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Outline 

• Prostate radiotherapy in metastatic prostate cancer
• What is the evidence?
• How do we do it?

• Radiotherapy to oligomets
• Evidence in metachronous oligometastases
• Evidence in oligoprogression/oligopersistence
• How do we do it?



The concept of oligometastases - can we shift 
the therapeutic paradigm?

• Intermediary state of metastatic 
disease

• ≤ 3-5 metastatic sites

Localised  Locoregional  Oligometastatic      Polymetastatic

Cure



Three main scenarios

Synchronous 
oligometastases

Metachronous 
oligometastases Oligoprogression
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STAMPEDE2 Trial Design 

M1= metastatic hormone-sensitive prostate cancer. SABR= stereotactic ablative 
body radiotherapy. SOC= Standard of Care. Lu-PSMA= 177Lutetium-PSMA-617.



SOC= Standard of Care. SABR= Stereotactic Ablative Body Radiotherapy. CT= computerised tomography. MRI= 
magnetic resonance imaging. PSMA PET= prostate specific membrane antigen positron emission tomography. 

SABR Trial (Comparison S)

SABR-Eligible Disease

• Newly diagnosed (synchronous, de novo) 

oligometastatic disease 

• 1 to 5 bone and/or non-regional lymph 

nodes metastases

• All metastatic lesions considered 

technically suitable for SABR

• Absence of visceral metastases
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Cast your mind back…to 2010

“Once cancer has 
spread, local 
treatments are 
useless…”



Median survival 
extended by 21.9 
months
At 5 years, 1:8 men 
are alive due to 
radiotherapy (53% 
vs 65%)

Irradiating just the prostate, in the setting of 
oligometastases 

Parker CC, et al, Lancet.2018. Parker et al PLoS medicine 2022

B

High burden = 4 or more 
mets including at least one 

outside axial skeleton or 
visceral mets



What’s the downside?

Parker et al, PLoS Medicine 2022



Number of metastases depends on how hard you look

Hofman et al, Lancet 2020

proPSMA: Sensitivity: 
conventional imaging 38% vs 

85% PSMA PET



EAU guidelines 2025



How oligo is oligo?
A B

Ali et al, JAMA Oncol 2021



PEACE-1

Bossi et al, Lancet 2024

1173 
patients

<150 patients per 
low volume group, 
half of which had 

chemo



No improvement in OS, 
even in low burden 

group
Interaction between Abi 

and radiotherapy

Improvement in time to 
CRPC in all patients, 

reduction in GU events 
in all patients

Bossi et al, Lancet 2024



STOP-CAP 
meta-

analysis

Godolphin et al, presented at ESMO 2025



So who should receive radiotherapy to the 
prostate for M1 HSPC? 
• All men with low burden (on conventional imaging) M1 HSPC 

without contraindications to radiotherapy 
• Pragmatically we approximate this to 3 or less mets on bone scan 

(more on PET)
• Men with bulky disease, at risk of local complications
• ?Consider for high burden M1HSPC to delay CRPC?



How to irradiate the prostate in the setting of 
low burden mHSPC
• Evidence based schedules include

• 36 Gy in 6 fractions weekly (STAMPEDE)
• 55 Gy in 20 fractions (STAMPEDE)
• 74 Gy in 37 fractions (PEACE-1)
• 70 Gy in 35 or 57.76 in 19 Gy (HORRAD)

• No evidence from STAMPEDE that dose schedule alters benefit
• Our standard is 36 Gy in 6 fractions
• No trial evidence for SBRT doses, but allowed in STAMPEDE2



Three main scenarios

Synchronous 
oligometastases

Metachronous 
oligometastases Oligoprogression



119 patients with 163 

metastases

Staged using Choline or 

PSMA PET

3 year DPFS 

31%

Previous radical 

treatment for prostate 

cancer

Now 3 or less 

metastases

50% received ADT 

(usually for 2 months)

3 year local control of irradiated 

metastases 99% if BED >100 Gy

Ost et al, Eur Urol 2015

Early data supporting use of SBRT for metachronous 
oligometastases



The reality of SBRT for oligometastases

SBRT, Stereotactic Body Radiotherapy



Some patients spend many years with 
subsequent oligo- metastatic episodes

1033 patients

Range of cancers

Median FU 24 months

54.5% free of widespread 

progression at 5 years

Poon et al, JAMA Network Open, 2020



Longer follow up appearing

Very heterogeneous cohort – 

metachronous and 

synchronous, up to 5 

metastases, different 

histologies

Poon et al, JAMA Network Open, 2020

14.8% 

progression-

free at 5 years



Palma DA, et al, J Clin Oncol 2020

5-year survival:

