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Purpose:Purpose: This study aimed to compare the short-term outcomes and safety profiles of androgen-deprivation therapy 
(ADT)+abiraterone/prednisone with those of ADT+docetaxel in patients with de novo metastatic hormone-sensitive prostate 
cancer (mHSPC).
Materials and Methods:Materials and Methods: A web-based database system was established to collect prospective cohort data for patients with 
mHSPC in Korea. From May 2019 to November 2022, 928 patients with mHSPC from 15 institutions were enrolled. Among 
these patients, data from 122 patients who received ADT+abiraterone/prednisone or ADT+docetaxel as the primary systemic 
treatment for mHSPC were collected. The patients were divided into two groups: ADT+abiraterone/prednisone group (n=102) 
and ADT+docetaxel group (n=20). We compared the demographic characteristics, medical histories, baseline cancer status, 
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INTRODUCTION

According to the recent global cancer statistics report, 
1,414,259 (7.3%) individuals were newly diagnosed with 
prostate cancer, and 375,304 (3.8%) individuals died 
from prostate cancer worldwide in 2020 [1]. Although 
the age-standardized incidence rate of prostate can-
cer was lower in Korea than in Europe and America, 
prostate cancer is the third most common malignancy 
among males in Korea [1,2]. According to the Korea 
Central Cancer Registry, in 2019, the age-standardized 
incidence of prostate cancer was steadily increasing 
[3]. Approximately 6% to 10% of patients with prostate 
cancer had distant metastases at diagnosis [2,4]. The 
5-year relative survival rate for localized and regional 
prostate cancer was nearly 100%; however, the 5-year 
relative survival rate for metastatic prostate cancer 
was only 30% to 45.9% [2,4].

Several clinical trials on de novo metastatic hor-
mone-sensitive prostate cancer (mHSPC) have been 
conducted, and both androgen-deprivation therapy 
(ADT)+docetaxel and ADT+abiraterone/prednisone 
therapies can improve overall survival (OS) com-
pared with ADT alone [5]. Recently, two clinical 
trials have shown that triplet therapy was associ-
ated with longer OS compared with ADT+docetaxel 
[6]. A network meta-analysis compared triplet with 
doublet therapy in mHSPC and demonstrated that 
darolutamide+docetaxel+ADT had longer OS than that 
with ADT+androgen receptor axis-targeted agents in 
high-volume mHSPC [6].

A meta-analysis and a few clinical studies have 

compared the efficacy of ADT+docetaxel with that of 
ADT+abiraterone/prednisone in patients with mHSPC 
[7-10]. However, only one multi-institutional study has 
been conducted, and all studies were not conducted in 
Korea [8-10]. Considering the pathological aggressive-
ness of Korean patients with prostate cancer in a ret-
rospective cohort study for clinically localized prostate 
cancer, directly applying the results of these clinical 
trials is difficult [11]. To solve this problem, a web-based 
database system was established to collect the basic 
demographic and clinicopathological characteristics of 
patients with mHSPC from multiple centers in Korea. 
To investigate the short-term clinical results and safety 
profiles of the two treatments currently used in mH-
SPC, the data of patients treated with ADT+docetaxel 
and ADT+abiraterone/prednisone were selected from 
the database and were analyzed to compare the two 
treatments.

MATERIALS AND METHODS

1. Ethics statement
The Institutional Review Board of Kyungpook Na-

tional University School of Medicine, Daegu, Republic 
of Korea (IRB Number 2019-06-015) approved this trial. 
The study was conducted according to the relevant 
laws and regulations, good clinical practices, and ethi-
cal principles, as described in the Declaration of Hel-
sinki. Informed consent was obtained from all study 
subjects.

initial laboratory tests, metastatic burden, oncological outcomes for mHSPC, progression after mHSPC treatment, adverse ef-
fects, follow-up, and survival data between the two groups.
Results:Results: No significant differences in the demographic characteristics, medical histories, metastatic burden, and baseline can-
cer status were observed between the two groups. The ADT+abiraterone/prednisone group had a lower prostate-specific an-
tigen (PSA) progression rate (7.8% vs. 30.0%; p=0.011) and lower systemic treatment discontinuation rate (22.5% vs. 45.0%; 
p=0.037). No significant differences in adverse effects, oncological outcomes, and total follow-up period were observed be-
tween the two groups.
Conclusions:Conclusions: ADT+abiraterone/prednisone had lower PSA progression and systemic treatment discontinuation rates than 
ADT+docetaxel. In conclusion, further studies involving larger, double-blinded randomized trials with extended follow-up 
periods are necessary.

