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INCLUDING UPDATES TO THE CARE™  
PROSTATE CANCER TREATMENT ALGORITHM

The Annual ASCO Genitourinary Cancers Symposium (GUCS) meeting took place on February 13 - 15 in San 
Francisco, California. 

In this issue of CARE™ Perspectives ASCO GUCS: 

• Succinct recap of ESMO 2019. 

• News from ASCO GUCS 2020, including CARD data that will influence prostate cancer treatment sequencing.

• Updated Prostate Cancer Treatment Algorithm, simplified with guidance and case study content.
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NEW TRIALS 
 
PROfound (LBA12) 
• Olaparib versus enzalutamide or abiraterone for metastatic castration-resistant prostate cancer (mCRPC) with 

homologous recombination repair (HRR) gene alterations 
• First phase 3 trial in mCRPC to show that a targeted drug, administered to pre-selected patients based on genetic 

and genomic background may be efficacious 
 ▸ Provided support for a move towards personalized mCRPC management

GALAHAD (LBA50)
• Phase II interim analysis of niraparib in mCRPC and biallelic DNA-repair gene defects (DRD)
• Findings from GALAHAD are in-line with the results of the PROfound study and suggest that mCRPC patients with 

DRDs in BRCA can experience durable responses through PARP inhibition 
 

CARD (LBA13)  

• Cabazitaxel (CBZ) vs abiraterone (ABI) or enzalutamide (ENZ) in mCRPC.
• mCRPC patients who have received prior docetaxel and either ABI or ENZ should receive cabazitaxel as a third-

line therapy, especially if progression with first-line abiraterone or prednisone occurs within 12 months of initiation.
• For more details on the CARD trial and its impact, see abstract 16 (page 3 of this report).  

• The impact of CARD has also warranted an update of the CARE™ Prostate Cancer Treatment Algorithm  
(page 10 of this report). 

TRIAL UPDATES  
STAMPEDE
• Long-term follow-up and subgroup analysis of docetaxel for hormone-naïve prostate cancer 

TITAN
• Androgen receptor (AR) aberrations in patients treated with apalutamide + ADT 
• Results of TITAN led to extended approval of apalutamide for mCSPC in December 2019 

SPARTAN
• Updated OS results for apalutamide in nmCRPC 

01. 
 
RECAP FROM 
ESMO 2019
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CLINICAL UPDATES THAT INFLUENCE PRACTICE

Abstract 10. Surveillance or metastasis-directed therapy for oligometastatic prostate cancer recurrence (STOMP): 
Five-year results of a randomized phase II trial.  

P. Ost et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

STOMP trial previously demonstrated that metastasis-directed therapy (MDT) for oligorecurrent PC resulted in longer ADT-free survival 
compared with surveillance alone (median ADT-free survival 21 months with MDT vs 13 months with surveillance). 

Updated five-year results demonstrated that the 5-year ADT-free survival was 34% for the MDT group and 8% for the surveillance 
group (p = 0.06). MDT also resulted in more patients achieving 5-year CRPC-free survival.  

Of note, PC-related mortality is low in the first five years. The updated STOMP trial confirms the earlier reported significant difference 
in ADT-free survival in favour of MDT.  

Abstract 14. Comparative quality of life in patients randomized contemporaneously to docetaxel or abiraterone in 
the STAMPEDE trial.  

H.L. Rush et al. 

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

STAMPEDE trial previously demonstrated that metastatic prostate cancer (mPC) patients with high-volume disease (or high-burden) 
would experience an OS benefit with docetaxel, when starting long-term ADT.  

STAMPEDE showed improved outcomes with AAP in both metastatic and nonmetastatic HSPC patients. 

• Docetaxel is an approved taxane for mPC in Canada, and the results support the use of AAP in all mHSPC patients. However, 
there was no evidence of an OS difference between docetaxel or abiraterone.

• Patients randomized to the abiraterone group experienced clinically meaningful superior global QOL scores over two years, 
compared with the docetaxel group. 

