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Bk % (Gleason grading system) :
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Grade Group Gleason Score Gleason Pattern(s)
1 =6 <3+3
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 &P HP2 B 06 0h L3 kR e wp (TLT2) & & w4 (T3T4)
TNM staging system % # * 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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RISK GROUP

TRk I 2 B

Initial Therapy

.Y
low

Has all of the following but does not qualify for very low risk:
*T1-T2a

*Grade Groupl

*PSA < 10 ng/mL

HP8H

;3
intermediate

Has all of the following: Favorable Has all of the following:

* 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

HPIH

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

» 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

HP10E

3R
high

Has one or more high-risk features,but does not meet criteria for very high risk :
*CcT3-T4

« Grade Group4 or Grade Group5

* PSA >20 ng/mL

HPI11H

¥R R
Very high

Has at least two of the following:
* T3b-T40R

+ Grade Group4 or Grade Group5
*PSA >40 ng/mL

HPI11H
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RISK GROUP — Low

WORK UP
EXPECTED INITIAL THERAPY ADJUVANT THERAPY MONITORING
SURVIVAL
Avtive surveillance* _ | Progressive disease
or HIFU | B R eAs kA PT
ARIP . 10y
mDER
mPSA/PHI . >
mBiopsy Radiation therapy (RT) > B
mabdominal/prosta Adverse feature(s)** MONITORI
te CT/(mp)MR -> EBRT £ ADT
mBone scan or > NG
EHEMIE P Monitoring, with consideration of P13
TS early RT for a detectable and rising
mChest X-ray/CT »| Radical prostatectomy(RP) PSA or PSA>0.1 ng/mL
mECOG/ \
Karnofsky PS FE AT L 5
~ <10y ,»| Observation or HIFU >

**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
SURVIVAL ADJUVANT THERAPY MONITORING
Avtive surveillance*or HIFU | Progressive disease
> > | LR AR
P.7
R »| Radiation therapy (RT) >
SR L > + Adverse feature(s) and no lymph
DER L =1 + ADT node metastases : EBRT + ADT or 5, MONITORING
. Monitoring, with consideration of ~ |—| Undetectable PSA P.13
mPSA/PHI | early RT for a detectable and after RP or PSA
mBiopsy | rising PSA or PSA>0.1 ng/mL / nadir after RT
mabdominal/prosta T
te CT/(mp)MR Radical | No adverse features or lymph \ f*j: j f;%p?% ”ﬁi
mBone scan prostatectomy(RP)+ node metastases — PSA persistence/ T o ©
EEPTE L »| PLND y B || recurrence w2 foik ek
: 4 T8 . P15
miEiG A S Lymph node metastasis : ADT
- (category 1) +EBRT(category2B) .
:Egeth?( ray/CT O Monitoring, with consideration [ | LA b LR 4R
iati of early RT for a detectable and w2 i ELE P16
Karnofsky PS _lfailg[_ll_on therapy (RT) rising PSA or PSA>0.1 ng/mL =
> <10y - >

*Avtive surveillance ## & % 4R

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

MRI 12 & ? AL§R% 7§ &

Observation (preferred) or HIFU

H, MONITORING
P.13

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

detectable PSA.
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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 PSAor PSA>0.1ng/mL  |—»{ | after RP or PSA —| MONITORING
nadir after RT P.13
A ERIEP = 10y
mDER B &S S Teg R R
mPSA/PHI | > S BT EY 3
mBiopsy R 2 i Rk
mabdominal/prosta w A PSA persistence/ P15
te CT/(mp)MR ADT (categoryl)+EBRT(category |+ recurrence
mBone scan 2B) o(;Monitori?g, v:/ith . LIRS ORY S
w1 . , consideration of early RT for a S e
lﬁ‘ﬁ L —-»> EBRT+ADT 4-6 # * detectable and risingyPSA or B 2L FOE e
Wi AR W PSA>0.1 na/mL £ P16
mChest X-ray/CT | — 5
mECOG/
Karnofsky PS <10y
5,
Observation or Palliative therapy > MONLTgRING

