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he hormonal sensitivity of prostate cancer has been
Texploited clinically since Huggins and Hodges established
the suppressive effects of castration on prostate cancer.
Despite over sixty years of research into alternate modalities,
androgen deprivation therapy (ADT) has become the mainstay
treatment for locally advanced and metastatic prostate can-
cer. Suppression of testosterone production, the primary goal
of hormonal therapy, can be achieved by a multitude of treat-
ments. The ideal timing, duration and composition of ADT
remains undefined. At the present time, first line therapy
consists of orchiectomy, luteinizing hormone releasing hor-
mone (LHRH) analogues or complete androgen blockade
(CAB). However, new combinations and treatment settings
show promise for improving outcomes and decreasing toxici-
ty. This article provides an overview of the hormonal therapies
currently used in advanced prostate cancer.
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LHRH : luteinising hormone  releasing hormone, LH : luteinising hormone,
FSH : follicle  stimulating hormone, ACTH : adrenocorticotrophic hormone,
DHT : dihydrotestosterone
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01
Study Eligibility Intervention Results
ECOG Node positive Prostatectomy demonstrating Immediate ADT was associated with
node positivity, then improved OS, PFS and DFS. After 10
randomized to goserelin years, the survival of patients treated
or orchiectomy vs. with ADT was 80% compared to 55%
observation in patients treated with deferred ADT.
EORTC TUT2 high grade, Definitive XRT vs. XRT Improvement in 5 yr OS and DFS with
T3/T4 any grade, goserelin beginning the addition of ADT.
node negative day 1x 3years
RTOG 85 31 Clinical stage T3 Definitive XRT or salvage Improvement in local control, freedom
or node positive XRT alone vs. XRT from distant metastasis and DFS with
with goserelin beginning the addition of ADT. No benefit in OS
the last week of XRT at 8 years except in patients with high

grade cancers.

ADT : androgen deprivation therapy, OS : overall survival, PFS : progression free survival, DFS : disease free survival, XRT : radiation
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0 2.
Trial Characteristics No. Trials
Overall 27(7,987 pts)
Castration method
LHRH analogue vs. LHRH analogue  antiandrogen 13
Orchiectomy 14
vs. orchiectomy  antiandrogen 11
vs. LHRH analogue  antiandrogen 3
LHRH analogue or orchiectomy vs.
LHRH analogue or orchiectomy  antiandrogen
Antiandrogen type
Nonsteroidal 20
Flutamide 12
Nilutamide
Cyproterone acetate
Trial size (No. randomized pts./arm)
Greater than 100 16
Less than 100 11 o7
Complete androgen blockade vs. monotherapy results
Complete androgen blockade positive effect 3
No statistical difference 24
The trial of de Voogt et al witha 3 arm design is counted in 2 categories 3
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