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Abstract

Background: No North‐American study tested the survival benefit of chemotherapy

in de novo metastatic prostate cancer according to race/ethnicity. We addressed

this void.

Methods: We identified de novo metastatic prostate cancer patients within the

Surveillance, Epidemiology, and End Results database (2014–2015). Separate and

specific Kaplan–Meier plots and Cox regression models tested for overall survival

differences between chemotherapy‐exposed versus chemotherapy‐naïve patients in

four race/ethnicity groups: Caucasian versus African‐American versus Hispanic/Latino
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vs Asian. Race/ethnicity specific propensity score matching was applied. Here,

additional landmark analysis was performed.

Results: Of 4232 de novo metastatic prostate cancer patients, 2690 (63.3%)

were Caucasian versus 783 (18.5%) African‐American versus 504 (11.8%) His-

panic/Latino versus 257 (6.1%) Asian. Chemotherapy rates were: 21.3% versus

20.8% versus 21.0% versus 20.2% for Caucasians versus African‐Americans

versus Hispanic/Latinos versus Asians, respectively. At 30 months of follow‐up,

overall survival rates between chemotherapy‐exposed versus chemotherapy‐

naïve patients were 61.5 versus 53.2% (multivariable hazard ratio [mHR]: 0.76,

95 confidence interval [CI]: 0.63–0.92, p = 0.004) in Caucasians, 55.2 versus

51.6% (mHR: 0.76, 95 CI: 0.54–1.07, p = 0.11) in African‐Americans, 62.8 versus

57.0% (mHR: 1.11, 95 CI: 0.73–1.71, p = 0.61) in Hispanic/Latinos and 77.7

versus 65.0% (mHR: 0.31, 95 CI: 0.11–0.89, p = 0.03) in Asians. Virtually the

same findings were recorded after propensity score matching within each race/

ethnicity group.

Conclusions: Caucasian and Asian de novo metastatic prostate cancer patients ex-

hibit the greatest overall survival benefit from chemotherapy exposure. Conversely,

no overall survival benefit from chemotherapy exposure could be identified in

either African‐Americans or Hispanic/Latinos. Further studies are clearly needed to

address these race/ethnicity specific disparities.

K E YWORD S

chemotherapy, metastatic prostate cancer, race/ethnicity disparities

1 | INTRODUCTION

Survival in metastatic prostate cancer (mPCa), irrespectively of

promising new systemic therapies, remains low.1–6 To the best of

our knowledge, no large scale, sufficiently‐powered, North‐

American study examined the effect of race/ethnicity on overall

survival benefit from chemotherapy in de novo mPCa.2,7–11 The

effect of race/ethnicity was examined in few post hoc analyses of

prospective randomized trials.12 However, no prospective rando-

mized trials examining the effect of systemic therapies on overall

survival in de novo mPCa, relied on preplanned race/ethnicity

stratification schemes.13–15 Moreover, the proportions of race/

ethnicity groups other than Caucasian, were small, and so were the

actual numbers of included patients from race/ethnicity groups

other than Caucasians.12 Taken together, it is unknown, whether

North‐American race/ethnicity groups other than Caucasians,

benefit of systemic chemotherapy. We addressed these knowl-

edge gaps in the current analysis. Specifically, we hypothesized

that chemotherapy in de novo mPCa is associated with similar

benefits across all race/ethnicity groups. We tested this hypoth-

esis relying on the Surveillance, Epidemiology, and End Results

(SEER) database (2014–2015).

2 | MATERIALS AND METHODS

2.1 | Study population

The current SEER database samples 34.6% of the US population and

approximates it in demographic composition and cancer incidence.16

Within the SEER database (2014–2015), we identified patients

≥18 years old with de novo metastatic, histologically confirmed

adenocarcinoma of the prostate, diagnosed at biopsy (International

Classification of Disease for Oncology [ICD‐O‐3] code 8140 site code

C61.9) between 2014 and 2015. Patients with unknown cM‐stage,

cases identified at autopsy or through death certificates, unknown

histology or non‐primary prostate cancers were excluded. The study

focused on the four most prevalent race/ethnicity groups (Caucasian,

African‐American, Hispanic/Latino, Asian). These selection criteria

resulted in a cohort of eligible 4234 de novo mPCa patients.

