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Summary
Australian and New Zealand radiation oncologists with an interest in urooncology were invited to undertake a pattern of practice survey dealing with
issues encountered in the management of high-risk prostate cancer in the
post-prostatectomy setting. Responses from practitioners revealed a lack of
consensus regarding the optimal timing of radiation therapy, the use of whole
pelvic radiation therapy and the use of androgen deprivation therapy. A
review of the literature outlining the current body of knowledge and the
clinical studies that will inform future practice is presented.
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Introduction
In November 2012, the Royal Australian and New
Zealand College of Radiologists (RANZCR) Faculty of
Radiation Oncology Genito-Urinary Group (FROGG) conducted a workshop addressing controversies encountered in the management of high-risk prostate cancer
(HPC). In the post-operative setting, it was agreed that
any of pathological stage ≥T3, Gleason score 8–10,
margin positivity, nodal involvement or detectable prostate speciﬁc antigen (PSA) post-surgery conferred a high
risk of relapse. Areas of current debate in the management of men with HPC treated with radical prostatectomy (RP), which were discussed at the workshop, were:
1 the role of radiation therapy (RT) as an adjuvant or
early salvage treatment;
2 the optimal radiation dose and technique;
3 the utility of whole pelvic radiation therapy (WPRT);
and
4 the use of androgen deprivation therapy (ADT) in the
immediate post-RP period with or without RT.
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Prior to this workshop, a pattern of practice survey
was undertaken by Australian and New Zealand (ANZ)
radiation oncologists (ROs) who have an interest in urooncology. The survey results and literature pertinent to
HPC in the post-RP setting are presented here.

Methods
The survey consisted of two clinical scenarios and
associated questions designed to elicit the opinions and
practice of ROs. Responses were collected using a commercially available survey engine (Survey Monkey®, Palo
Alto, CA, USA). Descriptive statistics are presented.
In the absence of a centralised register detailing
the subspecialty interests of all ANZ ROs, the authors
adopted a pragmatic approach of asking all registrants of
the FROGG workshop who were fellows of the RANZCR to
complete the survey. In an effort to obtain a broad range
of responses, the survey was also sent to all ROs who
were members of the genito-urinary interest group
(FROGG). Forty-six ROs responded to the survey, representing 73% of potential respondents.
© 2013 The Royal Australian and New Zealand College of Radiologists.
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The literature reviewed expands on the data presented
at the workshop with additional literature identiﬁed
through PubMed and MEDLINE searches and through
guidance provided by the workshop’s expert guest
speaker (Professor Pollack).

Results
Clinical scenario 1
A healthy 54-year-old male with PSA 20 ng/mL, cT3a,
Gleason 4 + 4 = 8 adenocarcinoma undergoes radical
prostatectomy and node sampling. Histopathology demonstrates Gleason 4 + 4 extensively involving the gland
with a positive margin and bilateral seminal vesicle
involvement. Nodes negative. Eight weeks post surgery,
the PSA is 0.4 ng/mL.
Ninety-four per cent of respondents’ recommended
immediate salvage radiotherapy (SRT) with 35% adding
immediate ADT to the RT. Fifty-six per cent(26/46) recommended SRT to the prostate bed alone salvage prostate bed radiotherapy (SPBRT), 22% recommended
SPBRT with ADT, 13% recommended SRT to the prostate
bed and pelvic nodes salvage whole pelvic radiotherapy
(SWPRT) with ADT and 2% offered SWPRT with no ADT.
Six per cent would observe and offer ADT upon evidence
of biochemical/clinical progression.

Clinical scenario 2
The patient described above is found to have prostate
cancer involving of 1 of 5 nodes on the right.
In response to this scenario, 76% recommended
immediate RT and 61% incorporated immediate ADT as
part of their management. Forty-eight per cent (22/46)
recommended SWPRT and ADT, 22% recommended
SWPRT without ADT and 6% recommended SPBRT with
ADT. A total of 17% would observe and introduce
ADT upon evidence of biochemical/clinical progression,
whereas 7% would commence ADT as the sole therapy
immediately.
Of those who elected to give ADT in combination with
SRT, 32% (12/38) would prescribe 24 months of therapy,
16% 18 months, 21% 12 months and 18% 6 months.
Of those respondents who elected to give RT, 33%
(15/46) would commence treatment less than 6–8
weeks post surgery, 33% more than 8–12 weeks post
surgery, 15% more than 12–16 weeks post surgery and
20% more than 16 weeks post surgery. The range of
dose-fractionation regimens prescribed when using
either SPBRT or SWPRT is presented in Figures 1 and 2.
If full continence had not been regained at 4 months
post surgery, 44% (20/46) of respondents would commence ADT and delay the commencement of SRT until
the patient’s continence was no longer improving
(the patient may still be requiring pads), 24% would
commence SRT irrespective of the patient’s continence,
© 2013 The Royal Australian and New Zealand College of Radiologists

Fig. 1. Range of dose fractionation regimens prescribed – prostate bed.

