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Abstract

Prostate cancer (PC) is the most common cancer among men. Differences in mortality among countries reveal discrepancies
in prevention, early detection, treatment access, diagnostic tests, and disease management. Due to the lack of evidence of
an optimal treatment sequence, specialists in Urology and Oncology from six different countries in Central America and the
Caribbean (CAC) developed homogenous guidelines to standardize and optimize PC care in the region. These recommen-
dations are based on the experience of the experts to homogenize current knowledge, focusing on patients’ needs, and
adapting the guidelines to the context of CAC countries.

Keywords: Prostate-specific antigen. Prostatic hyperplasia. Prostate cancer. Prostatic neoplasms. Prostatic neoplasms.
Castration-resistant.

Diagnéstico y tratamiento del cancer de prostata para Centroamérica y el Caribe

Resumen

El cancer de prostata (CP) es la neoplasia maligna mds frecuente entre los hombres. Las diferencias en la tasa de mortal-
idad entre los paises revelan discrepancias en la prevencion, la deteccion precoz, el acceso al tratamiento, las pruebas
diagndsticas y el manejo de la enfermedad. Dada la falta de evidencia de una secuencia dptima de tratamiento, especial-
istas en urologia y oncologia de seis diferentes paises de Centroamérica y el Caribe (CAyC) desarrollaron guias homogéneas
para estandarizar y optimizar la atencion del CP en la region, basadas en su experiencia y los conocimientos actuales,
centradas en las necesidades de los pacientes y adaptadas al contexto de CAyC.

Palabras clave: Antigeno especifico de la prdstata. Hiperplasia prostatica. Cancer de prdstata. Neoplasias prostaticas.
Neoplasias prostdticas. Resistente a la castracion.
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Introduction

Prostate cancer (PC) is the most common cancer
among men in the Americas and one of the leading
causes of cancer-related deaths worldwide'. PC is most
prevalent in males aged 50 or older. It has become the
fourth leading type of cancer worldwide, contributing
about 7.1% of the total cancer incidence burden (1.3 million
cases). Its incidence and mortality have increased in the
past few decades due to lifestyle changes and environ-
mental risk factors in Central America and the Carib-
bean (CAC)>%.

Based on estimates from GLOBOCAN, the profile of
cancer is changing in the CAC region, with high
age-standardized incidence and mortality rates for PC.
The differences in mortality among countries reveal
discrepancies in prevention, early detection, access to
treatment, and disease management*. Therefore, ho-
mogenous guidelines are needed to standardize care.

This document of consensus provides recommenda-
tions for the professionals involved in the development
of health-care policies, protocols, programs, and strat-
egies related to the diagnosis and treatment of PC in
the region. In addition, the consensus has two objec-
tives: (a) to enhance the understanding of PC diagnosis
and treatment and (b) to reach an agreement on and
standardize PC diagnosis and treatment in CAC
countries.

Materials and methods

A group of 12 specialists in urology and oncology
with experience in PC from six different CAC countries
(Costa Rica, the Dominican Republic, EI Salvador,
Honduras, Guatemala, and Panama) was gathered to
reach a consensus. Experts were selected based on
their expertise on the topic and knowledge of the local
challenges and conditions for diagnosing and treating
PC. Specialists were divided into three groups, and
each group was assigned one of the following topics:
(1) localized PC/biochemical recurrence (LPC/BCRY);
(2) non-metastatic castration-resistant PC/metastatic
castration-sensitive PC (hmCRPC/mCSPC); and (3) met-
astatic castration-resistant PC (mCRPC).

The first meeting occurred in July 2020. A literature
review about PC diagnosis and treatment was conduct-
ed by each group during the meeting, comparing the
scientific evidence with the experts’ experience. Liter-
ature in English and Spanish was retrieved from
Pubmed and Scielo biomedical databases, including
randomized controlled trial and their open extensions,

systematic and narrative reviews, and meta-analyses.
To that end, the Nominal Group Technique was used
by forming small discussion groups to reach a consen-
sus among their members®®,

During the second meeting in August 2020, each
group discussed and developed treatment flowcharts
based on clinical evidence and the experience of par-
ticipants until a consensus was reached and the infor-
mation included was validated.

