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Report Snapshot



Disease state and data presentations were led on 

September 13, 2025, by Ulka Vaishampayan, 

MD, from the University of Michigan, with content 

developed in conjunction with the Aptitude Health 

scientific team

The objectives of the meeting were to gain advisors’ perspectives on the following

> Use/barriers to use of androgen receptor (AR) inhibitors and potential 
radioligand therapies for management of metastatic hormone-sensitive 
prostate cancer (mHSPC)

> Use/barriers to use of radioligand therapy for management of metastatic 
castration-resistant prostate cancer (mCRPC)

> Perceptions of evolving clinical data and their impact on therapy choice in 
mHSPC and mCRPC

Data collection was accomplished through use of 

audience response system (ARS) questioning 

and moderated discussion 

Insights on the management of prostate cancer were obtained from 

15 community oncologists from the Midwest region

Report Snapshot: Session Overview
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Report Snapshot: Session Agenda
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Time Topic

9.00 AM – 9.15 AM 

(15 min)

Introduction

> Program overview

> Round-robin introductions 

9.15 AM – 10.25 AM 

(10-min ARS; 25-min presentation; 

35-min discussion)

Management of mHSPC 

> ARS questions

> Overview of current data

> Reaction and discussion

10.25 AM – 10.35 AM

(10 min)
Break

10.35 AM – 11.45 AM

(10-min ARS; 25-min presentation; 

35-min discussion)

Management of mCRPC

> ARS questions

> Overview of current data 

> Reaction and discussion

11.45 AM – 12.00 PM

(15 min)
Key Takeaways and Meeting Evaluation



15 community 

physicians 15 practices/

hospitals 7 states 

represented

Report Snapshot: Attendee Overview

7

Institution City State

Advocate Health Care Aurora

IL
Illinois Cancer Specialists Arlington Heights

Illinois Cancer Specialists Elgin

UChicago Medicine Orland Park

Northwest Cancer Centers Dyer
IN

Premier Oncology Hematology Associates Merrillville

HealthPartners & Park Nicollet Saint Paul

MNHealthPartners & Park Nicollet Stillwater

Minnesota Oncology Chaska

Community Hospital McCook
NE

Sidney Regional Medical Center Sidney

Cleveland Clinic Amherst Family Health Center Lorain
OH

Zangmeister Cancer Center Columbus

Prairie Lakes Healthcare System Watertown SD

Froedtert & the Medical College of Wisconsin Menomonee Falls WI
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8



Report Snapshot: Attendee Demographics (2/2)
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Topline Takeaways

11



Detailed Insights and 
Strategic Recommendations



OBJECTIVE 1: Explore use/barriers to use of AR inhibitors for management of mHSPC

Topline Takeaway: Advisors actively treat mHSPC and rely on metastasis volume, genetic testing, and patient-specific factors to guide therapy 

decisions. Darolutamide is a preferred agent due to its safety profile, especially in high-volume disease, though access barriers like prior 
authorization and formulary restrictions persist. Interactions with urologists are becoming more collaborative, but remain variable depending on 
disease stage and institutional setting

The majority of advisors treat mHSPC in more than 20% of their patient population with advanced prostate cancer 

> 71% of advisors refer nearly all their patients with mHSPC for genetic testing

Degree of metastases is the key patient characteristic advisors use to determine treatment intensification in their patients

> Some advisors also rely on performance status (67%), presence of comorbidities (27%), or presence of targetable mutations (13%)

> During discussions, factors such as patient symptoms and preferences were also reported as determining factors for treatment choices 

Darolutamide is the “go-to” drug for many advisors due to its favorable safety profile and lack of drug-drug interactions

> For a patient with high-volume disease, all advisors chose triplet therapy with darolutamide (80%) or abiraterone (20%)

> Although results were mixed for a patient with low-volume disease, the top choice was ADT + darolutamide

There are certain barriers to AR inhibitors that sway advisors’ therapy choices

> Delays in prior authorization (47%) and insurance denials (27%), along with patient affordability (27%), emerged as the top impediments to 
AR inhibitor use

> Some advisors spoke about their difficulty accessing darolutamide due to formulary issues, especially in the VA setting

> One advisor reported myalgia events with darolutamide use, causing a need for dose reductions within a year of treatment