22% would delay the commencement of SRT until the
patient’s continence was no longer improving (the
patient may still be requiring pads), 9% would commence ADT and delay the commencement of SRT until
the patient was fully continent and 2% would delay
the commencement of SRT until the patient was fully
continent.
The responses to the question as to what factors
inﬂuenced the decision to use ADT in the post-RP setting
were in order of frequency cited: positive lymph nodes,
high Gleason grade, a detectable PSA post-RP, positive
margins, a nomogram predicted biochemical relapse free
survival (bRFS) <50%, macroscopic local recurrence,
waiting for continence to improve and a rising PSA
pre-RT.
When asked what modality/modalities (multiple
answers were allowed) were used for image guidance
when delivering SPBRT or SWPRT in the post-RP setting,
57% stipulated cone beam CT, 41% use kV planar
imaging, 20% MV imaging and 20% use ﬁducial markers
(either implanted or surgical clips). The match point is
most frequently the bony pelvis (70%), followed by soft
tissue (41%) and ﬁducial markers (including surgical
clips) (22%).

Discussion and literature review
The role of RP in the management of patients with HPC
is controversial. The European Association of Urology
(EAU) guidelines state that RP is a reasonable treatment option in selected patients with HPC after informed
discussion including the possibility of the need for
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The authors acknowledge that responses to the survey were not received from all ANZ ROs involved in
the management of prostate cancer. However, in the
absence of a comprehensive register of the subspecialty
interests of all practising ANZ ROs, it was felt that targeting members of the subspecialty interest group
FROGG and those practitioners attending the workshop
was a pragmatic method of obtaining information. The
response rate, particularly from clinicians practicing in
Australia, suggests that the ﬁndings are likely to be
representative of practise nationwide. The authors also
acknowledge that a complete systematic review of the
literature was not conducted. However, our aim was to
place the survey ﬁndings in a wider context, emphasising
Australasian data where possible.

Role of radiation
Adjuvant radiation therapy (ART)

Fig. 2. Range of dose fractionation regimens prescribed – pelvic nodes (post
prostatectomy).

multimodality treatment.1 Anecdotally, it would appear
that more Australian patients with HPC are proceeding to
radical surgery. As treatment failure in these men can
be as high as 70%,2–5 there is increasing interest and
debate surrounding the role and optimal timing of adjuvant and salvage therapies. The literature surrounding
these areas of debate is presented here with reference to
the ﬁndings from the patterns of practice survey.

Histopathological review of HPC specimens removed at
RP may demonstrate adverse pathological features such
as extraprostatic extension (pT3a disease), seminal
vesicle invasion (SVI) (pT3b disease) and/or positive
surgical margins. Three RCTs conducted in patients
with these features found that ART is associated with
a statistically signiﬁcant improvement in biochemical
progression-free survival (bPFS)6–8 loco-regional failure7
hormonal therapy-free survival and clinical progression –
free survival6 compared with observation alone. The
impact of ART on overall survival (OS) is less clear. While
SWOG 87946 demonstrated a statistically signiﬁcant
overall and metastases-free survival beneﬁt for ART
compared with observation, the EORTC 22911 study7 did
not demonstrate a survival beneﬁt. An explanation for
this discrepancy is yet to be found. Full details of these
studies are presented in Table 1. The interpretation of
these studies’ results is made difﬁcult because, at the
time of study initiation, ultrasensitive PSA assays were
not widely available, and in both the SWOG and EORTC
studies approximately one-third of enrolled patients had
detectable PSA levels.9
Based on these studies’ ﬁndings, the recently published American Urological Association (AUA) and American Society of Therapeutic Radiation and Oncology

Table 1. Randomised controlled trials of adjuvant RT versus observation in men with high-risk features (pT3 or margin positivity) post RP
Trial

SWOG 87946
EORTC 229117
ARO 96028

n

PSA at
study entry

425
1005
385

35% PSA ≥ 0.2
30% PSA > 0.2
All pts <0.1

Med FU
(years)
10.6
10.6
4.5

RT dose

PSA fail def

bRFS ART versus Obs
(10 years)

