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ADT therapy in prostate cancer
• Effective, for a while & improves prognosis
• However, concern over long-term side effects,
including cardiovascular events
• Long-term ADT appears to increase CV event
rate
• 20-30% of prostate cancer patients have preexisting cardiovascular disease – their
prognosis is worse, and they may have a
greater increase in CV risk with ADT

Pre-existing cardiovascular disease increases risk
of death in prostate cancer
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Outcome with ADT related to preexisting CV disease

Van Hemelrijck et al J Clin Oncol 28:34483456. DOI: 10.1200/JCO.2010.29.1567

The risk of cardiovascular events may depend on ADT
modality
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LHRH agonists, but not orchiectomy, are associated with a significant increase in
cardiac events in patients with non-metastatic prostate cancer
Gandaglia et al BJU Int. 2014 Dec;114(6b):E82-9.

Androgen deprivation therapy

Lower CV risk with GnRH antagonists?
Baseline presence of CV disease is important
• Pooled trial data - lower CV event rate with antagonist
therapy (degarelix) vs GnRH agonists
– Patients with no CV disease at baseline:
• no difference in CV events between treatment groups

– with CV disease at baseline:
• 56% relative risk reduction of a CV event with degarelix vs GnRH agonist (HR: 0.44;
95% CI, 0.26-0.74; p=0.002)
• 8.2% ARR of a CV event or death with degarelix
• NNT of 12 to prevent 1 CV event

• Risk reduction is associated with presence of pre-existing CVD

Albertsen et al. Eur Urol 2014;65:565-573

Lower CV risk with GnRH antagonists?

Hazard Ratio 0.44 p=0.002
absolute risk reduction 8.2%
NNT = 12

pre-existing CVS disease

Albertsen et al. Eur Urol 2014;65:565-573

Aims/methods of the study
• To clarify using real world data whether
Cardiovascular risk in prostate cancer patients
is, as suggested, lower in those treated with a
GnRH antagonist (degarelix) vs GnRH agonists
• Data from Optimum Patient Care Data Base
ODCPR – UK primary care database, 700 GP
practices, records from 8.8 million patients

Methods
• Patients with prostate cancer who were new
users of degarelix, leuprorelin, goserelin or
triptorelin were identified
• The relative risk of cardiovascular events (heart
failure, MI, arrhythmia and IHD) for degarelix vs
GnRH agonists was determined

Results – Baseline characteristics
Baseline characteristics
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Conclusions
• Real-world data of patients on a GnRH
antagonist is consistent with previous studies
showing lower CV risk vs agonists
• In men with pre-existing CV disease, the use of
an antagonist rather than an agonist may
mitigate CV risk

Assessment and mitigation of CV risk in clinical practice

