La radiologia medica (2026) 131:158-166
https://doi.org/10.1007/s11547-025-02107-7

RADIOTHERAPY q

Check for
updates

Oncological outcomes after tailored PSMA-PET-guided treatment
in biochemical relapse after prostatectomy (PSICHE Trial —NCT
05022914)

Giulio Francolini® - Pietro Garlatti’ - Vanessa Di Cataldo’ - Saverio Caini? - Mauro Loi' - Gabriele Simontacchi' -

Isacco Desideri® - Daniela Greto' - Luca Burchini' - llaria Bonaparte - Giulio Frosini' - Sergio Serni* -

Riccardo Campi* - Luca Vaggelli® - Niccolo Bertini' - Michele Aquilano® - Nicola Simoni’ - Federico Colombo” -
Ciro Franzese® - Marta Scorsetti® - Arturo Chiti® - Livia Ruffini'® - Maria Rosaria Raspollini'' - Mack Roach'?-
Richard K. Valicenti'® - Lorenzo Livi®

Received: 8 April 2025 / Accepted: 20 September 2025 / Published online: 13 October 2025
© Italian Society of Medical Radiology 2025

Abstract

Background Next-generation imaging (NGI) (68 Ga-prostate-specific membrane antigen (PSMA)-PET) represents a cor-
nerstone in biochemical recurrent prostate cancer management. PSICHE is a multicentric prospective study, aimed to assess
oncological outcomes of a predefined tailored imaging-guided treatment.

Methods Patients with biochemical recurrence (BCR) after surgery (prostate-specific antigen [PSA]>0.2 <1 ng/mL)
underwent staging with PSMA-PET. A predefined treatment algorithm was proposed to all patients: prostate bed salvage
radiotherapy (SRT) in case of negative or positive PET within the prostate bed, stereotactic body radiotherapy (SBRT) if
pelvic nodal recurrences or oligometastatic disease were detected, and androgen deprivation therapy (ADT) was proposed
in widespread polymetastatic disease. Chi-square test was used to evaluate the relationship between baseline features and
the rate of positive PSMA-PET/CT.

Results One hundred and fifty-nine patients were enrolled. One hundred and seven patients had a PSMA negative/positive
in the prostate bed; pelvic nodal disease or oligometastatic metastatic disease was detected in 39 and 10 patients, respec-
tively. Three patients had a polymetastatic disease. Seventeen patients underwent observation because of prior postoperative
radiotherapy (RT)/treatment refusal. Eighty-eight patients were treated with SRT, and SBRT was performed in 49 patients
with pelvic or extrapelvic oligometastatic disease. Stratifying patients according to EAU criteria (low risk: PSA doubling
time > 12 months and Gleason score < 8; high risk: PSA doubling time < 12 months or Gleason score > 8) after a median
follow-up of 19 months in the overall population, median BRFS and MFS were not significantly different between the two
risk subgroups (p=0.58 and p=0.21, respectively). Median metastasis-free and ADT-free survival were not reached.
Conclusions A PSMA-targeted treatment strategy led to promising results, avoiding unnecessary toxicity from ADT or
standard SRT administered in unselected patients. Analysis after longer follow-up is needed to clarify survival outcomes.
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Introduction

In patients affected by prostate cancer, the rate of bio-
chemical recurrence (BCR), defined as a detectable PSA
level > 0.2 ng/mL [1], after radical prostatectomy (RP) at
10 years is between 30 and 40% [2, 3]. Traditionally, treat-
ment for BCR was guided by conventional imaging, and
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prostate bed salvage radiotherapy (SRT) remained the stand-
ard of care following BCR [4, 5]. However, conventional
imaging has been associated with a poor detection rate in
this scenario [6, 7], potentially leading to an inadequate
treatment approach in patients with BCR without correct
staging. Next-generation imaging (NGI) has been shown to
significantly increase the detection rate in early BCR and
may significantly affect treatment in this setting [8—10]. Cur-
rent guidelines suggest to perform NGI based on prostate-
specific membrane antigen (PSMA) or fluciclovine PET/CT,
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due to their higher positivity rates, but there is no established
standard option to tailor curative treatment on the basis of
these imaging methods [11]. At the same time, modern
treatment approaches based on metastasis-directed therapy
(MDT) have been studied in prospective trials, with prom-
ising results in terms of oncological outcomes [12]. This
highlights the need for prospective data assessing clinical
outcomes after treatment approaches based on the integra-
tion between currently available imaging methods and MDT
in the early BCR setting. For this reason, a prospective trial
including BCR patients was designed, aiming to evaluate
the use of 68 Ga-PSMA-11 PET/CT (PSMA-PET) within
a metastasis-directed treatment framework. The “PSMA
Guided Approach for bloCHEmical Relapse After Prosta-
tectomy-PSICHE” trial (NCT05022914) is a prospective
observational trial testing a predefined treatment algorithm
including both SRT and MDT via stereotactic body radio-
therapy (SBRT) currently ongoing in three Italian centers. In
this report, we present early clinical results after enrollment
of the complete planned sample size, focusing on toxicity
and biochemical outcomes.

