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Frig HIFU 5% 38 7 RISK GROUP-Very low<’
WORK UP EXPECTED
SURVIVAL® INITIAL THERAPY  ADJUVANT THERAPY®' MONITORING+
Awvtive surveillance™F 45 B 47+ Progressive diseases
Fal ZHEER PSACEADREIZ A~ X C T F Y
RE-Biopsy 12 {8 § A EE R T 8¢ BIe
o MEI1Z 85 MEERE &< -
Or HIFU+ A MONITORING+
mDER® P14«
mPSAe
mBiopsye —| EBRT or brachytherapy<
i dgdre o
Ak _E'_ aCXR g\rr;{jla'se feature(s)**EBRT + ADT+
> mBone scane [ /v . with consideration of early RT fora
wahdiPelvic CT Radical detectatle and rising PSA or P3A>0. 1 ng/ml+
or MRE= erostateciomy(R )= \
e

Progressive diseases
ABFEGTRA
BT

10-209<
o Active surveillance® or HIFU« }
H MONITORING#

dE '—’ OBS or HIFU® | Bl4<

**4 dverse laboratory/pathologic features include: positive
margin(s), seminal vesicle invasion; extracapsular extension; or
detectable PSA <
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> ek P
A3 HIFU 75 % i€ 58 RISK GROUP - Low<

“
o
WORKUP< EXPECTED INTTTAL THERAPY < ADJUVANT THERAPY< MONITORING<
< SURVIVAL-
Autive surveillance®s Progressive disease
\
or HIFU+ ABFERTEEPT
mDER+
PSA
:Bmpsy(—‘ EBRT or brachytherapy<' H
t); 9 E‘ miF g Adverse Feature(s) e MONITORI
N uCiER — EBRT + ADT+
mbone scans are NG«
wibdPelvic CT Monitoting, with consideration of P14e
or MRI- eatly RT for a detectable and tising .
_— Radical (EP) PS4 or PSA=0.1 ng'mle
Faj
‘ & AR T ’—’

o 7l <aoye o| OB or HIFT ‘

o

o
**4 dverse laboratory/pathelogic features include: positive
margin(s), seminal vesicle invasion, extracapsular extension;
or detectable PSA ¢

o g ok T .
%(Ti‘ﬁ HIFU ;5% £ 78 RISK GROUP - Favorable Intermediate<
WORKUP< EXPECTED
72
SURVIVALe L AL THERARY ADJUVANT THERAPY< MONITORING<
< Avtive surveillance*or HIFT« | Progressive dissases
X330
B7e
EBRT or
< =10y brachytherapy<’ ‘Adverse feature(s) and no lyzaph
— + ADT+ node metastases - EBRT £ADT or
Ilonitoring, with consideration of || Undetectable F3ac
mDER:’ early BT fora delectable and after BF or FiAe
- siing P4 ar PSAS0.| ngial / nadir afterRT+
Binpsys’ y
4 = A Foadiod o adverss featuresor lymph s an
3}7 10 E CXR — prostatectomy (R P nodemetastases” . P34 persistence/s - hilad
' o s e recumence: BEEEHEE
PL6
wihd/Pelvic CT Lyraph nods metastasis 7 ADT -
or MRI¢ {eategory 1) +EBE category2B)-
O Monitoring, with consideration [ | R ERiER
EBRT or brachytherapy« of early RT for a detectsble and FrUBEARPITY
“ + ADTS ristug PSA or PSA0 1 nghul
=10y

< H MOMITORING
OB Sipreferred) or HIFU+ l Plde

o

*Aytive surveillance 745 K 4 dverse laboratory/pathologic features include: positive
CMEM al vesicle invasion, extracapsular extension; or
ZEER PSASEAMDREIZMEAY margin(s), semin; : .
detectable PEA <
RE-Biopsy 12 8 f L ER R T & etectable
MRI12 18 B e %R 1




L L &
w Chung Shan Medical University Hospital

S LTI

Clinical Guideline 2024 version 15.0

% 14 |

“

o

Initial defintives]

MONITORING

o PBAevery 6~ 12mo for Sy,
then every years'

therapy+

)

pa|

o

pa|

o

N1on ADT+
or!