MFS (10 years)

OS (ART vs. Obs)
(10 years)

60–64 Gy
60 Gy
60 Gy

>0.4
>0.2
2 rises in PSA

65% vs. 36% (P < 0.05)
61% vs. 41% (P < 0.05)
72% vs. 54%(†) (P < 0.05)
56% vs. 35%(‡) (P < 0.05)

71% vs. 61% (P < 0.05)
90% vs. 89% (P > 0.05)
Not powered to detect
difference

74% vs. 66% (P < 0.05)
77% vs. 81% (P > 0.05)
Not powered to detect
difference

†5-year bRFS. ‡10-year bRFS.49 bRFS, biochemical relapse free survival; FU, follow-up; MFS, metastasis free survival; OS, overall survival; PSA fail def,
PSA failure deﬁnition.
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Table 2. Randomised controlled trials comparing adjuvant versus salvage RT (±ADT) currently recruiting
Trial

n

Eligibility criteria

Treatment arms

TROG RAVES 0803

470

pT3 + Margin
PSA ≤ 0.10
pT3–4 + Margin PSA ≤ 0.2
GS7–10
Pre-op PSA ≥ 10

ART vs. SRT (when PSA ≥ 0.20)

64 Gy/32f

No ADT

Biochemical failure

ART vs. SRT (when either two
consecutive PSA rises +
PSA > 0.1 or 3 consecutive
PSA rises)
ART + ADT vs. SRT + ADT (when
PSA >0.2 and <2.0)

66 Gy/33f or
52.5 Gy/20f
PBRT or WPRT

No ADT vs. 6 m ADTv
2 years ADT
LHRH or bicalutamide
150 mg†
6 m LHRH

PCSS‡

RADICALS

2600

GETUG-17

718

pT3–4 + Margin
pN0/Nx
PSA ≤ 0.1
GS < 8

RT dose

66 Gy PBRT

ADT

Primary end point

5-year event-free
survival§

†Two separate randomisations: (i) radiotherapy timing randomisation (adjuvant vs. salvage); and (ii) hormone duration randomisation (RT and no ADT or
RT + STADT or RT + LTADT but patients can be randomised between no ADT and STADT or STADT and LTADT). Patients are encouraged to join both
randomisations but not required to do so. ‡Prostate cancer speciﬁc survival. §(clinical progression, biochemical progression, death). GS, Gleason score;
PSA, prostate-speciﬁc antigen.

(ASTRO) guideline on the use of RT in the post-RP
setting states that ‘physicians should offer ART to
patients with adverse pathologic ﬁndings at prostatectomy including SVI, positive surgical margins or
extraprostatic extension because of demonstrated
reductions in biochemical recurrence, local recurrence
and clinical progression’.10

SRT
In the setting of a patient with HPC having a persistently
elevated or rising PSA post-RP, without evidence of
metastases, retrospective reviews have shown SRT to be
associated with a complete response rate (a drop in PSA
to undetectable levels) of 70–80% with 30–40% of men
maintaining an undetectable PSA at 5–10 years.11 One
single institution retrospective analysis found SRT to be
associated with a survival beneﬁt. In an analysis of 635
men who experienced biochemical and/or local failure
SRT delivered to the prostate bed was associated with a
threefold increase in prostate cancer-speciﬁc survival
compared with those who received no SRT. The men for
whom SRT was most beneﬁcial were those with a PSA
doubling time of <6 months and those in whom SRT was
initiated when PSA was ≤2 ng/mL.12
Selecting the patients most likely to beneﬁt from SRT
is challenging due to uncertainty as to whether a rising
PSA originates from an isolated local recurrence or disseminated metastases than cannot be detected by
imaging. Multivariate models have demonstrated the
most common predictors of biochemical progression post
SRT are a high pre-RT PSA, short PSA doubling time
(PSADT), Gleason score >7, SVI and negative margin
status.13,14
In the ﬁrst clinical scenario presented in the survey,
96% of respondents elected to treat with SRT despite the
patient having high-grade disease, bilateral seminal
vesicle involvement and a detectable PSA of 0.4, all of
which indicate a potential for the patient harbouring
© 2013 The Royal Australian and New Zealand College of Radiologists