Materials and methods

PSICHE (NCT05022914) is a multicenter prospective
observational study. The trial oversight has been already
published elsewhere [13] [14]. Briefly, patients with BCR
after RP, defined as a PSA rise > 0.2 ng/ml, were enrolled
in the trial and underwent [68 Ga] Ga-PSMA-11 PET/
CT staging. Exclusion criteria consisted of PSA > 1 ng/ml,
persistently elevated PSA (> 0.1 ng/ml) within 16 weeks
after RP, previous SBRT for pelvic or extrapelvic dis-
ease, or ongoing androgen deprivation therapy (ADT) at
enrollment. Postoperative ADT was allowed provided that
patients were free from ADT for at least 6 months. All
patients were treated with a predefined treatment algorithm
according to PSMA results. Patients with negative imag-
ing or positive findings within the prostate bed underwent
SRT, if not previously received. Treatment intensifica-
tion was allowed within site-specific study protocols [15,
16] if prostate bed macroscopic recurrence was detected,
such as stereotactic SRT (e.g., 35 Gy in 5 fractions). When
pelvic nodal recurrences or oligometastatic disease was
detected (<3 nodal or bone metastases), SBRT was per-
formed, with doses and fractionations ranging between
24 and 45 Gy in 3-6 fractions [17] [18, 19]. ADT with
or without androgen receptor-targeted agent (ARTA) was
provided in all cases of widespread metastatic disease (>3
nodal or bone metastases, presence of visceral disease).
For patients who previously received postoperative pros-
tate bed RT, observation and PSMA-PET/CT restaging at
further PSA progression was provided in case of negative

imaging or positive imaging within the prostate bed. Sal-
vage retreatment (e.g., SBRT for a total dose of 30 Gy in 5
fractions) could be proposed according to clinical decision
[20]. After treatment, a biochemical response was defined
as a PSA decline > 50% when compared to baseline; a
PSA <£0.2 ng/ml was defined as complete biochemical
response. Patients were followed with clinical assessment,
gastrointestinal (GI) and genitourinary (GU) adverse event
reporting and PSA every 3 months after treatment for the
first year, and every 6 months thereafter. Biochemical pro-
gression is defined as the date in which a PSA increase
above 0.2 ng/ml for patients with a PSA nadir <0.2 ng/
ml or two consecutive PSA increases >25% when com-
pared to nadir in patients with a PSA nadir > 0.2 ng/ml
is detected. Patients were re-staged with PSMA-PET/
CT when biochemical recurrence was detected. Adverse
events were classified according to CTCAE v 4.03. A first
interim analysis was planned after reaching the complete
sample size enrollment in order to reliably evaluate PSMA
detection rate in this cohort and provide data about early
biochemical outcomes. Kaplan—Meier analysis was used
to compare biochemical relapse-free survival (BRFS) and
metastasis-free survival (MFS) in patients affected by low-
vs high-risk biochemical recurrence defined according to
European Urology Association criteria (low risk: PSA
doubling time > 1 year AND ISUP score <4, high risk:
PSA doubling time < 1 year OR ISUP score >4) [22]. In
terms of safety profile, comparing SRT and SBRT, the pro-
tocol was approved by local ethical committee (Comitato
Etico Area Vasta Centro).

Results
Population

Overall, 159 patients have been enrolled in three Italian cent-
ers. Baseline population features are summarized in Table 1.

Staging outcomes and subsequent management

Overall, PSMA-PET was found negative or positive within
the prostate bed in 107 patients (67.3%). Pelvic nodal dis-
ease or oligometastatic recurrence was found in 39 (24.5%)
and 10 (6.3%) patients, respectively. Three patients were
found to have polymetastatic disease.