Localized en+
observation®

a

.. DRE every year, but may be
omitted if P3A undetectables

.+ Physical exam +PSA everye
3 - 6mos

| _-. Imaging for symptoms or®

increasing PSA<

RECURRENCE+
PoA SERERE
recurrences’ R
%R E Ple”
PSAe
Fost-RT / HIFT! ri:unemgu BB T
<
. Mtk 71 1R R
P DRE+ =
osve ZHIEAE PITE
R Fl5
Fadiographic evidence M1 G astration-
of metastatic dissase BIORSY® gENSI"l;IVE
=
without PSA e
o
persistencelrecurrence % STSTEMIC
THERAPY FOR
M1uoe | MOCASTRATIONZR.
ESISTANT
Progressions’ PROSTATE CANCEE
(CRPC)P18«
Ml & SYSTEMIC
THERAFPY FOR M1
CRFPCP18¢

% 17 7

+ -~ B s/ BRI R EIEREC

B U4 B LR B

o
HHEL HIER B ETEC % g h e

«

- o +PSADT ] st frdin |08

ALE fas tas: TER
- expectancy < e _— g 'SFKISERAFYCFOR
- ~5ye —» B AE R AR A B IR £ MO CRPC R P13
" TRUS biopsy &% ke
. 2R BREC| | | i . Frogesaen”
T B M B ¥ Hegative fordistat [ | :ti&ﬂﬁﬁihﬁy
"

pia o matastases
iy & +PET(C-11 SYSTEMIC

(a7 R o THERAPY FOR

>20)T cholins or F-18 St positive :ﬁmmﬂa@‘ M CRFC R P19«
P A | -
& DRE(+)= reemenee s Or Consider pelvic ymuph =
Kgldm [ node radiation (if not previously
do
EEPSA £ S posims s PLHD s Cactation:
¥ fordistant
B Dt SENSITIVE
Disease)
Life+

« expectancy+ —*| T

o Sy

o

- ESADT Prostate-sperific antigen doubling times’
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l:SYSTEMIC THERAPY FOR M1 CRPC: ADENOCARCINOMA«

No prior docetaxelmo prior novel hormone therapy-
@ Dreferred regim ens

> Abiraterone (categoty 13
#Docetax el(category 1)
»Enzalutamide (category 1)«

® Useful in cerain circum stances

# Sipulensl T (category 1)+

> Radium-223 for sym ptom atic bone m sta stases(category 1)
5 Mirapatib/abitaterons For BRC A mutation (sategory 1)

> Olaparib/abiraterone for BRC A mutation (category 1)

* Talazopatib/enzalutamide for HERm (category 1=

® Othet recomm endedregim enss

 Other secondary hom one lherapy<

Prior novel hormone therapy/I¥o prior docetaxel+
% Preferred regm ens:

»  Docetaxel(category e

¥ Useful in certain circum stancese

Olapazib for HERm (categosy 1=
Cahagilasskcarboplatine

Radium-223 for sym ptom atic bone m sta stases(sategory 11+
Rusaparib for BRG.Ams

Sioulensel T

HNitapatib/abiraterone for BRC A mutations
Talazopasib/enzatutamide for HERm

-

YYYYYYY

Other recomm ended regim ens
Abiraterones
Ahbiraterone + dex am ethasones
Enzalutamides
Other secondaryhotm one therapye

YYYYY

Prior docetayelno prior novel hormone therapy+
Prefetred regim ens

O Abiraterone (category 1)e

o
DEnzalutamide (eategory 1)

Useful in certain circum stancess

Dlitox antrone for palliation in sym ptom atic patientswhae
annghtolerats othertherapies:

OG ahazitax glfcarboplatine

ORadium-223 for sym ptom atic bone m etastases(category 1=
Diguleucel T=

DHiraparbfabiraterone for BRC A mutations
DOlaparib/abiraterone for BRC A mutations
DTalazopagh/enzalutamide for HRRm, =

o

Prior docetaxel and prior novel hormone therapy+

- Usefulin certain cirewm stancess

OLutetium Lu 177 yipdvotide teteax etan (Lu-177-PEMA-61T) for PEMA-positive
metastasescalegory 1=

(4ll systemic therapiesare categnry 2E if visceral m stastases are present)
DOFreferred regim ens=

0 shazizagal(category 1)

ODocetax el techallenges

Useful in certain circum stances:

OClapatib for HRREm Ceategory 1)

0G ahagitas sl carboplatine

OP em brolizum ab for MSI-H or gMME or TMB 210 mutTlhe

OMitoxantrone for palliation in sym ptom atic patisntswho cannot tolerate other
therapiest
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AT e 4TI NBARIE B SR RIS TR A F E R RN R R 4 1 S DRI T
ROHRE R ] PRTD # 2 i RSB E SR L AR BR S R TR0 £ 3 5 9 3
§o R SRR ARG R e SRR R LS G B SRR RE T GAI(h )
IR A 8 5545 7 (HIFU) 2 4 9% 2 (Cryotherapy) 5 &£ 5> 5 » 5lid~ a L i, £.7
U AR R F I R D £ RS A o TR P TR Sk - 4 TR A
HOUR R L TR A

