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SUMMARIZING DISCUSSION

Until 2012 Docetaxel was the only treatment with a proven survival benefit for patients with 

metastatic castration-resistant prostate cancer (mCRPC). After 2012, multiple new agents 

were introduced, all in patients primarily treated with Docetaxel. Abiraterone Acetate (hereafter 

referred to as Abiraterone) and Enzalutamide are both androgen-signalling-targeted inhibitors.1 

Cabazitaxel is a second generation taxane and Radium-223 dichloride (hereafter referred to 

as Radium-223) is a targeted alpha therapy that selectively binds to areas of increased bone 

turnover. 2, 3 Since the new second line treatment options were developed simultaneously, at 

the time of approval there was no information available whether mCRPC patients would benefit 

more from one new agent over another. To date, still no head to head comparisons between 

treatment options for patients who progressed during or after docetaxel treatment are available, 

and therefore it is not clear which sequence of treatments would be optimal. 

In Chapter 2 we retrospectively evaluated the efficacy and tolerability of Enzalutamide in patients 

pre-treated with at least Docetaxel and Abiraterone. We concluded that Enzalutamide was well 

tolerated in this population, and that the adverse-events were similar to those reported in the 

AFFIRM trial, where Enzalutamide was evaluated as a treatment of mCRPC patients previously 

treated with docetaxel. However, patients had lower PSA response rates when compared to 

patients included in the AFFIRM trial (21% and 54% had a serum PSA decrease of ≥50% from 

the value at start of treatment, respectively) and a shorter progression free survival (PFS) (PFS 

survival rates were 12.0 and 36.1 weeks, respectively).4 The CARD-trial, a multicenter, open-

label, randomized trial evaluated efficacy of androgen-signalling-targeted inhibitors (Abiraterone/

Enzalutamide) in patients previously treated with Docetaxel followed by cross-over to the other 

androgen-signalling-targeted inhibitor. It was reported that Cabazitaxel was superior to the 

androgen-signalling-targeted inhibitor in terms of imaging-based PFS and Overall Survival (OS). 

A post-hoc analysis showed that patients treated with Enzalutamide after prior Docetaxel and 

Abiraterone had better imaging-based PFS when compared to patients treated with Abiraterone 

after prior Docetaxel and Enzalutamide naïve-patients treated with Abiraterone. No OS was 

reported for these post-hoc analyses. 5 Results from the CARD-trial and several other prospective 

and retrospective trials, including our study, suggest cross-resistance between Abiraterone and 

Enzalutamide. 1, 4–9 

There are multiple mechanisms of resistance to androgen-signalling-targeted inhibitors 

described.10 Several of these proposed mechanisms are, both systemic and intratumoral 

upregulation of androgens, androgen receptor (AR) overexpression, amplifications, mutations 

and splice variants, alteration of pathways involved in cross-talk with AR signaling, neuroendocrine 

transformation and immune system deregulation. 
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In recent years, much research attention was drawn to aberrant AR signalling caused by AR 

splice variants. In these splice variants, the AR protein has a transactivating N-terminal but is 

missing the C-terminal ligand binding domain. Even though there is no binding domain, the AR 

receptor is still capable of activating target genes without being activated by androgens.11–13 AR 

splice variant 7 (AR-V7) is found to be one of the most commonly expressed AR splice variants in 

both clinical and preclinical studies.10 Multiple studies have shown that the presence of AR-V7 is 

a predictor of poor response to androgen-signalling-targeted inhibitors, but is not a predictor for 

response to taxane chemotherapy.12 Antonarakis et al reported that AR-V7 could be present prior 

to the start of androgen-signalling-targeted inhibitor, but also that some patient converted from 

AR-V7-negative to AR-V7-positive during treatment. It is likely that this conversion is an important 

survival mechanism of prostate cancer cells to androgen-signalling-targeted inhibitors, which 

explains resistance and cross-resistance to androgen-signalling-targeted inhibitor. 

In Chapter 3, we retrospectively identified parameters predicting response to Enzalutamide 

in patients previously treated with Abiraterone and docetaxel. In this study, a response was 

defined as a serum PSA decrease of ≥50% from the value at start of treatment We found that 

higher Gleason-scores, shorter PSA-doubling time and a longer time interval between ending 

Abiraterone and starting Enzalutamide were associated with response to Enzalutamide treatment. 

