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Medical castration using LHRH
analogues has become the gold
standard in managing both locally
advanced prostate cancer, in
combination with radiotherapy, and
metastatic disease. 

ADT has been established as the
standard first-line treatment for
advanced disease providing
symptomatic, radiological and PSA
responses, and is one of the most active
systemic therapies in solid tumour
oncology. Response rates to ADT are
around 90% and the cancer is controlled
for an average of 18 to 24 months
before signs of progression appear. 

Initiation of ADT in the UK is primarily
by urologists and oncologists, which is
then continued in the community via
general practice or in hospital nurse-led
clinics. This results in multiple health
professionals sharing responsibility 
for the care of these patients 
and monitoring efficacy and toxicity 
of ADT. 

The role of the GP is key and robust
channels of communication are
needed. It is important that all involved
are aware of factors that identify
patients in whom ADT is likely to fail
earlier.6 These include patients with:
•Distant lymph node metastases
•Visceral metastases

is vital as evidenced by the progress
seen with such drugs as abiraterone
and enzalutamide. These drugs extend
life and have significant palliative
benefits and until recently were only
available in clinical trials.

GPs have a vital role in helping to
direct their patients to such centres
and such clinicians. For too long
doctors and patients shied away from
second opinions but we believe that
this can significantly improve the care
for men with prostate cancer. 

New drugs may have a new range of
side effects and often these will be
managed jointly with GPs. A good
example is abiraterone, which
commonly causes hypertension. In our
practice we have found that patients
are best managed using the expertise
of GPs who have greater experience
than oncologists or urologists in this
area.

ANDROGEN DEPRIVATION
THERAPY
Prostate cancers are driven by
androgens, such as testosterone,
which are critical for cancer growth,
survival and proliferation. 

The Nobel Prize winning research 
by Huggins and Hodges showed 
that remission of prostate cancer
could be achieved by testosterone
deprivation and remains clinically
relevant today.5

Androgen deprivation therapy
(ADT), which is still the mainstay of
systemic treatment, effectively
reduces intraprostatic androgen
concentrations resulting in reduced
androgen receptor (AR) stimulation
and increased apoptosis. 

ADT can be achieved using either
surgical castration or medically by
blocking the hypothalamic-pituitary-
gonadal axis using luteinising
hormone releasing hormone (LHRH)
analogues or antagonists that inhibit
LHRH levels resulting in castrate levels
of testosterone. 

     
    

                                              
                   

   

MULTIDISCIPLINARY CARE
The care of the prostate cancer patient
with advanced disease should be
multidisciplinary. This is likely to
involve urology, specialist clinical
nursing, oncology, general practice,
palliative care and specialist pathology
and radiology. It is important that men
with prostate cancer are able to access
all these areas ideally in one unit and in
one or two visits. We have set up our
own practices in this way to avoid
unnecessary visits for patients many of
whom are symptomatic. 

To facilitate good communication
patients and their GP should have
clearly identified points of contact. 
We believe that the approach where a
man with prostate cancer has one or
two key workers works best. The key
worker is frequently a specialist nurse
but can be a urologist or oncologist
and we often fullfil this role for our
patients. The patient should have
direct access to this person and we
achieve this by direct phone and email
contacts.

We believe that the best outcomes
for prostate cancer are in dedicated
centres treating large numbers of
patients and where data on treatment
outcomes are more readily available.
For advanced prostate cancer access
to the latest clinical trials and therapies

Table 1

Selected positive phase lll studies in metastatic castrate-refractory prostate cancer

Agent
Docetaxel9

Sipuleucel-T12

Cabazitaxel11

Abiraterone13

Enzalutamide14

Alpharadin15

AR = androgen receptor; QOL= quality of life * not yet published in full but expected later in 2013

Method of action
chemotherapy
immunotherapy
chemotherapy
AR targeted
AR targeted
radioisotope

Year of publication
2004
2010
2010
2011
2012
2013*

Median survival benefit
2.9 months
4.1 months
2.4 months
4.6 months
4.8 months
3.6 months

Additional benefit
Improved QOL
NA
NA
Reduced pain
Improved QOL
Reduced pain

‘The old adage
“men with
prostate cancer
die with rather
than of their
cancer” has
recently been
shown to be false’

‘We believe that
the best outcomes
for prostate
cancer are 
in dedicated
centres treating
large numbers 
of patients’ 