2.2 | Statistical analyses

The statistical analyses consisted of four steps. First, we addressed

overall survival in separate and distinct analyses that addressed four
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race/ethnicity groups: Caucasian, African‐American, Hispanic/Latino,

Asian. Within each race/ethnicity group‐specific analysis, we relied

on Kaplan–Meier plots and Cox regression models to test for overall

survival differences according to chemotherapy status. Covariates

consisted of age at diagnosis, PSA groups (<20, 20–90, >90 ng/ml),

Gleason Grade group (GGG) at biopsy (≤IV, V, unknown), clinical M‐

stage (cM1a/b, cM1c) and local treatment (yes, no) for each race/

ethnicity group separately.

Second within each race/ethnicity group, we separately relied on

propensity score matching to address potential differences between

chemotherapy‐exposed versus chemotherapy‐naïve patients. Propensity

score matching variables consisted of age (per year interval), PSA (≤97,

>97 ng/ml), GGG (≤IV, V, unknown), cT‐stage (≤cT2, cT3/4, cTx), cN‐stage

(cN0, cN1, cNx), cM‐stage (cM1a/b, cM1c, cM1unspecific) and local

treatment (yes, no, unknown). Due to sample size limitations in Asian

patients, propensity score matching variables consisted of age (per year

F IGURE 1 Kaplan–Meier plots illustrating overall survival in 2690 Caucasian de novo metastatic prostate cancer patients (A) before
propensity score matching and (B) in 1520 patients after propensity score matching, stratified by chemotherapy status

678 | HOEH ET AL.
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interval), PSA (≤97, >97 ng/ml), GGG (≤IV, V, unknown), cT‐stage (≤cT2,

cT3/4, cTx), cM‐stage (cM1a/b, cM1c, cM1unspecific) and local treat-

ment (yes, no, unknown). Each chemotherapy exposed patient was

matched with one chemotherapy naïve patient within each race group.

The exception consisted of Caucasians, in which one chemotherapy‐

exposed patient was matched with two chemotherapy‐naïve patients.

Third, after propensity score matching, all Kaplan–Meier plots and

Cox regression models were separately refitted within the four separate

and distinct race/ethnicity groups: Caucasian, African‐American, His-

panic/Latino, Asian. The same covariates as above were used.

Finally, survival analyses were repeated in propensity score

matched cohorts after landmark analysis (3 months) was applied.

3 | RESULTS

3.1 | Descriptive characteristics

Between 2014 and 2015, we identified 4234 de novo mPCa patients.

Of those, 2690 (63.3%) were Caucasian, 783 (18.5%) were African‐

American, 504 (11.8%) were Hispanic/Latino and 257 (6.1%) were

Asian. Chemotherapy rates were: 21.3% (n = 573), 20.8% (n = 163),

21.0% (n = 106), 20.2% (n = 52) for the four race/ethnicity groups:

Caucasian, African‐American, Hispanic/Latinos and Asian.

In general, chemotherapy‐exposed patients differed from their

chemotherapy‐naïve counterparts with respect to younger age: Cau-

casian (64 vs. 72 years, p < 0.001), African‐American (61 vs. 65 years,

p< 0.001), Hispanic/Latino (61 vs. 68 years, p < 0.001), Asian (64 vs. 70

years, p < 0.001) (Figure 1). Similarly, chemotherapy‐exposed Cauca-

sians, African‐Americans and Hispanic/Latinos also harbored higher

proportions of clinical N1‐stage (45% vs. 31%, p< 0.001; 45% vs. 33%,

p= 0.013; 44% vs. 33%, p = 0.040) compared to their chemotherapy‐

naïve counterparts. Race/ethnicity specific differences were also iden-

tified. For example, chemotherapy‐exposed Caucasians harbored higher

proportions of GGG V (55% vs. 44%, p <0.001) and higher proportions

of cM1c‐stage (18% vs. 13%, p = 0.004) compared to their

chemotherapy‐naïve counterparts. Furthermore, higher proportions of

PSA >90 ng/ml only applied to chemotherapy‐exposed African‐

American (75% vs. 64%, p= 0.025), compared to their chemotherapy‐

naïve counterparts. Finally, unlike other race/ethnicity groups, no sig-

nificant differences were recorded among chemotherapy‐exposed and

chemotherapy‐naïve Asian patients (Table 1).