When the time interval between end of Abiraterone and start of Enzalutamide treatment was 

more specifically evaluated, we could identify two groups with a relatively high percentage of 

PSA responses to Enzalutamide treatment. One group with a short time interval (< 40 days) and 

one group with longer time interval (≥40 days) between the two agents. With the exception of 

one patient, none of the Enzalutamide responders in the <40 days group had a PSA response 

on the prior Abiraterone treatment, while in the ≥40 days group, 29% of the Enzalutamide 

responders responded to the prior Abiraterone treatment. Moreover, in the ≥40 days subgroup a 

linear relation could be identified between time interval between end of Abiraterone and start of 

Enzalutamide and PSA response to Enzalutamide. The PSA response rates of mCRPC patients 

on Enzalutamide with an interval of >390 days was comparable to Abiraterone‐naive patients 

as reported in the AFFIRM trial.7, 14 These results are suggestive of different cross-resistance 

patterns and with that possible differences in molecular mechanisms of resistance. Patients 

might be resistant to Abiraterone, but not to Enzalutamide, patients might be resistant to both 

agents and patients with an acquired cross-resistance to Enzalutamide might regain sensitivity 

in time. In the CARD trial patients who were treated with androgen-signalling-targeted inhibitors 

before Docetaxel had a lower chance of progression on third line androgen-signalling-targeted 

inhibitor treatment when compared to patients who received Enzalutamide/Abiraterone after 

Docetaxel and directly crossed-over to third line Enzalutamide/Abiraterone.5 These results of the 

CARD trial might supports our finding and hypothesis that in time, cross-resistance between the 

androgen-signalling-targeted inhibitors is reversible. We hypothesize that the acquired cross‐
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resistance is an energetically unfavorable state and prostate cancer cells might reverse to a 

higher level of testosterone dependence upon cessation of AR targeted therapy in time. 7

In Chapter 4 we evaluated whether Enzalutamide was viable as a fourth- or fifth- line treatment 

option for men with castration resistant prostate cancer. Patients in our cohort were all treated 

with Docetaxel and Abiraterone, and at least a third-line treatment option. Third- and fourth-line 

treatments were Cabazitaxel in most cases, while a few patients were treated with  Ra-223. We 

found that while the PSA response rates were much lower than those reported in the AFFIRM 

trial (23% and 54%, respectively), they were similar to response rates of other studies evaluating 

third-line Enzalutamide.6, 15–17 Surprisingly, the median OS in our cohort (40.1 weeks) was longer 

compared to other reports of third-line Enzalutamide therapy in Docetaxel and Abiraterone-

native patients (21.7 and 32.6 weeks)6, 15–17. This might be explained by survival bias, caused 

by the selection of patients for fourth- or fifth-line Enzalutamide treatment, who probably have a 

more protracted course of the disease.17

Radium-223

In 2013, the ALSYMPCA phase III trial reported a survival benefit, longer time to symptomatic 

skeletal Events (SSE) and better quality of life in mCRPC patients treated with Ra-223 compared 

to placebo, rendering  Ra-223 the only radionuclide treatment with a survival benefit in mCRPC 

patients.18 Although, patients previously treated with Docetaxel (Doc) as well as patients not-

treated with Doc were included in ALSYMPCA, none of these patients had been treated with 

androgen-signalling-targeted inhibitors or Cabazitaxel. These newer generation drugs became 

available after accrual of the ALSYMPCA trial was completed.14, 19–21 This raised the question 

whether the results of ALSYMPCA were representative for present patients treated with Ra-223. 

In Chapter 5, we report the results of ROTOR, a prospective registry of Ra-223 treated mCRPC 

patients in the Netherlands. Even tough patients in our cohort were more heavily pretreated, the 

OS was comparable to the patients in the treatment arm of the ALSYMPCA trial (15.2 months 

and 14.9, respectively). A likely explanation is that in the Netherlands mostly patients with good 

performance scores were selected for Ra-223 treatment. This is reflected by the lower frequency 

of Eastern Cooperative Oncology Group (ECOG) ≥2 performance scores and lower baseline 

serum Prostate Specific Antigen (PSA) and alkaline phosphatase (ALP) levels when compared 

to the ALSYMPCA cohort. Toxicity was similar as reported in the ALSYMPCA trial.

There was no association between prior Abiraterone or Enzalutamide treatment and PFS or OS, 

but both in univariate and multivariate cox-regression analysis, previous Cabazitaxel treatment 

was associated with a less favorable PFS and OS. The association between prior chemotherapy 

and shorter survival has previously been reported in two retrospective studies. 22, 23 Moreover, 

a retrospective trial, assessing clinical correlates associated with response, confirmed our 
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finding that prior treatment with Abiraterone or Enzalutamide had no negative effect on OS.22 

These results suggest that in a non-study population, Ra-223 treatment is well-tolerated, equally 

effective as in the ALSYMPCA population and that patients not previously treated with Cabazitaxel 

benefit most from Ra-223. 

