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• Metastatic, castration-resistant prostate cancer
• TALAPRO-2 trial overall survival

 - Oral: LBA18. Neeraj Agarwal. Final overall survival (OS) with talazoparib (TALA) + enzalutamide 
(ENZA) as firstline treatment in unselected patients with metastatic castration-resistant prostate 
cancer (mCRPC) in the phase 3 TALAPRO-2 trial. 

 - Poster: LBA141. Karim Fizazi Final overall survival (OS) with talazoparib (TALA) + enzalutamide 
(ENZA) as first-line (1L) treatment in patients (pts) with homologous recombination repair (HRR)-

 deficient metastatic castration-resistant prostate cancer (mCRPC) in the phase 3 TALAPRO-2 trial.

• ENZA-P trial overall survival
• PSMAfore biomarker analysis
• Mevrometostat + Enzalutamide
• Metasases-directed therapy for mCRPC

• Metastatic, hormone-sensitive prostate cancer
• Localized prostate cancer
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PARP inhibitor + hormone therapy combinations

Primary
endpoint:
rPFS
(independent
evaluation)

Secondary endpoints:
Time to chemotherapy
PFS2
Response rate
Patient-reported outcomes
Safety

Talzaoparib 0,5 mg +
Enzalutamide 160 mg/24h
(n=402)

Placebo +
Enzalutamide 160 mg/24h
(n=403)

Elegibility
mCRPC
First line
ECOG PS 0-1

Prospective genomic
assessment:
BRCA1, BRCA2, PALB2, ATM, 
ATR, CHEK2, FANCA RAD51C, 
NBN, MLH1, MRE11A, CDK12

TALAPRO-2

Abi 1000 mg/24h
Nira 200 mg/12h
(n=162)

Abi 1000 mg/24h
Placebo/12h
(n=83)

HRR 
BM+

HRR 
BM-

Abi 1000 mg/24h
Nira 200 mg/12h
(n=162)

Abi 1000 mg/24h
Placebo/12h
(n=83)

Elegibility:
First-line 
mCRPC
ECOG PS 0-1
BPI-SF worst
pain ≤ 3

Primary endpoint:
rPFS by central review

Secondary endpoints
Time to citotoxic ChT; Time to symptomatic
progression; OS

MAGNITUDEPROPEL

Abiraterone 1000 
mg/24h +
Olaparib 300 mg/12h
(n=399)

Abiraterone 1000 
mg/24h +
Placebo/12h
(n=397)

Elegibility
Metastatic CRPC
No prior therapy
for mCRPC
ADT + Docetaxel
in mHSPC allowed

Secondary endpoints:
Overall survival
Time to subsequent therapy (TTST)
PFS2
Health-related Quality of Life

Primary endpoint:
Investigator-assessed ibPFS

Clarke et al. N Eng J Med Evid 2022; Chi et al. J Clin Oncol 2023; Agarwal Lancet Oncol 2023

rPFS in all comers
Retrospective HRR assessment

rPFS in BM+ and BM-
Prospective HRR assessment

rPFS in all comers
Prospective HRR assessment



Significant rPFS benefit in all comers

ibPFS in all patients

24.8 vs 16.6 months; 

HR 0.66 (95%CI 0.54-0.81); 

p<0.001

All comers

NR vs 21.9 months

HR 0.63 (95%CI: 0.51-0.78); p<0.001

All comers
PROPEL MAGNITUDE TALAPRO-2

rPFS HR 0.66 (95%CI 0.54-0.81) Not assessed HR 0.63 (95%CI: 0.51-0.78)

OS HR 0.86 (95%CI: 0.66-1.12) Not assessed HR 0.89 (95%CI: 0.69-1.14)

PROPEL TALAPRO-2

Clarke et al. N Eng J Med Evid 2022; Chi et al. J Clin Oncol 2023; Agarwal Lancet Oncol 2023



Benefit is greatest with BRCA 
mutations

PROPEL HR 0.23 (95%CI 0.12-0.43)

MAGNITUDE HR 0.53 (95%CI 0.36-0.79)

TALAPRO-2 HR 0.20 (95%CI0.11-0.36)

Intermediate with HRR mutations

Lowest in patients without HRR alterations

PROPEL HR 0.50 (95%CI 0.34-0.73)

MAGNITUDE HR 0.64 (95%CI 0.49-0.86)

TALAPRO-2 HR 0.45 (0.33-0.61)

PROPEL trial MAGNITUDE trial

BRCA+

HRR+

HRR-PROPEL HR 0.76 (95%CI: 0.60-0.97)

MAGNITUDE HR 1.03 (95%CI 0.63-1.67)

TALAPRO-2 HR 0.66 (95%CI: 0.49-0.91)

Clarke et al. NEJM Evidence 2023. Saad et al. Lancet Oncol 2023. 
Chi et al. J Clin Oncol 2023. Chi et al. Ann Oncol 2023. 
Agarwal et al. Lancet Oncol 2023. Fizazi et al. Nature Med 2024.



