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Treatment (Tx) Patterns

in Androgen Receptor Basiiiiats
Pathway Inhibitor

* ARPIs such as abiraterone, enzalutamide, apalutamide, and darolutamide are increasingly being used in the metastatic castration-sensitive prostate cancer ImCSPC) and
non-metastatic prostate cancer settings, reflecting advances in treatment and evolving clinical guidelines’

(ARP I )_Expe rlenCed « Current guidelines recommend treatment approaches based on prior therapy, disease characteristics, and biomarker status. Following ARPI exposure, key treatment
options include docetaxel and biomarker-directed agents such as PARP inhibitors and '""Lu-PSMA, while sequential ARPI use is generally considered suboptimal’
MetaStat|C * Nevertheless, widespread sequential use of ARPIs has been reported in contemporary real-world studies, suggesting that treatment sequencing following ARPI exposure
_ _ in the pre-mCRPC setting remains an area of unmet clinical need**
CaStratIOn- ReSISta nt » Treatment patterns and clinical outcomes in prostate cancer have also been reported to vary by race/ethnicity and SES, with disparities similarly observed across other

cancer types®
PrOState Cancer * However, recent real-world evidence characterizing 1L treatment patterns among patients with mCRPC previously treated with an ARPI in the pre-mCRPC setting remains

(mCRPC) by limited, particularly regarding potential differences by race/ethnicity and SES in the US

Race/Ethnicity and
Area-Level
Socioeconomic Status [Tk

. e Study design and data source: This retrospective, Figure 1. StUdy DeSign
(S ES) 1N the U S observational cohort study used the US-based, Electronic
Health Record-derived Flatiron Health Research Database. Initialtril:ne)c; fD1T_t?n e
: : Patients diagnosed with mCRPC between January 2023 N _ _ mCRPC setting
Objectives and August 2024 were identified and followed through Initial PC diagnosis 5 1o 30 e ortor 1o mORPC
e [0 characterize the demographic and clinical August 31, 2025 (Figure 1) diagnosis or anytime after
characteristics among patients with mCRPC e Study population: Patients who initiated 1L mCRPC
e To evaluate first-line (1L) mMCRPC treatment therapy after receiving an ARPI in the pre-mCRPC setting 30 days from mGRPC
utilization by race, ethnicity and area-level SES were included (Table 1) reanest End of Follow-Up
L imitations e Treatment groups: Adult patients were categorized into CRPC diagrzgs'?:g Jan. 1. 2023 Death, last confirmed patient
« Study population: The cohort was limited to three mutually exclu3|_ve _1L MCRPC treatment groups: ARPI and ’ activity, or data cutoff
_ _ _ _ only £ androgen deprivation therapy (ADT), chemotherapy % <Aug. 31, 2024 date (Aug. 31, 2025)
patients with prior pre-mCRPC ARPI therapy; ADT, or other therapy (Radiopharmaceuticals + ADT, PARP | Y 1 y ’
findings may not generalize to all mMCRPC inhibitor (PARPI)-containing therapy + ADT, Sipuleucel-T + Baseline Period Index Period
patients. ADT, Immunotherapy £ ADT, Other ARPI combination Results
SES: Patient’s most recent residence was therapy, Other non-ADT.therapy) o Patient Characteristics
aligned to US Census Block Groups as of e Study measures: Baseline characteristics, 1L treatment . . _ . _
2015-2019 (the timeframe for SES variables in batterns, and prior ARPI exposure were summarized e Atotal of 6670ARPI-e>.<posed patients VYIth mCRPQ were included in t?e analytic cohort (Table 1)
T dsiEsel i ey 7t reree fehiduel descriptively, and stratified by race/ethnicity and area-level e Overall, 56..4./0 of patients were non-Hlspanlc.; White (.NHV\_/) and 12.4T /o. were non-Hlspam(‘: Black
SES SES (NHB). Additionally, 14.2% and 18.7% of patients resided in areas within the lowest and highest
Racel/ethnicity: Race and ethnicity data are e SES assessment: Area-level SES was derived from SES qwr.]tlles, respectlvely _ . .
e for Soime e, Wit mey batients’ residential addresses and US Census Block Group e Most patients .recelved care in commymty oncollogy p.ractlces .(81 .6%). Nearly three-quarters
el reaEseiEEess, The Nondepsnle data from the 2015-2019 American Community Survey (74.0%) of pe.ltlents had c.ommermal msmljrance, including Medicare Advantage (Table. 2) o
Asian group was small, limiting interpretability using a modified Yost Index. The SES Index was e Compared with NHW patients, NHB patients were younger, more frequently re§|ded In ar.eas within
Missingltreatmentidatalin henIeMEREPE of categorized into quintiles’ the lowest SES quintile (NHB: 23/83; 27.7%, NHW: 40/376; 10.6%), and had higher median