micrometastatic disease. However, nomograms demonstrate that a substantial proportion of patients with poor
prognostic features such as poorly differentiated cancer
or short PSADT do beneﬁt from SRT.13 Thus a population
who is ‘too high risk’ to beneﬁt from SRT is not easily
deﬁned. The AUA/ASTRO guideline states that ‘physicians should offer SRT to patients with PSA or local
recurrence after RP in whom there is no evidence of
distant metastatic disease’.10 The guideline does not
deﬁne a population least likely to beneﬁt but notes that
SRT may have limited beneﬁt in patients with limited life
expectancy and a low or slowly increasing PSA.
The importance of intervening when the PSA is low is
reinforced by the statement that ‘patients should be
informed that the effectiveness of radiotherapy for PSA
recurrence is greatest when given at lower levels of PSA.
Therefore patients should be advised that if recurrence is
detected without evidence of distant metastases, then
RT should be administered at the earliest sign of PSA
recurrence and, ideally, before PSA rises to 1.0 ng/mL’.10
The FROGG consensus guidelines recommend SRT be
instituted at a PSA ≤0.6 ng/mL.15

Optimal timing of RT (adjuvant vs. salvage)
The use of ART in all men with high-risk pathological
features may result in overtreatment (and consequent
side effects from unnecessary treatment) of a proportion
of men who were never destined to develop failure in the
pelvis. Conversely, administering SRT only when recurrence has manifested may be less effective, particularly
in HPC patients. The three RCTS discussed above do not
answer the question of the optimal timing of post-RP RT
as patients enrolled in the observation arms received
a variety of treatments. The optimal timing of postprostatectomy RT (adjuvant vs. salvage) is an important
research question and is the subject of ongoing studies:
RAVES, RADICALS and GETUG-17.16–18 Details of these
studies are presented in Table 2.
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Radiation dose
In the deﬁnitive management of the intact prostate, dose
escalation has been shown to improve biochemical
control.19 However, the optimal radiation dose to use in
the post-prostatectomy setting has never been tested
prospectively. The adjuvant post-prostatectomy RCTs
utilised doses of 60–64 Gy. In the salvage setting, the
FROGG consensus guidelines recommend a dose of
60–66 Gy.15 Data from single institution series suggest
that dose escalation using doses between 66.6–70.2 Gy
can achieve higher rates of biochemical control.20–22
Two systematic reviews of the published SRT studies
have been performed.23,24 One found that a SRT dose in
the range of 60–70 Gy was on the steep part of the
sigmoidal dose–response curve, with each additional Gy
resulting in a 2% improvement in bRFS: 34% bRFS for 60
Gy, 54% with 70 Gy.23 However, this observed dose–
response was less robust on sensitivity analysis. The
second review reported a 2.5% improvement in bRFS per
Gy of SRT dose delivered.24 This was achieved at the cost
of increased toxicity, with a 1.2% increase in late genitourinary (GU) and gastrointestinal (GI) toxicity for each
incremental Gy delivered. It was estimated that dose
escalation from 60 to 70 Gy could result in an approximately 10% higher rate of signiﬁcant late toxicity.
As such, there is a need to test the question of dose
escalation prospectively, to determine whether the rates
of improved tumour control warrant the potential
increased risk of treatment related toxicity and the
subsequent impact on quality of life. Closely tied with
this question is the impact of modern treatment techniques on toxicity. Older studies utilised conventional or
three-dimensional conformal radiotherapy techniques.
Modern intensity-modulated and image-guided radiotherapy may allow dose escalation while keeping toxicity
constant.
With regard to the practice in Australia and New
Zealand, the survey demonstrates that higher SRT doses
are employed with the majority of respondents prescribing 66 Gy in conventional fractionation as per FROGG
guidelines.15

Management of pelvic disease
Elective WPRT
Whether to use PBRT only or to electively treat the pelvic
lymph nodes (WPRT) in the post-prostatectomy setting
is controversial. This decision is further complicated
by variations in surgical practice with some surgeons
performing extended pelvic lymph node dissections
(ePLNDs),as per EAU guidelines1 while others adopt less
aggressive approaches performing node sampling or
avoiding nodal dissections altogether.
The FROGG post-prostatectomy guideline recommends PBRT alone,15 and in our survey only 15% of
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respondents offered WPRT in the high-risk patient with
negative nodes after node sampling. However, in a
single institution retrospective review of patients at
high-risk of lymph node involvement (LNI) receiving
ART or SRT after RP performed without node dissection,
WPRT was found to be associated with a superior bPFS
compared with PBRT. This advantage was only
observed with concurrent ADT.25 The role of WPRT in
patients without evidence of lymph node metastases
following RP is one of the questions being addressed in
the RTOG 0534 trial, which is currently recruiting.26 In
this trial, patients with either pT3N0/Nx or pT2N0/Nx
disease with or without positive surgical margins, a PSA
level ≥0.1 and <2.0 ng/mL at least 6 weeks after prostatectomy and with a Gleason score of 9 or less are
randomised to PBRT with or without short-term androgen deprivation (STAD) or WPRT + PBRT and STAD with
an end point of freedom from progression. However,
this study does not mandate whether or what type of
lymph node dissection is performed. Thus, even if a
beneﬁt is seen in this study, the role of WPRT in
pathologic node negative patients will be controversial
due to increased rates of ePLNDs being performed in
contemporary patients.