17.7% Standard care

42.3% SBRT (p=0.06)

But

Phase II

Imbalance in histologies 

between arms

SABR-COMET trial



The STOMP trial 

• 62 patients, 3 or less oligorecurrent mets

• Choline PET staged

• Randomised 1:1 surveillance vs SBRT, Ph 2

• No impact of SBRT on QOL

• Median time to PSA progression 6 mo vs 10 
months (HR 0.53, p=0.03)

Ost et al JCO  2017

• 54 patients, 3 or less oligorecurrent mets

• CT/Bone scan staged (blinded PET)

• Randomised 2:1 to SBRT vs surveillance

• No G3+ tox in either arm

• 6 month progression-free survival 19% 
observation vs 61% SBRT (p=0.005)

• Sig advantage for those without extra 
disease on PET

Phillips et al JAMA Oncol 2020

The ORIOLE trial 



EXTEND trial 

• Phase 2 randomised basket
• Two prostate cohorts – 

intermittent ADT or 
continuous ADT

• 1-5 mets amenable to MDT
• iADT cohort – mostly 

castration sensitive
• 59% eligible based on 

conventional imaging (not 
PET)

• 174 patients eligible for 
analysis

Sherry et al, Eur Urol 2026



Continuous ADT 
PFS 47mo ADT+SBRT vs 

22mo ADT alone 
(HR 0.50, p 0.036)

Intermittent ADT 
PFS 28mo ADT+SBRT vs 

16mo ADT alone
(HR 0.44, p <0.005)

No sig difference in other clinical outcomes Prolonged rPFS in MDT arm

Sherry et al, Eur Urol 2026



WOLVERINE analysis 

• Combination of IPD from STOMP, ORIOLE, EXTEND, ARTO (CRPC), 
SABR-COMET

• All randomised SOC +/-MDT
• 472 patients, prostate cancer

• 58% HSPC, 74% treated with ADT, 54% with ARPI
• MDT(SBRT) improved PFS, rPFS and castration-resistance free 

survival
• Not quite significant for OS

Tang et al ASCO 2025



Results: Progression Free Survival (PFS) 

30

Chad Tang

Cox Regression (Stratified by Trial): 

MDT (vs SOC) HR: 0.45 (95% CI: 0.35-0.58), P <0.001

Median: 14.9 mo

Median: 32 mo

KM Curve (Unstratified)

Trial Level Analysis:

Random effects model P<0.001

Slide courtesy of Dr Chag Tang



Freedom from Castration Resistance

31

Chad Tang

Cox Regression (Stratified by Trial): 

MDT (vs SOC) HR: 0.58 (95% CI: 0.37-0.91), P =0.02

KM Curve (Unstratified)

Trial Level Analysis:

Random effects model P=0.019

Median: 72 mo
Median: 63 mo

Conducted in Castration Sensitive Subset Only (n= 257)

Slide courtesy of Dr Chag Tang



What is the right endpoint for SBRT trials in 
oligometastases?
• Would we love to see a massive OS benefit? Sure!
• But is this the ONLY thing that matters to patients? 

No

• Almost toxicity-free treatment (at least for 
prostate oligomets)?

• Often “the other option” is next line of systemic 
therapy/to start lifelong systemic therapy



Specifically focused on the ability of SBRT to delay 
systemic therapy

2074 patients receiving SBRT in absence of 
systemic therapy

Mostly single arm prospective or retrospective 
studies

2074 patients

78.1% free of systemic 
therapy 1-2 years after 

SBRT



Should we prescribe ADT with SBRT or 
is the whole point to delay ADT?

34



• 105 men randomised to SBRT vs SBRT+ADT
• Metachronous oligorecurrence
• ADT given as 2*3 monthly depots, so will be castration hangover
• Minimal toxicity seen

35
Marvaso et al, Lancet Oncology 2025



36 Marvaso et al, Lancet Oncology 2025

Clinical PFS 15.1 mo vs 32.3 
mo

Biochemical PFS 12.6 mo vs 
26.8 mo

Castrate 
period



What about pelvic nodal oligomets 
– should we treat them differently?