AEBRURD TR a3 A 2 R ke F A ERRERE B RA L B R R ]
el WU TRk 4p 31~ % ) National Comprehensive Cancer Network (NCCN) <FPractice Guide-lines in Prostate
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2. #%gﬁ;ﬁa#% L FL (prostate specific antigen » i fPSA) : &4 - ﬁ_%giwj{é_i e B oo B A 105 F R s 1S
ﬁﬁﬁﬁﬂ,?ﬁﬁyﬁﬁiﬁiﬁﬁio%ﬁﬁﬁjim%ﬁﬁm%ﬁgbm%A,@%m%g&m&%u
Feng o ¥ PSAen ¥ B A ] >r4.0ng/ml > F s R HPSAS T R iﬁiﬁ (5t R T A o fed 0
%ﬁ%”*‘%ﬁﬁ%%‘hﬁﬁﬁ %%%*ﬁﬁ‘m%ﬁﬁﬁé ol %ﬁ%%ﬁﬁiﬁﬁﬁﬁ#H’ﬁ

§ @PSAT # FALR 0 § 0 971 - L ILJE X 5 PSAH § A 0 i%’*“‘f i ib%’f’%“ﬁ'\%”ﬂ'{mPSA—l
gﬂ%,jﬁwwwo
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B &

itk
1 F A BE T AR A ENXE A > LRELE RS -

ik ¥u (Gleason grading system) :

EAURA B Bk R Y A Bl s SRR R A B YRR o R dfne A T end R
a%ﬂ¢¢15& Qb&éﬁmpl&’ﬁbﬁW*%mWWS@’ﬁv@%£W&m¢%w”;%
R O RAGRE R B Y PR 2 A G i it s A 2 w/’v\ #(2~10) (Gleason

SCOre) - 1 3 A Mot 7 12 b i A T {5 P B .2 P e A kL

L%@ﬂbﬁﬁb

Grade Group Gleason Score Gleason Pattern(s)
1 =6 =343
2 7 3+4
3 7 4+3
4 8 4+4(3+5/5+3)
5 9or10 4+5,5+4,0r5+5
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T~ TRk A RS
WA THT BRIP4 2 B d 56 SR L3 2 EERe wp (TLT2) & & et (T3,T4)
TNM staging system % 3 * AJCC 2017 J13 % A 5K o

PRIMARY TUMOR (T)

X Primary tumor cannot be assessed
TO No evidence of primary tumor
T1 Clinically inapparent tumor that is not palpable

Tla Tumor incidental histologic finding in 5% or less of tissue resected

Tlb Tumor incidental histologic finding in more than 5% of tissue resected

Tic Tumor identified by needle biopsy found in one or both sides, but not palpable

T2 Tumor is palpable and confined within prostate

T2a Tumor involves one-half of one side or less

T2b Tumor involves more than one-half of one side but not both sides

T2c Tumor involves both sides

T3 Extraprostatic Tumor that is not fixed or does not invade adjacent structures

T3a Extraprostatic extension (unilateral or bilateral)

T3b Tumor invades seminal vesicle(s)

T4 Tumor is fixed or invades adjacent structures other than seminal vesicles: such as external sphincter, rectum, bladder, levator
muscles, and/or pelvic wall
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PATHOLOGICAL(T)

pT2 Organ confined

pT3 Extraprostatic extension

pT3a Extraprostatic extension or microscopic invasion of bladder neck

pT3b | Seminal vesicle invasion

pT4 Tumor is fixed or invasion of adjacent structures other than seminal vesicl such as external sphincter ,rectum, bladder ,levator muscles

and/or pelvic wall
Note: There is no pathological T1 classification.
Note: Positive surgical margin should be indicated by an R1 descriptor, indicating residual microscopic disease

REGIONAL LYMPH NODES (N)

NX Regional lymph nodes were not assessed
NO No regional lymph node metastasis
N1 Metastasis in regional lymph node(s)

DISTANT METASTASIS (M)

MO | No distant metastasis

M1 | Distant metastasis

M1a | Non-regional lymph node(s)

M1b |Bone(s)

