.; John, M.J.; Mesic, J.B.; Sause, W.; Rubin, P.; Lawton, C.; Machtay, M.; Grignon, D. Phase III radiation
therapy oncology group (RTOG) trial 86-10 of androgen deprivation adjuvant to definitive radiotherapy in locally advanced
carcinoma of the prostate. Int. J. Radiat. Oncol. Biol. Physics. 2001, 50, 1243–1252. [CrossRef] [PubMed]

16. Roach, M.; Bae, K.; Speight, J.; Wolkov, H.B.; Rubin, P.; Lee, R.J.; Lawton, C.; Valicenti, R.; Grignon, D.; Pilepich, M.V. Short-term
neoadjuvant androgen deprivation therapy and external-beam radiotherapy for locally advanced prostate cancer: Long-term
results of RTOG 8610. J. Clin. Oncol. 2008, 26, 585–591. [CrossRef]

17. Bolla, M.; Gonzalez, D.; Warde, P.; Dubois, J.B.; Mirimanoff, R.; Storme, G.; Bernier, J.; Kuten, A.; Sternberg, C.; Mattelaer, J.; et al.
Immediate hormonal therapy improves locoregional control and survival in patients with locally advanced prostate cancer.
Results of a randomized phase III clinical trial of the EORTC radiotherapy and genitourinary tract cancer cooperative groups.
Proc. Am. Soc. Clin. Oncol. 1996, 15, 238.

18. Bolla, M.; Collette, L.; Blank, L.; Warde, P.; Dubois, J.B.; Mirimanoff, R.O.; Storme, G.; Bernier, J.; Kuten, A.; Sternberg, C.; et al.
Long-term results with immediate androgen suppression and external irradiation in patients with locally advanced prostate
cancer (an EORTC study): A phase III randomised trial. Lancet 2002, 360, 103–108. [CrossRef]

19. Bolla, M.; Van Tienhoven, G.; Warde, P.; Dubois, J.B.; Mirimanoff, R.O.; Storme, G.; Bernier, J.; Kuten, A.; Sternberg, C.; Billiet,
I.; et al. External irradiation with or without long-term androgen suppression for prostate cancer with high metastatic risk:
10-year results of an EORTC randomised study. Lancet Oncol. 2010, 11, 1066–1073. [CrossRef]

20. Hanks, G.E.; Pajak, T.F.; Porter, A.; Grignon, D.; Brereton, H.; Venkatesan, V.; Horwitz, E.M.; Lawton, C.; Rosenthal, S.A.;
Sandler, H.M.; et al. Phase III trial of long-term adjuvant androgen deprivation after neoadjuvant hormonal cytoreduction and
radiotherapy in locally advanced carcinoma of the prostate: The Radiation Therapy Oncology Group Protocol 92–02. J. Clin.
Oncol. 2003, 21, 3972–3978. [CrossRef]

21. Horwitz, E.M.; Bae, K.; Hanks, G.E.; Porter, A.; Grignon, D.J.; Brereton, H.D.; Venkatesan, V.; Lawton, C.A.; Rosenthal, S.A.;
Sandler, H.M.; et al. Ten-year follow-up of radiation therapy oncology group protocol 92-02: A phase III trial of the duration of
elective androgen deprivation in locally advanced prostate cancer. J. Clin. Oncol. 2008, 26, 2497–2504. [CrossRef] [PubMed]

22. Crook, J.; Ludgate, C.; Malone, S.; Lim, J.; Perry, G.; Eapen, L.; Bowen, J.; Robertson, S.; Lockwood, G. Report of a multicenter
Canadian phase III randomized trial of 3 months vs. 8 months neoadjuvant androgen deprivation before standard-dose
radiotherapy for clinically localized prostate cancer. Int. J. Radiat. Oncol. Biol. Phys. 2004, 60, 15–23. [CrossRef] [PubMed]

23. Crook, J.; Ludgate, C.; Malone, S.; Perry, G.; Eapen, L.; Bowen, J.; Robertson, S.; Lockwood, G. Final report of multicenter
Canadian Phase III randomized trial of 3 versus 8 months of neoadjuvant androgen deprivation therapy before conventional-dose
radiotherapy for clinically localized prostate cancer. Int. J. Radiat. Oncol. Biol. Phys. 2009, 73, 327–333. [CrossRef] [PubMed]