Keywords: Keywords: Abiraterone acetate; Adverse effects; Docetaxel; Prostatic neoplasms; Treatment outcome

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/4.0) 
which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.



https://doi.org/10.5534/wjmh.230104

622 www.wjmh.org

2. Description of participants
A web-based database system was established to 

collect retrospective and prospective cohort data of 
patients with mHSPC from several institutions in Ko-
rea. The inclusion criteria of the database system were 
as follows: (i) patients with pathologically confirmed 
prostate cancer; (ii) those diagnosed with metastatic 
prostate cancer within 12 months at the time of enroll-
ment; and (iii) those whose basic information could be 
checked before or after the initiation of the first treat-
ment for mHSPC. The exclusion criteria of the data-
base system were as follows: (i) patients who did not 
provide consent to the enrollment in this study, includ-
ing patients or protectors who cannot read or under-
stand Korean, making it impossible to sign the consent 
form.

From May 2019 to November 2022, 928 patients 
with mHSPC from 15 institutions in Korea were en-
rolled. Among these patients in a prospective cohort 
study on metastatic prostate cancer, data from 122 
patients who received ADT+abiraterone/prednisone 
or ADT+docetaxel as the primary systemic treatment 
for mHSPC were collected. The patients were divided 
into two groups: ADT+abiraterone/prednisone group 

(n=102) and ADT+docetaxel group (n=20) (Fig. 1). In the 
ADT+docetaxel group, the cycles and dosage were not 
completely recorded in eight cases (40.0%). Among pa-
tients with complete records (n=12), most of docetaxel 
chemotherapy was a triweekly regimen, and six cycles 
(9/12, 75.0%) was the most common. We compared the 
demographic characteristics, medical histories, baseline 
cancer status, initial laboratory tests, metastatic bur-
den, oncological outcome for mHSPC, progression after 
mHSPC treatment, adverse effects, and follow-up and 
survival data between the two groups.

3. Statistical analysis
Student’s t-test or the Wilcoxon signed-rank test for 

continuous variables and the chi-square test for cat-
egorical variables were used. progression-free survival 
(PFS) rates were estimated using the Kaplan–Meier 
method and compared using the log-rank test. All sta-
tistical analyses were performed using Statistical Pack-
age for the Social Sciences, version 29.0 (IBM Corp.), 
and differences with p-values <0.05 were considered 
statistically significant.

mHSPC cohort (n=928)

Excluded (n=190)
- Patients who underwent primary definite Tx

Excluded (n=39)
- ADT+AR target agent (no abiraterone) (n=38)
- Patients who underwent ADT+chemotherapy
(no docetaxel) (n=1)

Excluded (n=16)
- Metachronous mHSPC
Excluded (n=2)
- Metastasis type was not described

Excluded (n=488)
- Primary systemic Tx: ADT only (n=435)
- Primary systemic Tx: AR target agent (n=4)
- Primary systemic Tx: chemotherapy only (n=2)
- Primary systemic Tx: others (n=17)
- Primary systemic Tx: not checked (n=30)

Excluded (n=71): F/U period 3 or 24 mo

Synchronous mHSPC patients
who underwent AS, WW or no definitive Tx (n=720)

193 mHSPC patients who underwent primary systemic Tx
- ADT+abiraterone/prednisone (n=151)
- ADT+docetaxel (n=42)

122 mHSPC patients who underwent primary systemic Tx
- ADT+abiraterone/prednisone (n=102)
- ADT+docetaxel (n=20)

Fig. 1. Flow chart of the study population enrollment. ADT: androgen-deprivation therapy, AR: androgen receptor, mHSPC: metastatic hormone-
sensitive prostate cancer, WW: watchful waiting, AS: active surveillance, Tx: treatment, F/U: follow-up.
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RESULTS

The demographic characteristics and past medical 
history of the study population were not significantly 
different between the two groups. No significant dif-
ference in the baseline cancer status was observed 
between the two groups. The median prostate-specific 
an tigen (PSA) level at the initial diagnosis was 142.7 
ng/mL (Table 1, Supplement Table 1, 2).