M1c | Other site(s) with or without bone disease

Note : When more than one site of metastasis is present, the most advanced category is used. M1c is most advanced.
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Anatomic Stage - Prognostic Groups
[ ICLINICAL [ IPATHOLOGIC
Stage T N M PSA Gleason Score
I cTla-c NO MO <10 <6
T2a
pT2 NO MO <10 =6
IHA cTla-c NO MO >10<20 <6
cT2a NO MO >10 <20 <6
pT2 NO MO >10 <20 =6
cT2b-c NO MO <20 =6
1B T1-2 NO MO <20 7(3+4)
1C T1-2 NO MO <20 7(4+3)
T1-2 NO MO <20 8
A T1-2 NO MO =20 6-8
1B T3-4 NO MO Any 6-8
Ic AnyT NO MO Any 90r10
IVA AnyT N1 MO Any Any
VB AnyT AnyN M1 Any Any
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Primary Gleason Pattern 5 OR
2 or 3 high-risk features OR
>4 cores with Group4 or 5

RISK GROUP | f@pk /i 23 % Initial Therapy
¥ KR Has all of the following: HP8H
Very low *Tlc

*Grade Groupl

*PSA< 10 ng/ml

*Fewer than 3 prostate biopsy fragments/cores positive,

+<50% cancer in each fragment/core

* PSA density <0.15 ng/mL/g
R Has all of the following but does not qualify for very low risk: HPO9H
low *T1-T2a

*Grade Groupl

*PSA < 10 ng/mL
;3 Has all of the following: Favorable Has all of the following: HP10HE
intermediate * No high-risk group features 1 IRFand

* No very-high-risk group features Grade Group 1 or 2 and

+ Has one or more intermediate risk factors <50% biopsy scores positive

(IRF): Unfavorable Has one or more of the following: HPI11HE

» T2b-T2c OR 2 or 3 IRF and/or

»  Grade Group 2-3 OR Grade Group 3 and/or

» PSA10-20 ng/mL =50% biopsy scores positive
3R Has no very-high-risk features and has exactly one high-risk feature: HP12H
high T3aOR

Grade Group4 OR

Grade Group5 OR

PSA >20 ng/mL
EFBR Has at least one of the following: HP12H
Very high T3b-T40R
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I~ F R TRA 45 5
RISK GROUP-Very low

WORK UP EXPECTED
SURVIVAL INITIAL THERAPY ADJUVANT THERAPY MONITORING
Avtive surveillance* % 1& & 4R Progressive disease
—>| =48 % | PSA6 7 /IDRE 12 i * T O AREREA KA
RE-Biopsy 12 1 * LTk 2 & P.7
MRI12 i * {8k 7 &
Or HIFU . MONITORING
mDER P.14
mPSA L
aBiopsy =20y —>| EBRT or brachytherapy >
i AR Adverse feature(s)**EBRT + ADT
mCXR or _
mBone scan B : /' Monitoring, with consideration of early RT for a
mAbd/Pelvic CT Radical detectable and rising PSA or PSA>0.1 ng/mL
or MRI »| prostatectomy(RP)
No adverse features >
10-20y —l Progressive disease
Active surveillance* or HIFU LA ‘&~ R 4
P.7
H MONITORING
—> <10y —| OBSor HIFU > h.14
8 **Adverse laboratory/pathologic features include: positive

margin(s); seminal vesicle invasion; extracapsular extension; or
detectable PSA.
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WORK UP EXPECTED INITIAL THERAPY ADJUVANT THERAPY  MONITORING
SURVIVAL
Avtive surveillance* .| Progressive disease
or HIFU | A E ek 4 PT
—> =10y
mDER
mPSA >
aBiopsy EBRT or brachytherapy > 1=
TP Adverse feature(s)** MONITORI
mCXR —> EBRT + ADT
mBone scan or > NG
mAbd/Pelvic CT Monitoring, with consideration of P14
or MRI early RT for a detectable and rising
»| Radical prostatectomy(RP) \ PSA or PSA>0.1 ng/mL
E g T3 >

<10y

\ 4

OBS or HIFU

**Adverse laboratory/pathologic features include: positive
margin(s); seminal vesicle invasion; extracapsular extension;

or detectable PSA.

v
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RISK GROUP - Favorable Intermediate

