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Abstract

Aim: The aim of the third Asia-Pacific Advanced Prostate Cancer Consensus Confer-

ence (APAC APCCC 2023) was to discuss the application in the Asia-Pacific (APAC)

region of consensus statements from the 4th Advanced Prostate Cancer Consensus

Conference (APCCC 2022).

Methods: The one-day meeting in July 2023 brought together 27 experts from 14

APAC countries. The meeting covered five topics: (1) Intermediate- and high-risk and

locally advanced prostate cancer; (2) Management of newly diagnosed metastatic

hormone-sensitive prostate cancer; (3) Management of non-metastatic castration-

resistant prostate cancer; (4) Homologous recombination repair mutation testing;

(5) Management of metastatic castration-resistant prostate cancer. Pre- and post-

symposium polling gathered APAC-specific responses to APCCC consensus questions

and insights on current practices and challenges in the APAC region.

Results: APAC APCCC highlights APAC-specific considerations in an evolving land-

scape of diagnostic technologies and treatment innovations for advanced prostate

cancer. While new technologies are available in the region, cost and reimbursement

continue to influence practice significantly. Individual patient considerations, including

the impact of chemophobia on Asian patients, also influence decision-making.

Conclusion: The use of next-generation imaging, genetic testing, and new treatment

combinations is increasing the complexity and duration of prostate cancer manage-

ment. Familiarity with new diagnostic and treatment options is growing in the APAC

region. Insights highlight the continued importance of a multidisciplinary approach

that includes nuclear medicine, genetic counseling, and quality-of-life expertise. The

APAC APCCC meeting provides an important opportunity to share practice and iden-

tify APAC-specific issues and considerations in areas of low evidence where clinical

experience is growing.

KEYWORDS
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1 INTRODUCTION

The biennial Advanced Prostate Cancer Consensus Conference

(APCCC) brings together global experts to discuss the clinical manage-

ment of advanced prostate cancer and develop consensus recommen-

dations in areas of low-level evidence. Consensus voting assumes an

‘ideal-world’ situation without resource limitations or treatment con-

traindications. At APCCC 2022, 105 physician experts voted on 198

questions, with a consensus threshold of 75%.1,2

The purpose of the Asia-Pacific (APAC) APCCC satellite symposia

is to discuss the application of APCCC consensus statements in the

APAC region, identify practice variation, and consider opportunities

for APAC-specific research. APAC APCCC symposia cover similar low-

level evidence topics to APCCC but take a real-world view to under-

stand regional influences of practice. Previous symposia provided an

insight into APAC-specific drivers of practice variation including avail-

ability and cost of tests and treatments, access to generic drugs, and

cultural differences in the approach to diagnosis and treatment.3,4

2 METHODS

APAC APCCC 2023 was held in Singapore in July 2023. The one-

day multidisciplinary symposium was hosted by ANZUP Cancer Trials

Group and involved 27 prostate cancer experts from 14 APAC coun-

tries (Table 1).

Panelists reviewed APCCC topics selected as most relevant for the

APAC region:

1. Intermediate- and high-risk and locally advanced prostate

cancer

2. Management of newly diagnosed metastatic hormone-sensitive

prostate cancer (mHSPC)

3. Management of non-metastatic castration-resistant prostate can-

cer (nmCRPC)

4. Homologous recombination repair (HRR) mutation testing

5. Management of metastatic castration-resistant prostate cancer

(mCRPC).
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CHIONG ET AL. 3

TABLE 1 Asia-Pacific Advanced Prostate Cancer Consensus Conference (APACAPCCC) 2020 panelists and survey respondents: Disciplines
and countries (n= 27).

Urology

Medical

oncology

Radiation

oncology

Clinical

oncology Uro- oncology

Nuclear

medicine Nursing Total

Australia 1 1 1 1 4

China 1 1

Hong Kong 1 1 2

India 1 1 2

Indonesia 1 1

Japan 1 1

Malaysia 1 1 2

NewZealand 1 1

Philippines 1 1

Singapore 2 1 2 1 2 8

Taiwan 1 1

Thailand 1 1

Turkey 1 1

Vietnam 1 1

Total 9 2 3 3 6 1 3 27

Each topic included quality-of-life considerations.

Before the symposium, presenters collated evidence reviewed

APCCC 2022 consensus statements, and identified APAC-specific

questions. A survey was circulated to gather panelist insights.

During the symposium, evidence and survey insights were pre-

sented, and local practices and challenges were discussed. Priority-

specific and overarching themes and areas for future research were

identified. Post-symposium polling and synthesis of responses com-

pleted the insight-gathering process.