Then, each group had three separate meetings in
September 2020 to work on the conceptual aspects of
the flowcharts. In October 2020, a general meeting was
held with the entire panel of experts, in which through
presentations, debates, and workshops, a moderator
facilitated the discussion among the participants to
reach general agreements on what had been discussed
in each group.

After this meeting, all the information was gathered
in the first draft, which was discussed in another gen-
eral session. An update meeting was performed in
March 2023, to include the most recent evidence to this
final document.

Screening and early detection

According to European (“PC: ESMO Clinical Prac-
tice Guidelines for diagnosis, treatment, and fol-
low-up”) and regional guidelines (“PC in Brazil and
Latin America: epidemiology and screening,” “Clinical
practice guideline for screening, diagnosis, and initial
treatment of localized and locally advanced PC in the
Peruvian Social Security”) individuals with no family
history of PC should be screened using prostate-spe-
cific antigen (PSA) testing and digital rectal examina-
tion (DRE) beginning at 50 years of age, whereas
individuals with a family history of PC should begin
at 45 years of age. In patients with a family history of
early onset of PC in a first-degree relative, the rec-
ommendation is to begin 5 years earlier than the age
at which the relative was diagnosed. However, con-
sidering the increasing incidence of PC in the region,
the experts suggest beginning at 45 and 40 years of
age, respectively. The screening may be adapted to
the quality of life and life expectancy of each patient.
It is recommended to perform the screening up to the
age of 75 or if the patient has a life expectancy of
more than 10 years. Patients over the age of 75 who
have never been screened for PC should be con-
trolled and managed based on the results”®. The
benefits and potential risks of PC screening should
be discussed with each patient, to avoid unnecessary
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biopsies, overdiagnosis, and overtreatment’. Of note,
the male CAC population is still relatively unaware of
PC and DRE is influenced by cultural factors.
According to the experts, the screening methods used
in the region are DRE and PSA, being more effective
when combined. The PSA threshold for biopsy is 4.0 ng/
mL. PSA levels > 2.5 ng/mL in individuals aged 40 or
younger should be considered a warning sign that re-
quires further investigation and follow-up. In such cases,
the health-care professional should consider the pa-
tient’s medical history, free PSA level (a 20% cutoff is
the average in the region), and PSA velocity (0.75 ng/
mL/year in patients with no risk factors or 0.4 ng/mL/year
in patients with risk factors). Young men with a PSA level
> 4 ng/mL should be treated with alpha-blockers, antibi-
otics, and anti-inflammatory agents, followed by PSA
retesting 2-3 weeks later, before considering biopsy®.

Management of LPC

The diagnosis of LPC is established by histopatho-
logical evaluation of an ultrasound-guided biopsy. Ul-
trasound-guided transrectal and transperineal biopsy
are the recommended methods, transrectal biopsy un-
der general anesthesia being the most common.
A transperineal biopsy may be a safer alternative for
patients who had previous bacteremia-related compli-
cations following a biopsy and rejected the procedure.
At least 12 samples should be taken (6 from each side).
Depending on the prostate size or the presence of hy-
poechoic nodules, taking additional samples from sus-
picious areas may be considered. Re-biopsy is
suggested if PSA levels are still high?2.

The experts recommend a cognitive biopsy as an
option that may improve accuracy. This technique con-
sists of guiding the biopsy by reviewing multiparametric
magnetic resonance imaging (mpMRI) to examine sus-
picious lesions in non-peripheral zones®°. However,
according to the experts, this technique is not usually
used in CAC countries due to limited access to mpMRI
and logistical reasons. In patients with a family history
of cancer, the experts recommend performing an eval-
uation for germline mutations. To estimate the progno-
sis and guide treatment decisions, LPC is categorized
as low risk, intermediate risk, and high risk (Table 1).