WORK UP EXPECTED
INITIAL THERAPY
SURVIVAL ADJUVANT THERAPY MONITORING
Avtive surveillance*or HIFU | Progressive disease
" > AR H R R AR
P.7
| EBRT or >
- brachytherapy Adverse feature(s) and no lymph
] =10y + ADT node metastases : EBRT + ADT or 7 MONITORING
— Monitoring, with consideration of | —| Undetectable PSA | P.14
mDER | early RT for a detectable and after RP or PSA
aPSA | rising PSA or PSA>0.1 ng/mL / nadir after RT
mBiops el M HE S Bf
- I‘Eg}@% Radical .| No adverse features or lymph \ ij» j;%iﬁi
h node metastases | PSA persistence/ T AR
mCXR prostatectomy(RP)x CeoUrTence B 2 AR A
mBone scan —»( PLND ] P16
mAbd/Pelvic CT Lymph node metastasis : ADT
or MRI (category 1) +EBRT(category2B) — —
O Monitoring, with consideration [ | A b LR 4R
EBRT or brachytherapy of early RT for a detectable and 2 fcd L P17
+ ADT rising PSA or PSA>0.1 ng/mL
> <1OV >
H MONITORING
OBS(preferred) or HIFU — P14

*Avtive surveillance ## & % 4R

TH 5P PSA6 % ? /IDRE 12 i *
RE-Biopsy 12 i * #{&k 7 &

MRI12 B * 9%k F &

**Adverse laboratory/pathologic features include: positive
margin(s); seminal vesicle invasion; extracapsular extension; or

detectable PSA.




L L &
w Chung Shan Medical University Hospital #&:E g?;/i,’/é%‘ ;}'El 5 ] Clinical Guideline 2024 version 15.0

RISK GROUP - Unfavorable Intermediate

EXPECTED
WORK UP SURVIVAL INITIALTHERAPY  ADJUVANT THERAPY MONITORING
*Adverse feature(s) ® & # = #
# :EBRT + ADT or
Monitoring, with consideration
of early RT for a detectable and Undetectable PSA R
— | RP+ LND - rising PSA or PSA>0.1 ng/mL | after RP or PSA —»| MONITORING
_ nadir after RT P.14
=10y ||
mDER > AR AL R
et 3 Gl
mPSA RpETS —> o g 1
mBiopsy B2 R Rk
mEEe S R LS PSA persistence/ P16
mCXR ?I?)T (Kzlteg?fy_l)iEE_itlﬁT(Category —> recurrence
— orMonitoring, wi O
mBone sean —> EBRT+ADT 4-6 i * consideration of garly RT for a :EL Ik’hf% v
mAbd/Pelvie CT OR detectable and rising PSA or 1’?‘ ¥ LA
or MR EBRT+ _EL)%‘« TR PSA>0.1 na/mL ® P17
ioR+ ADT 4-6 1 7 >
Y )
—p | MONITORING
OBS - P.14

*Adverse laboratory/pathologic features include:
positive margin(s); seminal vesicle invasion;
1 extracapsular extension; or detectable PSA.
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RISK GROUP -High or Very high

WORK UP EXPECTED INITIAL THERAPY

SURVIVAL ADJUVANT THERAPY MONITORING

EBRT+ ADT (1.5-3 # ; category 1)

5, MONITORING
EBRT+ brachytherapy+ ADT (1-3 P14

—™ & ; category 1 for ADT)

Undetectable PSA
after RP or PSA

>5Y > EBRT+ADT (2 + )+abiraterone(For nadir after RT \ L fsp R
VI . . .
. IS very high risk only) Ut
B2 R Rk
mDER *Adverse feature(s): *c &4 % + ADT P16
'PSA OR Monitoring, with consideration of early
.BIO,PSy R RT for a detectable and rising PSA or PSA persistence/
W AR / PSA>0.1 )ng/mL recurrence
mCXR > RP+PLND "~ \ b5 Ry 15 4
mBone scan ,‘1’5.’)% % 5\7]_;_ o v /:', l]:'f
mAbd/Pelvic ¥ 2 o ek
CTor MRI # A 1 ADT +2ctsts o OR P17

Monitoring, with consideration of early
RT for a detectable and rising PSA or
PSA>0.1 ng/mL