Radionuclides in prostate cancer treatment were historically indicated for painful bone metastases, 

but an OS benefit of these beta-emitters was not established.24 The ALSYMPCA trial evaluated 

patient-reported quality of life. Pain was not assessed with a questionnaire validated to assess 

pain, but with the pain related sub-questions of the Functional Assessment of Cancer Therapy 

– Prostate (FACT-P) questionnaires. Moreover, use of analgesics were not used in the pain 

evaluation, even though this is recommended by the International Bone Metastases Consensus 

Working Party (IBMCWP).25, 26 In Chapter 6 we report outcomes of integrated Health- Related 

Quality of Life (FACT-P questionnaire), Pain (BPI-SF questionnaire) and opioid use (free text) in 

a non-Study Cohort of mCRPC patients treated with Ra-223. Hundred and five patients were 

evaluable for patient reported outcomes. The percentage of evaluable patients experiencing a 

complete pain response,  partial response, indeterminate response or experienced progressive 

pain during Ra-233 treatment were 31.4%, 26.7%, 33.3% and 5.7%, respectively. Integrated 

analysis of analgesics questionnaires, FACT-P and BPI showed that 55 patients (57.9%) had 

a complete pain response or partial pain response and a better HRQoL a better HRQoL or no 

change in HRQoL. Multivariate analyses suggested that pain at baseline (PAB) and more Ra-

223 treatments were significantly associated with a higher probability of a pain response and a 

better or no change in HRQoL.  These results suggest that Ra-223 affects HRQoL and pain in a 

contemporary mCRPC population. Moreover, our results suggest that patients with pain benefit 

more from Ra-223 than patients without, but this has to be evaluated in a placebo-controlled 

trial benefit.

Because Ra-223 is well tolerated it is attractive to explore combinations with another systemic 

anti-cancer treatment which is not limited to bone metastases. Several studies combining Ra-

223 with other agents have been conducted and are being conducted.27 The ERA-223 trial, 

was prematurely terminated because of higher mortality and fracture rates in the Ra-223 arm 

in combination with Abiraterone.28 This resulted in an advice from the Pharmacovigilance Risk 

Assessment Committee (PRAC) and the European Medicines Agency (EMA) to restrict the use of 

Ra-223 to third line treatment or to patients with no other treatment options. They concluded that 

the mortality was not because of the interaction between Ra-223 and Abiraterone, but probably 

caused by Ra-223 alone. They also raised concerns about Ra-223 promoting lymph node and 

visceral metastases.29, 30 The number of patients in ALSYMPCA and ERA-223 with lymph node 

metastases have not been made public and therefore a post-hoc analysis of this subgroup could 

not be performed. Our results do not support the advice given by the PRAC and EMA, since 

prior treatment with Cabazitaxel was associated with a shorter PFS (chapter 5), while no such 
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associations were found for prior treatment with Abiraterone or Enzalutamide. The association 

with chemotherapy and shorter survival has also been reported in several retrospective studies. 
22, 23 Alva et al, report that patients in their cohort had a shorter survival when they had prior 

chemotherapy, but prior treatment with Abiraterone or Enzalutamide had no negative effect on 

OS.22 More research is needed to confirm these findings. When confirmed, they would contradict 

the advice of the EMA to give RA-223 to patients as a third-line treatment or later, as Doc will be 

a first- or second line treatment for most patients.  

FUTURE PERSPECTIVES

In recent years many advances have been made in the treatment of metastasized prostate 

cancer. These advances include new drugs, like treatment with immunotherapy and Poly ADP-

ribose polymerase (PARP) inhibitors. Also new combinations of frequently used drugs are being 

evaluated. Currently, there are several ongoing studies evaluating the efficacy of newer androgen-

signalling-targeted inhibitors and targeted therapies. Here we will discuss recent advances in 

combination of systemic therapies, immunotherapy and PARP-inhibitors in men with mCRPC. 

Combination studies

The efficacy of suppressing serum testosterone in men with advanced prostate cancer was first 

reported in 1941.31 Until 2015, treatment of patients with metastasized prostate cancer consisted 

of ADT until the prostate cancer became castration resistant, after which patients were treated 

with Docetaxel. In 2015, the CHAARTED trial reported a significant improvement of overall survival 

by combining Docetaxel with ADT in men with metastatic prostate cancer.32 These results were 

confirmed in the STAMPEDE trial in 2016.33 These spectacular results made many physicians 

and researchers curious to the efficacy of other combinations with ADT. Several trials have been 

published evaluating the efficacy of Enzalutamide plus ADT and also Abiraterone plus ADT in 

metastatic hormone sensitive prostate cancer. These trials show similar results, however to date 

no prospective study has made a direct comparison of ADT plus Docetaxel, Abiraterone or 

Enzalutamide. 34–36

In the metastatic castration-resistant setting, there have been several trials evaluating combination 

of systemic agents. 