The Eastern Cooperative Oncology Group (ECOG)
Performance Status (PS) scale is recommended to de-
cide on the diagnostic approach in patients with poor
general health status and in the elderly, where a biopsy
might not be necessary. Management of LPC is sum-
marized in figure 1.

Table 1. Risk categorization of localized PC

Intermediate
risk
7 8-10

Gleason score 6
PSA < 8 ng/mL 10-20 ng/mL > 20 ng/mL
TNM T1-T2a >T2b >T2c

TNM: tumor, node, metastasis.
Source: Table developed by authors based on available evidence®®.

Treatment of low-risk LPC

According to Garcia-Perdomo et al., active surveil-
lance is recommended for patients with low-risk diseas-
es and for those who cannot or do not want to undergo
radical treatment®. Active surveillance consists of care-
ful PC monitoring, including visits to measure PSA ev-
ery 6 months and DRE once a year. It also includes
prostate biopsies and/or imaging tests every 1-3 years
depending on PSA velocity. When a clinical and bio-
chemical diagnosis of PC is obtained, a shared deci-
sion with the patient to initiate an androgen deprivation
therapy (ADT) is recommended, even in subjects with-
out a confirming biopsy®.

Radical prostatectomy (RP) and radiotherapy (RT)
are available options for men with low-risk disease who
are unfit for active surveillance. In patients unwilling to
have a surgical procedure, conformal RT using a linear
accelerator or brachytherapy with curative intention
may be indicated’. These strategies are also recom-
mended for patients with a history of transurethral re-
section of the prostate or prostate adenectomy or in
older patients with good PS and life expectancy'?. Ac-
cording to the evidence and the experts’ best knowl-
edge, the lack of economic resources in the region
usually prevents patients from having access to this
type of treatment’.

Observation until symptomatic progression is an al-
ternative for patients who are not suitable or willing to
receive curative treatment or have a life expectancy of
fewer than 10 years'?.

Treatment of intermediate-risk LPC

ESMO Clinical Practice Guidelines for PC recom-
mend RP or RT for the treatment of patients with inter-
mediate-risk LPC. RP with lymphadenectomy is the
main recommendation'’. RT with neoadjuvant ADT is
recommended for 6 months (2 months before, 2 months
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DIAGNOSIS

Patient with

Low risk

+Age

+Genetics

High risk

* Surgery
* Radiotherapy + ADT
+ADT

Active survillance - Surgery (techniques)
Observation - Neoadjuvant
Radiotherapy radiotherapy + ADT
(brachytherapy) « Active surveillance
Cryotherapy

Surgery

No image

Figure 1. Algorithm for LPC management (source: figure developed by authors). ADT: androgen deprivation therapy.

during, and 2 months after the procedure). PSA levels
should be monitored following RP. Salvage RT is rec-
ommended for patients with PSA failure with RP, be-
ginning with a PSA level of 0.5 ng/mL. Men under
salvage RT can receive ADT for 6 months or bicalut-
amide (150 mg daily) for 2 years. Active surveillance is
an option for patients who refuse treatment at
diagnosis’.

Treatment of high-risk LPC

According to Sierra et al., the treatment of high-risk
LPC includes RT and surgery. RT plus ADT is the first
alternative, with outcomes and test results comparable
to surgery. ADT is administered for 2-6 months before
RT and then for 2-3 years. Access to follow-up and
advanced therapies should be available for patients
treated with ADT. Performance of bone density testing
is recommended before treatment and after 1-year
follow-up'".

The surgical option consists of RP with lymphadenec-
tomy. Orchiectomy may be an option for patients who
refuse RP, do not have other resources, have limited
access, or refuse follow-up. It is recommended to

monitor PSA as follows: year 1, every 3 months; year
2, every 4 months; year 3, every 6 months up to year
5; from year 5 onwards, annual control until year 7-10"".