Node positive patients
In response to the survey scenario of histologically
proven LNI, 76% of respondents recommended immediate RT, with 70% using WPRT. Traditionally, lymph node
metastases have been considered a harbinger of distant,
and hence incurable, metastatic disease with the standard of care in the post-operative setting being ADT
monotherapy, based on one small randomised trial.27
However, there is accumulating evidence that durable
biochemical and clinical control can be achieved in wellselected node positive patients with aggressive locoregional management.27–32
A retrospective review of 250 patients with histologically proven LNI treated with RP, ePLND, adjuvant ADT
and ART found that on multivariate analysis, ART was
associated with an improvement in bPFS and cancerspeciﬁc survival.33 A second study performed a matched
pair analysis of patients with LNI treated with RP, ePLND
and adjuvant ADT with or without ART. ART was delivered to the prostate bed and whole pelvis in the majority
of cases. Those patients treated with ART and ADT had
signiﬁcantly higher cancer speciﬁc and OS rates compared with those patients treated with ADT alone.34
However, in an analysis of the Surveillance, Epidemiology and End Results database, the use of ART in lymph
node positive cases post RP was not associated with a
survival beneﬁt.35 Prospective RCTs are needed to clarify
the role of WPRT in the post-RP population with histologically proven LNI.
Although the indications and beneﬁt of WPRT remain
uncertain, there is evidence that, using modern
© 2013 The Royal Australian and New Zealand College of Radiologists
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techniques, WPRT is well tolerated and adds little toxicity
when compared with PBRT alone. In a single institution
review, WPRT delivered using IMRT resulted in a clinically signiﬁcant increased acute GI toxicity (no greater
that Grade 2) compared with PBRT but with no difference
in GU or late GI toxicity.36

ADT
ADT + ART or SRT
In the clinical scenario of the high-risk node-negative
patient, 35% of respondents used ADT in combination
with SRT. In the setting of node positivity, this ﬁgure
rose to 61%. However, in the absence of data from
RCTs, the role of ADT in combination with ART or SRT
remains unclear.
The combination of ADT and ART in the postprostatectomy setting has been assessed in ﬁve observational studies.37–41 Two studies reported a statistically
signiﬁcant improvement in bPFS with ART and ADT compared with ART alone.37,41 Similarly, multiple observational studies assessing the combination of SRT and ADT
have reported mixed results, although the majority

found better outcomes for patients receiving SRT and
ADT compared with SRT alone.42 Interpretation of the
study results is confounded by the different ADT protocols employed.10
The role of ADT in combination with SRT has been
addressed in RCTs but, because either the trials are still
recruiting or the results are not yet mature, the utility of
this approach is unknown. For example, in RTOG 96-01,
the results of which are available in abstract form only,
men with pT2-3N0M0 prostate cancer with an elevated
PSA after RP were randomised to receive bicalutamide
monotherapy (150 mg/day for 2 years) and SRT to the
prostate bed or placebo + SRT. Patients who received
ADT had a statistically signiﬁcant improvement in bRFS
and a statistically signiﬁcant reduction in the incidence of
metastases compared with those treated with SRT
alone43 longer follow-up will determine whether a survival advantage is observed. Three trials are also currently recruiting. In the previously mentioned RTOG
0534 trial, patients are randomised to PBRT alone or
PBRT and STAD (4–6 months) or PBRT, WPRT and
STADT.26 The RADICALS trial is addressing the role and
optimal duration (6 months vs. 2 years) of ADT in both
the adjuvant and salvage setting.16 In the GETUG-16

Table 3. Randomised controlled trials addressing the role of ADT in HPC patients post RP
A. SRT ± ADT
Trial
RTOG96–01 (closed)