3.2 | Overall survival in Caucasian race/ethnicity

Unmatched analyses compared 573 chemotherapy‐exposed versus

2117 chemotherapy‐naïve Caucasian patients. At 30 months of

follow‐up, overall survival rates were 61.5 versus 53.2%, favoring

chemotherapy‐exposed patients (Figure 1A), translating into a mul-

tivariable hazard ratio of 0.76 (confidence interval [CI]: 0.63–0.92,

p = 0.004). Propensity score matched analyses resulted in 537

chemotherapy‐exposed versus 983 chemotherapy‐naïve patients. NoT
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statistically significant differences remained between two cohorts. At

30 months of follow‐up, overall survival rates were 63.4 versus

57.0%, favoring chemotherapy‐exposed patients (Figure 1B), trans-

lating into a multivariable hazard ratio of 0.77 (CI: 0.62–0.93,

p = 0.008) (Table 2). The above results remained unchanged in pro-

pensity score matched cohorts following landmark analyses (multi-

variable hazard ratio: 0.80; CI: 0.65–0.98; p = 0.03).

3.3 | Overall survival in African‐American race/
ethnicity

Unmatched analyses compared 163 chemotherapy‐exposed versus

620 chemotherapy‐naïve African‐American patients. At 30 months of

follow‐up, overall survival rates were 55.2 versus 51.6%, favoring

chemotherapy‐exposed patients (Figure 2A), translating into a mul-

tivariable hazard ratio of 0.76 (CI: 0.54–1.07, p = 0.11). Propensity

score matched analyses resulted in 150 chemotherapy‐exposed

versus 150 chemotherapy‐naïve patients. No statistically significant

differences remained between the two cohorts. At 30 months of

follow‐up, overall survival rates were 56.3 versus 51.9%, favoring

chemotherapy‐exposed patients (Figure 2B), translating into a mul-

tivariable hazard ratio of 0.83 (CI: 0.55–1.26, p = 0.37) (Table 2).

3.4 | Overall survival in Hispanic/Latino
race/ethnicity

Unmatched analyses compared 106 chemotherapy‐exposed versus

398 chemotherapy‐naïve Hispanic/Latino patients. At 30 months of

follow‐up, overall survival rates were 62.8 versus 57.0%, favoring

chemotherapy‐exposed patients (Figure 3A), translating into a

multivariable hazard ratio of 1.11 (CI: 0.73–1.71, p = 0.61). Propensity

score matched analyses resulted in 97 chemotherapy‐exposed versus

97 chemotherapy‐naïve patients. No statistically significant differ-

ences remained between the two cohorts. At 30 months of follow‐

up, overall survival rates were 62.7 versus 56.1%, favoring

chemotherapy‐exposed patients (Figure 3B), translating into a mul-

tivariable hazard ratio of 0.79 (CI: 0.48–1.32, p = 0.37) (Table 2).

3.5 | Overall survival in Asian race/ethnicity

Unmatched analyses compared 52 chemotherapy‐exposed versus 205

chemotherapy‐naïve Asian patients. At 30 months of follow‐up, overall

survival rates were 77.7 versus 65.0%, favoring chemotherapy‐

exposed patients (Figure 4A), translating into a multivariable hazard

ratio of 0.31 (CI: 0.11–0.89, p = 0.03). Propensity score matched

analyses resulted in 40 chemotherapy‐exposed vs 40 chemotherapy‐

naïve patients. No statistically significant differences remained be-

tween the two cohorts. At 30 months of follow‐up, overall survival

rates were 79.8 versus 55.0%, favoring chemotherapy‐exposed pa-

tients (Figure 4B), translating into a multivariable hazard ratio of 0.20

(CI: 0.06–0.71, p = 0.01) (Table 2). The above results remained un-

changed in propensity score matched cohorts following landmark

analyses (multivariable hazard ratio: 0.20; CI: 0.06–0.72; p = 0.01).

4 | DISCUSSION

We hypothesized that chemotherapy in mPCa is associated with si-

milar benefits across all race/ethnicity groups. We tested this hy-

pothesis within the SEER database between 2014 and 2015. We

made several noteworthy findings.