While urologists often initiate diagnosis and PSMA PET imaging, their involvement in mHSPC treatment varies 

> Some urologists start ADT or AR therapy independently, while others refer patients to oncologists for systemic management of care

Objective 1: Detailed Insights
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Objective 1: Supportive Quotes From Discussion (1/4)

OBJECTIVE 1: Explore use/barriers to use of AR inhibitors for management of mHSPC

Topic Advisor Statements

Current treatment 

practices for 
mHSPC

“Is it just here-and-there asymptomatic disease, or they’re coming in with a lot of symptoms, high-volume disease, high-

risk disease? In the latter, I would more likely choose to do triplet therapy, as long as they didn’t have comorbidities that 
prevented them from doing so.” 

“Someone that has high-volume disease, high Gleason score, symptomatic, I’m using more of the ARANOTE-oriented 

protocol.”

“I’m using a combination of things, including symptoms. If I see something on an imaging study, I think also PSA.”

Selection of ARPIs 

in mHSPC

“I think in terms of my practice, darolutamide has now been the go-to drug.”

“Darolutamide is attractive also because a lot of my patients have cardiac issues, and I think it’s a safer drug for cardiac 

issues, is what I’ve been told by experts. I tend to go for darolutamide and also, it doesn’t interact with coagulation, 
which is important.  A lot of these patients are on anticoagulation.”

“[Darolutamide use], probably in the last 6 months to a year where it seems to open up a bit I think, just because 

darolutamide’s now been approved in the doublet therapy space as opposed to the triplet therapy space.”
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Objective 1: Supportive Quotes From Discussion (2/4)

OBJECTIVE 1: Explore use/barriers to use of AR inhibitors for management of mHSPC

Topic Advisor Statements

Selection of ARPIs 

in mHSPC (cont.)

“I’ve always liked darolutamide just because it’s a decreased CNS toxicity. I feel as though people feel better on it 

compared with the other antiandrogen inhibitors.”

“I preferred abiraterone before, but now the data supports darolutamide, and I’ve also used apalutamide in the past with 

triplet. . . . I don’t typically use enzalutamide. I just haven’t, probably because of familiarity. I’ve mostly used abiraterone. 
But I know an opposite colleague who does mostly enzalutamide and rarely does abiraterone.”

“I am more these days using darolutamide, simply because the adverse event profile is just so favorable. I think it’s a 

great drug, easy to use. I had a couple of patients that had overlap issues with seizure activity and I feel really 
comfortable using darolutamide in that patient population. Also, just medication interaction seems to be a lot easier to 
take care of with darolutamide.”

“I think it’s a no-brainer to use darolutamide with my patient population that’s on anticoagulation. Again, not that I have a 
wealth of experience over years, but darolutamide in the past 6 months has been easy to get access to in my patient 

population. . . . I would say 6 months ago it was more difficult [to access darolutamide from a payor perspective]. Now, 
pretty easy.”

“I don’t use much abiraterone because of steroids, long-term effect . . . but some people need it actually for the mild 

pain control or appetite stimulation. I still maybe 10% give abiraterone with steroid-based regimen.”
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Objective 1: Supportive Quotes From Discussion (3/4)

OBJECTIVE 1: Explore use/barriers to use of AR inhibitors for management of mHSPC

Topic Advisor Statements

Barriers to use of 

AR inhibitors

“But I’ve had a tough time if you offer them a non-chemo option; I think it’s difficult to convince all of those patients to 

get triplet therapy. So I’ve said probably about 25% of my patients that I offer triplet took it up vs 75% declined and 
preferred to do ADT + antiandrogens.”

“The other thing that I struggle with darolutamide is, I think the myalgias are really significant, especially when you’re on 

that for a longer time. I frequently see need for dose reductions, usually 6 months to a year into treatment, the myalgias 
start becoming more of a quality-of-life hassle.”

“I mean, the CNS toxicity is an issue, although on Xtandi when patients have falls or fogginess, they have numerous 

other medical comorbidities that could contribute, so it’s hard to tease it out.”