After staging, SRT, observation, or retreatment were
proposed in 91 (3 refused), 14, and 2 patients, respectively.
SBRT was performed in 49 patients for pelvic or extrapelvic
oligometastatic disease. Upfront ADT alone was adminis-
tered in three patients with widespread metastatic disease
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Table 1 Main baseline features

Baseline population features N (%)

Pts 159

TNM

pT2 43 (27%)
pT3 111 (70%)
unknown 5 (3%)

pNO 101 (63,5%)
pN1 12 (7,5%)
pNx 46 (29%)
Gleason score at diagnosis

6 7 (4,4%)

7 89 (56%)

8 32 (20,1%)
9 23 (14,5%)
unknown 8 (5%)
Previous salvage radiotherapy

Yes 43 (27%)
No 116 (73%)
Median PSA value at BCR (range) 0,49 (0,20—0,27)
Group Risk

low risk 78 (49%)
high risk 81 (51%)
PET PSMA results

Negative/positive findings within the prostate bed 107 (67,3%)
Pelvic nodal persistence 39 (24,5%)
Abdominal nodal or bone oligometastatic disease 10 (6,3%)
Abdominal nodal or bone metastatic disease and/ 3 (1,9%)

or visceral disease
Number of lesions

0 or prostate bed only 101 (63,5%)

1 43 (27,1%)
2 10 (27,1%)
3 2 (1,2%)
>3 3(1,9%)
Lesion site

None or prostate bed only 108 (67%)
Nodal 40 (25%)
Bone 12 (7,4%)
Visceral 1(0,6%)
Proposed treatment

SRT 91 (57,2%)
Retreatment 2 (1,2%)
SBRT 49 (30,8%)
Observation 14 (8,8%)
ADT 3(1,9%)

BRC: biochemical recurrence; SRT: salvage radiotherapy; stereotactic
body radiotherapy; ADT: antiandrogen therapy
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(Fig. 1). No ARTA treatment was provided due to limitations
in reimbursement within the enrollment period in the treat-
ing institutions. Except for three patients refusing SRT, all
patients underwent the proposed treatment as per protocol.

Biochemical response and survival outcomes

Only patients who underwent active treatment were included
in the analysis of biochemical response rates. Seventeen
patients undergoing observation or who refused SRT
after staging were excluded from this analysis. After three
months, biochemical response and complete biochemical
response were detected in 84 and 77 out of 142 patients
(59.1% and 54.2%), respectively. Excluding 3 pts who were
treated with ADT, the rate of biochemical response and
complete biochemical response remained similar (58.2%
and 53.2%, respectively). After SRT, biochemical response
and complete biochemical response were achieved by 73.9%
and 68% of patients receiving treatment. After SBRT, bio-
chemical response and complete biochemical response were
reported in 53% and 28.6% of patients treated, respectively.
After a median follow-up of 19 months, 53 had a biochemi-
cal recurrence, of whom 29 were found positive for new met-
astatic sites at following PSMA imaging. According to EAU
criteria, patients were affected by low- or high-risk BCR in
78 and 81 cases, respectively. Of these, biochemical pro-
gression after treatment was reported in 29 and 24 patients,
respectively, while metastasis occurrence was detected in
12 and 18 cases. Considering the impact of baseline risk
features at biochemical recurrence in the overall popula-
tion, median BRFS and MFS were not significantly different
between low- and high-risk BCR subgroups (p=0.58 and
p=0.21, respectively) (Fig. 2 and 3). Fifteen patients started
ADT, and 14 received a new course of SBRT for oligopro-
gressive disease. Median estimated BRFS was 28 months
(95% CI 21-63 months). Median metastasis-free survival
and ADT-free survival were not reached. Among patients
with negative PSMA-PET treated with SRT, median BFRS
was 63 months; median MFS and ADT-free survival were
not reached. In patients treated with SBRT, median BRFS
and metastasis-free survival were 20 and 22 months, and
median ADT-free survival was not reached.