10

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

WORK UP EXPECTED MONITORING
SURVIVAL INITIAL THERAPY  ADJUVANT THERAPY
T , MONITORING
T EBRT+ADT (1.5-3 # | category 1) P13
Undetectable PSA /
- after RP or PSA
>5y L EBRT+ADT (2 -# )+abiraterone(For nadir after RT \ PP
L eaa. . B A very high risk only) g S s 1
en W 2 FCE AR
" *Adverse feature(s): &4 % + ADT P15
'P_SA/PHI OR Monitoring, with consideration of early
-ngpsy_ orost RT for a detectable and rising PSA or PSA persistence/
t.eaCT(;E?TI]n?MpI;OS a - / PSA>0.1 )ng/mL recurrence \
mBone chn G FE AT S LA S R 1 4
EHPAED - CES e Y01
'ET]'EE‘M’ / o A ADT 445 OR P16
mChest X-ray/CT Monitoring, with consideration of early
mECOG/ RT for a detectable and rising PSA or
Karnofsky PS PSA>0.1 ng/mL
< —> R
R =0y Observation or Palliative therapy » 5L MONITORING P13
T ERk L
——»| ADT : *Adverse laboratory/pathologic features include:
Best supportive care o ] ) o )
— positive margin(s); seminal vesicle invasion;
»| EBRT

extracapsular extension; or detectable PSA.

11
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RISK GROUP-Reqional(s #T# N1,M0)

EXPECTED
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WORK UP INITIAL THERAPY MONITORING
SURVIVAL
»| EBRT +ADT > o
MONITORING
»| EBRT+ADT+ abiraterone(preferred) > P.13
>5 & ] R Undetectable /
- __ | ADT # abiraterone > PSA
‘ > & F ok after RP or PSA \
A RIEP . nadir after RT
* TR =
JDER AFIverse eature(s)® & # * # g 19 % B
# : EBRT + ADT A i
.PSA/PHI or ?:’ ,I ) ,{r‘ /S«
mBiopsy Monitoring, with consideration of }% B ik
mabdominal/prosta early RT for a detectable and #/ek P15
te CT/(mp)MR rising PSA or PSA>0.1 ng/mL
mBone scan —| RP+PLND
EHMEED B . PSA
IRV £ 'R T persistence/
E A
mChest X-ray/CT recurrence
mECOG/ #* = ## © ADT(category 1)+
Karnofsky PS EBRT(category 2B )OR 8 s b i 1
m L F)He R Monitoring, with consideration of B 2 iR
early RT for a detectabl eand . PIE' -
rising PSA or PSA>0.1 ng/mL =
<5 & Observation or Palliative therapy >

ADT

12

A

Best supportive care
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Initial definitive
therapy

PSAevery 6 - 12 mo 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
Bl Pl5

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 >

13

AR SRR
2 fcig ket PG

2 P15

M1(Castration-
SENSITIVE
Disease)

% SYSTEMIC
THERAPY FOR
MOCASTRATION-R
ESISTANT
PROSTATE CANCER
(CRPC)P17

A SYSTEMIC

THERAPY FOR M1
CRPC P21
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Castration SENSITIVE Disease

Clinical Guideline 2026 version 17.1

WORK UP INITIAL THERAPY MONITORING
ADT with one of the following:
: * Preferred regimens:
1L P: B Apalutamide(category 1)
mDER B Abiraterone(category 1)
aPSA/PHI B Docetaxel
mBiopsy B Enzalutamide(category 1) * Physical exam +PSA every Progress i, SYSTEMIC
mabdominal/prosta | or 3 - 6 month THERAPY FOR M1 CRPC
te CT/(mp)MR "| ADT with docetaxel and one of the following: |~ * Imaging for symptoms or > o1 o
mBone scan W Preferred regimens: increasing PSA
ERLAD B Abiraterone (category 1)
mE i AR B Darolutamide (category 1)
mChest X-ray/CT Or
mECOG/ ADT with EBRT to the primary tumor for
Karnofsky PS low-volume M1
I& Flig B Or
ADT

14

%2021 FEH A b RPN FeRenT B b 4 b4 L TT67 &
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A eI IS

Life
expectancy
>5y

\4

1-PSA ¥ i i
0.2 ng/mL

2~ A =i
B PSA + B

Life
expectancy
Sy

24 2% et

§ SR R

4

£ 5 e &
+PSADT
+PET(C-11
choline or
F-18
fluciclovine
PET/CT)

Observation

Y

A P14

M1 (Castration-
SENSITIVE
Disease)

Metachronous Oligometastatic CSPC

P
iuli: ? ARG + r
REER L R yease |0
s L BB (7 0n g
MO ) r
PR B o
2RF P —>| EBRT +ADT & S
abiraterone
S
[
0
Workup and Treatment of
/“ Oligometastatic
—>
M1