“I work in a rural practice. My patients do struggle to get darolutamide. At least they have in the last few months. I 

haven’t seen much of a change. We don’t have all the resources that maybe you do here more locally. We still use 
enzalutamide . . . mostly because of access issues. . . . [We need] patient assistance programs, getting patients on 
them. A lot of my patients are VA or things like that too, so we are somewhat restricted by formulary issues.”

“From a VA standpoint, basically, it’s a lot easier to get abiraterone than darolutamide and everything.”

“I get stuck with the insurance. If the insurance says I have to give abi, then I have to give abi.”
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Objective 1: Supportive Quotes From Discussion (4/4)

OBJECTIVE 1: Explore use/barriers to use of AR inhibitors for management of mHSPC

Topic Advisor Statements

Barriers to use of 

AR inhibitors
(cont.)

“The space is kind of getting crowded in this point of time. During our fellowship time, I had been using a lot of 

abiraterone. Now darolutamide became the thing, and the patient population that I have is very much unique, like 
elderly African American. They do have a lot of reservations and everything. They have CNS symptoms and they’re 
coming with enza and apa--have always been trouble for us, VA particularly. But darolutamide is a good, good 

alternative for them. That’s why I chose abiraterone as my go-to option for all metastatic patients during my practice in 
the last 2 years.”

Interaction with 

urologists

“[My interaction with urologists,] it’s gotten better. In the past, early on, they would make decisions. Sometimes they 

start ADT or some form of ADT without discussing with us. But some urologists are actually starting AR therapy. But 
most of the time they send them to us. Like I said, it all depends on the setting, if it’s castrate-sensitive and 
oligometastatic disease, then they feel more comfortable starting something vs metastatic disease. They’ll do the PET 

PSMA in the beginning.”

“The urologists basically want to make a diagnosis of prostate cancer and they just pass it off to me. They do the PSMA 

PET and then they send them to me afterwards, so I’m the one that manages ADT, any sort of therapy I can give to my 
patients.”

“Urologists actually give ARPIs too. They only send us when they need chemotherapy. So it’s getting very complicated.”
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Objective 1: Strategic Recommendations
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OBJECTIVE 1: Explore use/barriers to use of AR inhibitors for management of mHSPC

Improve access to darolutamide by addressing prior authorization delays, insurance denials, and formulary challenges. Reinforce 

darolutamide’s positioning as the preferred AR inhibitor across mHSPC disease volumes, and equip urologists with targeted 
education and tools to support appropriate initiation and timely referrals

> Strengthen access and affordability for 

darolutamide

− Invest in robust patient access programs 
and work with payors to improve 

formulary inclusion and streamline prior 
authorization processes

− Consider targeted support for institutions 
with known access challenges, such as 
VA hospitals

> Position darolutamide as the 

preferred AR inhibitor across 
disease volumes

− Expand clinical education 

and promotional efforts 
that reinforce 

darolutamide’s safety and 
efficacy in both high- and 
low-volume mHSPC

> Engage urologists to support appropriate 

initiation and referral

− Develop tailored educational resources 
and outreach programs for urologists 

that clarify darolutamide’s role in 
mHSPC treatment

− Encourage collaborative-care models 
with urologists and provide tools to 
support timely and informed referrals



OBJECTIVE 2: Explore use/barriers to use of radioligand therapy for management of mCRPC

Topline Takeaway: Advisors consistently incorporate radioligand therapies in their treatment of mCRPC. However, adoption of radioligand 

agents like radium-223 is shaped by prior therapy, disease burden, institutional infrastructure, and geographic access. Current use of radium-
223 is predominantly in patients with bone metastases, although some advisors are looking for other ways to utilize the agent in their patients 
with mCRPC

For over one-third of advisors, more than 20% of their patients with advanced prostate cancer have mCRPC

When deciding first-line treatment for patients with mCRPC, advisors consider degree of metastases and prior therapy

> Although most advisors chose 177Lu-PSMA-617 for an asymptomatic patient with bone metastases and prior AR-targeted therapy, 1 advisor 
selected treatment with radium-223

> For a symptomatic patient with bone and visceral metastases, who previously received doublet therapy with enzalutamide, 60% of advisors 
chose treatment with docetaxel

> During discussions, some advisors reported using enzalutamide as their “go-to” regimen for patients with mCRPC

Advisors mentioned various barriers to radioligand therapy use in the mCRPC setting, including lack of proper infrastructure (46%) 