24. Denham, J.W.; Steigler, A.; Lamb, D.S.; Joseph, D.; Mameghan, H.; Turner, S.; Matthews, J.; Franklin, I.; Atkinson, C.; North,
J.; et al. Short-term androgen deprivation and radiotherapy for locally advanced prostate cancer: Results from the Trans-Tasman
Radiation Oncology Group 96.01 randomised controlled trial. Lancet Oncol. 2005, 6, 841–850. [CrossRef]

25. Denham, J.W.; Steigler, A.; Lamb, D.S.; Joseph, D.; Turner, S.; Matthews, J.; Atkinson, C.; North, J.; Christie, D.; Spry, N.A.; et al.
Short-term neoadjuvant androgen deprivation and radiotherapy for locally advanced prostate cancer: 10-year data from the
TROG 96.01 randomised trial. Lancet Oncol. 2011, 12, 451–459. [CrossRef] [PubMed]

https://doi.org/10.1073/pnas.95.18.10820
https://doi.org/10.1200/JCO.19.01904
https://doi.org/10.1200/JCO.20.02438
https://doi.org/10.1200/JCO.1997.15.3.1013
https://www.ncbi.nlm.nih.gov/pubmed/9060541
https://doi.org/10.1016/S0360-3016(00)01516-9
https://doi.org/10.1016/j.ijrobp.2004.08.047
https://www.ncbi.nlm.nih.gov/pubmed/15817329
https://doi.org/10.1016/S0090-4295(99)80053-3
https://doi.org/10.1016/S0360-3016(01)01579-6
https://www.ncbi.nlm.nih.gov/pubmed/11483335
https://doi.org/10.1200/JCO.2007.13.9881
https://doi.org/10.1016/S0140-6736(02)09408-4
https://doi.org/10.1016/S1470-2045(10)70223-0
https://doi.org/10.1200/JCO.2003.11.023
https://doi.org/10.1200/JCO.2007.14.9021
https://www.ncbi.nlm.nih.gov/pubmed/18413638
https://doi.org/10.1016/j.ijrobp.2004.02.022
https://www.ncbi.nlm.nih.gov/pubmed/15337535
https://doi.org/10.1016/j.ijrobp.2008.04.075
https://www.ncbi.nlm.nih.gov/pubmed/18707821
https://doi.org/10.1016/S1470-2045(05)70348-X
https://doi.org/10.1016/S1470-2045(11)70063-8
https://www.ncbi.nlm.nih.gov/pubmed/21440505


Cancers 2023, 15, 3363 13 of 15

26. Bolla, M.; de Reijke, T.M.; Van Tienhoven, G.; Van den Bergh, A.C.; Oddens, J.; Poortmans, P.M.; Gez, E.; Kil, P.; Akdas, A.; Soete,
G.; et al. Duration of androgen suppression in the treatment of prostate cancer. N. Engl. J. Med. 2009, 360, 2516–2527. [CrossRef]
[PubMed]

27. Nabid, A.; Carrier, N.; Martin, A.G.; Bahary, J.P.; Lemaire, C.; Vass, S.; Bahoric, B.; Archambault, R.; Vincent, F.; Bettahar, R.; et al.
Duration of androgen deprivation therapy in high-risk prostate cancer: A randomized phase III trial. Eur. Urol. 2018, 74, 432–441.
[CrossRef]

28. Zapatero, A.; Guerrero, A.; Maldonado, X.; Alvarez, A.; San Segundo, C.G.; Rodríguez, M.A.; Macias, V.; Olive, A.P.; Casas, F.;
Boladeras, A.; et al. High-dose radiotherapy with short-term or long-term androgen deprivation in localised prostate cancer
(DART01/05 GICOR): A randomised, controlled, phase 3 trial. Lancet Oncol. 2015, 16, 320–327. [CrossRef]