3 RESULTS

3.1 Availability of drugs and technologies in the
APAC region

The landscape for the management of advanced prostate cancer has

evolved significantly in recent years. Availability of and reimburse-

ment for drugs and technologies varies across the APAC region and is

indication-specific (Figure 1).

3.2 Use of next-generation imaging

Next-generation imaging (NGI) technologies, including positron emis-

sion tomography (PET)- computed tomography (CT), and whole-body

magnetic resonance imaging (MRI), are more sensitive and specific for

prostate cancer staging than conventional imaging, particularly in the

setting of apparently localized prostate cancer planned for definitive

therapy.5–8 Evidence is especially strong for the use of prostate-

specific membrane antigen (PSMA) PET-CT to detect metastases,

with the benefit of lower radiation exposure and less inter-observer

variability.9,10 This has led to international guideline updates11,12

and calls for a molecular imaging TNM staging system (miTNM) for

metastatic prostate cancer.10 The majority of APAC APCCC panelists

(84%; n = 21) agreed with APCCC 2022 consensus to adopt miTNM

formetastatic prostate cancer.

Discussions highlight that PSMA PET-CT use in the APAC region is

influenced by the risk of metastatic disease and availability. More pan-

elists use PSMA PET-CT in high-risk patients with clinically localized

disease (76%; n = 19) than in those at intermediate* (60%; n = 15)

or indeterminate* risk (20%; n = 5) (*National Comprehensive Cancer

Network [NCCN] definition). While 64% of panelists (n = 16) would

choose PSMA PET-CT instead of conventional imaging for locally

advanced prostate cancer, use is influenced by reimbursement. Cost

and availability also influence tracer selection, with some panelists

using lower resolution single photon emission CT (SPECT) radioactive

ligands (e.g., technetium-99). Panelists agreed that tracer choice is not a

significant issue, and it is appropriate to use available tracers for which

local experience exists.

Reflecting on the risk of false positive results with PSMA PET-CT,

panelists emphasized the importance of interpretation by an experi-

enced nuclear physician. The choice of additional imaging to under-

stand discordant PSMA PET-CT and conventional imaging results is

influenced, at least partly, by access and cost. Depending on the

location of equivocal findings (e.g., small lymph node vs. extra-pelvic

bonemetastasis) some panelists consider ongoing follow-up instead of

additional imaging.

Views differed about appropriate management on finding evidence

of metastasis using NGI but not conventional imaging. The risk of
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F IGURE 1 Access, approval, and reimbursement of technologies and treatments in the APAC region (n= 27).
Individual panelist responses, not country-specific responses; includesmultiple responses from the same country. (A) Tests and technologies. (B)
Treatments. CT: computed tomography; LHRH: luteinizing hormone-releasing hormone; PET: positron emission tomography; PSMA:
prostate-specific membrane antigen.

over- and under-treatment of metastatic sites and the primary tumor

was noted. A key reflection was the critical importance of not deny-

ing beneficial treatment to the primary tumor based on PSMA PET-CT

identification of small lymph nodes.

Panelists also discussed NGI use for distant staging, including

whole-body MRI and fludeoxyglucose PET-CT. Most panelists would

not use whole-body MRI for clinically localized high-risk (72%; n = 18)

or intermediate-risk (76%; n= 19) prostate cancer.

3.3 Management of intermediate- and high-risk
locally advanced prostate cancer

Discussions highlighted the nuanced management of intermediate-

and high-risk locally advanced prostate cancer, noting this is dis-

tinct from intermediate- and high-risk localized disease. At APCCC,

panelists discussed the role of local therapy, systemic therapy plus

radiation therapy, adjuvant versus salvage radiation therapy, and the

use of additional systemic therapy (Table 2). Practice varies based on

individual patient needs and local resource availability.

3.4 Management of Newly Diagnosed mHSPC

Most panelists (85%; n = 22) agreed with the APCCC consensus

that disease volume (assessed with conventional imaging using the

CHAARTED definition13) influences treatment selection for mHSPC,

particularly docetaxel use. Most panelists (69%; n = 18) also agreed

that the timing of metastatic disease presentation (synchronous or

metachronous) affects management, including treatment sequenc-

ing, use of metastasis-directed therapy, choice of triplet therapy, and

radiation therapy to the primary tumor.