=5 > o
oo }"y}':]Jz OBS >| 5 MONITORING P.14
= #OE N I
——»| ADT : *Adverse laboratory/pathologic features include:
Best supportive care o ] ) o )
— positive margin(s); seminal vesicle invasion;
> EBRT 1 extracapsular extension; or detectable PSA.
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WORK UP EXPECTED INITIAL THERAPY MONITORING
SURVIVAL
»| EBRT +ADT > =
MONITORING
»| EBRT+ADT+ abiraterone(preferred) > P.14
>5 & . Undetectable /
L —>| ADT = abiraterone > PSA
mDER > B R after RP or PSA \
PSA nadir after RT
:Bisopsy *Adverse feature(s)® & # = & 9 far ? .
wiEE AR A # S EBRT + ADT / o o
or I
mCXR Monitoring, with consideration of }% ” f‘ B4
mBone scan early RT for a detectable and freh P16
mAbd/Pelvic CT rising PSA or PSA>0.1 ng/mL
or MRI —| RP+PLND
mzk Fl4e Pl ) - PSA
(Optional) £ 5% T+ persistence/
recurrence
#* = # 4 : ADT(category 1)+
EBRT(category 2B )OR AT a R (4
Monitoring, with consideration of b 7S 5 4 <
early RT for a detectabl eand f ?1; fetf A
rising PSA or PSA>0.1 ng/mL =
- OBS .
<5 =& >
ADT »| BEST SUPPORTIVE CARE
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Initial definitive
therapy

PSAevery 6 - 12mo for 5y,

»| then every year

« DRE every year, but may be
omitted if PSA undetectable

LA ik

N1 on ADT
or

Localized on
observation

i ik s
B R 2 A
Kl PIG

Yy

BT s SR {8/

Physical exam + PSA every
3-6mo

- + Imaging for symptoms or
increasing PSA

PSA
» POSt-RP | persistence/
recurrence
R PSA
| Post-RT / HIFU > recurrence
or
Positive DRE
Radiographic evidence
> of metastatic disease | BIOPSY
without PSA
persistence/recurrence
» N1,MO0
Progression .,
— M1 >

AR SRR
2 ol PIT

2 P15

M1(Castration-
SENSITIVE
Disease)

% SYSTEMIC
THERAPY FOR
MOCASTRATION-R
ESISTANT
PROSTATE CANCER
(CRPC)P18

A SYSTEMIC

THERAPY FOR M1
CRPC P19
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WORK UP INITIAL THERAPY MONITORING
ADT with one of the following:
* Preferred regimens:
mDER B Apalutamide(category 1)
aPSA B Abiraterone(category 1)
mBiopsy B Docetaxel
e SE B Enzalutamide(category 1) * Physical exam +PSA every Progress &, SYSTEMIC
mCXR | or 8 - 6 month THERAPY FOR M1 CRPC
mBone scan ADT with docetaxel and one of the following: * Imaging for symptoms or >
mAbd/Pelvic CT * Preferred regimens: increasing PSA
or MRI mAbiraterone (category 1)
m ik 1t iRl mDarolutamide (category 1)
(Optional)

Or

ADT with EBRT to the primary tumor for
low-volume M1

Or

ADT

X2021 FEHp AR ik Pp h FTINNT g S 4

A 2

e

~

L T7.67 f
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A I LR

1-PSA ¥ i ]
0.2 ng/mL

2~ A =i
B PSA + B

3R KERLEFR
- +4 B4 4
Life 4 27 T
expectancy it B
tir B ¥ B
+PSADT
+PET(C-11
choline or
F-18
fluciclovine
PET/CT)
> Life
expectancy — | Observation
Sy

PSADT:Prostate-specific antigen doubling time

PR R SR PR

-2 & IETAR LK+
RARFER || FEFERSE [,
s BRI 5
/v )
» MO \
PR A
L EBRT + ADT + .
>4 I ot . »
£RE R abiraterone
M1 » | o P15
M1(Castration-
Progression [~ | SENSITIVE
Disease)

- «Q o =

w »w @D

A P15

M1 (Castration-
SENSITIVE
Disease)
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Life
expectancy
>5 y

# DRE(+)
LR £ Ie
i B PSA
8

+PSADT

B EE ]
2 T
tEFRERR L
£ S 4
+PET(C-11
choline or F-18

Life
expectancy
Sy

—

Observation

PSADT:Prostate-specific antigen doubling time

# PR B ALFLR

—

TRUS biopsy
negative,studies
negative for distant
metastases

TRUS biopsy
positive, studies
Negative for distant
metastases

NCE U -REY

v

Progression

PR

R R RES 3 Sl R U
) ST

BARFR e R FE R T e
& HIFU

—»