All comers (cohort 1)

HRR mutant (cohort 2)

36.4m vs NR
HR 0.89 (0.69-1.14); p=0.35

NR vs 33.7
HR 0.69 (0.46-1.03); p=0.07

Overall survival

PROPEL (all comers)

TALAPRO-2

MAGNITUDE (HRR+)

Saad et al. Lancet Oncol 2023. Chi et al. Ann Oncol 2023. Agarwal et al. Lancet Oncol 2023. Fizazi et al. Nature Med 2023 





• No differences across 
treatment groups

• 21% prior Docetaxel
• 5.5% prior Abiraterone
• HRR alterations:
 - HRRd: 21% (N=169)
 - HRRp: 79% (N=636) 

Tala + Enz Enz

CDK12 5.7% 7.2%

BRCA2 5.7% 6.9%

ATM 5.7% 3.5%

CHEK2 1.5% 1.2%

BRCA1 1.2% 1%



Primary analysis (Aug 16 2022)
NR vs 21.9 months; HR: 0.63 (0.51-0.78); p<0.001

rPFS
OS (all comers)

Update:
33.1 vs 19.5 months; HR: 0.67 (0.55-0.81); p<0.001

Primary analysis (Aug 16 2022)
NR vs 36.4m; HR: 0.89 (0.69-1.14); p=0.35

Update
45.8 vs 37 m; HR: 0.8 (0.66-0.96); p=0.0155



Overall Survival: subgroup analysis

Overall Survival in Subgroups With No Alterations Detected by 
Both ctDNA and Tumor Tissue (prospective & retrospective)

Clinically meaningful reduction in risk of death in patients without 
BRCA or HRR alterations



Subsequent therapy

How many are BRCA mutant?

Quality of life is maintained with the 
combination (EORTC-QLQ-C30)



Final Overall Survival With Talazoparib Plus Enzalutamide as Initial Treatment 
in Patients With Homologous Recombination Repair-Deficient Metastatic 

Castration-Resistant Prostate Cancer in the Phase 3 TALAPRO-2 Trial

Karim Fizazi,1 Arun A. Azad,2 Nobuaki Matsubara,3 Joan Carles,4 Andre P. Fay,5 Ugo De Giorgi,6 Jae Young Joung,7 
Peter C. C. Fong,8,9 Eric Voog,10 Robert J. Jones,11 Neal D. Shore,12 Curtis Dunshee,13 Stefanie Zschäbitz,14 Jan 
Oldenburg,15 Dingwei Ye,16 Xun Lin,17 Matko Kalac,18 A. Douglas Laird,19 Dana Kennedy,20 Neeraj Agarwal21

1Institut Gustave Roussy, University of Paris-Saclay, Villejuif, France; 2Peter MacCallum Cancer Centre, Melbourne, Victoria, Australia; 3National Cancer Center Hospital 
East, Chiba, Japan; 4Vall d’Hebron University Hospital, Vall d’Hebron Institute of Oncology (VHIO), Barcelona, Spain;5PUCRS School of Medicine, Porto Alegre, Brazil; 6IRCCS 

Istituto Romagnolo per lo Studio dei Tumori (IRST) Dino Amadori, Meldola, Italy; 7National Cancer Center, Goyang, Republic of Korea; 8Auckland City Hospital, Auckland, 
New Zealand; 9University of Auckland, Auckland, New Zealand;10Clinique Victor Hugo Centre Jean Bernard, Le Mans, France; 11School of Cancer Sciences, University of 
Glasgow, Beatson West of Scotland Cancer Centre, Glasgow, UK; 12Carolina Urologic Research Center, Myrtle Beach, SC, USA; 13Arizona Urology Specialists, Tucson, AZ, 