Safety

Overall, acute GI and GU adverse events were reported in
13 and 38 patients, respectively. All acute adverse events
were G1 except for 4 G2 GU events. Late GI and GU adverse
events were reported in 4 and 29 cases, respectively. G>2
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Fig.2 Biochemical relapse-free survival in low- vs high-risk BCR
patients

late GI and GU toxicity was reported in 1 and 5 cases,
respectively. Considering only patients undergoing SRT, 11
and 31 acute GI and GU adverse events were reported (1 and
4 G2, respectively), while 4 and 25 late GI and GU adverse
events were reported (1 and 3 G2, respectively). Considering
the SBRT population, acute GI and GU adverse events were
reported in 2 and 7 patients (all G1), while late toxicity was
reported only in two G1 and GU cases. Significant benefit in
terms of acute and late GU toxicity was found when compar-
ing SBRT and SRT populations, in favor of SBRT (p=0.01
and p=0.005, respectively), while no significant difference
was found for acute or late GI toxicity (Table 2). No G4 or

Fig. 3 Metastasis-free survival in low- vs. high-risk BCR patients

5 was registered in the overall population; only one late G3
GU event was observed.

In synthesis, PSMA-PET/CT was found positive in 30% of
patients affected by early BCR. The predefined treatment algo-
rithm provided promising biochemical outcomes. Moreover,
more than half of the population was free from ADT or metas-
tases at the end of follow-up, suggesting a promising clinical
benefit of a PSMA tailored approach. Interestingly, BRFS
and MFS did not differ between low- and high-risk BCR sub-
groups, underlining that correct patient selection may coun-
terbalance the negative impact of adverse prognostic features.
Finally, safety analysis underscored the potential benefit in
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Table2 Summary of main Acute Toxicity Any grade Gl G2 G3 G4 G5
adverse events reported
GI 13 13 0 0 0 0
GU 38 34 4 0 0 0
Late Toxicity Any grade Gl G2 G3 G4 G5
GI 4 3 1 0 0 0
GU 29 24 4 1 0 0

GI = gastronintestinal; GU = genitorinary

terms of adverse events of the tested treatment strategy when
compared to standard SRT performed in a framework avoid-
ing pretreatment PSMA staging; of note is the favorable GU
toxicity profile for the SBRT treatment and the absence of G3
or major adverse events with this therapeutic approach.

Discussion

PSICHE (NCT05022914) is one of the first prospective tri-
als integrating a tailored treatment approach consisting of
SRT, SBRT, or ADT according to PSMA-PET/CT imaging
results in early BR after RP. First, these patients would have
been probably treated with standard SRT with or without
ADT in the pre-NGI era, or upfront ADT alone in cases
previously managed with postoperative SRT. This under-
lines how PSMA imaging changed the clinical approach in
all those patients undergoing SBRT, observation alone, or
retreatment on local macroscopic recurrence in a previously
irradiated prostate bed (40.9% of the overall cohort). After
tailored treatment, the results of the current analysis show
that an early biochemical response is achieved by a consist-
ent percentage of patients after treatment, regardless of ADT
prescription. Moreover, clinical outcomes are encouraging,
with 81.8% and 88.7% of patients free from metastases and
ADT after 19 months of median follow-up. Interestingly, all
patients underwent a new PSMA-PET/CT restaging at fur-
ther PSA recurrence; thus, the results of the current analysis
should be considered in light of the sensitivity of imaging
performed and do provide important information regarding
freedom from clinical recurrence after treatment in the NGI
era. At the same time, patients undergoing tailored treat-
ment based on PSMA results (e.g., SBRT on oligorecur-
rence) spared the toxicity given by ADT and SRT. Of note,
clinical outcomes in this series were comparable in patients
with low- and high-risk biochemical recurrence. This is
of particular interest considering that the EAU prostate
guidelines panel recommends stratifying patients in these
two risk categories based on the different rates of disease
progression on imaging [21] and Tilki et al. further vali-
dated this classification, showing that 5 years of MFS was
significantly improved in patients with low- vs. high-risk
BCR [22]. However, this stratification was proposed outside