\“ Polymetastatic

—»

Progression

PSADT:Prostate-specific antigen doubling time
R B MR B R

15

Palliative
therapy/Best
supportive care

Workup and Treatment of Metachronous
M1(Metachronous or Synchronous)or
Synchronous Oligometastatic CSPC

Workup and Treatment of
High-Volume M1 CSPC
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X s . 7 & ""3 =T I N v & .
(R X e FiE e o= e A7 R o B
TRUS biopsy lﬁﬁﬁkﬁfﬁ* 2| Proaression
negative studies Rl TSR > FTogressio
- +PSADT »| negative for distant A SRy -3
Life t + ¥ %@ﬁ’i}"i{ metastases # HIFU SYSTEMIC
expectanc o THERAPY FOR
- >5py Tl a2 Ty LBRR MO CRPC K, P17
9 . , TRUS biopsy Y ,F;lu > ,r,} %%Eg' ipuh A ,?#EF -
1 8 1 /
tEREPR A || ositive, s o ; o Y7 —»| Progression
- i e % Negative for distant ’ &R Tif‘:i.?%‘i RIS
PSA & 3 Metastases i
(; ® +PET(C-11 # HIFU SyeTEG
Kigts b - THERAPY FOR
- choline or F-18 T
Studies positive _— M1 CRPC B P21
#4 =2.0) ool P Monitoring - L
. > forpelvic | or —» Progression
& DRE(+) recurrence ADT
R TN Or Consider pelvic lymph
N node radiation (if not previously
i B PSA ¢ Studies positive done) P14 ]
—»( for distant id M1(Castration-
7 N or Consider PLND SENSITIVE
> Disease)
) Life
expectancy —>| Observation  |—| Pprogression >
<5y

PSADT:Prostate-specific antigen doubling time
GRL S SRR oy

16
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SYSTEMIC THERAPY FOR_MQ CASTRATION - RESISTANT PROSTATE CANCER (CRPC)

PSADT
>10 mo

OBS(preferred)
Or
Other secondary

Continue ADT
to maintain

MO

—» | castrate
serum

levels of
testosterone
(<50 ng/dL)

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

H, P21
M1 CRPC

A 4

maintain current
treatment

and continue
monitoring (PSA
and imaging)
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WORKUPAND TREATMENT OF METACHRONOUS OLIGOMETASTATIC CSPC
WORKUP FOR METASTASES

A& P

mPerform imaging for
staging

mPSA

w3 F4e B (4o % 2
i {7 1)
EHEEEP

miE G 4

MDTyy + ADT
or

For M1 only, treat
as metachronous
low-volume M1

m Physical examination
+ PSAevery 3-6 m

m Imaging for
Symptoms

mConsider periodic
imaging to monitor
treatment response

Progression

18

Workup and Treatment

"| of Low-Volume M1

(Metachronous

or Synchronous)

or Synchronous
Oligometastatich CSPC

—

Workup and Treatment
of High-Volume M1

Workup and Treatment
of M1 CRPC
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WORKUP AND TREATMENT OF LOW-VOLUME M1 (METACHRONOUS OR SYNCHRONOUS)
OR SYNCHRONOUS OLIGOMETASTATIC CSPC
WORKUP FOR METASTASES

ARBP

mPerform imaging for
staging

mPSA

m L FHe B (4o % 2
A it {7 48)
EHMEAP

w4

Synchronous
low-volume
metastases or
Synchronous
oligometastatic
disease

Metachronous
low-volume
metastases

A\ 4

ADTaa,zz with one of the following:

mPreferred:

»  Abiraterone (category 1)

»  Apalutamide (category 1)

»  Enzalutamide (category 1)

mOther Recommended:

»  Darolutamide (category 2B) or

ADTaa,zz with docetaxel and one of the

following (low-volume disease only):

»  Abiraterone (category 2B)

»  Apalutamide (category 2B)

»  Darolutamide (category 2B)

»  Enzalutamide (category 2B) or

ADTwith EBRT to the primary

tumor alone or with one of the following:

»  Abirateronea

»  Apalutamide (category 2B)

»  Docetaxel (category 2B)

»  Enzalutamide (category 2B)

ADT with

B Useful in Certain Circumstances

»  Niraparib/abirateronebbb (BRCA2m
only) (category 2B)

m Physical Progression on
examination + PSA ADT #+

every 3-6 mo androgen

m Imaging for | receptor
symptoms pathway

m Periodic imaging inhibitor

to monitor treatment (ARPI)
response

Ly

ADTaa,zz with one of the following:

mPreferred:

»  Abiraterone (category 1)

»  Apalutamide (category 1)

»  Enzalutamide (category 1)

mOther Recommended:

»  Darolutamide (category 2B)

ADT with

B Useful in Certain Circumstances

»  Niraparib/abirateronebbb
(BRCA2m only) (category 2B)

v
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WORKUP AND TREATMENT OF HIGH-VOLUME M1 CSPC
WORKUP FOR METASTASES

AERFEP

mPerform imaging for
staging

mPSA

mA FIH R (e % 2w
A i {7 i)
EHEEEP

i AR

Synchronous or
metachronous
high- volume
metastases

ADT with docetaxel and one of the
following:

m Preferred:

»  Abiraterone (category 1)

»  Darolutamide (category 1)
m Other Recommended:

»  Apalutamide (category 2B)
»  Enzalutamide (category 2B
Or

ADT with one of the following:
m Preferred:

»  Abiraterone (category 1)

»  Apalutamide (category 1)
»  Enzalutamide (category 1)
mOther Recommended:

»  Darolutamide

Or

ADT with

B Useful in Certain Circumstances

»  Niraparib/abirateronebbb
(BRCA2m only) (category 2B)

m Physical
examination + PSA
every 3-6 mo

m Imaging for
symptoms

m Periodic imaging
to monitor treatment
response

Progression

Workup and
— Treatment
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SYSTEMIC THERAPY FOR_M1 CRPC

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

AR A A

(F AR e

F 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

21
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SYSTEMIC THERAPY FOR
M1 CRPC:
ADENOCARCINOMA
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First-line and subsequent
treatment options:

« Chemotherapy
Cisplatin/etoposide
Carboplatin/etoposide
Docetaxel/carboplatin
Cabazitaxel/carboplatin

* Best supportive care
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Pre-ARP[3akkk

Post-ARPIKKK/Pre-Docetaxel@@

Post-ARPIXKk/Post-Docetaxel@@

Preferred:
* Abiraterone (category 1)
» Enzalutamide (category 1)

Other Recommended:
« Docetaxel999 (category 1)

Useful in Certain Circumstances:
* Molecular Biomarker-Directed Therapy
» BRCA mutation
0 N|rapar|b/ab|rateroneIII (category 1)
0 Olaparib/abiraterone!! (category 1)
0 Talazoparib/enzalutamide!! (category 1)
» HRRm (other than BRCA1/2)

0 Talazoparib/enzalutamide! (category 1)

 Disease State-Specific Therapy
» Bone metastases

¢ Radium-223"""/enzalutamide

Preferred:
« Docetaxel999 (category 1)

Useful in Certain Circumstances:
» Molecular Biomarker-Directed Therapy
» BRCA mutation
0 Olaparib!! (category 1, preferred)
0 Rucaparlb (category 1 preferred)
0 Nrraparrb/abrraterone (category 2B)
0 Talazoparib/enzalutamide!l (category 2B)
» HRRm (other than BRCA1/2)
0 Olaparrb
0 Talazoparib/enzalutamide!! (category 2B)

* Disease State-Specific Therapy
» PSMA-positive metastases

9 Lutetium Lu 177 vipivotide tetraxetan (Lu-

177-PSMA- 617)ppp
» Aggressive variant™
0 Cabazitaxel/Carboplatin999

Preferred:
« Cabazitaxel999 (category 1)
* Docetaxel rechallenge999

Useful in Certain Circumstances:
» Molecular Biomarker-Directed Therapy
» BRCA mutation
¢ Olaparib! (category 1)
0 Rucaparib
» HRRm (other than BRCA1/2)
0 Olaparib

» Other FDA-approved agents for tissue agnostic

indications999

* Disease State-Specific Therapy
» PSMA-positive metastases
0 Lu-177-PSMA-617PPP (category 1)
» Aggressive variant™
0 Cabazitaxel/carboplatin999

» Palliation for symptomatic patients unable to

tolerate other therapies
0 Mitoxantrone999

22
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Additional Options Irrespective of Prior ARPI or Prior

Docetaxel (Useful in Certain Circumstances)

Disease State-Specific Therapy

» Asymptomatic without visceral metastases

» Sipuleucel-T888.000

» Oligometastatich/Oligoprogressive disease

»  Metastasis-directed therapy™™™ with
metastatic castration-resistant prostate
cancer (mCRPC) systemic therapy