37



PEACE-V - STORM trial
T
ri
a
l 
d
e
si

g
n

R 1:1

+

+

Oligo Recurrent PCa,

Normal T level, with

≤ 5 Pelvic Nodes on 

PET imaging

Prostate bed radiotherapy was advised in 

patients with pT3, GS ≥ 8 or R1 disease

ENRT: 25 x 1.8 Gy + SIB boost
sLND + ENRT without boost

MDT: 3 x 10 Gy SBRT or sLND 
(salvage lymph-node dissection)

ADT: 6 months

ADT: 6 monthsMedian follow-up: 50 months (IQR 42-58)
6 months ADT given to all

Slide credit: Prof Thomas Zilli, ESTRO 2025

97 patients

93 patients



Results: biochemical relapse-free survival (bRFS)
O

u
tc

o
m

e
s

4-year bRFS:

• MDT = 41% [80% CI:0.34-

0.47] 

• ENRT = 57% [80% CI:0.50-
0.64] 

Slide credit: Prof Thomas 
Zilli, ESTRO 2025



Results: metastasis-free survival (MFS) – primary endpoint
O

u
tc

o
m

e
s

4-year MFS:

• MDT = 63% [80% CI: 0.56-

0.69] 

• ENRT = 76% [80% CI: 0.69-
0.81]

* The two-sided significance level alpha set at 0.20   
and power maintained at 80%

∗

Slide credit: Prof Thomas 
Zilli, ESTRO 2025



So how to treat oligomets?



What OAR constraints?

42



What to contour?

• GTV
• CTV (intra-osseous)
• PTV

43



Cox et al, IJROBP 2012





Three main scenarios

Synchronous 
oligometastases

Metachronous 
oligometastases Oligoprogression



Response

Oligoprogressive 

disease

Widespread 

progression of 

disease

Key:

Progressing

Abi/

Enza

Responding

CRPC patients on ARPI

Patel et al, IJROBP 2025

Reversal of 

treatment 

resistance

Irradiated lesions



SBRT  >6 months PFS in CRPC

48

Median PFS 6.4 
months

39% progression-
free at 12 months

Patel et al, IJROBP 2025Patel et al, IJROBP 2025



SBRT has no detriment on QOL

49

Patel et al, IJROBP 2025

Patel et al, IJROBP 2025



The ARTO trial 
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First line CRPC

Abi Pred alone
Abi Pred plus SBRT to 

up to 3 sites 
(BED>100Gy)

Randomise

Francolini et al, JCO 2023



• 157 patients, minimum follow up 6 months, med FU 24.9 months

• Multi-centre (Italy)

• Men presenting with CRPC for the first time

• Three or less identifiable sites of disease, excluding visceral disease 

(could be CT, bone scan or PET)

ARTO trial oligoprogression

51

Francolini et al, JCO 2023



SBRT for oligoprogression delays need for chemotherapy

52

SOC arm 17 months vs not 
reached in SBRT arm, HR 0.35

OS not significant

Francolini et al, JCO 2023



GROUQ-PCS 9
• Multicentre Phase 2 

randomised trial in 
oligomet CRPC

• Conventional 
imaging

• ADT+Enza vs 
ADT+Enza+SBRT

• 100 patients

Niazi et al, Lancet Oncol 2025

SBRT doubled 
rPFS 4.6 years vs 
2.3 years

Increased time 
to subsequent 
therapy 5.1 years 
SBRT vs 3.8 
years SOC



LUNAR trial 

Kishan et al, JCO 2025

• Single centre randomised Ph2 trial
• 1-5 metachronous oligometastases 

on PET
• Randomised to SBRT alone vs 

SBRT+2 cycles of Lutetium PSMA 
6.8GBq

• 87 evaluable patients
• Median FU 22 months

PFS 17.6 
mo SBRT vs 

7.4 mo



Conclusions 

• Level 1 evidence supporting use of prostate radiotherapy in de 
novo M1 hormone sensitive prostate cancer

• SBRT to metachronous/oligorecurrent oligomets improves PFS, 
delays time to next therapy

• SBRT to oligoprogressive/oligoactive CRPC also improves PFS, 
delays time to next therapy

• OS benefits not well proven, but not the only endpoint of 
importance

• Combining SBRT with novel therapies under development 



Thanks for your attention
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