Panelists discussed the management of high- and low-volume

mHSPC, noting the increasing availability of androgen receptor signal-

ing inhibitors (ARSis). For high-volume disease, 84% of panelists would

use androgendeprivation therapy (ADT) combinedwith anARSi and/or

docetaxel (ADT+ARSi: 42%, n= 11; ADT+ docetaxel: 15%, n= 4; ADT

+ docetaxel + ARSi: 27%, n = 7). For low-volume disease, 69% of pan-

elistswoulduse combination therapy (ADT+ARSi, ARSi+docetaxel, or

ADT+ARSi+ docetaxel) and 15% (n=4)would useADTmonotherapy.

Considerations influencing the decisions included patient factors (age,

frailty, co-morbidities) and treatment factors (access, reimbursement,
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CHIONG ET AL. 5

TABLE 2 Management of intermediate- and high-risk locally advanced prostate cancer.

Management strategy APCCC APACAPCCC

Radiation therapy to the

primary tumor

No consensus was reached on the

fractionation schedule

No agreement on the fractionation schedule

Discussions highlight the importance of a radical dose of radiation

therapy for people with low-volumemHSPC given>10-year

survival

Systemic therapy with

radiation therapy

Consensus for use of ADT+

abiraterone in high-risk / very

high-risk localized disease

Preference for ADT 2–3 years plus abiraterone for 2 years for

high-risk localized disease (60%; n= 15) and very high-risk

localized disease (64%; n= 16)

24% (n= 6)/20% (n= 5) would use ADT alone for 2 years in

high-risk / very high-risk localized disease, respectively

Two ongoing ANZUP trials noted: ENZARAD (ANZUP 1303,

NCT02446444) andDASL-HiCaP (ANZUP1801, NCT04136353)

Salvage versus adjuvant

radiation therapy

A range of scenarios discussed Preference for early salvage (ideally before PSA exceeds 0.2 ng/mL)

Adjuvant radiation therapy is considered in select high-risk

patients, especially if urine continence has recovered, and for

pN1 patients (quality of life consideration)

Additional systemic

therapy

No consensus No agreement on the addition of systemic therapy

Access and reimbursement influence practice

Quality-of-life considerations (treatment side effects and financial

toxicity) are also important

Abbreviations: ADT, androgen deprivation therapy; mHSPC, metastatic hormone-sensitive prostate cancer; PSA, prostate-specific antigen.

cost, and toxicities). Discussions covered evidence of benefit for addi-

tion of docetaxel,14,15 AAP (abiraterone acetate and prednisone),16

apalutamide,17 or enzalutamide18,19 to ADT for mHSPC, and for

addition of enzalutamide,18 AAP,20 or darolutamide21 to ADT plus

docetaxel in high-volume synchronousmHSPC.

Cost continues to influence the treatment of mHSPC in the APAC

region,with similar approaches to those reportedbyAPCCC in the con-

text of limited resources.2 Aminority of panelists (15%; n=4) reported

using ADT alone for low-volume mHSPC due to reimbursement poli-

cies for ARSis, despite evidence that this is sub-optimal if an ARSi

is available. In some APAC countries, generic ARSi availability allows

wider access. However, around half of panelists (54%; n= 14) use low-

dose abiraterone with food to reduce costs (although this practice is

changing with the introduction of the 500mg tablet).

Treatment toxicities also affect mHSPC management. Panelists

noted the influence of patient age, comorbidities, and current

medications. In particular, docetaxel use is influenced by chemo-

phobia, which is reported to be a significant issue for some Asian

populations.22,23

Evidence for the use of local15,20 and metastasis-directed24,25 radi-

ation therapy for mHSPC was discussed. Most APAC panelists (88%;

n = 23) would add local radiation therapy to ADT in patients with

low-volume synchronous mHSPC, noting that radiation therapy is a

cheaper alternative to ARSis. There was also strong support for adding

metastasis-directed therapy to ADT ± local therapy to the primary

tumor, for selected patients with low-volume mHSPC (85%; n = 22).

By comparison, around half of APCCC panelists voted to reserve

resources for other cancer types in settingswith limited radiation ther-

apy units.2 This was not a strong consideration among APAC APCCC

panelists, suggesting that radiation therapy is readily available in the

region for prostate- andmetastasis-directed therapy.

As at APCCC, practice variation was apparent for the management

of high-volume mHSPC, with an even split between ADT + ARSi (42%;

n = 11) and ADT + docetaxel with or without an ARSi (42%; n = 11).