» Symptomatic bone-predominant metastases

> Radium-223""" (category 1)

Molecular Biomarker-Directed Therapy
» MSI-High (MSI-H)/dMMR
Pembrolizumab888 (category 2B)

23
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1. Principles of radiation

(1) Regimen and Dose/Fractionation
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Definitive RT Post-Treatment RT Advanced Disease
_ Post-RP | Post-RT|  Frimary Metastases
EBRT Preferred Dose/Fraction Low FIR UR High Very-High | Regional Tumor
Regimen aRT | sRT | SsRT MCSPC MO MDT
CRPC mCRPC
1.8-2 Gy x 37-45 fx + + Xt o3 v v g3
Conventional 1.8-2 Gy x 30—39 fx v v i“}
3 Gy x 20 fx (preferred)®
2.7 Gy x 26 fx 263 v v v v v It It It
2.5 Gy x 28 fx
Moderate 2.63-2.75 Gy x 20 fx
Hypofractionation 2.5 Gy x 25 fx v v Lt v Tt
9.5 Gy x 4 fx
7.25-8 Gy x 5 fx
Ultra 6 Gy x 6 fx i v v v XX x x Y Y Y
6.1 Gy x 7 fx
Hypofractionation 9-10 Gy x 3 X
(SBRT) 12 Gy x 2 fx v
16-24 Gy x 1 fx
6.2-6.4 Gy x 5 fx 203
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EBRT Boost Techniques
EBRT with
simultaneous See footnote b. v v 63 Lt Lt 03 03
integrated boost
EBRT with Prostate:
1.8 Gy x 23-28 fx
Sequential Boost: bos bos It
6 Gy x 3 fx
SBRT boost 9.5 Gy x 2 fx

(v Preferred; yx Acceptable based on clinical and medical need; Regimens shaded gray are not recommended)

(+:Not a preferred regimen, but for patients who cannot afford or access advanced radiotherapy techniques, conventional fractionation may still
be retained as an option for safety considerations. :EAU-EANM-ESTRO-ESUR-ISUP-SIOG Guidelines on Prostate Cancer,2024 Update and

NCCN 2026)

(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.
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2.Hormonal Therapy
()% 22 A5 AR & B b G R  BF RS AUA R o S IR R DR Y o S BRI R R
AR~ 32 &

(2) B R & AR 0 (L FI N SR AOATH B I

1. LHRH agonist alone Goserelin(Zoladex)
Leuprolide(Leuplin) / Triptorelin(Diphereline)
2. LHRH agonist (as above) Nilutamide - Flutamide(éiﬂﬁii‘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(GF3F® /7 1 3 45)

6. Other Ketoconazole plus Hydrocortisone
Corticosteroids(hydrocortisone, prednisone, or dexamethasone)
Estrogens including diethylstilbestrol (DES) or other estrogen
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¥ 2(8 %) |Zoladex 10.8mg/syr LA Depot lamp Q3M SC
¥r(®%) Zoladex 3.6mg/syr Depot 1amp Q3M SC
Soloway, M. d M., Smith jr, m.d joseph a, gerald chodak , m.d, Mark scott, ph.d, vogelzang, M. d N. j, gerald kennealey, M. d,
Ref block, M. d N. I, . gau , M. d timothy c., & Schellhammer, m.d Paul f. (1991, January). Zoladex versus Orchiectomy in
' Treatmentof Advanced Prostate Cancer: A Randomized Trial.
Https://Www.Sciencedirect. Com/.https://www.sciencedirect.com/science/article/pii/009042959180077K
Fr(®?) Leuplin depot 3M S.C.11.25mg/vial 1vial Q3M SC
Ref Chung BH, Horie S, Chiong E. Clinical studies investigating the use of leuprorelin for prostate cancer in Asia. Prostate Int.
' 2020 Mar;8(1):1-9. doi: 10.1016/j.prnil.2019.06.001. Epub 2019 Jul 4. PMID: 32257971; PMCID: PMC7125360.
®:287%) Diphereline 3-month P.R.11.25mg/vial 1vial Q3M IM
¥ ¢ (% %) |Diphereline 3.75mg/vial 1vial Q1M IM
Fazeli F, Nowroozi MR, Ayati M, Latifi S, Taheri Mahmoodi M, Norouzi Javidan A, Jamshidian H, Arbab A. Comparison of
Ref the Efficacy of Two Brands of Triptorelin (Microrelin and Diphereline) in Reducing Prostate-Specific Antigen and Serum