The 2023 National Comprehensive Cancer Network
(NCCN) Guideline establishes that patients with BCR
are classified into three groups: persistent disease
(PSA levels fail to achieve undetectable levels after
RP), PSA recurrence (undetectable PSA levels are
achieved, but subsequent PSA levels are detectable
and increased on two or more determinations), and
persistent but low PSA (attributed to slow PSA metab-
olism or residual benign tissue). This last group does
not require further evaluation until PSA increases. Pa-
tients from the first two groups should be evaluated for
distant metastases'®.

Patients with PSA recurrence after RP and no distant
metastases may either be observed or undergo primary
salvage external beam radiation therapy (EBRT) with
or without ADT. ADT alone is used as a salvage treat-
ment in patients with proven or high suspicion for dis-
tant metastases. RT directed to metastases may be
administered if they are located in weight-bearing
bones or if the patient is symptomatic. Observation is
acceptable for selected patients and ADT may be
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delayed until symptoms develop, or PSA levels suggest
that symptoms are imminent'’. According to the recent
update of ESMO guidelines, in the subset of patients
with very high-risk MO PC (defined by N1 disease or
> 2 risk factors among T3-T4, PSA > 40 ng/mL and/or
Gleason score 8-10), treatment with abiraterone + pred-
nisone for 2 years increases metastases-free survival
and overall survival's.

BCR (three successive PSA rises above 0.2 ng/mL)
may occur up to 1 or 2 years after curative treatment.
If treatment involves RT, BCR is defined as a PSA rise
by 2 ng/mL above the nadir up to 1 year after RT. In
these patients, ruling out metastatic disease is
recommended'".

If PSA doubling time (PSADT) is shorter than
10 months, the treatment consists of androgen block-
ade and local RT. If PSADT is longer, local RT is rec-
ommended. ADT is recommended after 1 or 2 years.
Docetaxel or novel hormonal therapies (NHT), such as
apalutamide, are used in patients at high risk for me-
tastases (PSADT < 10 months)'“. Longer follow-up of
these trials is needed to determine the impact of these
therapies on overall survival due to the lack of consis-
tency among published trials.

Prostate-specific membrane antigen (PSMA) positron
emission tomography (PET) is a promising imaging
technique, especially in high-risk patients. Neverthe-
less, its novelty, the need for a learning curve, and its
low availability are still barriers to PSMA-PET imple-
mentation in CAC.

Management of mCSPC

According to the experts, the management of mCSPC
is a public health concern in CAC countries, due 1o its
high mortality and morbidity rates among men. The
average survival for a patient with a high burden is still
3.5 years, even if they have access to the best care'®.
Therefore, access to NHT and docetaxel becomes rel-
evant. Management is summarized in figure 2.

According to the American Urological Association
(AUA)/Society of Urologic Oncology (SUO) Guidelines
(2023)', in patients with mCSPC, conventional imaging
should be used to assess the extent of the disease.
The CHAARTED trial established high- and low-volume
disease criteria, defining high-volume as the presence
of visceral metastases and/or four or more bone lesions
with at least one beyond the vertebral bodies and pel-
vis. Low volume refers to the rest of the participants.
In the LATITUDE trial, high-risk disease was defined as
at least two of the following criteria: (a) three or more

lesions on bone scan, (b) Gleason score > 8, and (c)
any visceral metastases. The approach varies depend-
ing on the type of treatment: for chemotherapy, defini-
tions by volume are more appropriate; on the contrary,
for hormonal agents (abiraterone), definitions by risk
level are used'?+16,

The experts agree that the most common imaging
approach used in the region to evaluate metastatic PC is
the metastatic bone series. Computed tomography (CT)
scan and bone scan can detect high-volume mCSPC.
The AUA ASTRO SUO guidelines advise that if these
tests are negative in patients with high suspicion of
metastasis, a PET/CT scan, and a bone scan may be
indicated to detect low-volume mCSPC™.

