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Overview

Defining oligo-metastatic disease

Impact of new generation imaging on staging
● PSMA-PET
● Whole body MRI

How should we use PSMA PET in the rapidly changing modern landscape

Minimal residual disease – a new therapeutic space?



Defining Oligometastatic Subtypes

Palma et al Nat Rev Clin Onc 2014; 11: 549

Synchronous Oligometastasis/low volume
A clinical scenario in which oligometastatic disease is detected at the 
time of diagnosis of the primary tumour.

Untreated Distant Metastasis
Untreated Primary Lesion

NO RANDOMISED TRIAL DATA
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Oligo-persistent Metastasis:
Most sites disappear, some persist with therapy

Uncontrolled Lesion
Controlled Lesions

Defining Oligometastatic Subtypes

At diagnosis



Oligo-persistent Metastasis:
Most sites disappear, some persist with therapy
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Defining Oligometastatic Subtypes

Initial therapy

At best response



Oligo-progressive Metastasis:
Most sites disappear, some persist with therapy
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Oligo-progressive Metastasis:
Most sites disappear, some persist with therapy

Uncontrolled Lesion
Controlled Lesions

Defining Oligometastatic Subtypes

At disease progression



HOW DOES CONVENTIONAL STAGING 
RELATE TO PSMA-PET?
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62.5% OMD on CI 
31% M0 on CI 

H. Abdel-Aty, N. 
Hujairi, I. Murray, 
Y. Yogeswaran, N.
van As and N. 
James, 2024 BJR 
Open DOI: 
10.1093/bjro/tzae
040



Implications

Many previous M0 patients will be staged as M1 with PSMA-PET
Treat as M1? 
● May be undertreating the primary
Treat as M0? 
● May be undertreating the metastases

Low burden M1 patients will be staged as high burden with PSMA-PET
Treat as low burden
● may omit docetaxel inappropriately
Treat as high burden
● may overtreat with chemotherapy
● May undertreat the primary
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Implications for practice

Much of the literature no longer informative

Need to do trials to test the predictive benefit of new generation imaging



DOES BASELINE IMAGING PREDICT 
RESPONSE OR RELAPSE?
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Implications for practice

Oligometastatic disease may never recur at site of presentation without need 
for ablative therapy

At progression lesions frequently appear at completely new sites

Therefore

1. Cannot assume upfront SBRT is of benefit

2. Trials needed in oligo-persistent and oligo-progressive settings



Can we extend the envelope of cure to low 
volume metastatic patients

STAMPEDE2 (James), PEARLS (Murray), STARTRAP (Murray)
All comparing non-curative standard of care (SOC) with SOC + SBRT to sites of 
metastasis.

STAMPEDE2 (bone metastasis focus) and PEARLS (nodal metastasis only) – 
radiotherapeutic intensification at presentation
SOC vs SOC + RT to metastases 
Integrated simultaneous international meta-analysis

STARTRAP – targeting best response intensification or maintenance
Randomised secondary intensification with SBRT to oligometastatic disease at 
best response and first relapse vs systemic therapy



STAMPEDE2



STAMPEDE2 – de novo oligometastasis



PEARLS – de novo para-aortic nodal metastasis



STARTRAP – oligopersistent and oligoprogressive



Current approach to relapse therapy
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Targeting residual disease
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Targeting residual disease

Potentially new area for trials

Can offer metastasis directed therapy

Biopsy and targeted molecular therapy

Can envisage trial platform where randomize vs standard of care. 



HSPC

Standard of Care (SOC)
ADT + ARPI ± Docetaxel ± RT

24 week assessment

Good response Poor response

SOC follow-up Randomisation

SOC Secondary 
intensification



How to define poor response?

PSA

ctDNA

Imaging



PSA nadir, ctDNA and overall survival

Mahaz Kayani, .... Nicholas D James, Gerhardt Attard,
On-treatment serum prostate-specific antigen and overall survival in prostate cancer (STAMPEDE platform protocol): 
a post-hoc analysis of data from five phase 3 trials, The Lancet Oncology, Volume 27, Issue 5,2026,



PSA nadir, ctDNA and overall survival

Jayaram et al Added value of ctDNA testing with primary treatment for metastatic prostate cancer 
prognosis. Nat Cancer 7, 878–879 (2026). https://doi.org/10.1038/s43018-026-01176-5



STAMPEDE2 Imaging

Imaging – 
near 
complete
response

Unpublished – please do not cite or distribute



STAMPEDE2 Imaging

Imaging – 
residual 
prostate 
disase

Unpublished – please do not cite or distribute



Targeted biopsies of residual disease

PSMA-PET MRI

Key points
• MRI gives detailed information on sites with viable tumor
• We have in house expertise on targeted biopsy of bone lesions



Conclusions

New generation imaging is problematic with respect to treatment guidelines

BUT

Exciting new interventions and trial design opportunities opening up

Can we start to cure oligometastatic disease?



¡Gràcias!