A recently published phase 2 trial evaluating tolerability of the combination of Abiraterone 

and Enzalutamide reported manageable safety profiles. However, PSA-decline rates were 

similar to those reported in COU-AA-302 (Abiraterone/prednisone monotherapy) and PREVAIL 

(Enzalutamide monotherapy, but time to progression was shorter in the phase-2 trial.37 The 

efficacy of this combination is being evaluated in a phase III trial (NCT01949337).  
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Preliminary results of two phase 2 trials evaluating the combination of Docetaxel and Enzalutamide 

and Cabazitaxel and Enzalutamide show promising results. The definitive results of both trials 

have not been published yet. 38, 39 

A trial similar to ERA-223 is being performed with Enzalutamide instead of Abiraterone. An 

interim analysis reported there to be no increased fracture and mortality rate in patients treated 

with the combination.40 A major difference between ERA-223 and this trial is that patients in this 

trial were required to use bone health agents, like Denosumab and bisphosphonates.  A clinical 

trial evaluating the combination of Ra-223 and Docetaxel is also being performed, results are 

also pending. 

Immunotherapy

Treatment with Sipuleucel-T, an autologous dendritic cell vaccine,  did result in longer OS when 

compared to placebo, but had no significant effect on PFS.41 Sipuleucel-T has not been available 

in Europe since 2015, but is still available in the United States of America. 

In several other malignancies, treatment with immunotherapy has yielded significant responses.42 

These treatments were also evaluated in patients with prostate cancer. However, most of the 

results were disappointing. In 2014, results of treatment with Ipilimumab, a monoclonal antibody 

that blocks cytotoxic T-lymphocyte antigen 4 (CTLA4), in patients with mCRPC progressing after 

Docetaxel was published (Ipi 043 trial). The authors reported an increased PFS, but failed to 

show a significant OS benefit.43 Another trial evaluating efficacy of Ipilimumab in Docetaxel naïve-

mCRPC patients also failed to show a significant OS benefit (Ipi 095 trial).44 A recently published 

long-term survival update of the Ipi 045 trial did report a significant survival benefit after 2 years 

follow-up, however only a select group of patients seemed to benefit from Ipilimumab. Definitive 

biomarkers to select these patients have not yet been identified.45  

Keynote-199 was a phase-2 trial evaluating Pembrolizumab, a checkpoint inhibitor which 

targets  programmed cell death protein 1 (PD-1), in mCRPC patients. Preliminary results were 

disappointing, with only a small fraction of the patients having a response ( 5% of the patients 

had a complete or partial response). 46, 47 The Check-mate 650-trial is a phase-2 trial evaluating 

nivolumab , a programmed cell death ligand (PDL-1) inhibitor, and ipilimumab, results are yet to 

be published. However, preliminary data of this study suggested that Docetaxel naïve patients 

have a better response than Docetaxel pre-treated patients (25% and 10% of the patients had a 

complete or partial response, respectively). These results are underwhelming when compared to 

results from other malignancies with the same treatment regiment, while grade 3-4 toxicity was 

common.46, 48 The reason why prostate cancers responds poorly to immunotherapy is not fully 

understood. In other cancer types, microsatellite instability-high (MSI-H) and deficient mismatch 

repair pathway (dMMR) have proven to be biomarkers predicting response to immune checkpoint 
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blockade, like Pembrolizumab and Nivolumab.49 The prevalence of MSI-H and dMMR is low in 

prostate cancer, this could explain the disappointing results of immune checkpoint inhibitors in 

patients with mCRPC. 

PARP inhibitors

In prostate cancer, the relevance of genes involved in DNA damage repair (DDR) pathways, 

notably BRCA1/2, ATM and CDK12 genes, have only recently been recognized. These mutations 

are present in 10% of the primary tumours and 25% of metastases, with BRCA2 being the most 

common.50 In other tumours with DDR defects, Poly ADP-ribose polymerase (PARP) inhibitors 

and platinum-based chemotherapy have proven to be effective. There is anecdotal evidence that 

mCRPC patients with BRCA2 germline mutations respond well to platinum based chemotherapy.50 

To date  several phase 1 and phase 2 studies have been published of Olaparib and Veliparib, 

both PARP-inhibitors. Results of a phase 2 trial evaluating the PSA-response in mCRPC patients 

treated with the  combination of Veliparib and Abiraterone/prednisone, compared to Abiraterone/

prednisone monotherapy were published. This trial failed to show superiority of the combination 

when compared to Abiraterone monotherapy in the entire population. 51, 52 

There are a few phase 2 and one phase 3 trials evaluating efficacy of Olaparib. The TOPARP-A 

study, a phase 2 trial evaluating Opalarib monotherapy in heavily pretreated mCRPC patients, 

whom had not undergone genetic testing. The authors reported a 33% response rate in the entire 

population. Subgroup analysis revealed high response rates (88%) in patients with DDR. The 

TOPARP-B study, evaluated two different dosages of Olaparib monotherapy in mCRPC patients 

with pathogenic DDR alterations. They reported response rates of  54% and 39% in the high and 

low dose groups, respectively. Subgroup analyses revealed response rates of 83% for patients 

with BRCA1/2 mutations. 51, 53, 54

The PROfound trial, a phase 3 trial evaluating Olaparib in mCRPC patients with a wide array 

of mutations in genes involved in homologous recombination DNA repair, pretreated with an 

androgen-signalling-targeted inhibitor and comparing it with androgen-signalling-targeted 

inhibitor after prior treatment with an androgen-signalling-targeted inhibitor. Response rates of 