The histologic diagnosis of PC is based on biopsies.
In patients with symptomatic mCSPC, treatment should
not be delayed, and biopsy can be slightly postponed.
In addition, all patients should be offered genetic coun-
seling and germline testing, which are crucial for the
diagnosis and staging of PC'%. According to the ex-
perts, this type of testing is not available in all CAC
countries but should be encouraged.

Treatment of patients with high-volume
mCSPC

Based both on the NCCN and AUA/ASTRO/SUO
guidelines, and on ARASENS and PEACE-1 clinical
trials, experts agree that permanent pharmacological
or surgical ADT is recommended. Symptomatic pa-
tients with high-volume mCSPC may be initially treated
with docetaxel and ADT, abiraterone and darolutamide
(triplet therapy is a suitable option), or as an alternative,
apalutamide, or enzalutamide. Those patients not can-
didates for docetaxel and with a low burden of meta-
static disease and poor functional status should receive
abiraterone, apalutamide, or enzalutamide. Levels of
serum testosterone should be monitored to confirm
castration (lower than 50 ng/dL). During treatment with
apalutamide and enzalutamide, a monthly follow-up
visit can be scheduled during the first 3 months. After
that, follow-up visits can be scheduled every 2 months,
depending on the patient’s age'®'*"'°. Experts consid-
er that visits should be scheduled every 6-12 weeks for
clinical assessment, physical examination, routine
chemical tests, and PSA. Nevertheless, patients receiv-
ing upfront chemotherapy may need more frequent vis-
its. Imaging tests should be indicated if a rise in PSA
is detected or in case of clinical suspicion of progres-
sive disease; otherwise, they should be performed
once a year.
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Patient with
mCSPC according

to ECOG PS

DX: Molecular
testing if
possible

High volume/risk

* ADT + docetaxel (6x)
(CHAARTED protocol)
(volume)

« ADT + NHT (risk)

« Abiraterone

* Apalutamide

* In certain cases:
P * RT to critical lesions
: - BAE

Follow-up:

Clinical assessment

Low volume/risk

-ADT + RT

- ADT + NHT (risk)
ADT monotherapy
(due to access)

* RT to critical lesions
Apalutamide
Enzalutamide

Between 6 (ideal) an 12 (minimum) weeks:

Lab test (chemical and PSA)
Imaging tests:
With increased PSA (minimun)

Figure 2. Algorithm for mCSPC management (source: figure developed by authors). ADT: androgen deprivation therapy;
BAE: Bone antiresorptive; Dx: diagnosis; NHT: novel hormonal therapies; PSA: prostate-specific antigen; RT: radiotherapy.

Treatment of patients with low-volume
mCSPC

Pharmacological or surgical ADT should be pre-
scribed to these patients. NHT administered from the
beginning, in combination with ADT and RT, is the best
treatment option for patients with low-volume/low-risk.
Although NHT is available in the region, not all the
candidates have access. When NHT is unavailable, the
next best option is ADT + RT. Of note, the recommen-
dation for RT is limited to selected patients with de novo
oligometastatic mCSPC. Localized RT in the prostate
or prostate bed may be effective at low doses. In other
areas, localized RT may be helpful in relieving bone

pain or hematuria. First-generation antiandrogens in
combination with luteinizing hormone-releasing hor-
mone agonists should not be administered to patients
with mCSPC, except to block testosterone flares. The
professional should obtain a baseline PSA and serial
PSAs at 3-6-month intervals after initiation of ADT and
consider periodic conventional imaging?.

Management of nmCRPC

CRPC is defined as disease progression during treat-
ment with ADT despite castrate levels of serum testos-
terone (< 50 ng/dL). According to the SPARTAN,
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Patient with
nmCRPC

Where the patient is
coming from

6

[ >10 months
S —
- PSADT vidilance
- Continue treatment
with ADT
- Radiological follow-up:
every 4-6 months

<10 months

*NHT + ADT
* RT (no primary
treatment)

» Hormonal
manipulation (access)

Figure 3. Algorithm for nmCRPC management (source: figure developed by authors). ADT: androgen deprivation
therapy; NHT *: novel hormonal therapy; PSADT: prostate-specific antigen doubling time; RT; radiotherapy.
* NHT in this setting includes apalutamide, darolutamide, or enzalutamide.

