- . = 4R 5 >
rg AE}‘ R\ ~‘:o[§} ’Pg P’D

ST ETT VR

2023 # 02 * 21 p % - 5%

R IR T R BT

f
ot
(il

R | E(ERER R EBE R AR ESE R R ER A2
FZH - iR —ERER A > Bi#Es | AEEZREIEANL
NeE » RAIRNEEIT BERESRRIGEHEHR -




= gk 202200222

AEEE - RGL R
FTHR

T30\

=

#73 NHA % - :Darolutamide J; reference NO:9
ATHE = 4 :Cabazitaxel & reference NO:10

N =




SRR A2 R A

1. MBS 2R (PSAVHIE ()
Tl ANNER 50 5 B0EA MERE B AR E ERANFR 40 5> SEREgEEs/)
— I ARERIE PSA

2 - BRERRUIR Tl
B PSA KR 4 ng/mL BUERLFHERZ A MEN I & ERZ g U R Tl0 - W
HE RGBT IEHEARNS -
Optional: HJ DUREEES A THITER a7 (Iife expectancy) Ko F] AEFE R = fid s AR AR UE B 15 2521
BRUIA -

SRR R IS |

1- Fra2EthEERE N NE A LI T2 A R s ()

2 - EERITIHELE B B (I R (0 22) e 2 B B i AL P a2 45 R T
3. HOHEREREGERAREEARA > A EETY) R SO RRE SR AR RERATE TR R E

A 18 2 O i e k) BB A 1% 7 R
ke PR feg PR ek e
* IEEREERER  Tlc SA&EARTEEE 1 f PSA< 10ng/ml
FoNAZR VIR G EE— R 4R = 50%
Kz PSA £ [E< 0.15ng/ml/g
ERAEZEE s T1-T2a JeA8 BAR T EET 1 K PSA< 10ng/ml
HPREIE SR E s - T2b-T2c B ARER T EEE 2 27 3 2 PSA10-20 ng/ml
AR 1 {EF TR AR AR REE 1,2 H <50% [GMHEUIR#
AH: 2 87 3 (B R N2 A EAREEE 3 +/->50% (514U B
* =EERENE 0 T3a 2 MEAEEE 4 505, = PSA>20 ng/m
* fiE R A E R (T3b-T4 B¢ H—REAE S 50 4 R DL EAVRS AR BEE 4 505
e R HE T
* BT, N1
RS R
* (B TAEAIN, M1

*
*



o 3 T N R EREY) B n T
First Definitive Therapy Tk B dq o 2023 & % - K
Very low risk group Active Surveilance:
TG <20 8 —> | Z3E+/- mpMRI +/- TRBX within 1-2yr
PSA<10 & cTlc & PSA at least every 6 months; DRE at least
Grade group 1 & yearly; TRBx, mpMRI depends
<3 positive core (<50%
Standard: Active Surveilance (prefer) Fu PSA every
each) & —>
) TS =20 & (as above) 3 months

PSA density <0.15 ng/mL/g

Low risk group
cT1~T2a & PSA<10
& Grade group 1

\

R e <10 &

Standard: Radical prostatectomy,
Standard: External Bean Radiation
Therapy (EBRT),
If high operation risk, or
unwilling to have radical operation

Observation: monitor the course of
disease with the expectation to deliver
palliative therapy for the development
of symptoms or a change in exam or PSA
that suggests symptoms are imminent

Optional: cryoablation or HIFU

e 210 &

Intermediate risk group
cT2b~T2c,
or PSA 10~20,

or Grade group 2 or 3

Standard: Active Surveilance (prefer)
(as above)
Standard: Radical prostatectomy,
Standard: External Bean Radiation
Therapy (EBRT), tbrachytherapy
If high operation risk, or
unwilling to have radical operation

Fu PSA every
3 months

N

Optional: cryoablation or HIFU

e <10 &

e

e 210 #

Standard: Observation (as above)
Standard: EBRT + ADT 4~6 m.
tbrachytherapy

Optional: cryoablation or HIFU

Standard: Radical prostatectomy +/- PLND
(if LN mets > 2% prediction)
Standard: External Bean Radiation
Therapy (EBRT), with 4-6 months ADT

If high operation risk, or unwilling to have
radical operation
Standard: Active Surveilance (as above)

In favorable intermediate risk group

Fu PSA every
3 months

Optional: cryoablation or HIFU
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High risk group
T3aor PSA>20
Or Grade group 4 or 5

FPeh 5 #

Locally advanced,
Very high risk group
T3b~T4

FPeh <bx

Regional Pca

N1+MO, (any T)

Metastatic Pca

A 4

M+, (any T,
any N)

Standard: Radical prostatectomy,
Standard: EBRT + neoadjuvant and
concomintant Androgen Deprivation
Therapy (ADT, definition see below) for 2
-3years