22% and 4% were reported in the Olaparib and control group, respectively. Patients treated with 

Olaparib also had longer overall survival rates (17.3 and 14.0 months, respectively).  Toxicity 

was more prevalent in the Olaparib group when compared to the control group. Twenty-three 

percent of the patients in the Olaparib group required dose reductions, 20% discontinued due 

to an adverse event and in 4% of the patients treatment was interrupted because of an adverse 

event.55, 56 With that, approval of Olaparib as the first targeted therapy for the treatment of mCRPC 

patients is expected in the near future.
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CONCLUSION

Unlike a decade ago, when there was just one life prolonging treatment for mCRPC, we now 

have an arsenal of treatment options available. Before writing this thesis, there was much 

uncertainty with regards to sequencing of treatment options for mCRPC patients. Throughout 

this thesis some of these uncertainties have been addressed, while many still remain. New 

sequencing studies, new indications and new agents have provided us with new questions on 

the optimal treatment sequences. I believe that there is no “one size fits all” drug sequence and 

that the future lies in personalized cancer treatment, where the optimal treatment sequence will 

dependent on patient, disease and genetic characteristics.  

// De magenta omlijning geeft de netto maat aan en zal niet zichtbaar zijn in het eindproduct //
// Let op: Dit proef bestand is niet geschikt om correcties in te maken //



558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising
Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021 PDF page: 139PDF page: 139PDF page: 139PDF page: 139

SUMMARIZING DISCUSSION AND FUTURE PERSPECTIVES

139

7

1.	 Khalaf DJ, Annala M, Taavitsainen S et 

al. Optimal sequencing of enzalutamide 

and abiraterone acetate plus prednisone 

in metastatic castration-resistant prostate 

cancer: a multicentre, randomised, open-label, 

phase 2, crossover trial. Lancet Oncol. 2019; 

20(12):1730–1739.

2.	 Bahl A, Masson S, Birtle A et al. Second-line 

treatment options in metastatic castration-

resistant prostate cancer: A comparison of key 

trials with recently approved agents. Cancer 

Treat. Rev. 2014; 40(1):170–177.

3.	 Badrising SK, Louhanepessy RD, vd Noort 

V et al. A prospective observational registry 

evaluating clinical outcomes of Radium-223 

treatment in a nonstudy population. Int. J. 

Cancer 2019:ijc.32851.

4.	 Badrising S, Van Der Noort V, Van Oort IM et al. 

Clinical activity and tolerability of enzalutamide 

(MDV3100) in patients with metastatic, 

castration-resistant prostate cancer who 

progress after docetaxel and abiraterone 

treatment. Cancer 2014; 120(7):968–975.

5.	 de Wit R, de Bono J, Sternberg CN et 

al. Cabazitaxel versus Abiraterone or 

Enzalutamide in Metastatic Prostate Cancer. N. 

Engl. J. Med. 2019; 381(26):2506–2518.

6.	 Caffo O, De Giorgi U, Fratino L et al. Clinical 

Outcomes of Castration-resistant Prostate 

Cancer Treatments Administered as Third 

or Fourth Line Following Failure of Docetaxel 

and Other Second-line Treatment: Results of 

an Italian Multicentre Study. Eur. Urol. 2014; 

68(1):147–53.

7.	 Badrising SK, van der Noort V, Van Den 

Eertwegh AJMM et al. Prognostic parameters 

for response to enzalutamide after docetaxel 

and abiraterone treatment in metastatic 

castration-resistant prostate cancer patients; 

a possible time relation. Prostate 2016; 

76(1):32–40.

8.	 Loriot Y, Bianchini D, Ileana E et al. Antitumour 

activity of abiraterone acetate against 

metastatic castration-resistant prostate cancer 

progressing after docetaxel and enzalutamide 

(MDV3100). Ann. Oncol. 2013; 24(7):1807–12.

9.	 Noonan KL, North S, Bitting RL et al. Clinical 

activity of abiraterone acetate in patients with 

metastatic castration-resistant prostate cancer 

progressing after enzalutamide. Ann. Oncol. 

2013; 24(7):1802–7.

10.	 Buttigliero C, Tucci M, Bertaglia V et 

al. Understanding and overcoming the 

mechanisms of primary and acquired 

resistance to abiraterone and enzalutamide 

in castration resistant prostate cancer. Cancer 

Treat. Rev. 2015; 41(10):884–892.

11.	 AR-V7 and Resistance to Enzalutamide and 

Abiraterone in Prostate Cancer — NEJM. [http://

www.ncbi.nlm.nih.gov/pubmed/25184630].