Regarding the initial laboratory tests, the ADT+ 
abiraterone/prednisone group had lower total bilirubin 
(0.6 mg/dL vs. 0.8 mg/dL; p=0.044), alkaline phospha-
tase (117.0 IU/L vs. 192.0 IU/L; p=0.029), and aspartate 
aminotransferase (23.0 IU/L vs. 29.5 IU/L; p=0.034) lev-
els. Meanwhile, no significant differences in the other 
laboratory tests were observed between the two groups 
(Supplement Table 3).

Furthermore, no significant difference in the mH-
SPC metastatic burden was observed between the 
two groups. Regarding oncological outcomes, the 
ADT+abiraterone/prednisone group had lower PSA 

progression (7.8% vs. 30.0%; p=0.011) and systemic treat-
ment discontinuation (22.5% vs. 45.0%; p=0.037) rates 
(Table 2).

The biochemical PFS rate was significantly longer 
for patients in the ADT+abiraterone/prednisone group 
than for those in the ADT+docetaxel group (Fig. 2A). 
The radiological PFS and metastatic castration-resis-
tant prostate cancer (mCRPC) progression rates were 
not significantly different between the two groups (Fig. 
2B, 2C).

The median follow-up duration was 10.9 months. No 
significant difference in the total follow-up duration 
was observed between the two groups (Table 3). In ad-
dition, the adverse event rate was not statistically sig-
nificant between the two groups (Table 3). Among all 
adverse events, the occurrence rate of hyperglycemia 
(1.0% vs. 15.0%; p=0.014), nail toxicity (0.0% vs. 20.0%; 
p<0.001), and mucositis (0.0% vs. 10.0%; p=0.026) was 
significantly higher in the ADT+docetaxel group (Table 
4).

Table 1. Demographic characteristics, past medical history, and baseline cancer status of the study population

Variable Total (n=122) ADT+abiraterone (n=102) ADT+docetaxel (n=20) p-value

Age, y 68.9±8.3 69.5±8.3 65.8±7.8 0.065
BMI (kg/m2) 23.9±2.9 23.8±3.0 24.7±2.4 0.199
ECOG PS 0.777

0 94 (77.0) 79 (77.5) 15 (75.0)
≥1 28 (23.0) 23 (22.5) 5 (25.0)

DM 23 (18.9) 18 (17.6) 5 (25.0) 0.684
Hypertension 58 (47.5) 44 (43.1) 14 (70.0) 0.086
PSA at initial diagnosis (ng/mL) 142.7 (54.7–626.3) 150.0 (55.5–651.0) 100.0 (52.7–604.7) 0.596
PSA at metastasis (ng/mL) 151.6 (57.4–626.3) 161.6 (62.6–664.8) 86.0 (44.2–500.0) 0.292
Testosterone at metastasis (ng/mL) 3.3 (2.6–4.8) 3.7 (2.7–5.7) 2.8 (2.6–3.4) 0.192
Clinical tumor stage 0.083

≤T3a 16 (13.1) 10 (9.8) 6 (30.0)
T3b 42 (34.4) 36 (35.3) 6 (30.0)
T4 59 (48.4) 51 (50.0) 8 (40.0)
Unknown 5 (5.1) 5 (4.9) 0 (0.0)

Gleason score 0.695
≤8 60 (49.2) 51 (50.0) 9 (45.0)
≥9 59 (48.4) 49 (48.0) 10 (50.0)
Unknown 3 (2.5) 2 (2.0) 1 (5.0)

% Of positive cores 91.7 (60.7–100.0) 90.3 (58.3–100.0) 95.8 (71.1–100.0) 0.215
Max. rate (%) 90.0 (75.0–100.0) 90.0 (75.0–100.0) 91.9 (80.6–100.0) 0.285

Values are presented as means±standard deviations, medians (interquartile ranges), or numbers (%), unless otherwise indicated.
ADT: androgen-deprivation therapy, BMI: body mass index, DM: diabetes mellitus, ECOG PS: Eastern Cooperative Oncology Group performance 
status, PSA: prostate-specific an tigen, Max: maximum.
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DISCUSSION

Nearly 10% of patients with prostate cancer had 
distant metastases at diagnosis, and in this case, the 
5-year relative survival rate was much lower than 
that in patients with nonmetastatic prostate cancer [2]. 
Multiple clinical trials have evaluated the effects of 
ADT+novel hormonal therapies, including abiraterone, 
enzalutamide, and apalutamide or docetaxel, on pa-
tients with mHSPC [5].