TABLE 2 Race/ethnicity group
specific uni‐ and multivariable Cox
regression models predicting overall
mortality in metastatic prostate cancer
patients according to chemotherapy
exposure before and after propensity
score matching

Univariable Multivariable
Hazard ratio 95 CI p value Hazard ratio 95 CI p value

Caucasian

Unmatched data 0.70 0.59–0.83 0.001 0.76 0.63–0.92 0.004

PSM data 0.79 0.65–0.96 0.02 0.77 0.62–0.93 0.008

African‐American

Unmatched data 0.79 0.57–1.08 0.14 0.76 0.54–1.07 0.11

PSM data 0.80 0.53–1.20 0.29 0.83 0.55–1.26 0.37

HIspanic/Latino

Unmatched data 0.93 0.62–1.38 0.70 1.11 0.73–1.71 0.61

PSM data 0.80 0.48–1.31 0.37 0.79 0.48–1.32 0.37

Asian

Unmatched data 0.34 0.14–0.85 0.02 0.31 0.11–0.89 0.03

PSM data 0.21 0.06–0.72 0.01 0.20 0.06–0.71 0.01

Note: Cox regression models were adjusted for age, PSA, Gleason grade group, cM‐stage and local
treatment. Hazard Ratios indicate effect of chemotherapy exposure on overall mortality.

Abbreviations: CI, confidence interval; PSM, propensity‐score matching.
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First, the proportions and absolute numbers of patients identified

within race/ethnicity groups other than Caucasian are small in

prostate cancer and even smaller in numbers in mPCa.17–20 The

current analysis validates the difficulty in analyses addressing race/

ethnicity specific differences. In mPCa, these difficulties related to

small numbers of observations in African‐American (n = 738), His-

panic/Latino (n = 257) and Asian (n = 257) patients relative to a large

contingent of Caucasians (n = 2690). We relied on the second largest

North‐American, epidemiological database (SEER).16 Relative to

SEER, only one similar observational database, namely the National

Cancer Database (NCDB), can provide larger absolute numbers. The

same sample size limitations, that apply to race/ethnicity groups

other than Caucasian, were operational in all mPCa trials, where very

small proportions and very small absolute numbers of race/ethnicity

groups other than Caucasian were included.13,14,21 For example post

hoc analyses of one of the largest phase 3 trials addressing systemic

therapy in mPCa (CHAARTED) only enrolled 78 African‐American, 38

Hispanic and 8 Asian patients.12 These numbers were clearly

F IGURE 2 Kaplan–Meier plots illustrating overall survival in 783 African‐American de novo metastatic prostate cancer patients (A) before
propensity score matching and (B) in 300 patients after propensity score matching, stratified by chemotherapy status
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insufficient to prospectively plan a stratification scheme that would

allow specific race/ethnicity group analyses.22 In consequence, few

completed and reported phase 3 trials provided post hoc race/eth-

nicity stratified analyses.12 Several others did not even include race/

ethnicity in post hoc analyses.

Taken together, these observations emphasize important data

gaps related to race/ethnicity when systemic chemotherapy for

mPCa is considered.

Second, we relied on four race/ethnicity group specific analyses

testing the effect of chemotherapy on overall survival in (1) Cauca-

sian, (2) African‐American, (3) Hispanic/Latino and (4) Asian mPCa

patients. Within three race/ethnicity groups (Caucasian, African‐

American, Hispanic/Latino) we observed a more aggressive prostate

cancer phenotype in chemotherapy‐exposed patients than in their

chemotherapy‐naïve counterparts. Based on these race/ethnicity

prostate cancer phenotype differences, our analyses relied on

F IGURE 3 Kaplan–Meier plots illustrating overall survival in 504 Hispanic de novo metastatic prostate cancer patients (A) before propensity
score matching and (B) in 194 patients after propensity score matching, stratified by chemotherapy status
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propensity score matched data to maximally reduce the differences in

age and prostate cancer characteristics between chemotherapy‐

exposed versus chemotherapy‐naïve prostate cancer patients, within

each specific race/ethnicity group.

Third, in both unmatched, as well propensity score matched

analyses, we recorded statistically significantly lower overall mortality

in Caucasians, who represent the largest race/ethnicity group. It is

also noteworthy, that statistically significantly lower overall mortality

was also recorded in Asians, who represent the smallest race/ethni-

city group. These observations indicate two important facts.