12.	 Li H, Wang Z, Tang K et al. Prognostic Value 

of Androgen Receptor Splice Variant 7 in the 

Treatment of Castration-resistant Prostate 

Cancer with Next generation Androgen 

Receptor Signal Inhibition: A Systematic 

Review and Meta-analysis. Eur. Urol. Focus 

2018; 4(4):529–539.

13.	 Bryce AH, Antonarakis ES. Androgen receptor 

splice variant 7 in castration-resistant prostate 

cancer: Clinical considerations. Int. J. Urol. 

2016; 23(8):646–653.

14.	 Scher HI, Fizazi K, Saad F et al. Increased 

survival with enzalutamide in prostate cancer 

REFERENCES

// De magenta omlijning geeft de netto maat aan en zal niet zichtbaar zijn in het eindproduct //
// Let op: Dit proef bestand is niet geschikt om correcties in te maken //



558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising
Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021 PDF page: 140PDF page: 140PDF page: 140PDF page: 140

CHAPTER 7

140

after chemotherapy. N. Engl. J. Med. 2012; 

367(13):1187–1197.

15.	 Schmid SC, Geith A, Böker A et al. Enzalutamide 

After Docetaxel and Abiraterone Therapy 

in Metastatic Castration-Resistant Prostate 

Cancer. Adv Ther 2014; 31(2):234–241.

16.	 Bianchini D, Lorente D, Rodriguez-Vida A 

et al. Antitumour activity of enzalutamide 

({MDV}3100) in patients with metastatic 

castration-resistant prostate cancer ({CRPC}) 

pre-treated with docetaxel and abiraterone. 

Eur. J. Cancer 2014; 50(1):78–84.

17.	 Badrising SK, Van Der Noort V, Hamberg P 

et al. Enzalutamide as a fourth- or fifth-line 

treatment option for metastatic castration-

resistant prostate cancer. Oncology 2016; 

91(5):267–273.

18.	 Parker C, Nilsson S, Heinrich D et al. Alpha 

Emitter Radium-223 and Survival in Metastatic 

Prostate Cancer. N. Engl. J. Med. 2013; 

369(3):213–223.

19.	 de Bono JS, Logothetis CJ, Molina A et 

al. Abiraterone and increased survival in 

metastatic prostate cancer. N. Engl. J. Med. 

2011; 364(21):1995–2005.

20.	 Pezaro CJ, Omlin AG, Altavilla A et al. Activity 

of Cabazitaxel in Castration-resistant Prostate 

Cancer Progressing After Docetaxel and Next-

generation Endocrine Agents. Eur. Urol. 2013. 

doi:10.1016/j.eururo.2013.11.044.

21.	 JS  de B, S O, M O et al. Prednisone plus 

cabazitaxel or mitoxantrone for metastatic 

castration-resistant prostate cancer 

progressing after docetaxel treatment: a 

randomised open-label trial. Lancet 2010; 

376(9747):1147–1154.

22.	 Alva A, Nordquist L, Daignault S et al. Clinical 

Correlates of Benefit From Radium-223 

Therapy in Metastatic Castration Resistant 

Prostate Cancer; Clinical Correlates of Benefit 

From Radium-223 Therapy in Metastatic 

Castration Resistant Prostate Cancer. . 

doi:10.1002/pros.23286.

23.	 Wong WW, Anderson EM, Mohammadi H et 

al. Factors Associated With Survival Following 

Radium-223 Treatment for Metastatic 

Castration-resistant Prostate Cancer. Clin. 

Genitourin. Cancer 2017; 15(6):e969–e975.

24.	 Jong JM van D, Oprea-Lager DE, Hooft L et 

al. Radiopharmaceuticals for Palliation of 

Bone Pain in Patients with Castration-resistant 

Prostate Cancer Metastatic to Bone: A 

Systematic Review. Eur. Urol. 2016; 70(3):416–

426.

25.	 Chow E, Hoskin P, Mitera G et al. Update of 

the International Consensus on Palliative 

Radiotherapy Endpoints for Future Clinical 

Trials in Bone Metastases. Int. J. Radiat. Oncol. 

2012; 82(5):1730–1737.

26.	 Nilsson S, Sartor AO, Bruland OS et al. Pain 

analysis from the phase III randomized 

ALSYMPCA study with radium-223 dichloride 

(Ra-223) in patients with castration-resistant 

prostate cancer (CRPC) with bone metastases. 

J. Clin. Oncol. 2013; 31(6_suppl):19–19.

27.	 van der Doelen MJ, Mehra N, Hermsen 

R et al. Patient Selection for Radium-223 

Therapy in Patients With Bone Metastatic 

Castration-Resistant Prostate Cancer: New 

Recommendations and Future Perspectives. 

Clin. Genitourin. Cancer 2018. doi:10.1016/j.

clgc.2018.11.008.