29. Zapatero, A.; Guerrero, A.; Maldonado, X.; Álvarez, A.; San-Segundo, C.G.; Rodríguez, M.Á.; Solé, J.M.; Olivé, A.P.; Casas, F.;
Boladeras, A.; et al. High-dose radiotherapy and risk-adapted androgen deprivation in localised prostate cancer (DART 01/05):
10-year results of a phase 3 randomised, controlled trial. Lancet Oncol. 2022, 23, 671–681. [CrossRef]

30. Denham, J.W.; Steigler, A.; Joseph, D.; Lamb, D.S.; Spry, N.A.; Duchesne, G.; Atkinson, C.; Matthews, J.; Turner, S.; Kenny, L.; et al.
Radiation dose escalation or longer androgen suppression for locally advanced prostate cancer? Data from the TROG 03.04
RADAR trial. Radiother. Oncol. 2015, 115, 301–307. [CrossRef]

31. Denham, J.W.; Joseph, D.; Lamb, D.S.; Spry, N.A.; Duchesne, G.; Matthews, J.; Atkinson, C.; Tai, K.H.; Christie, D.; Kenny, L.; et al.
Short-term androgen suppression and radiotherapy versus intermediate-term androgen suppression and radiotherapy, with or
without zoledronic acid, in men with locally advanced prostate cancer (TROG 03.04 RADAR): 10-year results from a randomised,
phase 3, factorial trial. Lancet Oncol. 2019, 20, 267–281. [PubMed]

32. Joseph, D.; Denham, J.W.; Steigler, A.; Lamb, D.S.; Spry, N.A.; Stanley, J.; Shannon, T.; Duchesne, G.; Atkinson, C.; Matthews,
J.H.; et al. Radiation dose escalation or longer androgen suppression to prevent distant progression in men with locally advanced
prostate cancer: 10-year data from the TROG 03.04 RADAR trial. Int. J. Radiat. Oncol. Biol. Phys. 2020, 106, 693–702. [CrossRef]
[PubMed]

33. D’Amico, A.V.; Manola, J.; Loffredo, M.; Renshaw, A.A.; DellaCroce, A.; Kantoff, P.W. 6-month androgen suppression plus
radiation therapy vs radiation therapy alone for patients with clinically localized prostate cancer: A randomized controlled trial.
JAMA 2004, 292, 821–827. [CrossRef]

34. D’Amico, A.V.; Chen, M.H.; Renshaw, A.A.; Loffredo, M.; Kantoff, P.W. Androgen suppression and radiation vs radiation alone
for prostate cancer: A randomized trial. JAMA 2008, 299, 289–295. [CrossRef] [PubMed]

35. D’Amico, A.V.; Chen, M.H.; Renshaw, A.; Loffredo, M.; Kantoff, P.W. Long-term follow-up of a randomized trial of radiation with
or without androgen deprivation therapy for localized prostate cancer. JAMA 2015, 314, 1291–1293. [CrossRef] [PubMed]

36. Jones, C.U.; Hunt, D.; McGowan, D.G.; Amin, M.B.; Chetner, M.P.; Bruner, D.W.; Leibenhaut, M.H.; Husain, S.M.; Rotman, M.;
Souhami, L.; et al. Radiotherapy and short-term androgen deprivation for localized prostate cancer. N. Engl. J. Med. 2011, 365,
107–118. [CrossRef]

37. Jones, C.U.; Pugh, S.L.; Sandler, H.M.; Chetner, M.P.; Amin, M.B.; Bruner, D.W.; Zietman, A.L.; Den, R.B.; Leibenhaut, M.H.;
Longo, J.M.; et al. Adding short-term androgen deprivation therapy to radiation therapy in men with localized prostate cancer:
Long-term update of the NRG/RTOG 9408 randomized clinical trial. Int. J. Radiat. Oncol. Biol. Phys. 2022, 112, 294–303. [CrossRef]

38. Bolla, M.; Maingon, P.; Carrie, C.; Villa, S.; Kitsios, P.; Poortmans, P.M.; Sundar, S.; van der Steen-Banasik, E.M.; Armstrong, J.;
Bosset, J.F.; et al. Short androgen suppression and radiation dose escalation for intermediate-and high-risk localized prostate
cancer: Results of EORTC trial 22991. J. Clin. Oncol. 2016, 34, 1748–1756. [CrossRef]