> Only 15% of advisors have access to hot lab/theranostics departments at their institution

Although advisors have access to radium-223 and experience with its use, there are certain barriers to its widespread adoption 

> Some advisors spoke candidly about underutilizing radium-223, or forgetting about its potential in the mCRPC space

> One advisor mentioned they typically use radium-223 in patients with bone metastases, sometimes adding the agent to enzalutamide

> Geographic location is a key determining factor for which radioligand therapy will be utilized 

Collaboration among HCPs in mCRPC treatment is improving, but remains complex and influenced by institutional structures and 

resource availability

Objective 2: Detailed Insights
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Objective 2: Supportive Quotes From Discussion (1/4)

20

OBJECTIVE 2: Explore use/barriers to use of radioligand therapy for management of mCRPC

Topic Advisor Statements

Current treatment 

practices for 
mCRPC 

“[My] go-to therapy, it’s based on patient performance status. But obviously they’ve had ADT, so then I like 

enzalutamide. That’s my go-to. Then if enza [fails], I’d probably use chemo/Taxotere.”

“Initially, it all depends what they’ve been getting in the hormone-sensitive world, for one thing. But usually for me, it’s 

enzalutamide as a first option.”

“I think my go-to is similar to what others have had, as far as using enzalutamide routinely and then chemotherapy after 

that.”

“There is still a role for cabazitaxel. I think the main thing is after you start using the dose, if it’s fewer side effects and 

they have tolerated it well . . . I think it’s still an option.”

“In poor-risk or in high-grade disease, I’ve used carboplatin without grade 3 or Gleason of 10, 9. I’ve used carboplatin 

too, Jevtana.”

“Generally, if I see they have really symptomatic disease, I prefer more of the chemotherapy up-front, unless the patient 

is unwilling to go with chemotherapy.”



Objective 2: Supportive Quotes From Discussion (2/4)
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Objective 2: Supportive Quotes From Discussion (3/4)
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OBJECTIVE 2: Explore use/barriers to use of radioligand therapy for management of mCRPC

Topic Advisor Statements

Barriers to 

radioligand therapy

“I never used radium-223, so I’m not familiar. I don’t know that I would use it. I’m in a location where there is access, but 

there is a lot of resistance. We have facilities all over, and patients still don’t want to go more than 5 miles down the 
road. Everything becomes so convenient that they don’t even want to get out.”

“There are a lot of assistance programs and all, but a lot of these patients are Medicare and I think yes, the insurance 

approves, but they have a copay. So I do run into that trouble, that even though it’s approved, their copay is still very 
high, and you can’t help these patients. That I definitely run into a lot.”

HCP collaboration 

(radiation 
oncologists, 
nuclear medicine, 

urologists) in 
mCRPC treatment

“Fifty percent of patients are still only getting ADT or urologists are prescribing meds, so by the time they get to us, I 

think it depends on what they’ve been exposed to orally by urology first, and then what shape they’re in by the time they 
get to us also.”

“Our rad oncs at the hospital said they have kind of made that intention clear in the development of our building that will 

open soon, to accommodate that [radioligand therapies].”

“Our radiation oncologists are also with the hospital. As far as I know, we haven’t had any reluctance. They do radium 

and lutetium, so it’s been actually quite easy for us.”



Objective 2: Supportive Quotes From Discussion (4/4)
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OBJECTIVE 2: Explore use/barriers to use of radioligand therapy for management of mCRPC

Topic Advisor Statements

Monitoring in the 

mCRPC setting 
using PSMA PET 
imaging

“I don’t know that it is appropriate, but I will use PSMA PET. If I didn’t have any issues getting it for their initial diagnosis, I 

will use it if their PSA goes up, to monitor what’s going on.”

“We do have access to PSMA PET scans, and I have been using them. I’ve been using them to follow initial response. 

Once I get a response, I want to make sure the PSA correlates with the PSMA PET. I feel like we haven’t talked about the 

actual use of PSA enough here. We just routinely check it, but how accurate is it? There are patients [for whom] the PSA 

doesn’t correlate sometimes, a lot of times.”