A few clinical studies have compared the efficacy of 
ADT+docetaxel with that of ADT+abiraterone/predni-
sone in patients with mHSPC [7-10]. A network meta-
analysis for mHSPC by Marchioni et al [7] showed 
that ADT+abiraterone/prednisone had a statistically 
significantly lower disease progression rate than 
ADT+docetaxel; however, no statistically significant 
difference in OS or adverse effect rate was observed. A 
retrospective single-center study, including 90 Indian 
patients with mHSPC, reported that ADT+abiraterone/
prednisone had a higher serological complete response 
(50.0% vs. 35.7%) and a lower mCRPC progression rate 

(11.1% vs. 39.3%) than ADT+docetaxel [8]. However, 
this study had a short follow-up duration [8]. Another 
retrospective single-center cohort study involving 121 
patients with mHSPC showed that ADT+abiraterone/
prednisone had a significantly higher PFS (32.0 vs. 18.5 
months) than ADT+docetaxel; however, no statistically 
significant difference in OS was observed between the 
two treatments [9]. Another retrospective multicenter 
cohort study, including 196 patients with mHSPC, re-
ported that ADT+abiraterone/prednisone had longer 
PFS 1 (23 vs. 13 months) and PFS 2 (48 vs. 33 months); 
however, the OS and adverse event rates were not sig-
nificantly different between the two treatments [10].

Several clinical trials have reported that both 
ADT+docetaxel and ADT+abiraterone/prednisone 
had significantly longer OS, PFS, and time to mCRPC 
progression than ADT alone in patients with mH-
SPC [5,12-16]. Two single-center and one multicenter 
retrospective studies that compared ADT+docetaxel 
with ADT+abiraterone/prednisone reported that 
ADT+abiraterone/prednisone had significantly longer 
PFS than ADT+docetaxel; however, OS was not signifi-

Table 2. mHSPC metastatic burden and oncological outcome

Variable Total (n=122) ADT+abiraterone (n=102) ADT+docetaxel (n=20) p-value

Regional LNM 85 (69.7) 69 (67.6) 16 (80.0) 0.272
Other LNM (M1a) 53 (43.4) 44 (43.1) 9 (45.0) 0.878
Bone Metastasis (M1b) 109 (89.3) 91 (89.2) 19 (90.0) 0.917
Visceral metastasis (M1c) 31 (25.4) 26 (25.5) 5 (25.0) 0.963
Extent of metastasis 0.726

Low volume 106 (86.9) 89 (87.3) 17 (85.0)
High volume 16 (13.1) 13 (12.7) 3 (15.0)

PSA at treatment start (ng/mL) 180.0 (65.6–610.5) 185.3 (65.6–638.2) 100.0 (52.3–578.5) 0.398
Testosterone at treatment start (ng/mL) 3.7 (2.8–4.8) 4.1 (3.1–5.3) 3.1 (2.7–4.6) 0.452
PSA nadir (ng/mL) 0.3 (0.0–2.3) 0.1 (0.0–2.3) 0.7 (0.6–2.4) 0.085
PSA nadir duration (mo) 5.4 (2.9–8.3) 5.6 (2.8–8.9) 4.5 (3.3–8.2) 0.878
Systemic treatment discontinuation 32 (26.2) 23 (22.5) 9 (45.0) 0.037
Duration of treatment (mo) 5.5 (3.2–11.1) 5.4 (3.0–11.5) 5.5 (4.1–9.4) 0.742
PSA progression 14 (11.5) 8 (7.8) 6 (30.0) 0.011
PSA at PSA progression (ng/mL) 25.1 (6.2–44.3) 25.1 (6.8–50.9) 29.3 (4.7–52.1) >0.999
PSA progression duration (mo) 10.2 (6.8–13.6) 11.0 (4.5–13.8) 10.2 (8.1–13.6) 0.852
Radiographical progression 12 (9.8) 9 (8.8) 3 (15.0) 0.323
PSA at radiographical progression (ng/mL) 8.9 (0.3–36.9) 4.8 (0.2–13.3) 36.9 (19.1–173.4) 0.194
PSA at mCRPC progression (ng/mL) 36.8 (6.9–145.1) 14.5 (4.6–105.9) 37.7 (26.6–167.9) 0.343
mCRPC progression 15 (12.3) 11 (10.8) 4 (20.0) 0.258
mCRPC progression duration (mo) 9.9 (5.7–12.2) 8.4 (5.0–12.5) 10.6 (9.0–11.4) 0.571