• The difference in QOL between the two treatments should be considered when discussing treatment options with patients. 

02. 
 
ASCO GUCS 2020
Abstracts chosen by CARE™ Steering Faculty.  
Organized into: 
• Clinical updates that influence practice 
• Forward-looking abstracts (diagnosis, 

treatment stratification, and toxicity) 
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CLINICAL CONTINUED

Abstract 82. Time to second progression (PFS2) in 
patients (pts) from TITAN with metastatic castration-
sensitive prostate cancer (mCSPC) by first subsequent 
therapy (hormonal vs. taxane).   

N. Agarwal et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

Androgen receptor (AR) aberrations in patients with PC can 
be associated with treatment resistance and poor patient 
outcomes.

Previous TITAN trial results demonstrated that apalutamide + 
ADT improved OS and rPFS versus placebo + ADT in patients  
with mCSPC. 

The addition of apalutamide to ADT resulted in risk reduction of 
second progression regardless of choice of hormonal or taxane 
as the first subsequent therapy.  

• mCSPC patients treated with apalutamide + ADT 
provided benefits without increased risk of developing 
AR aberrations.   

• The recent Health Canada approval of apalutamide for 
use in mCSPC provides a significant benefit to Canadians 
with mCSPC, and their families, to prolong OS. Treatment 
guidance should be updated to reflect this approval. 

Abstract 16 – CARD. Pain response and health-
related quality of life (HRQoL) analysis in patients 
with metastatic castration-resistant prostate 
cancer (mCRPC) receiving cabazitaxel (CBZ) versus 
abiraterone or enzalutamide in the CARD study.  

K. Fizazi et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

Rising concerns of cross-resistance between mCRPC therapies 
and the fact that not all patients respond to every therapy makes 
managing mCRPC challenging. 

CARD trial represents a pivotal study that can be used to 
inform treatment sequencing for mCRPC - one of the most 
therapeutically saturated PC settings.

Abstract 16 presents another analysis of the CARD trial, 
evaluating changes in pain and health-related quality of life 
(HRQoL). This analysis concluded that pain response was higher 
in the cabazitaxel group (45.9% vs 19.3% for ARTA), but there 
was a greater probability of not having pain progression after 
12 months in the cabazitaxel group (66.2% vs 45.3% ARTA). 
Cabazitaxel was also associated with a longer time to FACT-P 
deterioration versus ARTA.

• Previous analyses of the CARD trial (LB abstract at ESMO 
2019) reported a statistically significant rPFS benefit 
(median rPFS of 8.0 versus 3.7 months, HR 0.54, p< 
0.001) and a robust OS benefit (median OS of 13.6 versus 
11.0 months, HR 0.64, 95% CI 0.46–0.89, p = 0.0078) with 
cabazitaxel versus abiraterone or enzalutamide in patients 
with mCRPC who progressed on docetaxel and within 12 
months on a previous alternative ARTA.

• Data suggests that mCRPC patients who have 
received prior docetaxel and ARTA therapy should 
receive cabazitaxel as a third-line therapy, especially if 
progression with first-line abiraterone or prednisone 
occurs within 12 months of initiation.

• Canadians would benefit from incorporating insights 
from the CARD trial into PC management guidance 
material including the CARE™ Prostate Cancer 
Treatment Algorithm.  

Abstract 15. Pembrolizumab (pembro) plus 
enzalutamide (enza) for enza-resistant metastatic 
castration-resistant prostate cancer (mCRPC): 
KEYNOTE199 cohorts 4-5.  

J.N. Graff et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

Prior to the results of the CHECKMATE-650 trial presented at 
ASCO GUCS 2020, the prostate tumour microenvironment was 
considered immunologically cold. 

Previous analyses of the KEYNOTE-199 trial suggested that 
pembrolizumab monotherapy had anti-tumour activity in a 
small proportion of patients, however PD-L1 status did not 
separate responders from non-responders.

