
 
 
 
 

 
 
 
 
 

 
 

 
 
 
 

 
 
 
 

 
 
 

 
 
 

Discuss treatment options and early vs. late androgen ablation with patients 
Early vs. Late Androgen Deprivation Therapy (ADT): Patients must decide whether to begin taking ADT at diagnosis or to 
engage in watchful waiting for symptom onset. PSA kinetics and other metrics allow the identification of populations at high risk 
for prostate cancer specific and overall mortality. Further studies must be completed to assess whether patients with adverse 
prognostic factors gain a survival advantage from immediate ADT. The following clinical trials review the relevant clinical 
question: Timing Of Androgen Deprivation (TOAD) and Early vs. Late Androgen Ablation Trial (ELAAT). 

Bilateral Orchiectomy LHRH Agonists† NSAA Monotherapy‡ Combined Androgen 
Blockade (CAB)‡

Recommendation: Standard 
initial treatment option  
 

Benefits: Rapid palliation,  
automatic patient compliance, 
relative low cost 
 

Toxicities: Traumatic, 
nonreversible, minor risk of 
surgical complications, 
hypotestosteronemia, weight 
gain, mood lability, 
gynecomastia, fatigue, lassitude, 
cognitive changes, loss of libido 

Recommendation: Standard 
initial treatment option  
 

Benefits: Less emotionally taxing
than orchiectomy, potentially 
reversible, some toxicities resolve 
after therapy is complete 
 

Toxicities:  
More expensive than 
orchiectomy, flare phenomenon 
may be likely, similar toxicities 
as those for patients that have 
undergone bilateral orchiectomy 

Recommendation: NSAA 
monotherapy may be 
discussed as an alternative to 
castration 
 

Benefits: Reversible side 
effects after therapy cessation, 
equivalent survival compared 
to orchiectomy with less 
toxicity regarding loss of 
libido and physical capacity 
 

Toxicities: Gynecomastia, 
breast pain, liver toxicity 

Recommendation: CAB 
should be considered 
 

Benefits: Survival is greater 
with the addition of an NSAA 
to medical or surgical 
castration 
 

Toxicities: Increased side 
effects may occur, CAB 
includes the toxicities shared 
for each mode of treatment 

Not Recommended: DES as standard initial treatment option, and steroidal anti-androgens as monotherapy. 
Intermittent vs. continuous ADT:  Data are insufficient to support the use of intermittent androgen blockade outside of clinical trials. The 
following clinical trial groups address the question: Southwest Oncology Group (SWOG 9346) and the Canadian National Cancer Institute (PR7). 
†LHRH agonist monotherapy is contraindicated for patients with impending spinal cord compression, urinary obstruction, or pain due to the 
potential for flare phenomenon.  Should any of these patients choose to be treated with LHRH agonists give him anti-androgen shortly before 
starting LHRH agonist, and 2 weeks after stopping  or give patient  abarelix (however, this is only to counteract the flare phenomenon).  
‡Bicalutamide is the preferred nonsteroidal anti-androgen due to its common use, once-daily dosing, and lowered gastrointestinal and 
ophthalmologic side effects; though this drug is more expensive than other anti-androgens and may not be covered by health insurance. 

Review early ADT study results with patients 
and determine best treatment approach for 
patients with metastatic or progressive disease. 

For patients with metastatic or progressive prostate 
cancer, there is a moderate decrease (17%) in relative 
risk (RR) for prostate cancer-specific mortality, a 
moderate increase (15%) in RR for non-prostate cancer-
specific mortality, and no overall survival advantage for 
immediate institution of ADT versus waiting until 
symptoms onset for patients.  Therefore, the Panel 
cannot make a strong recommendation for the early use 
of ADT. 
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This algorithm is derived from recommendations in the ASCO 2007 Update of Recommendations for the Initial Hormonal Management of Androgen-Sensitive Metastatic, Recurrent, or Progressive Prostate Cancer. This algorithm is a practice tool based on ASCO® 
practice guidelines and is not intended to substitute for the independent professional judgment of the treating physician. Practice guidelines do not account for individual variation among patients. This algorithm does not purport to suggest any particular course of medical
treatment.  Use of the practice guidelines and this table are voluntary. The practice guideline and additional information is available at http://www.asco.org/guidelines/asprostate. Copyright © 2007 by the American Society of Clinical Oncology. All rights reserved. 


