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THE RELATIONSHIP BETWEEN PROGNOSIS AND DURATION
OF DRUG HOLIDAYS AFTER DOCETAXEL THERAPY
FOR CASTRATION-RESISTANT PROSTATE CANCER
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The next treatment strategy after drug holidays following docetaxel (DTX) therapy for patients with
castration-resistant prostate cancer (CRPC) is unclear. This study investigated the relationship between the
duration of drug holidays and prognosis after D'TX therapy. This study retrospectively assessed 26 patients
treated with DTX in our hospital. Overall survival duration was significantly longer in the long-term
withdrawal group (duration of drug holidays =6 months) than in the short-term withdrawal group (duration
of drug holidays <6 months) (P =0.015). Similarly, progression-free survival duration was significantly
longer in the long-term withdrawal group than in the short-term withdrawal group (P=0.008). The short-
term withdrawal group had a significantly lower body mass index (P =0.009) and higher prostate-specific
antigen (PSA) (P =0.017) at the iitiation of DTX therapy, higher PSA nadir during DTX therapy (P =
0.009), and higher PSA at the end of DTX therapy (P =0.022), compared to the long-term withdrawal group.
This study suggests that the optimal opportunity to introduce DXT therapy is when the patients with CRPC
are physically able to tolerate chemotherapy and their tumor volume remains a lower burden. This may
provide a clinical benefit, longer drug holidays, and a better prognosis.

(Hinyokika Kiyo 69 : 269-277, 2023 DOI: 10.14989/ActaUrolJap_69_10_269)
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Table. Patient characteristics
: Long-term non-
Variables Long-term withdrawal group withdrawal group P value
n=17 n=9
Median age at diagnosis, years (IQR) 66 (58, 69) 66 (62, 69) 0.81
Median PSA at diagnosis, ng/ml (IQR) 35 (7.5, 103) 20.9 (11, 33) 0.85
Total Gleason score
-8, n (%) 10 (58.8%) 5 (55.6%) 0.87
9-10, n (%) 7 (41.2%) 4 (44.4%)
T stage at diagnosis
T1-2,n (%) 5(29.4%) 1(11.1%) 0.29
T3-4, n (%) 12 (70.6%) 8 (88.9%)
N stage at diagnosis
NO, n (%) 12 (70.6%) 6 (66.7%) 0.84
N1, n (%) 5 (29.4%) 3(33.3%)
M stage at diagnosis
MO, n (%) 11 (64.7%) 7(77.8%) 0.49
Mla-c, n (%) 6 (35.3%) 2 (22.2%)
Primary treatment
Radical prostatectomy, n (%) 4 (23.5%) 0(0%) 0.12
Radiotherapy, n (%) 5(29.4%) 6 (66.7%)
Androgen-deprivation therapy, n (%) 8 (47.1%) 3(33.3%)
Median time to castration-resistant, month (IQR) 27 (8, 46) 15 (9, 26) 0.61
Median age at initiation of docetaxel, years (IQR) 74 (62, 75) 69 (67, 76) 0.96
Median body mass index at initiation of docetaxel, cm?/m? (IQR) 24.5 (22.3, 26.9) 20.2 (19.6, 21.7) 0.009"
Median PSA at initiation of docetaxel, ng/ml (IQR) 5 (2.9, 9.8) 29.7 (17.7, 31.4) 0.017°
Median albumin at initiation of docetaxel, g/dl (IQR) 4.2 (4.1, 4.4 4.1 (4, 4.4) 0.46
Median lactate dehydrogenase at initiation of docetaxel, IU/1 (IQR) 200 (156, 221) 205 (172, 224) 0.53
Median alkaline phosphatase at initiation of docetaxel, IU/1 (IQR) 230 (176, 287) 365 (262, 420) 0.063
Metastasis at initiation of docetaxel
None, n (%) 2 (11.8%) 1(11.1%) 0.96
Bone metastasis, n (%) 10 (58.8%) 6 (66.7%) 0.7
Viceral metastasis, n (%) 1 (5.9%) 1 (11.1%) 0.63
Median maximum PSA change rate during docetaxel, % (IQR) —85.8(—98.7, =774 —81.7(=90.2, —=34.8) 0.17
Median PSA nadir during docetaxel, ng/ml (IQR) 0.48 (0.1, 1.32) 5.17 (1.3, 19.07) 0.009 "
Median PSA at the end of docetaxel, ng/ml (IQR) 0.61 (0.1, 1.36) 8.24 (1.3, 1.59) 0.022"

*: Chi-square test, T

: Mann-Whitney U test, IQR : Interquartile range, PSA : Prostate-specific antigen.
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Fig. 3. Comparison of treatment-free survival after administration of docetaxel (A) and overall
survival(B) between the long-term (duration of drug holidays =6 months ; n=17) and the
short-term (duration of drug holidays <<6 months; n=9) withdrawal groups.
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Fig. 5. Comparison of progression-free survival (PFS) of next treatment (A) and
progression-free survival from docetaxel to next treatment (PFS2) (B) between the
taxane (taxane-based chemotherapy for next treatment; n = 8) and non-taxane
(non-taxane-based chemotherapy for next treatment ; n=10) groups.
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