39. Bolla, M.; Neven, A.; Maingon, P.; Carrie, C.; Boladeras, A.; Andreopoulos, D.; Engelen, A.; Sundar, S.; van der Steen-Banasik,
E.M.; Armstrong, J.; et al. Short androgen suppression and radiation dose escalation in prostate cancer: 12-year results of EORTC
trial 22991 in patients with localized intermediate-risk disease. J. Clin. Oncol. 2021, 39, 3022–3033. [CrossRef]

40. Nabid, A.; Carrier, N.; Vigneault, E.; Van Nguyen, T.; Vavassis, P.; Brassard, M.A.; Bahoric, B.; Archambault, R.; Vincent, F.;
Bettahar, R.; et al. Androgen deprivation therapy and radiotherapy in intermediate-risk prostate cancer: A randomised phase III
trial. Eur. J. Cancer 2021, 143, 64–74. [CrossRef]

41. Mottet, N.; Peneau, M.; Mazeron, J.J.; Molinie, V.; Richaud, P. Addition of radiotherapy to long-term androgen deprivation in
locally advanced prostate cancer: An open randomised phase 3 trial. Eur. Urol. 2012, 62, 213–219. [CrossRef]

42. Sargos, P.; Mottet, N.; Bellera, C.; Richaud, P. Long-term androgen deprivation, with or without radiotherapy, in locally advanced
prostate cancer: Updated results from a phase III randomised trial. BJU Int. 2020, 125, 810–816. [CrossRef] [PubMed]

43. Krauss, D.J.; Karrison, T.G.; Martinez, A.A.; Morton, G.; Yan, D.; Bruner, D.W.; Movsas, B.; Elshaikh, M.A.; Citrin, D.E.; Hershatter,
B.; et al. Dose escalated radiotherapy alone or in combination with short-term androgen suppression for intermediate risk
prostate cancer: Outcomes from the NRG Oncology/RTOG 0815 randomized trial. Int. J. Radiat. Oncol. Biol. Phys. 2021, 111, S1.
[CrossRef]

44. Warde, P.; Mason, M.; Ding, K.; Kirkbride, P.; Brundage, M.; Cowan, R.; Gospodarowicz, M.; Sanders, K.; Kostashuk, E.; Swanson,
G.; et al. Combined androgen deprivation therapy and radiation therapy for locally advanced prostate cancer: A randomised,
phase 3 trial. Lancet 2011, 378, 2104–2111. [CrossRef]

https://doi.org/10.1056/NEJMoa0810095
https://www.ncbi.nlm.nih.gov/pubmed/19516032
https://doi.org/10.1016/j.eururo.2018.06.018
https://doi.org/10.1016/S1470-2045(15)70045-8
https://doi.org/10.1016/S1470-2045(22)00190-5
https://doi.org/10.1016/j.radonc.2015.05.016
https://www.ncbi.nlm.nih.gov/pubmed/30579763
https://doi.org/10.1016/j.ijrobp.2019.11.415
https://www.ncbi.nlm.nih.gov/pubmed/32092343
https://doi.org/10.1001/jama.292.7.821
https://doi.org/10.1001/jama.299.3.289
https://www.ncbi.nlm.nih.gov/pubmed/18212313
https://doi.org/10.1001/jama.2015.8577
https://www.ncbi.nlm.nih.gov/pubmed/26393854
https://doi.org/10.1056/NEJMoa1012348
https://doi.org/10.1016/j.ijrobp.2021.08.031
https://doi.org/10.1200/JCO.2015.64.8055
https://doi.org/10.1200/JCO.21.00855
https://doi.org/10.1016/j.ejca.2020.10.023
https://doi.org/10.1016/j.eururo.2012.03.053
https://doi.org/10.1111/bju.14768
https://www.ncbi.nlm.nih.gov/pubmed/30946523
https://doi.org/10.1016/j.ijrobp.2021.07.039
https://doi.org/10.1016/S0140-6736(11)61095-7