Chemotherapy‐exposure is associated with a potential survival ben-

efit in Caucasian and Asian patients with or without adjustment for

patient and tumor characteristics differences. Specifically, the mag-

nitude of overall mortality reduction was even stronger in matched

Asian cohorts. Additionally, it is of utmost importance to note, that

lower overall mortality, that was recorded in chemotherapy‐exposed

patients, was documented in equally important degree in the nu-

merically smallest, Asian race/ethnicity group. In consequence, de-

spite most important sample size and power limitations that apply to

Asian race/ethnicity group, the effect of chemotherapy and lower

F IGURE 4 Kaplan–Meier plot illustrating overall survival in 257 Asian de novo metastatic prostate cancer patients (A) before propensity
score matching and (B) in 80 patients after propensity score matching, stratified by chemotherapy status

684 | HOEH ET AL.



overall mortality rates in chemotherapy‐exposed patients could be

documented with high degree of statistically significance, in both

matched and unmatched analyses. These observations regarding

Asian mPCa patients are in agreement with previous reports.23–25 It

is of utmost importance to note, that the effect of chemotherapy was

not associated with lower overall mortality in African‐Americans

(second largest race/ethnicity group), as well as in Hispanic/Latinos

(third largest race/ethnicity group).

Taken together, our results indicate, that the recorded lack of

overall survival benefit associated with chemotherapy administration

in African‐American and Hispanic/Latino patients cannot be solely

attributed to sample size or power consideration, since a strong

overall survival benefit was recorded in a much smaller patient sub-

group (Asian). Clinical implications of the above findings clearly in-

dicate that prospective analyses addressing chemotherapy benefit in

African‐American and Hispanic/Latino patients are urgently needed.

In absence of such data in the foreseeable future, additional retro-

spective epidemiological analyses mirroring the current study should

be carried out. The NCDB represents an ideal data pool to carry out

such analysis with the intent of validating or refusing our analysis.

Several limitations applied to our study. First, the rate of che-

motherapy exposure is low in the current study. It is nonetheless very

similar to the rate observed in other large‐scale population‐based

studies.18,26 Moreover, the nature of administered chemotherapy

and adherence is unknown with respect to its type, number of lines,

overall duration as well as, individual efficacy of used regimens.

Moreover, SEER does not provide information regarding concomitant

medication such as antiandrogen deprivation therapy. This limitation

is shared with other population‐based data examining chemotherapy

effects and should be interpretated accordingly.26–28 Second, the

retrospective nature of the study introduces a number of selection

biases, that distinguish chemotherapy exposed patients from others.

Differences in patient and clinicopathological features that were not

captured by SEER may have influenced the current findings. More-

over, as reported, chemotherapy‐exposed patients tended to harbor

more aggressive prostate cancer phenotypes. To address these biases

multivariable analyses were complemented by propensity score

matching, to more completely and strictly address these differences.

Third, patient numbers, especially for Asians were low. Finally, a

number of established predictors of survival (lactate dehydrogenase,

hemoglobin) for mPCa patients were unavailable in both the current

as well as other population‐based studies that include the NCDB.29,30

5 | CONCLUSIONS

De novo mPCa Caucasian and Asian race/ethnicity patients exhibit

higher overall survival, when exposed to chemotherapy. Conversely,

these observations could not be made for African‐American and

Hispanic/Latino patients. Since we observed significant improved

overall survival in the largest and smallest race/ethnicity subgroup,

lack of improved overall survival in the second and third subgroup is

unlikely related to sample size limitations.

ACKNOWLEGMENT

Benedikt Hoeh was awarded a scholarship by the Giersch Stiftung.

Open access funding enabled and organized by Projekt DEAL.

CONFLICT OF INTERESTS

The authors declare that there are no conflict of interests.

AUTHOR CONTRIBUTIONS

Benedikt Hoeh: conceptualization, formal analysis, writing—original

draft. Christoph Würnschimmel: methodology, formal analysis.

Rocco Simone Flammia: visualization, formal analysis. Benedikt

Horlemann: validation, visualization. Gabriele Sorce: methodology,

validation. Francesco Chierigo: methodology. ZheTian: methodology,

software. Fred Saad: project administration, writing—review and

editing.Markus Graefen: supervision, project administration.Michele

Gallucci: project administration. Alberto Briganti: writing—review and

editing. Carlo Terrone: writing—review and editing. Shahrokh F.

Shariat: writing—review and editing. Derya Tilki: supervision, visua-

lization, formal analysis. Luis A. Kluth: supervision, writing—review

and editing. Philipp Mandel: supervision, writing—review and editing.

Felix K.H. Chun: conceptualization, project administration. Pierre I.

Karakiewicz: conceptualization, project administration, formal

analysis, writing—original draft.

ETHICS STATEMENT

All analyses and their reporting followed the SEER reporting guidelines.