@ Springer

a NGl-based framework, where high-risk patients may have
experienced less benefit from salvage treatment after pros-
tatectomy due to undetected disease. This is recommended
by recent guidelines, even if the following management is
unclear due to the lack of prospective studies in this scenario
[11]. Nonetheless, the EAU classification was recently vali-
dated as well in patients undergoing NGI and conventional
salvage radiotherapy, underlining its importance even in an
actual clinical scenario including modern imaging and con-
firming its prognostic impact in patients in whom a PSMA
conventional SRT was planned [23]. Conversely, patients
included in the PSICHE trial had similar treatment outcomes
regardless of their baseline EAU risk classification, under-
lining how a tailored treatment approach may counterbal-
ance the effect of these prognostic features. From this point
of view, the predefined treatment algorithm used provided
promising results when compared to standard salvage treat-
ment, allowing to integrate the modern imaging and mini-
mally invasive RT and overcome the prognostic effect of
EAU risk classification. Of course, these results still have
to be validated after longer-term follow-up. In terms of the
rate of PSMA-PET/CT positivity, results from the current
analysis confirm a larger retrospective dataset published by
Zamboglou et al., reporting a similar percentage of patients
with PSMA-detected pelvic oligorecurrence at BCR after
RP (30.4%) [24]. Interestingly, 38.4% and 31.6% of patients
included in that series received elective nodal radiotherapy
and concomitant ADT, respectively. However, despite the
treatment intensification, pre-SRT-positive PSMA scan per-
sisted as a predictive factor for freedom from biochemical
recurrence, prompting the development of tailored treatment
strategies for these patients. OLI-P was a trial investigat-
ing the role of ablative RT in patients with positive PSMA
imaging. Results are consistent with our data and confirm
promising outcomes after local treatment, with 20 months of
freedom from ADT [25]. Nonetheless, PSICHE and OLI-P
are not directly comparable due to the presence of patients
with negative PSMA imaging in the present cohort receiv-
ing SRT, which may have influenced our results. The role of
concurrent ADT and radiotherapy in recurrent PCa is a topic
of debate. For patients undergoing SRT, 24 months of ADT
showed significant improvement in time to salvage ADT
and MFS when compared to short-course ADT within the
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RADICALS-HD trial [26]. However, within the three-arm
comparison of the same study, patients indicated for SRT
derived no significant benefit from no, short-term, or long-
term ADT [27]. Consistently with these data, no benefit after
the addition of 6 months of ADT was detected in the two-
arms comparison (short vs. no ADT) [28]. For these reasons,
we believe that a selected cohort of patients with negative
postoperative PSA and undergoing systematic NGI staging
before treatment could be reasonably managed with SRT
only avoiding concomitant ADT within the PSICHE trial.
Regarding the oligometastatic cohort of patients included
within this study, RADIOSA trial recently demonstrated
that 6 months of ADT added to SBRT in oligometastatic
hormone-sensitive Pca improved PFS compared to SBRT
alone [29]. Nonetheless, there is still a significant percent-
age of oligometastatic patients potentially taking advantage
from SBRT alone as reported by recent meta-analyses; Misz-
cyk et al. observed an estimated 2-year local control, ADT-
free survival and OS of 97%, 55%, and 97%, respectively
[30]. Various pivotal trials have been recently published
in the context of non-metastatic biochemical recurrence.
EMPIRE-1 is a trial testing the benefit of an NGI-based
tailored treatment strategy in this setting. Patients enrolled
in EMPIRE trial were randomly assigned in a 1:1 ratio to
radiotherapy directed by conventional imaging alone or to
conventional imaging plus '®F-fluciclovine-PET/CT. Results
suggested a clinical benefit for patients undergoing fluci-
clovine imaging. However, provided treatment was limited
to prostate bed radiotherapy with or without elective nodal
treatment according to staging results and did not provide
any form of local therapy for oligometastatic patients [29]. In
the field of metabolic imaging, other tracers such as choline-
PET had a role for assessing patients with BR after prosta-
tectomy with a better accuracy than conventional imaging,
but only for higher PSA levels (e.g.,> 1,2 ng/ml)[30].
RTOG 0534 trial enrolled patients with a rising PSA
below 2 ng/ml post-RP, randomized to prostate bed radio-
therapy, prostate bed radiotherapy plus short-course ADT,
or prostate bed and elective pelvic radiotherapy plus
short-course ADT, after a radiologic conventional stag-
ing. NGI was not included. Results of RTOG 0534 trial
suggested a significant benefit in terms of progression-
free survival for patients receiving elective nodal radio-
therapy and short-course ADT [31]. Many advocates for
elective nodal treatment could argue that outcomes in the
enrolled population may have been improved by providing
whole pelvis radiotherapy and short-course ADT in all
patients affected by pelvic recurrences, based on RTOG
0534 data. However, it should be noted that the RTOG trial
population probably included patients affected by base-
line worse prognosis, considering that an early recurrence
or postprostatectomy persistence was reported in 26% of
cases. Conversely, PSA persistence was one of the formal