Abstract 15 suggested that the addition of pembrolizumab to 
enzalutamide in patients displaying enzalutamide resistance, 
demonstrated an ORR of 12% in patients with RECIST-
measurable disease, and a DCR for all patients of 51%.

• This combination displayed modest anti-tumour activity. 

• Approx. 25% of patients had a grade 3-5 TRAE, however 
the safety profile was manageable and is being further 
evaluated in a phase 3 trial. 

• The role of immunotherapy in PC is not well defined. The 
patient base that could benefit from this therapy is small, 
however the impact could be powerful. 
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Abstract LBA8: PROfound: Efficacy of olaparib (ola) 
by prior taxane use in patients (pts) with metastatic 
castration-resistant prostate cancer (mCRPC) and 
homologous recombination repair (HRR) gene 
alterations. 

J.S. De Bono et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

Approx. 10% of PC patients express the BRCA1 or BRCA2 
mutation; when comparing outcomes of patients receiving 
chemotherapy vs ARAT, there is no clinical impact. 

The PROfound study is the first phase III study to suggest that 
using a targeted therapy (olaparib) for a pre-selected patient 
population based on genetic alterations (BRCA1, BRCA2 and 
ATM) can be efficacious for managing mCRPC. 

• This analysis explored results by receipt of a prior taxane. 

• Both rPFS and OS favoured olaparib vs physician’s choice 
of new hormonal agent, irrespective of prior taxane or 
presence of a BRCA1, BRCA2 or CDK12 mutation, reducing 
the risk of disease progression or death by 66%.

• Optimal sequencing of therapies for mCRPC is not 
established. 

• The FDA has granted priority review status to olaparib for 
mCRPC with HRR gene mutations, who have progressed 
following prior treatment with a new hormonal agent.  

Data suggests that mCRPC 
patients who have received 

prior docetaxel and ARTA 
therapy should receive 
cabazitaxel as a third-

line therapy, especially if 
progression with first-line 
abiraterone or prednisone 

occurs within 12 months  
of initiation.
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FORWARD-LOOKING ABSTRACTS  

DIAGNOSIS TREATMENT STRATIFICATION 

      Abstract 9. A prospective phase II/III multicenter 
study of PSMA-targeted 18FDCFPyL PET/CT imaging in 
patients with prostate cancer (OSPREY): A sub-analysis 
of regional and distant metastases detection rates at 
initial staging by 18F-DCFPyL PET/CT.  

F. Pouliot et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

Current imaging methods are suboptimal for the initial staging 
of men at risk of having asymptomatic mPC. The use of PSMA-
based imaging is considered highly promising for PC detection. 

This study investigated the detection rates of the novel PSMA-
targeted radiopharmaceutical, 18F-DCFPyl for PET, and its 
potential impact on staging patients with high-risk PC. 

• Of the patients included in the study who had no known 
nodal or metastatic disease, 18F-DCFPyL PET/CT staged 
14.7% of patients with N1 disease and 10.7% of patients 
with M1 disease. The positive predictive value (PPV) of 
18F-DCFPyL for pelvic lymph nodes was 86.7%. 

• The results suggest the potential utility of  18F-DCFPyL  
PET/CT in the staging of newly diagnosed men with high-
risk PC. 

• Early detection of metastasis will allow for the development 
of optimal treatment paradigms, which in turn may 
contribute to improving patient outcomes. 

Abstract 162. Luminal B subtype as a predictive 
biomarker of docetaxel benefit for newly diagnosed 
metastatic hormone sensitive prostate cancer 
(mHSPC): A correlative study of E3805 CHAARTED.   

A. Hamid et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

Men with mHSPC and high-risk features have greatest benefit 
from ADT plus docetaxel vs ADT alone.

• 50% of men in the study were classified as luminal B 
subtype, with 79% having high volume disease. 

• In the ADT arm, luminal B subtype was associated with 
shorter OS. However, when treated with ADT plus docetaxel 
they showed significant improvement in time to CRPC,  
and OS. 