USA;14National Center for Tumor Diseases (NCT), Heidelberg University Hospital, Heidelberg, Germany; 15Akershus University Hospital (Ahus), Lørenskog, Norway; 
16Fudan University Shanghai Cancer Center, Shanghai, China; 17Pfizer Inc., La Jolla, CA, USA; 18Pfizer Inc., New York, NY, USA;19Pfizer Inc., South San Francisco, CA, USA; 

20Pfizer Inc., Bothell, WA, USA; 21Huntsman Cancer Institute (NCI-CCC), University of Utah,Salt Lake City, UT, USA

1. Fizazi K, et al. “Final Overall Survival With Talazoparib Plus Enzalutamide as Initial Treatment in Patients With Homologous Recombination Repair-Deficient Metastatic Castration- Resistant Prostate Cancer in the Phase 3 TALAPRO-2 Trial.” Poster 
D15 Supplement. ASCOGU 2025 Feb 13–15, 2025 





Radiographic progression-free survival

Talazo-
Enza

Enza HR (95%CI); p-val

All HRR
N=200

30.7 m
N=199

12.3 m
0.47 (0.36-0.61); 
p<0.0001

BRCA + 
N=71

NR
N=84

11 m
0.26 (0.16-0.42); 
p<0.0001

HRR non-
BRCA

N=129

24.7 m
N=115

16.6 m
0.65 (0.47-0.91); 
p=0.012

All HRR patients (N=399)

BRCA+ (N=155) HRR non-BRCA (N=244)



Overall survival

Talazo-
Enza

Enza HR (95%CI); p-val

All HRR
N=200

45.1 m
N=199

31.1 m
0.62 (0.48-0.81); 
p=0.0006

BRCA + 
N=71

NR
N=84

28.5 m
0.50 (0.32-0.78); 
p=0.0017

HRR non-
BRCA

N=129

42.4 m
N=115

32.6 m
0.73 (0.62-1); 
p=0.067

BRCA+ (N=155) HRR non-BRCA (N=244)



Toxicity (cohort 1 + cohort 2)

No new safety findings identified 
after an additional 2 yrs of follow-up

• No additional cases of MDS
• Discontinuation rate for Talazo-Enza similar to previous reports
• Rate of VTE unchanged with longer follow-up (2.4 / 100 

paticipant-yr)

In the talazoparib arm:
• TEAEs leading to a dose reduction of talazo:

▪ Anemia (44.9%)
▪ Neutropenia (15.7%)
▪ Thrombocytopenia (5.6%)

• Grade 3–4 anemia 
▪ Reported in 43.4% of patients
▪ Median time to onset was 3.4 months

• 4.5% discontinued talazoparib due  to anemia
• Median duration of treatment with talazoparib was 20.3 months



• TALAPRO-2 is the first PARPi plus ARPI combination study 
to show a statistically significant and clinically 
meaningful improvement in OS vs standard-of-care ARPI 
in mCRPC – in patients unselected (cohort 1) and selected 
for HRR gene alterations (cohort 2 – poster D15)

• Median OS in the talazoparib group was 45.8 
months ‒ 8.8 months longer than active control

• Median OS with talazoparib plus enzalutamide was 
similar across the ITT, and HRR-deficient and HRR–non-
deficient subgroup populations, ranging from 46 to 47 
months

• Median rPFS in the talazoparib group was 33.1 months — 
13.6 months longer than active control

• No new safety signals were identified with extended 
follow-up

TALAPRO-2: Conclusions

Cohort 1: all comers Cohort 2: HRR mutant

In patients with HRR-deficient mCRPC, talazoparib plus 
enzalutamide resulted in a statistically significant and 
clinically meaningful improvement in OS vs enzalutamide 
plus placebo

• Median OS in the talazoparib group was 45.1 months ‒ 14 
months longer than active control

• To our knowledge, this is the longest median OS reported 
in men with HRR-deficient mCRPC and is similar to the 
median OS in the unselected cohort of patients from 
TALAPRO-2 (#LBA18; ASCO GU 2025),a which is the 
longest-reported median OS in mCRPC overall

• Median rPFS in the talazoparib group was 30.7 months — 
~18 months longer than active control

• No new safety signals were identified with extended 
follow-up



TALAPRO-2: Conclusions

• Talazoparib + Enzalutamide improves overall survival in a non-selected population of mCRPC 
patients in 1st line

• Benefit: BRCA (HR: 0.50 greatest) > HRR nonBRCA (HR: 0.73) > nonHRR (HR: 0.78) lowest

• Expertise in the management of adverse events key to ensure quality of life

• 75% grade 3-4 AEs (mainly hematologic - anemia)

• 65% interrupt dose → 20% discontinue

• Molecular characterization is still required to balance expected benefit (based on BRCA/HRR 
status) with toxicity (hematologic, GI)

• Questions still pending:

• What is the benefit with individual HRR alterations (CDK12, PALB2, ATM)?