Eligibility criteria
pT3 + Margin
pN0
PSA ≥ 0.2–≤4.0
RTOG 05–34 (open)
pT3 + Margin
pN0/Nx
PSA ≥ 0.1 and ≤2.0
GS ≤ 9
GETUG-16 (open)
pT2–4
RADICALS (open)
pT3–4 + Margin
PSA ≤ 0.2
GS7–10
Pre-op PSA ≥ 10
B. Adjuvant ADT ± systemic therapy
Trial
Eligibility criteria
SWOG S9921 (closed) pT3b/pT4 or N1
GS ≥ 8
GS = 7 + positive margin
Pre-op PSA > 15
Biopsy GS> 7 PSA > 10 and biopsy
GS > 6
C. Adjuvant ADT versus observation
Trial
Eligibility criteria
AFU-GETUG 20 (open) pT3b/N0/Nx
GS > 7 or 7 with high-grade Gleason
pattern (5) and N0/Nx, M0
Neg margins

Treatment arms
SRT vs. SRT + ADT

RT dose
64.8 Gy/36f PBRT

ADT
2 years bicalutamide
150 mg

Primary end point
OS

SPBRT vs. SPBRT + STADT
vs. SWPRT + STADT

64.8–70.2 Gy PBRT,
45 Gy WPRT

4–6 m LHRH +
antiandrogen

FFP

SRT vs. SRT + ADT
ART vs. SRT (when either
two consecutive PSA
rises + PSA > 0.1 or 3
consecutive PSA rises)

66 Gy PBRT
66 Gy/33f or 52.5 Gy/20f
PBRT or WPRT

6 m LHRH
No ADT vs. 6 m ADTv
2 years ADT
LHRH or bicalutamide
150 mg

bPFS
PCSS

Treatment arms
ADT vs. ADT +
mitoxantrone

RT dose
No RT

ADT
2 years LHRH +
bicalutamide

Primary end point
OS

Treatment arms
Observation vs. Adjuvant
LHRH

RT dose
ART at the discretion
of the institution

ADT
2 years LHRH

Primary end point
MFS

bPFS, biochemical progression-free survival; FFP, biochemical progression, clinical progression, death; GS, Gleason score; MFS, metastases-free survival;
PCSS, prostate cancer-speciﬁc survival; PSA, prostate-speciﬁc antigen.
© 2013 The Royal Australian and New Zealand College of Radiologists
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trial, patients with biochemical recurrence are randomised to SRT (66 Gy) versus SRT + STADT.44

Post-prostatectomy ADT without RT
A Cochrane analysis of three studies (some of which
included non-HPC patients) of adjuvant ADT following RP
found a signiﬁcant improvement in 5-year and 10-year
disease-free survival with ADT but no improvement in
OS.45 In the small ECOG 3886 trial, adjuvant ADT was
associated with a survival beneﬁt compared with delayed
ADT in a population of node-positive HPC patients post
RP.46 In the SWOG S9921 trial, 983 HPC patients
treated with RP were randomised to receive 24 months
of ADT (Zoladex and bicalutamide; AstraZeneca,
London, UK) with or without mitoxantrone.47 RT was not
prescribed. Accrual stopped early after the occurrence of
three cases of acute myeloid leukaemia in the
mitoxantrone arm. The ﬁnal results of the treatment
comparison are not yet published, but results in the
ADT-alone control arm demonstrated a 5-year bPFS of
92.5% and OS of 95.9% at a median follow-up of 4.4
years. Although these favourable results suggest that
ADT should be considered in the HPC patient post RP, the
follow-up is short, and the trial does not answer the
questions of whether adjuvant ADT is superior to salvage
ADT and whether adjuvant ADT alone is better than
adjuvant ADT + ART. The question of whether adjuvant
ADT post RP is superior to observation is being
addressed by the AFU-GETUG 20 trial. In this trial, 700
patients will be randomised to receive either 24 months
of adjuvant ADT or observation alone. The use of ART will
be at the discretion of each participating institution.48
The ongoing trials addressing the role of ADT in HPC
post-RP are presented in Table 3.

Conclusion
This pattern of practice survey of ANZ ROs highlighted a
lack of consensus regarding the optimal timing of RT, the
utility of WPRT and the use of ADT in the immediate
post-operative period. This paper presents an update on
the current status of knowledge of these controversial
areas and outlines the ongoing studies that will help
determine future practice. Until the results of these trials
become available, clinicians should make management
decisions following informed discussions with their
patients and, when delivering RT, employ modern planning and treatment techniques to optimise accuracy and
minimise toxicity.
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