1L mCRPC setting may lead to patient prostate-specific antigen (PSA) levels at metastatic diagnosis (Table 2)
misclassification, particularly for treatment Table 1. Patient Selection e Patients in the lowest SES quintile were younger and had a higher median PSA level at metastatic
’ diagnosis than those in the highest SES quintile (Table 2)

received outside the Flatiron Health Network Cohort S_election (?riteria N Treatment Patterns
Conclusions I(;]gl]ucdeerdElglitAhe Flatiron Health Prostate 28,318 e Abiraterone (222/667; 33.3%) and enzalutamide (210/667; 31.5%) were the two most common
e Differences in 1L mCRPC treatment selection Has evidence of treatment for PC in the ARPIs used in the pre-mCRPC setting
and ARPI reuse were observed across localized or advanced setting prior to being 5 735 e Overall, ARPl only £ ADT was a more common 1L mCRPC treatment (242/667; 36.3%) than
racial/ethnic groups and area-level SES diagnosed with mCRPC between January ’ chemotherapy + ADT (185/667; 27.7%). Other treatments (240/667; 36.0%) was a heterogenous
e Variation in real-world use of sequential ARPIs 1, 2023 and February 28, 2025 group that included Other ARPI combination therapy, PARPi therapies, and radiopharmaceuticals,

No evidence of participating in a clinical

trial, missing treatment data for prostate

cancer or evidence of an additional 2,418
non-prostate malignancy within one year

none of which, taken alone, were as common as the ARPI only £ ADT or chemotherapy £ ADT.
e By racel/ethnicity: A higher proportion of Hispanic/Latinx and NHB patients received
chemotherapy £ ADT as 1L mCRPC treatment compared with NHW patients (Figure 2a)

suggests potential gaps between treatment
guidelines and clinical practice that warrant
further study, including the impact of

access-related barriers pre- 1L/mCRPC diagnosis e By SES: A higher proportion of patients in the lowest SES quintile received chemotherapy + ADT
e Addressing the influence of social Has evidence of ARPI exposure in the 1919 compared with those in the highest SES quintile (Figure 2b)
determinants of health on treatment access pre-mCRPC setting ’
and utilization will be critical to advancing Diagnosed with mCRPC on or before Table 2. Patient Demographics and Clinical Characteristics
equity in MCRPC care August 31, 2024 to allow for at least 12 961
y months of potential for follow-up Race/Ethnicity SES
Has evidence of treatment with any Characteristic NH
b " " non-ADT, systemic therapy as 1L in the 667 Al NHW 5., NHB NHA HIL Q1 Q2 - Q4 Q5  Unknown
resenting autnor. i
Valeria Merla UOIRED Sl N 667 376 144 83 18 46 95 393 125 o4

EDM, Enhanced Datamart; PC, prostate cancer

Clinical pathway prior to mCRPC, %

: > JiiR | . Email mCSPC prior to
Ay R valeria. mer|a _ mCRPC 83.1 80.3 91.0 85.5 83.3 76.1 80.0 81.9 86.4 88.9
A A fIZGF.COm for Flgure 2a. 1L mCRPC Therapy by nmCRPC prior to 169 197 90 145 6.7 93 0.0 18.1 136 111
Ciad more Race/Ethnicity mCRPC | R | | | | | | |
information Age categories at index date (1L start date), %
100%
18-64 16.4 13.5 16.7 31.3 16.7 13.0 26.4 15.8 13.6 11.1
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