• Is this benefit applicable to patients treated with ARPIs in mHSPC/nmCRPC?

• How many BRCA+ patients received PARPi at progression?

• What is the benefit of PARPi + ARPi over PARPi monotherapy in BRCA+ (BRCAAWAY)?
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• Metastatic, castration-resistant prostate cancer
• TALAPRO-2 trial overall survival
• ENZA-P trial overall survival
 - Oral. #17. Louise Emmett. Overall survival and quality of life with [177Lu] Lu 

PSMA-617 plus enzalutamide versus enzalutamide alone in poor-risk, 
metastatic, castration-resistant prostate cancer in ENZA-p (ANZUP 1901)

• PSMAfore biomarker analysis
 - Oral. #16. Johann de Bono. Association of baseline and on-treatment ctDNA 

fraction with clinicaloutcomes in patients with mCRPC in the PSMAfore study of 
177Lu-PSMA-617

• Mevrometostat + Enzalutamide
• Metasases-directed therapy for mCRPC

• Metastatic, hormone-sensitive prostate cancer
• Localized prostate cancer



Lutetium-based PSMA radiopharmaceuticals in advanced prostate cancer

Phase / N Population Exp Control rPFS OS

VISION Phase III
mCRPC, post-ARPi, 

post-chemo
Lu-177-PSMA-

617 + SoC
Soc

8.7 vs 3.4m; 
HR 0.4; p<0.001

15.3 vs 11.3m; 
HR 0.62; p<0.001

Thera-P Phase II
mCRPC, post-ARPi, 

post-chemo
Lu-177-PSMA-

617
Cabazitaxel HR 0.63; p=0.005

RMST 19.1 vs 
19.6m; NS

PSMAfore Phase III mCRPC, post-ARPi
Lu-177-PSMA-

617
2nd ARPi

9.3 vs 5.6m; 
HR 0.41; p<0.001

23.7 vs 24.9m; 
HR 0.98; p=0.44*

Enza-P Phase II
mCRPC, ARPi 

naïve**
Lu-177-PSMA-

617 + Enza
Enza

16 vs 12m; 
HR 0.68 (0.45-1.03)

???

*Crossover to 177-Lu-PSMA-617 at progression in control arm
**1st line mCRPC with adverse prognostic features



The challenge of adequate patient selection

SUVmean has prognostic 
value in 177-Lu-PSMA 
treated patients

VISION

Thera-P Predictive value is unclear

Armstrong et al. ASCO 2022. Buteau et al. Lancet Oncol 2022



ctDNA as a biomarker in advanced prostate cancer

Sumanasuriya et al. Eur Urol 2021

Idenfitication of predictive biomarkers / drug targets
Dynamic monitoring of changes in the AR

ctDNA levels as prognostic indicator (baseline) or
treatment response biomarker (change)

PROSELICA / FIRSTANA trials (cabazitaxel)





Adaptive 
schedule

Enza Enz + 
LuPSMA

PSA (ng/mL) 33 39

>20 mts 59% 61%

De novo 58% 52%

Doce mHSPC 57% 53

BRCA1 1.2% 1%





No new safety 
findings

Improvement in 
quality of life 
parameters



But:
• Primary endpoint is PSA response → not powered for overall survival
• Selected patient population with adverse prognostic features → not applicable for all
• 1st line mCRPC patients are not ARPi naïve → can it reflect our current clinical practice?
• How does it compare to recent PEACE-3 results (HR: 0.69 in a population with less adverse prognostic features)

Conclusions

• First trial to show overall survival benefit for a 177-Lu-PSMA + hormonal agent combo. 
• Confirms quality of life benefit (Thera-P)
• Benefit of adaptive dosing scheme
• Are combos better than monotherapy?









What information does ctDNA add?