Doublet therapy appears more common than triplet systemic therapy

in the APAC region. Panelists reflected on the lack of a head-to-head

comparison of triplet versus doublet therapy. A recentmeta-analysis of

five trials (ARASENS, PEACE-1, ENZAMET, ARCHES, and TITAN) sug-

gested that triplet therapy may not prolong survival over ARSi-based

doublet therapy.26 Concernswereexpressedabout the cumulative tox-

icity of triplet therapy, with use reserved for selected patients (those

with high-volume disease and a poor prognosis who are ‘chemo-fit’

based on performance status, age, and comorbidities). Panelists noted

they cannot justify adding docetaxel to ADT and an ARSi if patients are

responding to doublet therapy and feeling well. They also highlighted

the need to balance timely treatment intensification with the risk of

overtreatment for patients with the worst prognostic indicators, not-

ing that for some patients ADT may be enough and de-escalation may

be beneficial.

3.5 Management of nmCRPC

3.5.1 Risk stratification in nmCRPC

Panelists discussed the comparative utility of prostate-specific antigen

(PSA) doubling time and NGI for risk stratification in nmCRPC. Base-

line PSA and PSA doubling time are determinants of metastasis and
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6 CHIONG ET AL.

survival in nmCRPC.27–29 RADAR III guidelines recommend NGI only

for patients with a PSA doubling time of less than 6 months for whom

M1 therapies would be appropriate.30

Panelists agreed that PSA doubling time is a more important prog-

nostic indicator than NGI in the nmCRPC setting. However, APAC

panelists appearmore likely to use PSMAPET-CT for risk stratification

than was reported at APCCC. Almost three-quarters of APAC pan-

elists (73%; n = 19) would consider PSMA PET-CT for patients with

non-metastatic disease and a consecutive rise in PSA > 2 ng/mL, sug-

gesting castration resistance; 65% (n = 17) would use PSMA PET-CT

where there is no evidence ofmetastasis on conventional imaging. Fac-

tors influencing NGI use included access to and cost of PSMA PET-CT,

access to a baseline scan for interpreting findings, and reimbursement

indications for preferred treatments for individual patients. Patient

preferencewas also highlighted as important, given that asymptomatic

patients may be reluctant to have a scan.

3.5.2 Management of nmCRPC

Panelists discussed evidence from three randomized controlled trials

of ARSis in nmCRPC.31–33 Around half of the panelists (54%; n = 14)

would consider an ARSi for patients with a PSA doubling time < 10

months and no prior history of local therapy. However, views varied

about optimal management for patients with a PSA doubling time> 10

months and no prior history of local therapy (even split between

observation until more rapid PSA increase; prostate-directed radia-

tion therapy; or local therapy + ARSi). Panelists noted that patient

preference is a factor; low PSA and a lack of symptoms can give a false

sense of security, with asymptomatic patients often opting to defer

treatment escalation.

Panelists discussed the use of NGIs versus PSA monitoring for

patients with nmCRPC receiving an ARSi. Over half (58%; n = 15)

use serial PSA monitoring alone, even though clinical trials of ARSis in

nmCRPC mandated imaging and PSA monitoring. Retrospective anal-

ysis has shown that disease progression can occur without rising PSA

levels.34–36 Panelists noted insufficient evidence that NGI findings

would lead to a change in management resulting in improved overall

survival. They also described the pragmatic benefits of PSAmonitoring

comparedwith the cost and inconvenience of PSMAPET-CT.

3.6 HRR mutation testing

Genetic testing is becoming more routine in clinical practice, provid-

ing useful prognostic and risk assessment information, and guiding

certain treatment decisions. Up to 23% of people with mCRPC have

actionable mutations that may influence management.37 BRCA muta-

tions are most common, with about half germline derived.38–42 ATM

mutations are also relatively common, but treatment response rates in

people with ATMmutations are lower.43–45

PARP inhibitors (PARPis) such as olaparib have shown benefit for

people with prostate cancers carrying BRCAmutations.44,46 However,

almost half of APAC panelists (46%; n = 12) would prefer com-

prehensive genetic/molecular analysis over a narrower focus when

considering mCRPC treatment options. Discussions highlighted the

importanceof cascade testing, including a reviewof personal and famil-

ial risk, outcomes on standard-of-care therapies, prognostic markers

for aggressive disease, and predictive biomarkers for PARPi.

Genetic testing is influenced by access and reimbursement. Pan-

elists also questioned whether, with currently available treatments,

management would change based on genetic testing results.

