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Why a Consensus Conference for Advanced 

Prostate Cancer

Several topics in this setting with:

• No evidence

• Sparse or low-level evidence

• Conflicting evidence

• Different interpretation of evidence

• Evidence generated only in a selected population

NOT Guidelines

Recommendations from experts for areas with no or only sparse

evidence or conflicting evidence or different interpretation of evidence.
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What is new at APCCC 2022

• More than 190 consensus questions have been developped by the APCCC expert 

panel

• For logistical reasons the voting took place prior to APCCC 2022

Topics of APCCC 2022

1. Intermediate/High-risk and locally advanced prostate cancer

2. Biochemical recurrence and PSA persistence

3. Metastatic hormone-sensitive prostate cancer (mHSPC)

4. Non-metastatic, castration-resistant prostate cancer (nmCRPC)

5. Importance of lifestyle and prevention of complications in advanced prostate cancer

6. Management of metastatic CRPC

7. Oligometastatic and oligoprogressive prostate cancer
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APCCC Publications – available (open access)

Management of Patients with Advanced Prostate Cancer: Report of the Advanced
Prostate Cancer Consensus Conference 2019
Eur Urol 2020 Apr;77(4):508-547. doi: 10.1016/j.eururo.2020.01.012. Epub 2020 Jan 27.

Lack of consensus identifies important areas for future clinical research: Advanced
Prostate Cancer Consensus Conference (APCCC) 2019 findings
Eur J Cancer 2022 Jan;160:24-60. doi: 10.1016/j.ejca.2021.09.036

What Experts Think About Prostate Cancer Management During the COVID-19 Pandemic: 
Report from the Advanced Prostate Cancer Consensus Conference 2021
Eur Urol 2022 Feb 17;S0302-2838(22)01650-5. doi: 10.1016/j.eururo.2022.02.010.

Management of Patients with Advanced Prostate Cancer: Report from the Advanced
Prostate Cancer Consensus Conference 2021
Eur Urol 2022 Apr 18;S0302-2838(22)01807-3. doi: 10.1016/j.eururo.2022.04.002.



www.apccc.org

1. Yes
2. No 
3. Abstain/unqualified to answer 

Localised Prostate Cancer: Impact of Next Generation Imaging

Q 2 - 4 Do you recommend a PSMA PET in the majority of patients with clinically localised prostate 
cancer?

Preliminary results. For interpretation of results please refer to publication, which will 

follow shortly after APCCC 2022

© APC Society (apccc.org)

Option 1
77%

Option 2
23%

High-risk Localized

Option 1
52%

Option 2
48%

Intermediate unfavourable risk Intermediate favourable risk

Option 1
8%

Option 2
92%
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1. PSMA PET only after conventional 
imaging negative or indeterminate

2. Upfront PSMA PET with or without 
subsequent conventional imaging

3. Abstain/unqualified to answer 
(including: I do not recommend PSMA 
PET for staging)

Localised Prostate Cancer: Impact of Next Generation Imaging

Option Votes

Option 1 19

Option 2 66

Option 3 20

Total votes 105

Q5 If you recommend a PSMA PET for systemic staging of clinically localised prostate cancer, 
what do you recommend (in addition to the MRI of the prostate)?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

Option 1
22%

Option 2
78%
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Discussion 

Discussion: Is it the end of conventional imaging for high-
risk patients?
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Localised Prostate Cancer: High-risk and locally advanced prostate cancer

Option Votes

Option 1 22

Option 2 80

Option 3 1

Option 4 2

Total votes 105

15. In the majority of patients with high-risk localised (STAMPEDE definition) prostate cancer (≥2 
out of 3 criteria: cT3/T4, PSA ≥40, Gleason 8-10) and N0 M0 on next-generation imaging, what is 
your recommended systemic therapy in combination with local radiation therapy?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. ADT alone for 2-3 years