“The PSA is maybe barely going up; it wouldn’t have been doubling, for sure. In the past, we would never change therapy 

on that. But then you get a PSMA PET and it shows some progression there. The patient feels fine and you just watch it, 

and so you’re kind of stuck in between. Is it pre-progression? Do you change it up-front? I don’t know. . . . I struggle with 

that, how to use the PSMA PET. Once I get a good response on the PSMA PET, I usually probably just go back to CT, as 

long as I can correlate the PSA with the PSMA PET.”

“We do have the PSMA PET scanner too and it’s been easy to get. Again, as we know, the bone scans are hard to 

interpret, so I’m not using them at every progression, each time. But in some patients maybe more than others, especially 

if they’re not a good candidate for CT for their renal dysfunction or whatever too. But otherwise, definitely baseline when 

we are making decisions about Pluvicto and stuff.”

“The way the radiology reports are, very bland. It’s like PSMA positive or not. . . . I never have seen an SUV value for a 

PSMA PET scan.”
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Objective 3: Supportive Quotes From Discussion (1/3)

26



Objective 3: Supportive Quotes From Discussion (2/3)



Objective 3: Supportive Quotes From Discussion (3/3)



Objective 3: Strategic Recommendations
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Attendee Key Takeaways (1/5)

31

1

> The data for PSMAddition using lutetium in the castrate-sensitive space

> The enzalutamide and either radium-223 or lutetium combination data with PEACE-3 and ENZA-p

> I’ve not really delved into the COMRADE before, but it was interesting to see that data as well using radium with a PARP inhibitor

2

> Triplet therapy in the low-risk groups, I didn’t know that there is continued benefit

> Radium-223, I thought initially when we looked at the PEACE-1 trial, I felt there was no benefit because all of them were exposed to 

an ARPi. Now with this additional PEACE-3 trial, I think there is still a good role for that

> The most important thing for me is the genetic testing. I’ve seen really good success with the PARP inhibitors

3

> Triplet therapy with darolutamide

> I think we need to involve radiation oncologists or nuclear medicine physicians a little earlier in the management of any metastatic 

patients, especially refractory. We haven’t found a way to have urologists refer us patients earlier after exhausting everything they 
have on their list

> Maybe earlier PARP inhibitor incorporation in hormone-sensitive disease



Attendee Key Takeaways (2/5)
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4

> Darolutamide in both doublets and triplets and the lower risk of side effects, especially since they studied it in patients with potential 

neurologic issues as well

> Lutetium both before and after chemotherapy

> Radiotherapy, one following the other, radium-223, followed by lutetium

5

> Moving to darolutamide vs abiraterone, because I was still using a lot of abiraterone

> Triplet therapy in all patients, low risk vs high risk

> I’m still confused about radium-223 because I don’t use it, but it looks like radium-223 is definitely an option, followed by lutetium

6

> Triplet therapy and how to choose them appropriately in the low-risk group is interesting

> I like the PTEN loss for early chemotherapy 

> The COMRADE trial for the BRCA-ness was a good one



Attendee Key Takeaways (3/5)

33

7

> The biomarker PTEN. If the patient has it, keep an eye out for rapid progression

> The PEACE-3 trial that we’ve all been saying, the enzalutamide + radium-223 improves disease-free survival and overall survival.  

Just make sure you use a bone-protecting agent

> For castrate-sensitive patients, darolutamide and abiraterone do also benefit. It delays pain

8

> The ARANOTE trial. I like the issues with the quality of life and delaying time to pain progression

> Use of Pluvicto in hormone sensitive. I’ve not seen that before, so that’s good

> I’ve not used much radium-223, so it looks like there’s so much more use in the different ways, whether it’s with enzalutamide or with 

a PARP inhibitor

9

> The use of triplet therapy in the up-front setting in the hormone sensitive, also switching from the abiraterone to the darolutamide 

with the toxicity profile

> Both use of the radioligands, the radium-223 and Pluvicto, depending on metastatic disease with bone vs no visceral mets 

> Use of bone-protecting agents, which I haven’t been using yet, which I should, to reduce risk for fractures  



Attendee Key Takeaways (4/5)
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10

> Real-world data on all the androgen receptor inhibitors. That’s pretty impressive data for me. Also, lower discontinuation rates  with 

darolutamide

> The raw data, and also the sequencing

> Using radium-223 with the bone strengtheners is something that I’ve not been familiar before, so I will make that happen