Feedback highlights that experience and confidence in the use of

genetic testing are building in the APAC region. Factors discussed

included:

∙ tissue source, age, and quality (archived biopsies of primary tumor

samples are often used for HRRm testing, which brings challenges in

sample size, DNA yield, and quality)

∙ variable quality of testing platforms

∙ role of alternative tests (e.g. biopsy of other sites, ctDNA, germline)

in selected patients

∙ ethical dilemmas for patients and their family members.

Panelists discussed the need to improve genetic testing knowledge

and experience to ensure optimal timing of testing. An algorithmdevel-

oped for use in Singapore was presented.47 It was agreed that testing

should be considered as the clinical setting approaches mCRPC.

At a minimum, this should involve taking a family history. Genetic

counseling by a specialist cancer genetics service should occur before

germline testing or when somatic testing shows pathogenic HRR

mutations.

3.7 Management of mCRPC

Combination therapies comprising ARSi and PARPi are approved as

first-line therapy for people with mCRPC and a BRCA mutation in

some APAC countries. Panelists discussed preferences for the man-

agement of mCRPC based on genetic information and prior mHSPC

treatment:

∙ 50% (n= 13) use PARPi alone in patients with BRCAmutations

∙ 73% (n = 19) use chemotherapy in patients who have previously

received ADT and an ARSi

∙ 50% (n = 13) use Lutetium-177 PSMA (177Lu-PSMA) in people who

previously received ADT, an ARSi, and docetaxel.

A range of management options were discussed for mCRPC with-

out HRR or BRCA mutations. While APCCC achieved consensus not

to switch to another ARSi if cancer progresses with no actionable

mutations, 27% of APAC panelists (n = 7) indicated that they do

switch. This decision is driven by cost and patient preference for

oral/non-chemotherapy-based treatments. It was noted that ARSi are

‘expensive, toxic placebos’ if used as comparators in this setting, and

patient education is important to advise against switching.
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CHIONG ET AL. 7

Panelists discussed preferences for first-line treatment of mCRPC

in the absence of a DNA damage response and repair mutation, based

on prior treatment of mHSPC:

∙ ARSi were preferred for people who previously received ADT (65%;

n= 17) or ADT+ docetaxel (77%; n= 20)

∙ docetaxel was preferred for people who previously received ADT +

an ARSI (73%; n= 19)

∙ 177Lu-PSMAwas preferred for peoplewho previously received ADT

+ an ARSi+ docetaxel (50%; n= 13)

∙ 62% of panelists (n= 16) would consider rechallengewith docetaxel

in patients with mCRPC if there has been a reasonable period since

docetaxel for mHSPC.

The option of cabazitaxel was also discussed. However, concerns

about chemophobia and myelosuppression risk mean some prefer to

use 177Lu-PSMAwhere available.

The APAC region is building experience in radionuclide therapy

use. Cost is a significant influencer, particularly for 177Lu-PSMA.

Discussions highlighted the complex needs of patients and the impor-

tance of a multidisciplinary approach that includes nuclear physicians

experienced in radionuclide therapy.

Some panelists use immune checkpoint inhibitors to treat can-

cers with mismatch repair deficient/high microsatellite instability

(dMMR/MSI high) phenotypes or high tumor mutational burden. How-

ever, these treatments are not commonly funded; in some APAC

countries, they are only available via clinical trials or a compassionate

access scheme.

The discussion highlighted a range of treatment monitoring

approaches for mCRPC. The most common view was not to undertake

imaging until PSA or clinical progression.

3.8 Patient-centered considerations for the
management of advanced prostate cancer

Discussions referenced a range of patient factors that influence treat-

ment choice and compliance: age, frailty, co-morbidities, financial

toxicity, and impact on quality of life. While 77% of panelists (n = 20)

recommend using geriatric assessments for older patients, this was

typically only if ‘red flag issues’ were raised during consultations. Most

panelists do not routinely undertake the assessment themselves (65%

(n = 17) for patients ≥ 75 years and 88% (n = 23) for patients < 75

years). Comments highlighted a lack of geriatric oncology expertise in

some countries.

The need to balance oncologic outcomes with quality of life

was flagged. Panelists discussed the importance of recognizing

and addressing treatment side effects, highlighting “chemophobia”

for Asian patients. It was noted that side effects are not limited

to chemotherapy and that even a 6-month course of ADT can be

arduous. Supportive care strategies discussed included bone pro-

tection (used in some settings but not standardized), detection and

prevention of metabolic syndrome, and exercise physiology. It was

noted that, while important, these strategies can add to the cost of

treatment.