• ctDNA sequencing may help identify targets (AR, BRCA) especially when no tumor available

• ctDNA levels have prognostic value: higher ctDNA levels = higher tumor burden = worse prognosis
 Is this prognostic value better than what we can already estimate

• Does ctDNA have predictive value or value as a treatment response biomarker?
• What is the clinical utility?

Can we use information from ctDNA changes (response/progression) to make changes to therapy that will 
improve patient outcomes? Are we ready to stop therapy based on an increase in ctDNA if other markers ok?
Is it proven that information from ctDNA is superior to, for example, PSA change?
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Mevrometostat: EZH2 inhibitor

EZH2: catalytic subunit of the PRC2 → 
methylates H3K27 to regulate expression of 
tumor suppressor genes

Canonical (polycomb-associated) and non-canonical EZH2 
functions are different in adenocarcinoma and NEPC

Study design: randomized phase II



rPFS benefit with combination vs enza monotherapy
14.3 vs 6.2m; HR 0.51

ORR: 26.7% VS 14.3% 

PSA50 RR: 34.1% VS 15.4%RP3D: Mevrometostat 875 mg with food had improved safety profile 
and similar PK exposure to mevrometostat 1250 mg on empty stomach

Ongoing phase III trials:
MEVPRO-1: mCRPC post abiraterone
MEVPRO-2: mCRPC ARPi naïve
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• Metastatic, castration-resistant prostate cancer
• TALAPRO-2 trial overall survival
• ENZA-P trial overall survival
• PSMAfore biomarker analysis
• Mevrometostat + Enzalutamide
• Metasases-directed therapy for mCRPC

- Mini Oral #22. Niazi. Metastases-directed therapy in addition to standard 
systemic therapy in oligometastatic castration resistant prostate cancer: A 
randomized phase II trial (GROUQ-PCS 9)
- Case Based Session. # . Tang et al. World-wide oligometastatic prostate cancer 
metaanalysis leveraging individual patient data from randomized trials 
(WOLVERINE)

• Metastatic, hormone-sensitive prostate cancer
• Localized prostate cancer





Radiographic progression-free survival
4.6 vs 2.3 yrs; HR 0.48; p=0.014

Biochemical progression-free survival
4.6 vs 3.1 yrs; HR 0.58; p=0.065

Overall survival
NR vs NR; HR 0.71; p=0.407

Enzalutamide 
(PREVAIL): 20m

Enzalutamide 
(PREVAIL): 11m

Enzalutamide 
(PREVAIL): 35m

No additional toxicity: AEs G≥1: 83.3 vs 86.5% (p=0.781); G≥2: 43.8% vs 36.5%; p=0.542





X-met collaboration

Trials with MDT + SoC vs Soc allone

Individual patient data pooled and the following 
endpoints harmonized across studies
- PFS, rPFS, CRPC-PFS, OS

Two parallel analyses conducted:
- Meta-analysies with common and random effects. 
Models
- Cox regression using individual patients stratified by 
trial enrollment



Radiographic 
progression-free 
survival

Overall survival
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• Metastatic, castration-resistant prostate cancer

• Metastatic, hormone-sensitive prostate cancer
• Factors associated with outcome in ARPI-treated patients
 - Oral. Abstract #20. Fisher et al. Which patients with metastatic hormone-
 sensitive prostate cancer (mHSPC) benefit more from androgen receptor 

pathway inhibitors (ARPIs)? STOPCAP metaanalyses of individual participant 
data (IPD)

• Localized prostate cancer



Trial Br Control SG: HR (IC95%); p-valor

ADT + Docetaxel
CHAARTED ADT 0,61 (0,47-0,8); p<0,001

STAMPEDE ADT 0,78 (0,66-0,93); p=0,006

ADT + Abiraterone
LATITUDE ADT 0,66 (0,56-0,78); p<0,001

STAMPEDE ADT 0,61 (0,49-0,75); p<0,001

ADT + 
Apalutamide

TITAN ADT 0,65 (0,53-0,79); p<0,001

ADT + 
Enzalutamide

ENZAMET ADT + NSAA 0,67 (0,52-0,86); p=0,002

ARCHES ADT 0,66 (0,53-0,81); p<0,001

ADT + Docetaxel + 
Abiraterone

PEACE-1
ADT + 

Docetaxel
0,75 (0,59-0,95); p=0,017

ADT + Docetaxel + 
Darolutamide

ARASENS
ADT + 

Docetaxel
0,68 (0,57-0,80); p<0,001

Treatment options in mHSPC

Wide consensus that:
• ADT monotherapy is 

suboptimal (the vast majority 
of patients benefit from at 
least ADT + ARPi combos)

• ADT + Docetaxel is inadequate 
(triplet therapy is superior to 
ADT + Docetaxel)



Who needs chemotherapy?