Values are presented as means±standard deviations, medians (interquartile ranges), or numbers (%), unless otherwise indicated.
mHSPC: metastatic hormone-sensitive prostate cancer, ADT: androgen-deprivation therapy, mCRPC: metastatic castration-resistant prostate can-
cer, LNM: lymph node metastasis, PSA: prostate-specific antigen.
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cantly different between the two treatments [8-10].
In this study, all patients survived during a median 

follow-up duration of 10.9 months. The biochemical PFS 
rate was significantly longer in the ADT+abiraterone/
prednisone group than in the other group. The ra-
diological PFS and CRPC progression rates were not 

significantly different between the two groups. The 
aforementioned clinical trials had a median follow-
up duration of 40 to 84 months [5,12-16]. The PSA or 
radiological PFS of ADT alone was 7 to 15 months, and 
the median OS was 37 to 71 months [12-15]. Considering 
that ADT+abiraterone/prednisone and ADT+docetaxel 

Table 3. Adverse effects (AEs), follow-up, and survival period

Variable Total (n=122) ADT+abiraterone (n=102) ADT+docetaxel (n=20) p-value

Any AE 31 (25.4) 23 (22.5) 8 (40.0) 0.101
Any serious AEs 1 (0.8) 1 (1.0) 0 (0.0) >0.999
Any drug-related AEs 24 (19.7) 17 (16.7) 7 (35.0) 0.071
Grade ≥3 drug-related AEs 6 (4.9) 4 (3.9) 2 (10.0) 0.255
Treatment discontinuation by AEs 5 (4.1) 4 (3.9) 1 (5.0) >0.999
AEs leading to death 1 (0.8) 1 (1.0) 0 (0.0) >0.999
Total follow-up period (mo) 10.9 (6.2–15.9) 11.1 (6.2–15.9) 9.7 (5.6–15.3) 0.564
Survival 120 (98.4) 100 (98.0) 20 (100.0) >0.999
Survival period (mo) 10.9 (6.2–15.9) 11.1 (6.2–15.9) 9.7 (5.6–15.3) 0.564

Values are presented as medians (interquartile ranges) or numbers (%), unless otherwise indicated.
ADT: androgen-deprivation therapy.
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showed longer OS and PFS than ADT alone, this study 
had a short follow-up duration for comparing OS and 
PFS between the two groups [12-15].

The ratio of PSA decrease >50%, used as clinical 
response measurement, was demonstrated to be associ-
ated with longer OS in patients with nonmetastatic 
CRPC in the post hoc analysis of the PROSPER ran-
domized clinical trials [17,18]. In this study, it was simi-
lar with that in other retrospective studies comparing 
ADT+abiraterone/prednisone with ADT+docetaxel 
(93.4%–97.3% vs. 98.5%) [8-10]. In a retrospective study 
involving patients with clinically localized prostate 
cancer who underwent radical prostatectomy in Korea, 
the prevalence of distant metastasis was lower than 
that observed in Western countries; however, patients 
with distant metastasis died earlier than those in 
Western countries [19]. Additionally, a retrospective 
cohort study that compared the pathological aggres-
siveness of clinically localized prostate cancer in Ko-
rea with that in Western countries showed that the 
incidence of prostate cancer with a higher grade or 
advanced stage was higher in Korean men [11]. In this 
study, age and the ratio of high-volume disease were 
similar to those in other retrospective studies; however, 
the ratio of International Society of Urologic Patholo-
gists grade 4 or 5 tumors was higher in this study than 
in other retrospective studies (95.0% vs. 66.7%–80.1%) [8-

10]. The difference in aggressiveness caused by ethnics 
may contribute to the different efficacies [11,19].

The adverse events rate was associated with treat-
ment discontinuation, interruption, or dose reduction 
[14,15]. James et al [14] reported that 13.3% discon-
tinued ADT+docetaxel therapy, whereas Fizazi et al 
[15] reported that 15.6% of the patients discontinued 
ADT+abiraterone/prednisone because of  adverse 
events. The rate of systemic treatment discontinua-
tion was 18.8% and that of ADT+docetaxel group was 
slightly higher (22.2% vs. 17.4%) in this study. The rates 
of any adverse events and any drug-related adverse 
events were not significantly different between the 
two groups. A network meta-analysis reported no sta-
tistically significant difference in the rate of adverse 
events between the ADT+abiraterone/prednisone and 
ADT+docetaxel groups [7]. Sydes et al [20] also reported 
that the rate of adverse events was similar between 
the two groups. However, the adverse event rates in the 
ADT+docetaxel (40% vs. 100%) and ADT+abiraterone/
prednisone (23% vs. 99%) groups were lower than those 
in the study by Sydes et al [20]. Furthermore, the rates 
of grade ≥3 adverse events in the ADT+docetaxel (10% 
vs. 50%) and ADT+abiraterone/prednisone (3.9% vs. 
48%) groups were lower [20]. The short follow-up period 
(10.9 months vs. 48 months) and the small sample size 
(122 vs. 566) in this study may contribute to these dif-

Table 4. Adverse effects occurred in >1% of all patients in this study.