11

> Triplet therapy with darolutamide is one thing, given to low-risk patients if they are young and healthy and if they can get docetaxel, I 

would probably offer that in those patients

> The PEACE-3 trial, great data, but I don’t know who will receive it because most of them have received enzalutamide or other ARPIs 

before

> The bisphosphonates or denosumab especially for radium-223, I have to think about it

12

> Darolutamide being the preferred antiandrogen

> Moving Pluvicto in the earlier settings or lines of therapy moving into castrate sensitive

> The radium-223 data 



Attendee Key Takeaways (5/5)
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13

> The emerging use of Pluvicto in the metastatic castrate-sensitive setting

> Radium may be inducing BRCA-ness, shown in the COMRADE data

> Don’t forget about radium-223

14

> There are so many options, and I think it’s becoming like, spin the wheel of fortune and seeing where it lands. I don’t know the 

sequencing still, and that becomes an issue sometimes

> The triplet therapy and the data on darolutamide, especially with the quality of life and the real-world data, was good to see

> Lutetium use pre-chemo, that will be interesting. Also, the radium-223, I’ve used it only once or twice before, but lately forgotten, so 

this is really good. The PEACE-3 and the COMRADE data

15

> Considering chemotherapy for low-volume disease if there’s no response or a poor PSA response

> It looks like PSMA-targeted therapies are moving to the frontline setting in the near future with PSMAddition

> I’ve never used radium, so it’s something that I’m going to start considering more. I thought the COMRADE data was very intriguing 

for patients who are HRR proficient. I think radium-223 is definitely something that’s coming for most of us



ARS Data



The Majority of Advisors Refer >50% of Their Patients With 
mHSPC for Genetic Testing 
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While 47% of Advisors Do Not Encounter Any Barriers to AR 
Inhibitor Use in Treating mHSPC, Another 47% Reported 
Delays in Authorization as a Key Impediment
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Patient Case 1
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Nearly All Advisors Selected Triplet Therapy With Darolutamide 
for Treatment of a Patient With High-Volume mHSPC 
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Patient Case 2
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The Preferred Treatment for a Patient With Low-Volume 
mHSPC Was Doublet Therapy With Either Darolutamide (33%), 
Apalutamide (20%), or Enzalutamide (13%)

42

Therapy options: (N = 15)
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Degree of Metastases, Followed by Patient Performance Status, 
Are Top Factors in Determining Treatment Intensification 
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Nearly All Advisors Refer the Majority of Their Patients With 
mCRPC for Genetic Testing 
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While Over Half of Advisors Have Access to Multiple Treatment 
Service Lines, Only 15% Can Access a Hot Lab/Theranostics 
Department at Their Institution 
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Lack of Proper Infrastructure, Patient Proximity to Treatment 
Centers, and Insurance Issues Are The Most Frequent Hurdles 
to Use of Radioligand Therapy for mCRPC
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Patient Case 3
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Over Three-Quarters of Advisors Selected 177Lu-PSMA-617 
Treatment for a Symptomatic Patient With mCRPC Who 
Received Prior Triplet Therapy (with enzalutamide)
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Patient Case 4
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All Advisors Preferred a PARP Inhibitor for a Mildly 
Symptomatic Patient With mCRPC and Known BRCA Mutation, 
Who Previously Received Enzalutamide + Docetaxel
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Patient Case 5
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64% of Advisors Favored 177Lu-PSMA-617 Treatment for a 
Patient With Asymptomatic mCRPC and Prior AR-Targeted 
Therapy; Another 14% Preferred Docetaxel
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Therapy options: (n = 14*)

0%

0%

0%

7%

7%

7%

14%

64%

0% 10% 20% 30% 40% 50% 60% 70%

Observation

Another secondary hormonal therapy

Enzalutamide

Abiraterone

Sipuleucel-T

Radium-223

Docetaxel

177^Lu-PSMA-617

Back with 
solid fill



Patient Case 6
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Although the Majority of Advisors Chose Docetaxel Treatment 
for a Symptomatic Patient With Prior Doublet Therapy (with 
enzalutamide), 33% Preferred 177Lu-PSMA-617
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