PROSPER, and ARAMIS trials, these patients present
PSA levels > 2 ng/mL that increase with time and tes-
tosterone levels < 50 ng/dL. The presence or absence
of metastases should be determined using convention-
al imaging tests (bone scan and CT scan). MO stage in
CRPC is defined by the absence of metastatic dis-
ease’'?%, Based on the author’s experience, patients
with nmCRPC usually present one of these two sce-
narios: (a) the patient received primary treatment (RT
or surgery), and this type of progression is detected
during follow-up, or (b) the patient-initiated ADT without
evidence of metastases. Identifying and actively reach-
ing out to this type of patients is essential because they
seldom schedule timely visits.

The NCCN and AUA/ASTRO/SUOQ guidelines recom-
mend NHT (apalutamide, darolutamide, or enzalutamide)
for men with nmCRPC and a high risk of disease pro-
gression'>'. In asymptomatic patients with PSADT
shorter than 10 months, it is recommended to start NHT.
For those who have not received local treatment, the
recommendation is to consider RT if there is no evi-
dence of metastases, continue ADT, and add NHT with
apalutamide, darolutamide, or enzalutamide. It is recom-
mended to obtain periodic PSAs and to calculate PSADT,
as well as to monitor for adverse effects and functional
status on a monthly basis. Then visits can be spread out
depending on the results. Conventional radiological

follow-up is recommended every 4-6 months'®'*. De-
tailed management is shown in figure 3.

Management of mCRPC

According to the experts, in CAC these patients have
often been treated with ADP, the standard treatment for
this disease stage, when resistance and metastases
may occur.

ESMO Guidelines recommend germline testing for
BRCA2 and other DNA damage repair for all patients
with mCRPC. Tumor testing for homologous recombi-
nation gene mutations and for mismatch repair defi-
ciency should also be considered. Poly-ADP-ribose
polymerase inhibitors can be considered after NHT for
patients with  mCRPC and BRCA71 or BRCA2
mutations’.

Treatment sequential decisions will be made on a
case-by-case basis, according to disease volume or
risk (or both), metastases localization, ECOG PS, pa-
tient characteristics, PSADT, Gleason score, lactate
dehydrogenase, alkaline phosphatase, previous treat-
ments, patient preferences, and drug availability”.

In accordance with the ESMO guide and the opinion
of experts, patients with asymptomatic or minimally
symptomatic mCRPC should initiate treatment with abi-
raterone, enzalutamide, or sipuleucel-T if not received
before. For patients presenting good general health
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Where is the patient coming

from?
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* Treated with NHT

* Treated with NHT and
chemotherapy

DX: Molecular testing of
metastases biopsies

Previous treatment?
Chemotherapy

Asymptomatic, low

Symptomatic, high volume/risk,

Liver metastases?

volume/risk, long PSADT,
normal LDH and alkaline

phosphatase, good
response to LHRH

* Abiraterone/enzalutamide

» Cabazitaxel

» Radium 223**

* Olaparib (PARP inhibitors)***
* Pembrolizumab***

* Lutetium177***

short response to hormone Liquid biopsy .
therapy, short PSADT, high LDH If neuroendocrine:
and alkaline phosphatase, with etoposide and - Abiraterone/enzalutamide
good ECOGS PS platinum « Sipuleucel-T
R E—, T TR L Chemotherapy: docetaxel
: or cabazitaxel (if high
volumen)
» Cabazitaxel
» Chemotherapy: docetaxel or ; .
cabazitaxel or mitoxantrone Radiotherapy for * Olaparib (PARP

metastasis or other
palliative treatments
Early detection of
cord compression

inhibitors)*
* Pembrolizumab*

Figure 4. Algorithm for nmCRPC management (source: figure developed by authors). ADT: androgen deprivation
therapy; LDH: lactate dehydrogenase; LHRH: luteinizing hormone-releasing hormone; NHT novel hormonal therapy;
PARP: poly-ADP ribose polymerase; PSADT: prostate-specific antigen doubling time; RT; radiotherapy.