28.	 Smith M, Parker C, Saad F et al. Addition 

of radium-223 to abiraterone acetate and 

prednisone or prednisolone in patients with 

castration-resistant prostate cancer and bone 

metastases (ERA 223): a randomised, double-

// De magenta omlijning geeft de netto maat aan en zal niet zichtbaar zijn in het eindproduct //
// Let op: Dit proef bestand is niet geschikt om correcties in te maken //



558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising
Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021 PDF page: 141PDF page: 141PDF page: 141PDF page: 141

SUMMARIZING DISCUSSION AND FUTURE PERSPECTIVES

141

7

blind, placebo-controlled, phase 3 trial. Lancet 

Oncol. 2019; 20(3):408–419.

29.	 On Behalf Of EMA: Reply to Joe O’Sullivan, 

Daniel Heinrich, Nicholas D. James, et al.’s 

Letter to the Editor re: The Case Against the 

European Medicines Agency’s Change to 

the Label for Radium-223 for the Treatment 

of Metastatic Castration-resistant Prostate 

Cancer. Eur Ur. Eur. Urol. 2019; 75(3):e53.

30.	 European Medicines Agency. Xofigo Article 20 

PhV - Public Health Communication, 2018.

31.	 Perlmutter MA, Lepor H. Androgen deprivation 

therapy in the treatment of advanced prostate 

cancer. Rev. Urol. 2007; 9 Suppl 1(Suppl 1):S3-

8.

32.	 Sweeney CJ, Chen Y-H, Carducci M et al. 

Chemohormonal Therapy in Metastatic 

Hormone-Sensitive Prostate Cancer. N. Engl. 

J. Med. 2015; 373(8):737–746.

33.	 Clarke NW, Ali A, Ingleby FC et al. Addition 

of docetaxel to hormonal therapy in low- And 

high-burden metastatic hormone sensitive 

prostate cancer: Long-term survival results 

from the STAMPEDE trial. Ann. Oncol. 2019; 

30(12):1992–2003.

34.	 Parker C, Castro E, Fizazi K et al. Prostate 

cancer: ESMO Clinical Practice Guidelines 

for diagnosis, treatment and follow-up†. Ann. 

Oncol. 2020; 31(9):1119–1134.

35.	 Fizazi K, Tran N, Fein L et al. Abiraterone plus 

Prednisone in Metastatic, Castration-Sensitive 

Prostate Cancer. N. Engl. J. Med. 2017; 

377(4):352–360.

36.	 Armstrong AJ, Szmulewitz RZ, Petrylak DP 

et al. ARCHES: A Randomized, Phase III 

Study of Androgen Deprivation Therapy 

With Enzalutamide or Placebo in Men With 

Metastatic Hormone-Sensitive Prostate Cancer. 

J. Clin. Oncol. 2019; 37(32):2974–2986.

37.	 Efstathiou E, Titus M, Wen S et al. Enzalutamide 

in Combination with Abiraterone Acetate in 

Bone Metastatic Castration-resistant Prostate 

Cancer Patients. Eur. Urol. Oncol. 2020; 

3(1):119–127.

38.	 Caffo O, Palesandro E, Nole F et al. Updated 

survival analyses of a multicentric phase 

II randomized trial of docetaxel (D) plus 

enzalutamide (E) versus docetaxel (D) as 

first-line chemotherapy for patients (pts) with 

metastatic castration-resistant prostate cancer 

(mCRPC) (CHEIRON study). Ann. Oncol. 2019; 

30:v333.

39.	 Graff JN, Cheng HH, Vuky J et al. Phase II study 

of cabazitaxel (CAB) plus enzalutamide (ENZ) 

in metastatic castration-resistant prostate 

cancer (mCRPC). J. Clin. Oncol. 2020; 38(6_

suppl):86–86.

40.	 Tombal BF, Loriot Y, Saad F et al. Decreased 

fracture rate by mandating bone-protecting 

agents in the EORTC 1333/PEACE III trial 

comparing enzalutamide and Ra223 versus 

enzalutamide alone: An interim safety 

analysis. ASCO - J. Clin. Oncol., 2019; 37(15_

suppl):5007–5007.

41.	 Gravis G. Systemic treatment for metastatic 

prostate cancer. Asian J. Urol. 2019; 6(2):162.

42.	 Esfahani K, Roudaia L, Buhlaiga N et al. A 

review of cancer immunotherapy: from the 

past, to the present, to the future. Curr. Oncol. 

2020; 27(Suppl 2):S87.

43.	 Kwon ED, Drake CG, Scher HI et al. Ipilimumab 

versus placebo after radiotherapy in patients 

with metastatic castration-resistant prostate 

cancer that had progressed after docetaxel 

chemotherapy (CA184-043): a multicentre, 

randomised, double-blind, phase 3 trial. 

Lancet. Oncol. 2014; 15(7):700–12.