• Canadian patients with mHSPC are likely to benefit from 
gene expression profiling. Identifying the tumour subtype 
enables the most appropriate treatment to be selected, 
that is likely to derive the greatest benefit. 

Abstract 277. Analysis of small non-coding RNAs in 
urinary exosomes to classify prostate cancer into low-
grade (GG1) and higher-grade (GG2-5).   

L. Klotz et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

The aim of this study was to develop algorithms that could 
classify PC according to risk, using the Sentinel assay platform. 

• The assays demonstrated a high level of accuracy 
when distinguishing between low-risk, low-grade 
PC and higher-grade, higher-risk disease, and when 
distinguishing between patients with low-risk and 
favourable intermediate-risk PC from those with higher-
risk, higher-grade disease. The PPV was greater than 
93% in all cohorts, and was 99% in one cohort. 

• Whilst further validation is required, these initial results 
suggest that the analysis of small non-coding RNAs in 
urinary exosomes may provide a non-invasive method of 
distinguishing between patients with low and high-risk PC, 
allowing earlier patient risk stratification. 

Men with mHSPC and 
high-risk features have 
greatest benefit from 
ADT plus docetaxel vs  

ADT alone.
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TOXICITY

Abstract 17. The effect of deep AR suppression with enzalutamide or apalutamide on endogenous glucocorticoids: 
Implications for adverse effects and development of combination therapies.  

N. Sharifi et al.  

BACKGROUND AND CARE™ FACULTY PERSPECTIVES:

The metabolic consequences of potent AR suppression with enzalutamide and apalutamide are undetermined. The effects of potent 
AR suppression on endocrine functions may promote AEs and reduce the efficacy of combination therapies.

• The combination of enzalutamide and apalutamide was hypothesized to block 11β-HSD2, a major enzyme that inactivates 
cortisol in the peripheral tissues and increases systemic exposure to endogenous active glucocorticoids. 

• The study found a rise in cortisol concentration, and the cortisol/cortisone ratio, in all three trials of potent AR antagonists. 
Treatment with this combination therefore increases systemic exposure to active glucocorticoids.

• The results of this study suggest a link between active glucocorticoid exposure and the efficacy of immune suppression, as 
well as the potential for metabolic toxicity. As such, the effects of drugs on the endocrine system should be considered when 
selecting treatments for PC. 

COMING SOON AT CAREeducation.ca

TM

CARE TM RETROSPECTIVE REVIEW IN

GASTROENTEROLOGY 
WITH FORWARD LOOKING STATEMENTS
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CARE TM RETROSPECTIVE REVIEW IN

BREAST CANCER

I N  R E C O G N I T I O N 

B R E A S T C A N C E R 

CARE™ Retrospective Reviews 
2020 marks 15 years of CARE™! To capitalize on years of experience, and to use the past to help make projections 

for the future, CARE™ will be creating a series of retrospective reviews in various categories. 
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Non-Metastatic Hormone-Sensitive Prostate Cancer (nmHSPC) 
 
CARE™ Guidance 
 
Patients with nmHSPC can be treated with androgen deprivation therapy (ADT) until progression. Active surveillance may 
also be suitable for asymptomatic patients with a low Gleason score.

03. 
 
UPDATED CARE™  
PROSTATE CANCER 
TREATMENT  
ALGORITHMS

CARE™ GUIDANCE IN NON-METASTATIC PROSTATE CANCER

New drug approvals, updated indications and sequencing/treatment considerations (like the updates presented in 
CARD) have prompted the CARE™ Faculty to update the CARE™ Prostate Cancer treatment Algorithms for both non-
metastatic and metastatic disease. The metastatic and non-metastatic CARE™ PC Algorithms are augmented and 
simplified with patient profiles. 

 

Patient Profile: Non-Metastatic Castrate Resistant Prostate Cancer (nmCRPC)  
 
A 62-year-old patient is on continuous ADT for a rising PSA post-prostatectomy and salvage RT. His PSA and testosterone 
levels are being monitored every 3 months. His most recent testosterone level was < 0.2 and PSA was 4.5.  His calculated 
PSADT is 8 months. Recent CT chest/abdomen/pelvis and bone scans were negative for metastatic disease. He is ECOG 0-1, 
still working full time, and has a ≥ 5-year life expectancy. He is very anxious about his rising PSA.  