Variable Total (n=122) ADT+abiraterone (n=102) ADT+docetaxel (n=20) p-value

Hot flash 12 (9.8) 10 (9.8) 2 (10.0) >0.999
Edema 6 (4.9) 3 (2.9) 3 (15.0) 0.055
Pain 6 (4.9) 5 (4.9) 1 (5.0) >0.999
LFT abnormality 5 (4.1) 5 (4.9) 0 (0.0) 0.590
Hyperglycemia 4 (3.3) 1 (1.0) 3 (15.0) 0.014
Nail toxicity 4 (3.3) 0 (0.0) 4 (20.0) <0.001
Dermatologic disease 3 (2.5) 1 (1.0) 2 (10.0) 0.070
Diarrhea 3 (2.5) 2 (2.0) 1 (5.0) 0.418
Fatigue 3 (2.5) 2 (2.0) 1 (5.0) 0.418
Anemia 2 (1.6) 1 (1.0) 1 (5.0) 0.302
Constipation 2 (1.6) 2 (2.0) 0 (0.0) >0.999
Dyspnea 2 (1.6) 1 (1.0) 1 (5.0) 0.302
Mucositis 2 (1.6) 0 (0.0) 2 (10.0) 0.026
Nausea 2 (1.6) 1 (1.0) 1 (5.0) 0.302
Hot flash 12 (9.8) 10 (9.8) 2 (10.0) >0.999
Edema 6 (4.9) 3 (2.9) 3 (15.0) 0.055

Values are presented as numbers (%), unless otherwise indicated.
ADT: androgen-deprivation therapy, LFT: liver function test.
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ferences [20].
Adverse events caused by docetaxel included fa-

tigue, anemia, alopecia, and nail toxicity [5,13,14,21,22]. 
Otherwise, abiraterone may cause adverse events, 
such as hypertension, hypokalemia, hot flashes, back 
pain, arthralgia, hepatotoxicity, and cardiac disorders, 
including atrial fibrillation [5,12,23]. Among all ad-
verse events, nail toxicity occurred significantly more 
frequently in the ADT+docetaxel group in this study. 
This adverse event is an acute side effect caused by 
docetaxel chemotherapy [24-26]. Among abiraterone-
induced adverse events, the occurrence of hepatotoxic-
ity was slightly higher in the ADT+abiraterone group; 
however, the difference was not statistically signifi-
cant.

The study strength is that this is the first study 
to compare ADT+docetaxel with ADT+abiraterone/
prednisone in patients with mHSPC whose data were 
collected from several institutions in Korea. We thor-
oughly described the study’s early nature and clearly 
emphasize on the short-term oncologic outcomes and 
safety profiles as the main focus before the data is ma-
ture enough to produce the OS result.

However, this study has some limitations. First, 
the follow-up period was short (median, 10.9 months). 
Second, the study population was small (n=122). To 
solve these weak points, a study involving a larger 
cohort with a longer follow-up period including OS 
and PFS 2 is necessary. Third, this study could con-
tain some errors because of its retrospective design. 
Finally, this study was not a double-blinded random-
ized study. Leith et al [27] reported several reasons 
for choosing ADT+docetaxel to treat mHSPC. Among 
these reasons, both younger age and good performance 
status were reported to be associated with longer OS 
[28,29]. In addition, the study compared the outcomes 
of ADT+docetaxel between older and younger patients 
with mHSPC and demonstrated that older patients 
had increased ratio of grade 3–5 adverse events than 
younger patients [30]. Considering these points, the 
limitations of our study may cause bias about treat-
ment outcomes or adverse events.

CONCLUSIONS

ADT+abiraterone/prednisone had lower PSA pro-
gression and systemic treatment discontinuation rates 
than ADT+docetaxel. For a better conclusion, further 

studies involving larger, double-blinded randomized 
trials with extended follow-up periods are necessary.
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