*In patients with DNA repair mutations alterations.

**Highly specific indications can be followed by hormone therapy.
***Specifically selected patients, often in clinical trial contexts.

status, NHT is usually enough. Chemotherapy is sug-
gested for high-volume PC with good ECOG PS.
Liver metastases are rare and mainly caused by cas-
tration resistance through neuroendocrine carcinoma his-
tology (confirmed by liquid biopsy). However, chemotherapy
with etoposide and platinum may be used, with a less
favorable prognosis’. In addition, olaparib should be

considered after NHT with or without prior taxane treat-
ment for patients with mCRPC and BRCA1/2
alterations'.

Chemotherapy with docetaxel is usually used as first-
line therapy, followed by cabazitaxel as second-line
(more expensive and higher toxicity)?°. Although 10 cy-
cles of chemotherapy are suggested in main trials, it is
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important to observe limiting toxicities and the impact
on the patient’s quality of life to define when to interrupt/
stop this treatment strategy®.

If the ECOG PS is low, cabazitaxel is not an option,
and participation in clinical trials may offer viable treat-
ment opportunities. Based on the experts’ opinion, in
the case of patients who have previously received apa-
lutamide, they may be treated with chemotherapy fol-
lowed by abiraterone, radium-223 (bone metastases
without visceral metastases), or mitoxantrone (pain re-
lief). For patients with CRPC bone metastases and risk
of clinically significant skeletal-related events, bisphos-
phonates, or denosumab is recommended. Some clin-
ical trial drugs used in the region are pembrolizumab,
used as first-line treatment in symptomatic patients and
indicated for patients with microsatellite instability
(< 5% of tumors) and genetic mutations, and sipuleu-
cel-T, with the disadvantages of a high cost and benefit
of only 4.1 months®°. Lutetium 177, a radiopharmaceu-
tical that delivers beta radiation to PSMA-positive cells,
is not currently available in CAC.

Management of mCRPC is summarized in figure 4.

Follow-up and progression

Based on their clinical expertise, experts consid-
er that hormone therapy has a response rate of
18-24 months; only 20% of patients respond by 5 years.
Elderly patients who decide to stop treatment after
5 years and resume it years later due to PC progression
respond again to hormone therapy, reaching 10 years
of treatment.

ESMO guidelines encourage doing weight-bearing
exercise, quit smoking, and reducing daily alcohol in-
take. When prescribing ADT, osteoporosis prevention
should be considered and patients should receive cal-
cium and Vitamin D, as well as a recommendation for
isometric workouts. The patient’s bone health should
be assessed through a bone density scan. An oral dose
of bisphosphonates (denosumab or zoledronate) can
be prescribed for osteopenia or osteoporosis’. Guide-
lines also recommend prescribing a single EBRT frac-
tion for palliation of painful, uncomplicated bone
metastases. Urgent MRI of the spine is strongly recom-
mended by experts to early detect cord compression
in men with vertebral metastases and neurological
symptoms. If the patient presents lumbar pain, muscle
weakness in lower limbs, or other neurological symp-
toms, they should be referred to a radiotherapist or
surgeon, before paralysis occurs’.

Conclusions

PC is a highly heterogeneous cancer with increasing
incidence, multiple management options, and differen-
tial access to treatment in the region. Due to the lack of
evidence of an optimal treatment sequence for this con-
dition, these guidelines are based on technical and
clinical experience, and they allow us to homogenize
current knowledge, focusing on patients’ needs and
adapting the guidelines to the context of CAC
countries.
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