exclusion criteria of the current series, allowing to select
patients with slow-growing, indolent disease that could be
effectively treated with metastasis-directed therapy for pel-
vic recurrence. Moreover, patients included in the RTOG
0534 trial did not undergo NGI, which was the required
baseline imaging within the PSICHE trial. Indeed, even if
longer follow-up is needed to corroborate present results,
127 out of 159 patients were free from clinical recurrence
at the end of the follow-up, and 14 out of 29 clinical recur-
rences detected could have been safely treated with a new
SBRT course. EMBARK trial enrolled patients with BR
after definitive treatment, randomized to receive standard
ADT, concomitant ADT and enzalutamide, or enzaluta-
mide alone. Overall, patients randomized to experimental
treatment regimens containing enzalutamide performed
better in terms of metastasis-free survival, indicating that
intensified hormonal treatment with ARTA may play an
important role in these patients [32]. However, it should
be noted that NGI was not provided for patients enrolled in
EMBARK trial and that these results are not directly appli-
cable to current clinical practice. Moreover, EMBARK
inclusion criteria consisted of a PSA > 1 ng/ml and a PSA
doubling time < 9 months in postprostatectomy patients.
Again, patients included within the PSICHE trial were
affected by biochemical recurrence with more favorable
prognostic features and may need a different approach
when compared to the intensified treatment proposed (e.g.,
whole pelvis RT and concomitant short-course ADT or
early ARTA administration). Indeed, we advocate for an
adequate treatment tailoring based on modern imaging
and treatment options, selecting the right candidates for
local treatment (e.g., SRT or SBRT for oligometastatic
recurrence) or systemic therapy (ADT with or without
ARTA for widespread disease). From this point of view,
the PSICHE trial is a prospective platform aimed to exploit
potential advantage of a hybrid treatment strategy. The
predefined treatment algorithm involved conventional
SRT for patients with a high likelihood of cure due to
PSMA-PET/CT negative imaging, SBRT for oligometa-
static patients, and early systemic treatment for those in
whom metastasis-directed therapy may have a low likeli-
hood of benefit. In summary, the purpose of the proposed
workflow is to maximize all advantages of each available
approach. Of note, the correct management of isolated pel-
vic oligorecurrence is an area of open debate. The com-
parison between MDT and ENRT in pelvic nodal recur-
rence is still a matter of discussion. A multi-institutional
retrospective analysis by De Bleser et al. found that ENRT
provided significant MFS improvement in patients with a
single nodal recurrence (p =0.009), while the nodal recur-
rence rate was increased in the SBRT group (p<0.001).
However, no significant differences in bone, prostate, or
visceral progression were detected [33]. Recent published
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data from the PEACE V-STORM trial, comparing ENRT
and MDT in patients with a PET-detected pelvic nodal
oligorecurrence, suggested significant MFS improvement
with no clinically meaningful differences in terms of acute
GI or GU toxicity or in quality-of-life subdomains after
ENRT. Of note, more than 90% of patients included within
the PEACE V-STORM trial were affected by high-risk
BCR, and 29% of SBRT patients could be still managed
with a subsequent MDT course after recurrence. Thus,
selected pelvic oligorecurrent patients affected by low-
risk BCR may still benefit from MDT [34]. Moreover, the
overall survival benefit of whole pelvis radiotherapy will
be the object of the RTOG 0924 trial, directly comparing
patients affected by prostate cancer undergoing definitive
prostate radiotherapy with or without elective nodal treat-
ment (NCTO01368588). It is interesting to note that, in our
cohort, there is no difference in BRFS and MFS between
low- and high-risk BCR subgroups, probably due to the
limited follow-up; therefore, a longer follow-up will be
necessary to be confirmed and compared to previous piv-
otal trials.

Conclusions

PSICHE trial (NCT05022914) provided important insights
about tailored treatment after PSMA imaging in patients
affected by early BR. Overall, a tailored treatment strategy
seems to provide optimal clinical outcomes avoiding unnec-
essary toxicity from ADT or standard SRT administered in
unselected patients. Longer follow-up of patients enrolled in
this trial could confirm the efficacy of a tailored and mini-
mally invasive treatment approach for a selected cohort of
patients affected by biochemical recurrence with favorable
prognostic features (PSA < 1 ng/ml, absence of PSA persis-
tence after surgery).
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