CARE™ Guidance
 
Continue with ADT, with the addition of androgen receptor-axis-targeted (ARAT) therapies, such as abiraterone  
or enzalutamide. Additionally, Darolutamide in combination with ADT recently received a Health Canada NOC for 
individuals with nmCRPC who are at high-risk of developing metastases on February 20th 2020.
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CARETM NON-METASTATIC PROSTATE CANCER ALGORITHM

LOW RISK

INTERMEDIATE 
RISK

HIGH RISK

PSA

GLEASON SCORE

CLINICAL STAGE (DRE) 

LOWDEFINED AS:   

TREATMENT OPTIONS:

INTERMEDIATE HIGH

<10 >2010-20

< 6 7 8, 9, 10

T1a - T2b T2c T3, T4

PSA, Gleason score,  and digital rectal exam should be taken into context with other patient factors to guide treatment decision (ie: age, 
performance status, comorbidities, symptoms, and patient preference)

A consideration - patients with localized prostate cancer (PC) should be assessed both by a radiation oncologist and a urologist

nmCSPC

nmCRPCⅠ

mHSPC 

Rarely - ex lost during treatment

*  For treatment option, refer to Advanced Prostate Cancer Algorithm on next page

National Comprehensive Cancer Network (NCCN) guidelines for PC stratify localized dis-
ease into 5 categories: Very low, low risk, intermediate risk, high risk and very high risk.

  •  Possibility in younger patients
   Radical prostatectomy (RP)       

   Radical prostatectomy (RP)       

   Radical prostatectomy (RP)       
 •  +/- adjuvent EBRT (for high risk 
      pathologic features) or salvage 
      EBRT (for biochemical failure)

WITH PSA FAILURE /PROGRESSION:

*

 •  Possibility for Gleason  
     score of 3-4

Active surveillance   

Active surveillance   

ADT alone   
 •  Palliative Intent

 •  Prefered option for      
     Gleason score of 6

Observation      
Intermittent ADT    
Continuous ADT

Referral to a medical oncologist or radiation oncologists is recommended for patients with low,  
intermediate or high risk localized PC who experience PSA failure or progression

High risk nmCRPCⅡ Low risk nmCRPC

-Apalutamide Ⅲ 
-Enzalutamide Ⅲ 
 

-Darolutamide Ⅲ◊

mCRPC *

nmCRPC is defined by rising prostate-specific antigen (PSA) despite castrate levels of  
testosterone and no radiographic evidence of distant metastatic disease.1 Patients with 
nmCRPC should be tested for PSA levels to determine risk of metastasis. PSMA study 
plus PET scans, bone scans (BS) and PET plus CT scans are  options for measuring 
levels of PSA. 

Ⅰ

SPARTAN definition: PSA doubling time of 10 months or less during continuous andro-
gen-deprivation therapy (bilateral orchiectomy or treatment with gonadotropin-releas-
ing hormone analogue agonists or antagonists).2

Ⅱ

Choice of therapy for nmCRPC could affect the treatment of mCRPC if progression 
occurs.

Ⅲ

Darolutamide in combination with ADT received a Health Canada NOC for 
individuals with nmCRPC who are at high-risk of developing metastases 
on February 20th 2020.