Cancers 2023, 15, 3363 14 of 15

45. Mason, M.D.; Parulekar, W.R.; Sydes, M.R.; Brundage, M.; Kirkbride, P.; Gospodarowicz, M.; Cowan, R.; Kostashuk, E.C.;
Anderson, J.; Swanson, G.; et al. Final report of the intergroup randomized study of combined androgen-deprivation therapy
plus radiotherapy versus androgen-deprivation therapy alone in locally advanced prostate cancer. J. Clin. Oncol. 2015, 33, 2143.
[CrossRef] [PubMed]

46. Ito, K.; Kobayashi, M.; Komiyama, M.; Naito, S.; Nishimura, K.; Yonese, J.; Hashine, K.; Saito, S.; Arai, G.; Shinohara, M.; et al.
Oncological outcomes for patients with locally advanced prostate cancer treated with neoadjuvant endocrine and external-beam
radiation therapy followed by adjuvant continuous/intermittent endocrine therapy in an open-label, randomized, phase 3 trial.
Cancer 2020, 126, 3961–3971. [CrossRef] [PubMed]

47. Widmark, A.; Klepp, O.; Solberg, A.; Damber, J.E.; Angelsen, A.; Fransson, P.; Lund, J.Å.; Tasdemir, I.; Hoyer, M.; Wiklund, F.; et al.
Endocrine treatment, with or without radiotherapy, in locally advanced prostate cancer (SPCG-7/SFUO-3): An open randomised
phase III trial. Lancet 2009, 373, 301–308. [CrossRef]

48. Fosså, S.D.; Wiklund, F.; Klepp, O.; Angelsen, A.; Solberg, A.; Damber, J.E.; Hoyer, M.; Widmark, A.; The Scandinavian Prostate
Cancer Group-7 Investigators. Ten-and 15-yr prostate cancer-specific mortality in patients with nonmetastatic locally advanced or
aggressive intermediate prostate cancer, randomized to lifelong endocrine treatment alone or combined with radiotherapy: Final
results of the Scandinavian Prostate Cancer Group-7. Eur. Urol. 2016, 70, 684–691.

49. Weller, M.A.; Kupelian, P.A.; Reddy, C.A.; Stephans, K.L.; Tendulkar, R.D. Adjuvant versus neoadjuvant androgen deprivation
with RT for prostate cancer: Does sequencing matter? Clin. Genitourin. Cancer 2015, 13, e183–e189. [CrossRef]

50. Lee, A.; Becker, D.J.; Lederman, A.J.; Osborn, V.W.; Shao, M.S.; Wong, A.T.; Schwartz, D.; Schreiber, D. Comparison of neoadjuvant
vs concurrent/adjuvant androgen deprivation in men with high-risk prostate cancer receiving definitive radiation therapy. Tumori
J. 2017, 103, 387–393. [CrossRef]

51. Roach, M.; Moughan, J.; Lawton, C.A.; Dicker, A.P.; Zeitzer, K.L.; Gore, E.M.; Kwok, Y.; Seider, M.J.; Hsu, I.C.; Hartford, A.C.; et al.
Sequence of hormonal therapy and RT field size in unfavourable, localised prostate cancer (NRG/RTOG 9413): Long-term results
of a randomised, phase 3 trial. Lancet Oncol. 2018, 19, 1504–1515. [CrossRef] [PubMed]

52. Zumsteg, Z.S.; Spratt, D.E.; Pei, I.; Zhang, Z.; Yamada, Y.; Kollmeier, M.; Zelefsky, M.J. A new risk classification system for
therapeutic decision making with intermediate-risk prostate cancer patients undergoing dose-escalated external-beam radiation
therapy. Eur. Urol. 2013, 64, 895–902. [CrossRef] [PubMed]

53. Castle, K.O.; Hoffman, K.E.; Levy, L.B.; Lee, A.K.; Choi, S.; Nguyen, Q.N.; Frank, S.J.; Pugh, T.J.; McGuire, S.E.; Kuban, D.A. Is
androgen deprivation therapy necessary in all intermediate-risk prostate cancer patients treated in the dose escalation era? Int. J.
Radiat. Oncol. Biol. Phys. 2013, 85, 693–699. [CrossRef] [PubMed]

