
• The primary objective of this study is to measure the current prescribing patterns
for patients with mCSPC at a community cancer center, and compare them to the
recommended NCCN clinical practice guidelines.
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Discussion

Observations

• Overall, 33 (75%) patients were prescribed guideline recommended treatment 
options within an average of 13 weeks.

• Docetaxel or NHT combination regimens were prescribed in 50% of the patients 
within a period of 4 weeks after ADT initiation.

• Abiraterone was the agent most commonly prescribed in 76% of patients.

• Median duration time for first generation antiandrogen discontinuation was 12 
weeks, which is longer than expected.

• Disease progression was observed in four patients within the study time frame: 
Apalutamide (N=1) at 13 weeks and abiraterone (N=3) at 67 weeks

• Safety events were generally low grade and abiraterone was the agent with the 
highest incidence.

• The majority of patients had government insurance, with 24% of these patients 
requiring financial assistance.

• Insurance status did not appear to influence the choice of therapy prescribed

Limitations of study:

• Single center, retrospective study.

• Lack of thorough documentation in the electronic medical record.

• Low volume of patients and short duration of study period.
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• About half of the mCSPC patients at MCI received treatment compatible with the
preferred NCCN guideline recommendations, yet a large number of patients
received category 2A therapy initially. Patient and provider education is a crucial
factor to start patients on NHT-based regimen, aiding to reduce time to drug
procurement. First generation antiandrogen duration of therapy was longer than
expected, leading to questions regarding its place in therapy. Lastly, treatment
regimens were found to be safe, with generally low grade adverse drug reactions
reported.

• Prostate cancer is one of the most frequently diagnosed cancers in men in the
United States, with an estimated 191,930 new cases and 33,330 deaths in 2020.1

• Although the general incidence of prostate cancer has declined over the years,
metastatic prostate cancer is on the rise, with one study showing a 72% higher
incidence of cases in 2013 than in 2004.2-3

• The term metastatic castration sensitive prostate cancer (mCSPC) defines
patients with the presence of metastases (e.g. visceral or bony lesions) at the
time of diagnosis or disease progression, who will be initiated on androgen
deprivation therapy (ADT) with the goal of lowering testosterone levels to
suppress tumor growth.

• National Comprehensive Cancer Network (NCCN) Prostate Cancer guidelines
provide a level 1 recommendation for several treatment options in patients with
mCSPC, which include novel hormonal agents such as enzalutamide,
apalutamide, abiraterone/prednisone, and chemotherapy using docetaxel.4-7

• Further incremental progress in the outcome of these patients were observed in
the trials studying these newer agents, improved overall survival and
progression free survival were seen across all the studies.

• With more treatments available, prescribing patterns can vary widely due to
patient characteristics, patient preferences, and physician practices.

Methods
• Design: Single-center, retrospective chart review.

o Deemed a performance improvement initiative per MCI IRB.

• Evaluation Period: August 1st, 2018 - August 31st, 2020.

• Primary outcome: Describe and analyze the utilization of novel hormonal
therapy (NHT) or chemotherapy with ADT in patients starting treatment at the
Miami Cancer Institute.

• Secondary outcomes: Time to disease progression, incidence of treatment
related toxicity, distribution of insurance status, and first generation
antiandrogen therapy treatment duration.

• Inclusion criteria: Age 18 or older at the start of treatment, confirmed mCSPC
diagnosis, initiated treatment at the Miami Cancer Institute.

• Exclusion criteria: Received prior therapy for mCSPC at another institution,
enrolled in a clinical trial receiving an investigational intervention, diagnosed and
receiving treatment for a different cancer, or a history of bilateral orchiectomy.

• Procedure: Patients were identified using treatment protocols for prostate
cancer. Descriptive and comparative statistics were used in the data analysis.

Demographic and Clinical Characteristic  (N=44)
Age – Median, range 71 (41 – 88)
Race / Ethnicity – no, (%)

• Hispanic

• White

• African American

24 (55)

12 (27)

5 (11)
Baseline PSA level – Median (ng/mL), range 54.6 (1.1 – >4000)
ECOG performance status – no, (%)

• 0

• 1

• 2

• 3

• Unknown

15 (34)

10 (23)

11 (25)

2 (5)

6 (14)
Type of metastasis – no, (%)

• Bone

• Non-regional nodes

• Visceral

40 (91)

26 (59)

13 (30)
Other treatment for prostate cancer – no, (%)

• Radiation therapy

• Prostatectomy 

59 (60)

8 (18)

Prescribing patterns – no, (%)
• NHT or chemotherapy based regimens (N=33)

• Abiraterone 

• Docetaxel

• Enzalutamide 

• Apalutamide 

• Androgen deprivation therapy (N=11)

• Combination androgen blockade 

• First generation antiandrogen therapy 

• LHRH agonist 

25 (76)

4 (12)

3 (9)

1 (3) 

8 (73) 

2 (19)

1 (9)

Time to prescribe NHT or chemotherapy-based regimens
• NHT Avg. weeks, range 13 (0 – 52)

Time to disease progression
• Apalutamide (N=1) – Weeks

• Abiraterone (N=3) – Median weeks, range

13

67 (40 – 87)

Insurance status – no, (%)
Abiraterone Apalutamide Enzalutamide Docetaxel

• Government 14 (42) 1 (3) 3 (9) 1 (3)
• Commercial 8 (24) n/a 1 (3) 2 6)
• Self-pay 3 (9) n/a n/a n/a

First generation antiandrogen treatment duration
• Bicalutamide – Median weeks, range 12 (1 – 42)

All grades adverse events  – n, (%) 

Docetaxel Abiraterone Enzalutamide Apalutamide

• Neutropenia – 3 (9)
• Fatigue – 2 (6) 
• Weakness – 1 (3) 
• Neuropathy – 1 (3) 
• Diarrhea – 1 (3) 
• Hypertension – 1 (3) 

• Nausea – 2 (6) 
• Fatigue – 8 (24)
• Hyperglycemia – 1 (3) 
• Hot flashes – 5 (15)
• Hypertension – 3 (9)
• Hypokalemia – 1 (3) 
• Urinary tract infection – 4 (12)
• Groin Pain – 2 (6) 
• Hepatotoxicity – 1 (3) 
• Hematuria – 2 (6) 

• Fatigue – 1 (3)
• Nausea – 1 (3)
• Hematuria – 1 (3)

• Fatigue – 1 (3)
• Poor appetite – 1 (3)

Figure 1: Study profile

An amount of 44 patients were screened for data collection 
and analysis

A total of 500 patients were excluded 

Reasons for exclusion: Patient refused, diagnosis of regional 
or castrate resistant cancer or another malignancy, initiated 
treatment outside of MCI, and patient on an active trial

An amount of 544 patients receiving treatment for prostate 
cancer were screened for eligibility 

NHT 41%

LHRH agonist 

First Generation AA

Combination androgen 
blockade  41%

Chemotherapy 9%
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