◊
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   •  SBRT
    •  Brachy

   •  Stereotactic Body Radiotherapy (SBRT) 
   •  Possibility in older patients

  •  Brachyboost +/-  short course ADT  
      (4-6 months)  

   Radiotherapy (RT)      

   Radiotherapy (RT)      

   Radiotherapy (RT) +/- ADT   
 •  EBRT (+/- brachyboost) + long 
    course ADT (minimum 18 months) 

•  External beam RT (EBRT) or  
   brachytherapy (brachy)



Patient Profile: Metastatic Castrate Resistant Prostate Cancer (mCRPC) (Bone Mets) 
 
A 66 year old patient has been on ARAT therapy (in addition to ADT) for the last 2.5 years for high-risk nmCRPC. He 
developed a rising PSA despite a castrate testosterone level, and repeat staging investigations revealed bone metastases, 
with no evidence of lymph node or visceral metastases. He is experiencing mild bone pain that is being controlled with 
low-dose opioid medication, and does not require palliate radiation therapy at this time. He is ECOG 0-1 and has minimal 
comorbidities. 

CARE™ Guidance 
 
Patient should be referred to a medical oncologist; they may benefit from chemotherapy (cabazitaxel). CUA guidelines 
indicate that Radium-223 every four weeks for six cycles should be considered as an option for patients with symptoms 
due to bone metastases and who do not have visceral metastases. Alternatively, the patient can be referred to a medical 
oncologist; they may benefit from chemotherapy (cabazitaxel).

Patient Profile: Metastatic Castrate Resistant Prostate Cancer (mCRPC) (No Bone Mets) 

A 61-year-old male patient presented with abdominal pain, weight loss and a PSA of 15. Diagnosed as mCSPC, the patient 
had metastases in his liver and lymph nodes. He received a course of apalutamide plus ADT. The PSA nadir was 2.6 but has 

risen to 5.3. Radiographic imaging does not identify bone metastasis – the patient only has visceral disease.
 

CARE™ Guidance 

Patient should be referred to a medical oncologist. The patient may benefit from chemotherapy (cabazitaxel), or if 
applicable, immunotherapy (olaparib). 

CARE™ GUIDANCE IN METASTATIC PROSTATE CANCER

PATIENT PROFILE: mCRPC (NO BONE METS) DISCUSSION 
• What to do when a patient becomes metastatic? 

• What factors most influence treatment decisions?

• Treatment sequencing in metastatic setting - what does data support (i.e. CARD Trial)? 

Brita Danielson – Radiation Oncology 

The patient should be referred to a medical oncologist. Most patients with mCRPC will go through ARAT. For patients with large 
volume visceral metastasis, and/or discordant PSA (e.g. 2), androgen receptor inhibition can be use. In the case of significant 
metastasis, patients would be referred to chemotherapy.  

Alan So / Ricardo Rendon – Urology Oncology 

No bone metastases in mCRPC is infrequent. Patient is a strong case for a referral to a medical oncologist. A biopsy to rule out 
neuroendocrine disease is warranted. If patient has a NET, cisplatin/etoposide or cisplatin plus an experimental drug should be 
given. If the biopsy is NET negative, then a referral to a medical oncologist is warranted. Primary treatment may be docetaxel, 
followed by cabazitaxel in the second or third line.  

Sebastien Hotte – Medical Oncology 

Patient needs to be re-staged, and if under care by a urologist or uro-oncologist, they should be referred to a medical oncologist. 
The patient should also be tested for radiographic progression, optimally before they are seen by the medical oncologist and as 
soon as possible for DNA repair mutation sequencing. In terms of treatment, the timing to change is slightly controversial. It may 
not be beneficial to stop apalutamide but recharging with another ARAT does not alter the disease course. Chemotherapy, or if 
applicable olaparib, would be the next treatment line. Progression from this point would be to move to cabazitaxel and re-charge 
with an ARAT. The CARD trial presented at ASCO GUCS 2020 demonstrated a statistically significant rPFS benefit. 
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CARETM METASTATIC PROSTATE CANCER ALGORITHM

mHSPC

Androgen Deprivation Therapy  ADT + Abiraterone acetate  
+ prednisone (AA+P)

ADT + Enzalutamide (ENZ) 
(supported by ARCHES)

ADT + AA+P or ENZ  
or Cabazitaxel (CT) 

• Decision rationale for choosing the various therapy options (include clinical support) 
• Best supportive care (palliative care)