EBRT + ADT (1.5-3yr)

For very high

EBRT+ADT (2y)

Fu PSA every
3 months

Standard: Observation
ADT or EBRT in selected patient

Standard: EBRT + ADT 2~3 years (prefer)
Standard: EBRT + ADT 2~3 years + ABI
+prednisone

Standard: ADT +/- ABI +prednisone

Optional: Radical prostatectomy +
PLND(cytoreductive)

Standard: ADT +/- palliative radiotherapy

Optional: ADT+/- docetaxel

Optional: ADT+ ABI (NHA)

Optional: clinical trial

Optional: Radical prostatectomy + PLND
(if low volume)

Fu PSA every
3 months

Radical prostatectomy :

ADT:

Standard: retroperitoneal radical prostatectomy + pelvic lymph node dissection (PLND)
Standard: laparoscopic radical prostatectomy * robot-assisted

Standard: continuous LHRH-A with antiandrogen (ie. Casodex) covering initial PSA surge
Optional: intermittent LHRH-A
Optional: orchiectomy if poor medication compliance

NHA: Abiraterone, Enzalutamide, Apalutamide, Darolutamide
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Adjuvant Therapy
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pT2-3aNOMO with | [ Standard: Nil N

Radical Prostatectomy

LTI R W R o

negative margin

Standard: EBRT after continence

recovered
pT2-3aNOMO with <: >

Fu PSA every
Optional: regular fu PSA, early salvage

" N el 2 positive margin 3 months
L S A A B EBRT when PSA > 0.2ng/mL
7k
pT3b-4NOMO or < Standard: ADT
pN1 Optional: Intermittent ADT %
%Eﬁ’gfﬁ}%—— B R B B e on R T
2% fz i Salvage Therapy sk & R dp o 2023 & ¥ — 1%
A B Ao e EA G Salvage Therapy i B

Radical Prostatectomy
Definition of Failure:

fu PSA>0.2ng/mL

Standard: Salvage EBRT
Optional: ADT

Local Recurrence

Optional: W.W.

Distant Metastasis

Re-staging (MRI/CT,
Bone scan), zTRBx,
+PSA doubling time

EBRT
Definition of Failure:

fu PSA> (nadir+2) ng/mL

4

Salvage radical
prostatectomy

[:> ADT * EXBT

Optional: W.W.

Fu PSA every

] . 3 months

Distant Metastasis
Salvage cryoablation/
/ HIFU

Local Recurrence

Optional: cryoablation j
or HIFU
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(metastatic Castration Resistant Prostate Cancer) Tk 25 R #ﬁ 51 2023 & % - &
CRPC T _3& /¢ %t oA iE B
/" | Enza > Apa : Darolutamide )
Testo < 50 ng/dL \ P s
FERTE IR
3 consecutive PSA rise Abiraterone + prednisone — re-apply every 3 months
(50% increase over nadir)
. Radium-223 for .
Casodex withdrawl > 6 weeks symptomatic bone M+

PSA progression despite of
Fu PSA regularly and as
consecutive hormonal manipulation chemotherapy necessary

Clinical Progression: bone/soft

tissue tumor using RECST \. | Denosumab or Zoledronic
acid for M+ bone tumor

Optional: Clinical Trial

Non-Hormonal Systemic Therapy: chemotherapy for CRPC

regimen reference
1.Docetaxel
Dexamethasone 20MG IVA STAT
D1 Docetaxel Inj 75SMG/M2 in NS250ml keeplhr/Q3wW Reference:NO3 -~ 7
Or

Docetaxel Inj 50MG/M2 in NS250ml keeplhr/Q2w

2.Cabazitaxel

prednisolone 10 mg Reference:NO 10
Cabazitaxel 20725MG/M2 in N.S.250ml keeplhr/Q3W

D1

Androgen deprivation therapy, ADT( reference NO3 ~5-6~7~8~9)

LHRH-agonists: Leuprorelin3.75mg/ 11.25mg ~ Eligard 7.5mg / 22.5mg ~ Goserelin acetate 3.6mg > & 1-3 {[#
A -

LHRH-antagonist: Degarelix 80mg » &-{[E H 12X -

LHRH- analogue:Dipherelin3.75mg/ 11.25mg - 1-3{EH—Z -

GnRH analogue: Pamorelin 22.5mg » % 6 {[i§ H —X -

Steroidal anti-androgen: Cyproterone acetate 50mg 2#po BID

Non-steroidal anti-androgen: Bicalutamide 50mg 1#po QD -~ Flutamide 250mgl#po TID




Secondary hormonal therapy
Second-generation anti-androgen: Enzalutamide 40mg 4#po QD - Apalutamide 60mg 4# po QD ~ Darolutamide 300mg

2# po BID
Anti-androgen metabolism inhibitor: Abiraterone250mg 4#po QD with prednisone 5mg 1# po BID
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