2. ADT 2-3 years plus abiraterone for 2 
years

3. ADT 2-3 years plus docetaxel 6 cycles

4. Abstain/unqualified to answer

Option 1

21%

Option 2

78%

Option 3
1%
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Discussion

Discussion: What is the breaking point for recommending ADT 
+ ARPI in M0 disease… Is one trial enough to change 
practice?
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Localised Prostate Cancer: pN1 disease

23 and 24 For the majority of patients with 1 or 2 pathologically involved pelvic lymph nodes following radical 

surgery with extended PLND (pN1) without evidence of metastases on preoperative staging, with undetectable 

postoperative PSA, what is your recommendation provided the patient has regained continence?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Monitoring alone and 
salvage therapy in case of 
PSA rise

2. Adjuvant radiation therapy

3. Adjuvant radiation therapy 
plus systemic hormonal 
treatment

4. Systemic hormonal treatment 
alone

5. Abstain/unqualified to 
answer

Option 1

81%

Option 2
1%

Option 3

15%

Option 4
3%

No high-risk features (ISUP grade 

group 4–5 or pT3 or positive margins)

≥2 out of 3 high-risk features (ISUP 

grade group 4–5 or pT3 or positive 

margins)

Option 1

48%

Option 2

5%

Option 3

42%

Option 4
5%
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Discussion 

Discussion: Adjuvant radiotherapy not dead (for pN1)?
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PSA recurrence after radical prostatectomy

40 and 41 For the majority of patients with rising PSA after radical prostatectomy and PSA-DT 

<1 year OR pathological ISUP grade group 4–5 (EAU high-risk), what management do you 

recommend?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Salvage RT (+/- systemic 
therapy) as early as possible 
(i.e. before PSA <0.2) 

2. Wait until PSA ≥0.2 and perform 
imaging

3. Systemic therapy alone

4. Abstain/unqualified to answer 
Option 1

60%

Option 2

40%

WITH risk factors for local 

relapse (≥pT3b and/or R1)
WITHOUT risk factors for local 

relapse (≥pT3b and/or R1)

Option 1

45%

Option 2

53%

Option 3

2%



www.apccc.org

Discussion 

Discussion: No consensus on salvage radiotherapy
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PSA recurrence after radical prostatectomy

47 and 48 In the majority of patients with an early rise of PSA after RP for intermediate or high-
risk localised prostate cancer what is your preferred treatment option in conjunction with early 
salvage radiotherapy to the prostate bed?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Salvage RT alone

2. Salvage RT plus 6 months of 

systemic hormonal therapy

3. Salvage RT plus 2 years of 

systemic hormonal therapy 

4. Perform molecular test and 

decision on systemic therapy 

based on this result

5. Abstain/unqualified to answer

Option 1
9%

Option 2
61%

Option 3

16%

Option 4
14%

With PSA <0.7

Option 1

2%

Option 2

63%

Option 3
28%

Option 4

7%

With PSA ≥0.7
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Discussion 

Discussion: What is the optimal length of ADT in combination 

with early salvage RT?
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Metastatic hormone-sensitive prostate cancer

Option Votes

Option 1 101

Option 2 3

Option 3 1

Total votes 105

72. What is your general treatment recommendation for the majority of patients with mHSPC?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Combination therapy (ADT plus 
additional systemic therapy and/or 
local radiotherapy)

2. ADT alone

3. Abstain/unqualified to answer

Option 1

97%

Option 2
3%
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Metastatic hormone-sensitive prostate cancer: Triplet therapy

76 and 77  In which patients with mHSPC that are chemotherapy fit, do you recommend the 
triplet therapy ADT plus docetaxel plus AR pathway inhibitor?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. In the majority of patients 
independent of disease 
volume

2. Only in high-volume patients

3. I usually do not recommend 
this combination

4. Abstain/unqualified to answer

Option 1

4%

Option 2
70%

Option 3

26%

Synchronous mHSPC Metachronous 

mHSPC

Option 1
5%

Option 2

58%

Option 3

37%
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Metastatic hormone-sensitive prostate cancer: Triplet therapy