Progression

Studies positive
for pelvic
recurrence

A 4

Ly

Studies positive
for distant
metastases

Monitoring

or

ADT

Or Consider pelvic lymph

node radiation (if not previously
done)

or Consider PLND

—>

Progression

SYSTEMIC
THERAPY FOR
MO CRPC &, P18

SYSTEMIC
THERAPY FOR
M1 CRPC &, P19

Progression

v

P15
M1(Castration-
SENSITIVE
Disease)

v
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SYSTEMIC THERAPY FOR_MOQ CASTRATION - RESISTANT PROSTATE CANCER (CRPC)

PSADT
>10 mo

Continue ADT
to maintain

MO

castrate
serum

levels of
testosterone
(<50 ng/dL)

OBS(preferred)
Or

Other secondary
hormone therapy

PSADT
=10 mo

PSA
increasingor

evidence of
metastases

radiographic

Apalutamide
(category 1)
or
Enzalutamide
(category 1)
or

v

Darolutamide
(category 1)
orOther secondary
hormone therapy

Consider periodic
disease
assessment

(PSA and
imaging)

metastase

Stable PSA and
no evidence of

4MO —>
—'( Imaging

Change or
maintain
current
treatment
and continue
monitoring

M1

\ 4

=, P19
M1 CRPC

A 4

maintain current
treatment

and continue
monitoring (PSA
and imaging)
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M1
Progression

Biopsy

* Tumor testing
for microsatellite
instability-high
(MSI-H) or dMMR
and HRRm, if

not previously
performed
 Consider tumor
mutational burden
(TMB) testing

EA N A e
> M (F S E] e

o)

A 4

mContinue ADT to maintain

castrate levels of serum
testosterone (<50 ng/dL)

mAdditional treatment
options:

Bone antiresorptive therapy
with denosumab( preferred)
or zoledronic acid

if bone metastases present
Palliative RT for painful bone
metastases

Best supportive care

H.p20

SYSTEMIC THERAPY FOR
M1 CRPC:
ADENOCARCINOMA

First-line and subsequent
treatment options:

* Chemotherapy
Cisplatin/etoposide
Carboplatin/etoposide
Docetaxel/carboplatin
Cabazitaxel/carboplatin
* Best supportive care
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SYSTEMIC THERAPY FOR M1 CRPC: ADENOCARCINOMA

No prior docetaxel/no prior novel hormone therapy
® Preferred regimens
» Abiraterone (category 1)
» Docetaxel (category 1)
» Enzalutamide (category 1)
® Useful in certain circumstances
» Sipuleucel-T (category 1)
» Radium-223 for symptomatic bone metastases (category 1)
» Niraparib/abiraterone for BRCA mutation (category 1)
» Olaparib/abiraterone for BRCA mutation (category 1)
» Talazoparib/enzalutamide for HRRm (category 1)
® Other recommended regimens
» Other secondary hormone therapy

Prior novel hormone therapy/No prior docetaxel
» Preferred regimens
»  Docetaxel (category 1)
Useful in certain circumstances
Olaparib for HRRm (category 1)
Cabazitaxel/carboplatin
Radium-223 for symptomatic bone metastases (category 1)
Rucaparib for BRCAm
Sipuleucel-T
Niraparib/abiraterone for BRCA mutation
Talazoparib/enzalutamide for HRRm

>
>
>
>
>
>
>
>

Other recommended regimens
Abiraterone
Abiraterone + dexamethasone

Other secondary hormone therapy

Prior docetaxel/no prior novel hormone therapy
Preferred regimens
Abiraterone (category 1)
Cabazitaxel
Enzalutamide (category 1)
Useful in certain circumstances
Mitoxantrone for palliation in symptomatic patients who
annot tolerate other therapies
Cabazitaxel/carboplatin
Radium-223 for symptomatic bone metastases (category 1)
Sipuleucel-T
Niraparib/abiraterone for BRCA mutation
Olaparib/abiraterone for BRCA mutation
Talazoparib/enzalutamide for HRRm

rior docetaxel and prior novel hormone therapy
Useful in certain circumstances

Lutetium Lu 177 vipivotide tetraxetan (Lu-177-PSMA-617) for PSMA-positive
metastases (category 1)
(All systemic therapies are category 2B if visceral metastases are present)

Preferred regimens

Cabazitaxel (category 1)

Docetaxel rechallenge
Useful in certain circumstances

Olaparib for HRRm (category 1)

Cabazitaxel/carboplatin

Pembrolizumab for MSI-H or dAMMR or TMB >10 mut/Mb

Mitoxantrone for palliation in symptomatic patients who cannot tolerate other
therapies

>
>
>
»  Enzalutamide
>
p
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Other recommended regimens
Other secondary hormone therapy