Due to the anonymously coded design of the SEER database, study‐

specific Institutional Review Board ethics approval was not required.

DATA AVAILABILITY STATEMENT

All data generated for this analysis were from the SEER database. The

code for the analyses will be made available upon request.

ORCID

Benedikt Hoeh http://orcid.org/0000-0002-4238-6584

Christoph Würnschimmel http://orcid.org/0000-0001-7891-4791

Francesco Chierigo http://orcid.org/0000-0001-7357-0758

Derya Tilki http://orcid.org/0000-0001-7033-1380

REFERENCES

1. Wu JN, Fish KM, Evans CP, Devere White RW, Dall'Era MA. No
improvement noted in overall or cause‐specific survival for men
presenting with metastatic prostate cancer over a 20‐year period.
Cancer. 2014;120(6):818‐823.

2. Wurnschimmel C, Nocera L, Wenzel M, et al. Life expectancy in
metastatic prostate cancer patients according to racial/ethnic
groups. Int J Urol. 2021;28(8):862‐869.

3. Kwan EM, Thangasamy IA, Teh J, et al. Navigating systemic therapy
for metastatic castration‐naïve prostate cancer. World J Urol. 2021;

39(2):339‐348.

4. Droz J‐P, Efstathiou E, Yildirim A, et al. First‐line treatment in senior
adults with metastatic castration‐resistant prostate cancer: a pro-
spective international registry. Urol Oncol. 2016;34(5):234.e21‐234.e29.

5. Hoeh B, Würnschimmel C, Flammia RS, et al. Improvement in overall
and cancer‐specific survival in contemporary, metastatic prostate

HOEH ET AL. | 685

http://orcid.org/0000-0002-4238-6584
http://orcid.org/0000-0001-7891-4791
http://orcid.org/0000-0001-7357-0758
http://orcid.org/0000-0001-7033-1380


cancer chemotherapy exposed patients. Prostate. 2021;81(16):
1374‐1381.

6. Ramos‐Esquivel A, Fernández C, Zeledón Z. Androgen‐deprivation
therapy plus chemotherapy in metastatic hormone‐sensitive pros-

tate cancer. A systematic review and meta‐analysis of randomized
clinical trials. Urol Oncol. 2016;34(8):335.e9‐335.e19.

7. Rebbeck TR. Prostate cancer disparities by race and ethnicity: from
nucleotide to neighborhood. Cold Spring Harb Perspect Med. 2018;
8(9):a030387.

8. Powell IJ, Bock CH, Ruterbusch JJ, Sakr W. Evidence supports a
faster growth rate and/or earlier transformation to clinically sig-
nificant prostate cancer in black than in white american men, and
influences racial progression and mortality disparity. J Urol. 2010;
183(5):1792‐1797.

9. Kinseth MA, Jia Z, Rahmatpanah F, et al. Expression differences be-
tween African American and Caucasian prostate cancer tissue reveals
that stroma is the site of aggressive changes: racial disparity of gene
expression in prostate cancer. Int J Cancer. 2014; 134(1):81‐91.

10. Halabi S, Dutta S, Tangen CM, et al. Overall survival of black and

white men with metastatic castration‐resistant prostate cancer
treated with docetaxel. J Clin Oncol. 2019;37(5):403‐410.

11. Weiner AB, Matulewicz RS, Tosoian JJ, Feinglass JM, Schaeffer EM.
The effect of socioeconomic status, race, and insurance type on

newly diagnosed metastatic prostate cancer in the United States
(2004–2013). Urol Oncol. 2018;36(3):91.e1‐91.e6.

12. Bernard B. Impact of ethnicity on the outcome of men with metastatic,
hormone‐sensitive prostate cancer. Cancer. 2017;123(9):1536‐1544.

13. James ND, Sydes MR, Clarke NW, et al. Addition of docetaxel, zo-

ledronic acid, or both to first‐line long‐term hormone therapy in
prostate cancer (STAMPEDE): survival results from an adaptive,
multiarm, multistage, platform randomised controlled trial. The

Lancet. 2016;387(10024):1163‐1177.
14. Kyriakopoulos CE, Chen Y‐H, Carducci MA, et al. Chemohormonal

therapy in metastatic hormone‐sensitive prostate cancer: long‐term
survival analysis of the randomized phase III E3805 CHAARTED
Trial. J Clin Oncol. 2018;36(11):1080‐1087.