Option Votes

Option 1 36

Option 2 4

Option 3 34

Option 4 0

Option 5 31

Total votes 105

82. If you voted for triplet therapy in patients with synchronous mHSPC that are chemotherapy 
fit, which AR pathway inhibitor do you recommend for the majority of patients (in addition to ADT 
and docetaxel)?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Abiraterone

2. Apalutamide

3. Darolutamide

4. Enzalutamide

5. Abstain/unqualified to answer 
(including I did not vote for triplet 
therapy)

Option 1

49%

Option 2
5%

Option 3

46%

Option 4

0%
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Metastatic hormone-sensitive prostate cancer: Triplet therapy

Option Votes

Option 1 14

Option 2 62

Option 3 29

Total votes 105

83. If you recommend triplet therapy (ADT plus docetaxel plus an AR pathway inhibitor) in 
patients with mHSPC, what is your preferred strategy?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Sequential administration (docetaxel 
completed first,  as for TITAN, 
ARCHES)

2. Concurrent administration (as for 
ARASENS, PEACE-1, ENZAMET)

3. Abstain/unqualified to answer 
(including I do not use triplet systemic 
therapy)

Option 1

18%

Option 2

82%
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Metastatic hormone-sensitive prostate cancer: Synchronous low-volume

Option Votes

Option 1 2

Option 2 30

Option 3 69

Option 4 4

Total votes 105

80. In which patients with synchronous low-volume (on conventional imaging) mHSPC, do you 
recommend a triplet systemic therapy (ADT plus docetaxel plus AR pathway inhibitor), 
irrespective of a decision about local radiation therapy?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. In the majority of patients

2. In low-volume but “borderline” high risk 
features (e.g. Gleason 8-10, 3-4 bone 
metastases, extensive LN, disease can 
not be covered by SBRT)

3. I do not recommend triplet therapy in 
these patients 

4. Abstain/unqualified to answer

Option 1
2%

Option 2
30%

Option 3

68%
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Discussion 

Discussion: Triplet therapy for mHSPC
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Management of comorbidities and prevention of complications

Option Votes

Option 1 28

Option 2 43

Option 3 28

Option 4 5

Total votes 104

122. Do you recommend a baseline ECG in patients with mHSPC before start of a hormonal 
therapy?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Yes, in the majority of patients

2. Yes, but only in selected patients with a 
history of a major adverse cardiac 
event (MACE) or other risk factors for 
cardiac disease

3. No 

4. Abstain/unqualified to answer

Option 1

28%

Option 2
44%

Option 3

28%
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Management of comorbidities and prevention of complications

Option Votes

Option 1 14

Option 2 56

Option 3 29

Option 4 5

Total votes 104

123. Do you recommend a cardiac evaluation (including e.g. echocardiography) in patients with 
mHSPC before start of an AR pathway inhibitor (Abi/Apa/Daro/Enza) in addition to ADT?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Yes, in the majority of patients

2. Yes, but only in patients with a history 
of major adverse cardiac event (MACE)

3. No 

4. Abstain/unqualified to answer

Option 1

14%

Option 2

57%

Option 3
29%
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Management of comorbidities and prevention of complications

Option Votes

Option 1 17

Option 2 59

Option 3 24

Option 4 4

Total votes 104

124. For the majority of patients on AR pathway inhibitor therapy do you recommend monitoring 
lipid-profiles?

Preliminary results. For interpretation of results please refer

to publication, which will follow shortly after APCCC 2022

© APC Society (apccc.org)

1. Yes baseline

2. Yes, baseline and regularly e.g. every 
6-12 months

3. No

4. Abstain/unqualified to answer

Option 1
17%

Option 2

59%

Option 3

24%



www.apccc.org

Discussion 

What to check in the cardiovascular space for patients 

treated with systemic therapy?