54. Zumsteg, Z.S.; Spratt, D.E.; Daskivich, T.J.; Tighiouart, M.; Luu, M.; Rodgers, J.P.; Sandler, H.M. Effect of androgen deprivation on
long-term outcomes of intermediate-risk prostate cancer stratified as favorable or unfavorable: A secondary analysis of the RTOG
9408 randomized clinical trial. JAMA Netw. Open. 2020, 3, e2015083. [CrossRef] [PubMed]

55. Siddiqui, Z.A.; Krauss, D.J. Adjuvant androgen deprivation therapy for prostate cancer treated with radiation therapy. Transl.
Androl. Urol. 2018, 7, 378. [CrossRef]

56. Kishan, A.U.; Sun, Y.; Hartman, H.; Pisansky, T.M.; Bolla, M.; Neven, A.; Steigler, A.; Denham, J.W.; Feng, F.Y.; Zapatero, A.; et al.
Androgen deprivation therapy use and duration with definitive RT for localised prostate cancer: An individual patient data
meta-analysis. Lancet Oncol. 2022, 23, 304–316. [CrossRef]

57. McCall, N.S.; Liu, Y.; Patel, S.A.; Hershatter, B.; Moghanaki, D.; Godette, K.D.; Hanasoge, S.; Patel, P.; Fischer-Valuck, B.W.;
Shelton, J.W.; et al. Influence of Timing between Androgen Deprivation Therapy and External Beam Radiation Therapy in
Patients with Localized, High-Risk Prostate Cancer. Adv. Radiat. Oncol. 2021, 6, 100803. [CrossRef]

58. Murthy, V.; Maitre, P.; Kannan, S.; Panigrahi, G.; Krishnatry, R.; Bakshi, G.; Prakash, G.; Pal, M.; Menon, S.; Phurailatpam, R.; et al.
Prostate-only versus whole-pelvic radiation therapy in high-risk and very high-risk prostate cancer (POP-RT): Outcomes from
phase III randomized controlled trial. J. Clin. Oncol. 2021, 39, 1234–1242. [CrossRef]

59. Ma, T.M.; Sun, Y.; Romero, T.; Dearnaley, D.; Tree, A.; Bolla, M.; de Reijke, T.M.; Maingon, P.; Neven, A.; Zapatero, A.;
et al. Sequencing of Androgen Deprivation Therapy of Short Duration with Radiotherapy for Non-Metastatic Prostate Cancer
(SANDSTORM): A Pooled Analysis of 12 Randomized Trials. Int. J. Radiat. Oncol. Biol. Phys. 2022, 114, S68. [CrossRef]

60. Kaminski, J.M.; Hanlon, A.L.; Joon, D.L.; Meistrich, M.; Hachem, P.; Pollack, A. Effect of sequencing of androgen deprivation and
RT on prostate cancer growth. Int. J. Radiat. Oncol. Biol. Phys. 2003, 57, 24–28. [CrossRef]

61. Bonkhoff, H. Factors implicated in radiation therapy failure and radiosensitization of prostate cancer. Prostate Cancer 2012,
2012, 593241. [CrossRef] [PubMed]

62. Goodwin, J.F.; Schiewer, M.J.; Dean, J.L.; Schrecengost, R.S.; de Leeuw, R.; Han, S.; Ma, T.; Den, R.B.; Dicker, A.P.; Feng, F.Y.; et al.
A Hormone–DNA Repair Circuit Governs the Response to Genotoxic InsultA Hormone-DNA Repair Circuit Governs the Damage
Response. Cancer Discov. 2013, 3, 1254–1271. [CrossRef] [PubMed]

63. Gharzai, L.A.; Jiang, R.; Wallington, D.; Jones, G.; Birer, S.; Jairath, N.; Jaworski, E.M.; McFarlane, M.R.; Mahal, B.A.; Nguyen,
P.L.; et al. Intermediate clinical endpoints for surrogacy in localised prostate cancer: An aggregate meta-analysis. Lancet Oncol.
2021, 22, 402–410. [CrossRef] [PubMed]