// De magenta omlijning geeft de netto maat aan en zal niet zichtbaar zijn in het eindproduct //
// Let op: Dit proef bestand is niet geschikt om correcties in te maken //



558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising
Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021 PDF page: 142PDF page: 142PDF page: 142PDF page: 142

CHAPTER 7

142

44.	 Beer TM, Kwon ED, Drake CG et al. 

Randomized, double-blind, phase III trial of 

ipilimumab versus placebo in asymptomatic 

or minimally symptomatic patients with 

metastatic chemotherapy-naive castration-

resistant prostate cancer. J. Clin. Oncol. 2017; 

35(1):40–47.

45.	 Fizazi K, Drake CG, Beer TM et al. Final 

Analysis of the Ipilimumab Versus Placebo 

Following Radiotherapy Phase III Trial in 

Postdocetaxel Metastatic Castration-resistant 

Prostate Cancer Identifies an Excess of Long-

term Survivors. Eur. Urol. 2020. doi:10.1016/j.

eururo.2020.07.032.

46.	 Leyten GHJM, van Oort IM, Bergman AM. 

Op metastasen gerichte behandeling van 

prostaatcarcinoom. Tijdschr. voor Urol. 2019; 

9(6–7):108–116.

47.	 Antonarakis ES, Piulats JM, Gross-Goupil M 

et al. Pembrolizumab for treatment-refractory 

metastatic castration-resistant prostate cancer: 

Multicohort, open-label phase II KEYNOTE-199 

study. J. Clin. Oncol., American Society of 

Clinical Oncology, 2020; 38(5):395–405.

48.	 Xu H, Tan P, Ai J et al. Antitumor Activity and 

Treatment-Related Toxicity Associated With 

Nivolumab Plus Ipilimumab in Advanced 

Malignancies: A Systematic Review and Meta-

Analysis. Front. Pharmacol. 2019; 10:1300.

49.	 Marabelle A, Le DT, Ascierto PA et al. Efficacy of 

Pembrolizumab in Patients With Noncolorectal 

High Microsatellite Instability/Mismatch 

Repair–Deficient Cancer: Results From the 

Phase II KEYNOTE-158 Study. J. Clin. Oncol. 

2020; 38(1):1–10.

50.	 Nombela P, Lozano R, Aytes A et al. BRCA2 

and Other DDR Genes in Prostate Cancer. 

Cancers (Basel). 2019. doi:10.3390/

CANCERS11030352.

51.	 Ratta R, Guida A, Scotté F et al. PARP inhibitors 

as a new therapeutic option in metastatic 

prostate cancer: a systematic review. Prostate 

Cancer Prostatic Dis. 2020. doi:10.1038/

s41391-020-0233-3.

52.	 Hussain M, Daignault-Newton S, Twardowski 

PW et al. Targeting Androgen Receptor and 

DNA Repair in Metastatic Castration-Resistant 

Prostate Cancer: Results From NCI 9012. J. 

Clin. Oncol. 2018; 36(10):991.

53.	 Mateo J, Carreira S, Sandhu S et al. DNA-

Repair Defects and Olaparib in Metastatic 

Prostate Cancer. N. Engl. J. Med. 2015; 

373(18):1697–1708.

54.	 Mateo J, Porta N, Bianchini D et al. Olaparib 

in patients with metastatic castration-resistant 

prostate cancer with DNA repair gene 

aberrations (TOPARP-B): a multicentre, open-

label, randomised, phase 2 trial. Lancet. Oncol. 

2020; 21(1):162.

55.	 de Bono J, Mateo J, Fizazi K et al. Olaparib 

for Metastatic Castration-Resistant Prostate 

Cancer. N. Engl. J. Med. 2020:NEJMoa1911440.

56.	 Hussain M, Mateo J, Fizazi K et al. Survival with 

Olaparib in Metastatic Castration-Resistant 

Prostate Cancer. N. Engl. J. Med. 2020. 

doi:10.1056/nejmoa2022485.

// De magenta omlijning geeft de netto maat aan en zal niet zichtbaar zijn in het eindproduct //
// Let op: Dit proef bestand is niet geschikt om correcties in te maken //



558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising
Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021 PDF page: 143PDF page: 143PDF page: 143PDF page: 143

SUMMARIZING DISCUSSION AND FUTURE PERSPECTIVES

143

7

// De magenta omlijning geeft de netto maat aan en zal niet zichtbaar zijn in het eindproduct //
// Let op: Dit proef bestand is niet geschikt om correcties in te maken //



558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising558579-L-sub01-bw-Badrising
Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021Processed on: 16-4-2021 PDF page: 144PDF page: 144PDF page: 144PDF page: 144

// De magenta omlijning geeft de netto maat aan en zal niet zichtbaar zijn in het eindproduct //
// Let op: Dit proef bestand is niet geschikt om correcties in te maken //