15. Sartor O, Armstrong AJ, Ahaghotu C, et al. Survival of African‐
American and Caucasian men after sipuleucel‐T immunotherapy:

outcomes from the PROCEED registry. Prostate Cancer Prostatic Dis.
2020;23(3):517‐526.

16. About the SEER Program [Internet]. SEER. [cited 2021 April 20].
Available from: https://seer.cancer.gov/about/overview.html

17. Peters N, Armstrong K. Racial differences in prostate cancer treatment
outcomes: a systematic review. Cancer Nurs. 2005;28(2):108‐118.

18. Cattrini C, Soldato D, Rubagotti A, et al. Epidemiological character-
istics and survival in patients with de novo metastatic prostate
cancer. Cancers. 2020;12(10):2855.

19. Dall'Era MA, deVere‐White R, Rodriguez D, Cress R. Changing in-
cidence of metastatic prostate cancer by race and age, 1988–2015.
European Urology Focus. 2019;5(6):1014‐1021.

20. Patel NA, Sedrakyan A, Bianco F, et al. Definitive and sustained
increase in prostate cancer metastases in the United States. Urologic
Oncology: Seminars and Original Investigations. 2019;37(12):988‐990.

21. Fizazi K, Pagliaro L, Laplanche A, et al. Personalised chemotherapy

based on tumour marker decline in poor prognosis germ‐cell tu-
mours (GETUG 13): a phase 3, multicentre, randomised trial. Lancet
Oncol. 2014;15(13):1442‐1450.

22. Lythgoe MP, Krell J, Savage P, Prasad V. Race reporting and diversity
in US food and drug administration (FDA) registration trials for

prostate cancer; 2006–2020. Prostate Cancer Prostatic Dis [Internet].
2021;24:1208‐1211 Available from http://www.nature.com/articles/
s41391-021-00361-0

23. Würnschimmel C, Wenzel M, Collà Ruvolo C, et al. Survival ad-
vantage of Asian metastatic prostate cancer patients treated with

external beam radiotherapy over other races/ethnicities. World

J Urol [Internet]. 2021;39:3781‐3787. Available from: doi:10.1007/
s00345-021-03720-7

24. Fujimoto H, Nakanishi H, Miki T, et al. Oncological outcomes of the
prostate cancer patients registered in 2004: report from the Cancer

Registration Committee of the JUA. Int J Urol. 2011;18(12):876‐881.
25. Chen X‐Q, Huang Y, Li X, et al. Efficacy of maximal androgen

blockade versus castration alone in the treatment of advanced
prostate cancer: a retrospective clinical experience from a Chinese

medical centre. Asian J Androl. 2010;12(5):718‐727.
26. Weiner AB, Ko OS, Li EV, et al. Survival following upfront che-

motherapy for treatment‐naïve metastatic prostate cancer: a real‐
world retrospective cohort study. Prostate Cancer Prostatic Dis.
2021;24(1):261‐267.

27. Hoeh B, Würnschimmel C, Flammia RS, et al. Effect of chemother-
apy on overall survival in contemporary metastatic prostate cancer
patients. Front Oncol. 2021;11:778858.

28. Bandini M, Pompe RS, Marchioni M, et al. Improved cancer‐specific
free survival and overall free survival in contemporary metastatic

prostate cancer patients: a population‐based study. Int Urol Nephrol.
2018;50(1):71‐78.

29. Smaletz O, Scher HI, Small EJ, et al. Nomogram for overall survival of
patients with progressive metastatic prostate cancer after castra-
tion. JCO. 200220(19):3972‐3982.

30. Kafka M, Eder IE, Klocker H, Heidegger I. Emerging promising bio-
markers for treatment decision in metastatic castration‐resistant
prostate cancer. Urol Oncol. 2020; 38(11):801‐815.

How to cite this article: Hoeh B, Würnschimmel C, Flammia RS,

et al. Effect of chemotherapy in metastatic prostate cancer

according to race/ethnicity groups. The Prostate. 2022;82:

676‐686. doi:10.1002/pros.24312

686 | HOEH ET AL.

https://seer.cancer.gov/about/overview.html
http://www.nature.com/articles/s41391-021-00361-0
http://www.nature.com/articles/s41391-021-00361-0
https://doi.org/10.1007/s00345-021-03720-7
https://doi.org/10.1007/s00345-021-03720-7
https://doi.org/10.1002/pros.24312