Testosterone in Prostate Cancer: A Double-Blinded Randomized Clinical Trial. Nephrourol Mon. 2015 May

25;7(3):e27107. doi: 10.5812/numonthly.7(3)2015.27107. PMID: 26290848; PMCID: PMC4537641.
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i Bicalutamide(CASODEX) 1tab QD PO
Ref Paul F. Schellhammer, John W. Davis,An Evaluation of Bicalutamide in the Treatment of Prostate Cancer,Clinical
' Prostate Cancer,Volume 2, Issue 4,2004,Pages 213-219,ISSN 1540-0352,https://doi.org/10.3816/CGC.2004.n.002.
L R4 Enzalutamide(Xtandi F.C.) 160 mg/tab 1tab QD PO
lan D. Davis, M.B., B.S., Ph.D. https://orcid.org/0000-0002-9066-8244, Andrew J. Martin, Ph.D., Martin R. Stockler, M.B.,
B.S., Stephen Begbie, M.B., B.S., Kim N. Chi, M.D., Simon Chowdhury, M.B., B.S.,
Ref. Ph.D., Xanthi Coskinas, M.Med.Sc.,for the ENZAMET Trial Investigators and the Australian and New Zealand Urogenital
and Prostate Cancer Trials Group*Author Info & AffiliationsPublished June 2, 2019.N Engl J
Med 2019;381:121-131.DOI: 10.1056/NEJM0a1903835.VOL. 381 NO. 2.
®7 Apalutamide (Erleada) 60mg/tab 4tab QD PO
Kim N. Chi, M.D., Neeraj Agarwal, M.D., Anders Bjartell, M.D., Byung Ha Chung, M.D., Andrea J. Pereira de Santana
Ref. Gomes, M.D., Robert Given, M.D., Alvaro Juarez Soto, M.D., for the TITAN Investigators*Author Info &

Affiliations.Published May 31, 2019.N Engl J Med 2019;381:13-24.DOI: 10.1056/NEJM0a1903307.VOL. 381 NO.
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¥t Darolutamide (Nubega F.C.) 300mg/tab 2tab BID PO

Matthew R. Smith, M.D., Ph.D., Maha Hussain, M.D., Fred Saad, M.D., Karim Fizazi, M.D., Ph.D., Cora
N. Sternberg, M.D., E. David Crawford, M.D., Evgeny Kopyltsov, M.D, for the ARASENS Trial Investigators*Author Info &

Ref.
© Affiliations.Published February 17, 2022.N Engl J
Med 2022;386:1132-1142.DOI:10.1056/NEJM0a2119115.VOL. 386 NO. 12.
L R4 Abiraterone (Abiratred F.C.) 250mg/tab 4tab QDAC PO
Nicholas D. James, Ph.D., Johann S. de Bono, Ph.D., Melissa R. Spears, M.Sc., Noel W. Clarke, Ch.M., Malcolm
Ref D. Mason, FR.C.R., David P. Dearnaley, F.R.C.R., Alastair W.S. Ritchie, M.D. for the STAMPEDE Investigators*Author

Info & Affiliations Published July 27, 2017.N Engl J Med 2017;377:338-351.DOI:
10.1056/NEJM0a1702900.VOL. 377 NO. 4
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3. Principles of chemotherapy

Advanced/Metastastic regimens
Docetaxel + Prednisolone

Docetaxel 60-75 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 50mg/m2 dl
Prednisolone 10mg/day
Q2w

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.
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Mitoxantrone + Prednisone

Mitoxantrone 12 mg/m2 dl
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.

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.

Immunotherapy
Pembrolizumab

Pembrolizumab 200 mg dl

g3w for 35 weeks

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

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

L BREIRERR

EA A < T2 ] 06 B 0 AR & % % 7 sE(Pomeranz & Brustman, 2005: Waldrop & Rinfrette,
2009) © F A A B 2 R AVEBLE S EF R L R SR LEP MR E 5 S
# (Palliative Performance Scale ) 4> 70% ; 4£4 38— # "gic A ttich » & F sk T HFFELF > TV E
i e F K B (5% > 2006) -

Loy ep

1. #wAA4TIR R X &2 & (Health Promotion Administration,Ministry of Health and Welfare) : # & 3 ®109# % &
FEAR A

2. ApiEr2 A gIx %Eﬁ?“ﬁll%%?f% sl e

3. 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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