Generally, patients with higher burden (high volume, 
de novo) of disease and worse prognosis are selected 
for treatment with chemotherapy

Different studies have evaluated molecular 
biomarkers (RNA expression profiles, Rb1/PTEN/TP53 
or SPOP mutations) with prognostic value

HR (95%CI) P-val
Interactn

test

All 1.16 (0.82 to 1.65) 0.40

M0 1.51 (0.58 to 3.93) 0.40
0.69

M1 1.13 (0.77 to 1.66) 0.53

Key:
HR<1 favours SOC+AAP
HR>1 favours SOC+DocP

Interactn = test for interaction  (heterogeneity of treatment effect)

SOC+DocP SOC+AAP

Events Pts Events Pts

All 44 189 105 377

M0 6 74 16 150

M1 38 115 89 227

SOC+AAP

SOC+DocP

Overall survival [primary outcome measure]No difference between Abi and Docetaxel in 
STAMPEDE

Can we define predictive biomarkers to decide who needs (and who can be spared of) 
chemotherapy?
Are there any patients that do not benefit from doublet (ADT + ARPi) therapy?









Effect of ARPIs by age 
subgroup

Amide trials (OS): 
Interaction HR 0.93; p=0.61

Abiraterone trials (OS): 
Interaction HR 1.56; p=0.001

Abiraterone trials (PCSS): 
Interaction HR 1.23; p=0.19
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• Metastatic, castration-resistant prostate cancer

• Metastatic, hormone-sensitive prostate cancer
• Factors associated with outcome in ARPI-treated patients

• Localized prostate cancer / Active Surveillance
- Oral session. #309. Roy et al. Radical prostatectomy (RP) versus radiotherapy (RT) in 
high-risk prostate cancer (HR-PCa): Emulated randomized comparison with individual 
patient data (IPD) from two phase III randomized trials (RCTs)
- Oral session. #308. Zhao et al. Gene signature predictor of dose-response to prostate 
radiation: Validation of PORTOS in phase III trials







RT+LT-ADT vs RP+Personalized Post-op Rx

Docetaxel arm

RT+LT-ADT vs Chemo +ADT +RP 
+Personalized Post-op Rx

Secondary endpoints

Primary objective: Overall Cohort





PORTOS: 24-gene prostate cancer RT gene expression score
Developed (Zhao et al Lancet Oncol 20169 on retrospective cohort studies
High PORTOS score associated with benefit from postoperative radiotherapy 

Validation in independent clinical trials:
RTOG 0126 showed a benefit for RT dose escalation (DE) from 70.2Gy to 79.2Gy 
(primary RT)
SAKK 09/10 did not show a benefit from 64Gy to 70Gy (salvage RT)



SAKK 09/10
Biochemically-recurrent 
prostate cancer patients. 
Salvage radiation 64Gy 
vs. 70Gy

No association 
with clinico-
pathological 
features
Associated with 
immune/hypoxia 
signatures



RTOG 0126
Intermediate-risk 
prostate cancer patients 
Definitive radiation 
70.2Gy vs. 79.2Gy.

No association with clinico-pathological 
features
Associated with immune/hypoxia signatures
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ASCO GU 2025 – What’s new?

• Talazoparib + enzalutamide prolongs survival in an all-comer population. Benefit varies across molecular subgroups.
• Adequately balance expected efficacy and toxicity for an individualized approach

• Lu-177-PSMA-617 + enzalutamide prolongs survival in 1st line mCRPC
• Secondary analysis of a trial powered por PSA response
• Signs of synergy between hormone therapy and radioligand therapy

• Other enzalutamide combinations (mevrometostat) may be relevant in the future

• Metastases directed-therapy increases rPFS in oligometastatic mCRPC
• Supports a widely utilized practice in clinic

• Benefit of hormonal agents in mHSPC (abiraterone) may be lower for older patients
• Should patients >75 years receive enzalutamide/apalutamide/darolutamide?

• Radiotherapy + ADT may provide superior MFS than surgery for high-risk localized prostate cancer
• Molecular signatures may identify which patients need increased RT dose
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