Financial toxicity is increasing with the increasing complexity of

diagnostic technologies and the complexity anddurationof treatments.

While most panelists always discuss the costs of investigations and

treatments with patients (65%; n = 17 and 73%; n = 19, respec-

tively), fewer than half (46%; n = 12) always ask patients about the

impact of costs on them and their families. However, 85% (n = 22)

offer alternative options based on the patient’s financial capacity.

It was suggested that innovative approaches are needed to balance

costs across the treatment pathway (e.g., use lower-cost early inves-

tigations and interventions such as orchiectomy to save money for

second-/third-/fourth-line treatment).

4 DISCUSSION

Prostate cancer is a significant and growing health issue in the Asia-

Pacific (APAC) region.48 While lower than in the US and Europe, the

incidence in Asia is increasing, and the risk of death is higher than in

manyWestern countries.49

APAC APCCC symposia provide the opportunity to consider the

application of low-level evidence in emerging areas of advanced

prostate cancermanagement in a real-world context. Survey responses

and discussion provide valuable insights into current practices and

challenges. A consistent message throughout APAC APCCC 2023 was

the ongoing influence of cost and reimbursement of tests and treat-

ments in the region. Cost influences the use of NGI, treatment with

ARSi and PARPi, genetic testing, and some quality-of-life strategies.

NGI is changing the categorization of metastatic prostate cancer.

Panelists strongly support the use of a miTNM category for mHSPC,

noting that greater use will allow prospective validation. Panelists also

reflected on whether nmCRPC will continue to exist as an entity in

the era of NGI noting that, with NGI, ARSi, and PARPi, disease volume

is likely to become less relevant over time with respect to treatment

decision-making.

Discussions highlight the need for further data to establish robust

endpoints for patients treated on the basis of PSMA PET-CT find-

ings. As familiarity and use increase, the role of PSMA PET-CT in

determining prognosis, monitoring disease progression, and informing

decisions about treatment intensification will become more apparent.

TheuseofPSMAPET-CT is also likely to influence reimbursementdeci-

sions, highlighting the importance of policy keeping pace with clinical

developments.

While cost was a recurring theme, panelists were pragmatic, noting

that a single high-cost test, such as PSMA PET-CT, may be more cost-

effective than the accumulative cost of multiple tests. As NGIs become

more available, clinical application must be carefully considered. It is

unrealistic to expect routine PSMA PET-CT use in patients with low-

risk disease, and results may be a distraction rather than beneficial if

false positives are observed or expert interpretation is not applied. A

central tenet in discussions was that tests should only be undertaken

if the management plan will change based on findings. However, it was
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noted that it is difficult to ‘unsee’metastatic sites detected using PSMA

PET-CT.

The treatment landscape for mHSPC and mCRPC is evolving, with

the increasing availability of ARSi, the introduction of PARPi and

radionuclide therapies, and ongoing trials of PSMA-targeted therapies.

Combined with more detailed imaging and genetic information, these

treatments present opportunities for more individualized treatment.

However, in an era of increasing molecularly targeted therapies, the

need for reliable companion diagnostic assays is growing.

The APAC region is learning how to incorporate new therapies into

practice. Variation is apparent in treatment sequencing and combina-

tions. Choices reflect access, cost, familiarity with the use of PARPi,

and approved indications. Management of advanced prostate can-

cer will evolve globally as agents become more available, experience

increases, and more information is gathered about the clinical settings

in which novel agents will be most useful. Decision-making, especially

for mHSPC, continues to be driven in the APAC region by clinical

factors rather than biomarkers.

Discussions highlight the continued importance of multidisciplinary

management of advanced prostate cancer, including nuclear medicine

and genetic counseling/testing expertise, and psychosocial and sup-

portive care. It is important to optimize care and reduce the treatment

burden for patients, and to involve other disciplines such as geriatrics

and exercise physiology.

The evolution of advanced prostate cancer management highlights

the value of local, national, and regional research. Examples of APAC-

specific research (Table 3) include:

∙ optimal PSAdoubling time threshold tobeused for risk stratification

in CRPC in Asian people with prostate cancer

∙ optimal treatment sequencing and combinations for mHSPC and

mCRPC in Asian people with prostate cancer

∙ optimal dosing of PARPi in Asian people with prostate cancer.

Despite issues of cost, the APAC region has world-leading experi-

ence with some treatments and technologies, including PSMAPET-CT.

This experience represents an opportunity for the APAC region to

generate evidence guiding future practice (Supporting Information).
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