• Enrollment in new clinical trials

DT  
Consider switching 
to CT if intolerant

AA+P or ENZ ADT Alone

• Monitoring required every 2-3 months for disease progression
• Change treatment regimen if there is any sign of progression

• Refer to Medical Oncologist at any sign of progression
• Disease progression has occurred if 2 of 3 of the following are true: 

PSA increase, clinical progression or radiographic progression

• Monitoring required every 1-2 months 
• Change treatment regimen if there is any sign of progression 

• Consider best supportive care (palliative care)
• Consider use of Denosumab (or other osteoprotective therapy) for prevention/treatment of bone metastases

• Efficacy of therapies for mCRPC could be affected by agents received in the non-metastatic (nmCRPC) stage (prior lines of therapy) 

LOW-VOLUME DISEASE
ADT continued at all times

mCNPC and mCSPC

mCRPC

AA+P or ENZ or CT or 
Radium 223

CT or Radium 223 DT or Radium 223

AA+P or ENZ 

Patients with mHSPC - strongly consider referral to med-onc.

HIGH-VOLUME OR HIGH-RISK DISEASE

• >3 Bone 
Metastases 

• Gleason Score ≥ 8

Referral to Medical Oncologist strongly recommended

CHAARTED definition: Visceral disease or ≥ 4 bone lesions with ≥ 
1 bone lesions beyond the vertebral bodies or pelvis.
LATITUDE definition:  2 or more of the following:

DT  
Consider switching 
to CT if intolerant

External Beam Radiation 
Therapy (EBRT) +/- 

Brachytherapy

External Beam Radiation 
Therapy (EBRT)  +/- 

REFERENCES: 

1.  US FDA. Nonmetastatic, Castration Resistant Prostate Cancer: Considerations for Metastasis-Free Survival Endpoint in Clinical Trials 
Guidance for Industry. Draft Guidance. Center for Drug Evaluation and Research (CDER). 10/09/2018. 

2. Matthew R. Smith et al. Apalutamide Treatment and Metastasis-free Survival in Prostate Cancer. NEJM, 2018; 378:1408-1418 DOI: 10.1056/
NEJMoa1715546.04/12/2018. 

These generalized approaches benefit from reference to provincial cancer guidelines
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FOR MORE INFORMATION ON CARE TM PLEASE CONTACT: INFO@CAREEDUCATION.CA  OR TO ACCESS 

THE WEBSITE,  REGISTER AND VIEW PUBLICATIONS, PLEASE VISIT:  WWW.CAREEDUCATION.CA

CARE@DDW  
(GASTROENTEROLOGY)

EULAR  (RHEUMATOLOGY) EHA (HEMATOLOGY)

•  CLL & MM GUIDANCE

CARE@ASCO (ONCOLOGY)

•  ONC/DERM GUIDANCE

CCH QC (HEMATOLOGY)  

•  LOCALIZED CARE TM

ATS (RESPIRATORY)

20/20 marks the 15th anniversary of CARETM. A number of new education programs along with retrospective reviews 
and forward looking statements by faculty to follow in the 1st half of 20/20. 

The reviews will be published throughout 20/20 on the CARETM Website.

Learn more at www.CAREeducation.ca

CARETM SPRING / SUMMER  —  EVENTS & PUBLICATIONS 
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CARETM (Community. Academic. Research. Education) Faculty is a  
Pan-Canadian group of leaders in their field who gather, discuss and address  

gaps in knowledge, to develop education initiatives that frame  
news from a Canadian perspective. 

The vision of the CARETM Faculty is to share opinions and update Canadian 
specialists and allied healthcare providers with news and developments, framed 

from a Canadian perspective. 

The mission of the CARETM Faculty is to enhance medical education, with the 
explicit goal of improving patient outcomes. 

Learn more at www.CAREeducation.ca

15 YEARS OF CARETM EDUCATION

This CARETM PUBLICATION provides educational updates on current trends in medicine. Content reflects the opinions, output and analyses of experts, investigators, educators and 
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