64. Eastham, J.A.; Auffenberg, G.B.; Barocas, D.A.; Chou, R.; Crispino, T.; Davis, J.W.; Eggener, S.; Horwitz, E.M.; Kane, C.J.; Kirkby,
E.; et al. Clinically localized prostate cancer: AUA/ASTRO guideline, part I: Introduction, risk assessment, staging, and risk-based
management. J. Urol. 2022, 208, 10–18. [CrossRef] [PubMed]

https://doi.org/10.1200/JCO.2014.57.7510
https://www.ncbi.nlm.nih.gov/pubmed/25691677
https://doi.org/10.1002/cncr.33034
https://www.ncbi.nlm.nih.gov/pubmed/32573779
https://doi.org/10.1016/S0140-6736(08)61815-2
https://doi.org/10.1016/j.clgc.2014.12.009
https://doi.org/10.5301/tj.5000595
https://doi.org/10.1016/S1470-2045(18)30528-X
https://www.ncbi.nlm.nih.gov/pubmed/30316827
https://doi.org/10.1016/j.eururo.2013.03.033
https://www.ncbi.nlm.nih.gov/pubmed/23541457
https://doi.org/10.1016/j.ijrobp.2012.06.030
https://www.ncbi.nlm.nih.gov/pubmed/22836052
https://doi.org/10.1001/jamanetworkopen.2020.15083
https://www.ncbi.nlm.nih.gov/pubmed/32902647
https://doi.org/10.21037/tau.2018.01.06
https://doi.org/10.1016/S1470-2045(21)00705-1
https://doi.org/10.1016/j.adro.2021.100803
https://doi.org/10.1200/JCO.20.03282
https://doi.org/10.1016/j.ijrobp.2022.07.459
https://doi.org/10.1016/S0360-3016(03)00539-X
https://doi.org/10.1155/2012/593241
https://www.ncbi.nlm.nih.gov/pubmed/22229096
https://doi.org/10.1158/2159-8290.CD-13-0108
https://www.ncbi.nlm.nih.gov/pubmed/24027197
https://doi.org/10.1016/S1470-2045(20)30730-0
https://www.ncbi.nlm.nih.gov/pubmed/33662287
https://doi.org/10.1097/JU.0000000000002757
https://www.ncbi.nlm.nih.gov/pubmed/35536144


Cancers 2023, 15, 3363 15 of 15

65. Parker, C.; Castro, E.; Fizazi, K.; Heidenreich, A.; Ost, P.; Procopio, G.; Tombal, B.; Gillessen, S. Prostate cancer: ESMO Clinical
Practice Guidelines for diagnosis, treatment and follow-up. Ann. Oncol. 2020, 31, 1119–1134. [CrossRef] [PubMed]

66. Gleave, M.E.; Goldenberg, S.L.; Chin, J.L.; Warner, J.; Saad, F.; Klotz, L.H.; Jewett, M.; Kassabian, V.; Chetner, M.; Dupont, C.; et al.
Randomized comparative study of 3 versus 8-month neoadjuvant hormonal therapy before radical prostatectomy: Biochemical
and pathological effects. J. Urol. 2001, 166, 500–507. [CrossRef]

67. Langenhuijsen, J.F.; van Lin, E.N.; Hoffmann, A.L.; Spitters-Post, I.; Witjes, J.A.; Kaanders, J.H.; Mulders, P.F. Neoadjuvant
androgen deprivation for prostate volume reduction: The optimal duration in prostate cancer radiotherapy. In Urologic Oncology:
Seminars and Original Investigations; Elsevier: Amsterdam, The Netherlands, 2011; Volume 29, pp. 52–57.

68. Sanghani, M.V.; Schultz, D.; Tempany, C.M.; Titelbaum, D.; Renshaw, A.A.; Loffredo, M.; Cote, K.; McMahon, B.; D’Amico,
A.V. Quantifying the change in endorectal magnetic resonance imaging-defined tumor volume during neoadjuvant androgen
suppression therapy in patients with prostate cancer. Urology 2003, 62, 487–491. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.annonc.2020.06.011
https://www.ncbi.nlm.nih.gov/pubmed/32593798
https://doi.org/10.1016/S0022-5347(05)65971-X
https://doi.org/10.1016/S0090-4295(03)00463-1

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