Radium-223 for symptomatic bone metastases (category 1)
Rucaparib for BRCAm

Other recommended regimens
Abiraterone
Enzalutamide

Other secondary hormone therapy

1 s s CRIBREFEF o AL

1. Principles of radiation

(1)Regimen and Dose/Fractionation

NCCN Risk Group
) Preferred - N
Regimen L Very Low Favorable Unfavorable High and Regional | Low Volume
Dose/Fractionation _ i ) i )
and Low intermediate | intermediate Very High N1 M1
EBRT
3 Gy x 20 fx
Hypofractionation 2.5 Gy x 28 fx
2.75 Gy x 20 fx V
Conventional - ~
Fractionation 18-2Gyx37 - 45T v v v v v
7.25 -8 Gy x 5 fx
: | v v y v
Ultra H):FOor:‘ractlona 6.1 Gy x 7 fx
6 Gy x 6 fx N
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Brachytherapy Monotherapy EBRT and Brachytherapy (combined with 45 - 50.4 Gy x 25 - 28 fx or 37.5 Gy x 15 fx)
FNCCN GUIDELINE

(2) Post-Prostatectomy Radiation Therapy
Indications for adjuvant RT include pT3a disease, positive margin(s),or seminal vesicle involvement. Adjuvant RT is usually given within

1 year after RP and after operative side effects have improved/stabilized. Patients with positive surgical margins may benefit the most.

2.Hormonal Therapy

S TS S U T ERN SN PR T I R SAE S U P S R R I N

Br~- 2z E

R ¥

1. LHRH agonist alone Goserelin(Zoladex) / Histrelin
Leuprolide(Leuplin) / Triptorelin(Diphereline)
2. LHRH agonist (as above) Nilutamide - Flutamide(éiﬂﬁf\@ﬁ@)Bicalutamide(CASODEX)
plus first-generation antiandrogen
2. LHRH antagonist Degarelix(FIRMAGON® ) ~ Relugolix
3. First-generation antiandrogen Nilutamide -~ Flutamide ~ Bicalutamide

4. Second-generation antiandrogen | Enzalutamide ~ Apalutamide ~ Darolutamide
5. Androgen biosynthesis inhibitor | Abiraterone(&3® /7 + 3F4%)
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6. Other Ketoconazole

Ketoconazole plus Hydrocortisone
Corticosteroids(hydrocortisone, prednisone, or dexamethasone)
Estrogens including diethylstilbestrol (DES) or other estrogen

3.Principles of chemotherapy

Docetaxel + Prednisolone

Docetaxel 50-75 mg/m2 dl
Prednisolone 10mg/day
Q3w

Berthold DR et al. Docetaxel plus prednisone or mitoxantrone plus prednisone for advanced prostate cancer: updated survival in the TAX 327
study. J Clin Oncol 2008; 26:242 (link to the article).

Docetaxel + Prednisolone

Docetaxel 30 mg/m2 di1,8,15,22,29
Prednisolone 10mg/day
Q6w

Tannock IF et al. Docetaxel plus prednisone or mitoxantrone plus prednisone for advanced prostate cancer. N Eng J Med 2004; 351:1502.

Mitoxantrone + Prednisone

Mitoxantrone 12 mg/m2 di
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Prednisolone 10mg/day
Q3w

Tannock IF et al. Docetaxel plus prednisone or mitoxantrone plus prednisone for advanced prostate cancer. N Eng J Med 2004; 351:1502.

Pembrolizumab

Pembrolizumab 200 mg dl
Cycled every 21 days

A. R.Hansen,C.Massard,P.A.Ott, et al.Pembrolizumab for advanced prostate adenocarcinoma: findings of the KEYNOTE-028 study.Annals of
Oncology;Volume 29, Issue 8, August 2018, Pages 1807-1813

Cabazitaxel+ Prednisone

Cabazitaxel 20-25 mg/m2 dl
Prednisolone 10mg/day
Q3w

NCCN (National Comprehensive Cancer Network) Practice Guidelines in Oncology version 1. 2022 in Prostate Cancer.

Olaparib(Lynparza)
Olaparib(Lynparza) 300mg po BID
QD

NCCN (National Comprehensive Cancer Network) Practice Guidelines in Oncology version 1. 2022 in Prostate Cancer.
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US Department of Health and Human Services, Public Health Service, Agency for Health Care Policy and Research
1992, p. 115-27. http://www.ahcpr.gov/.
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Oncol Hematol 50 (2004), pp. 71-78.
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