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-Gﬁ-H€GFC€Ht€I” Disclaimer: This algorithm has been developed for MD Anderson using a multidisciplinary approach considering circumstances particular to MD Anderson’s specific patient population, services and structure,

Making Cancer History’ and clinical information. This is not intended to replace the independent medical or professional judgment of physicians or other health care providers in the context of individual clinical circumstances to
determine a patient's care. This algorithm should not be used to treat pregnant women.
ELIGIBILITY CONCURRENT RECOMMENDED STAGE-GROUP STRATIFIED DISPOSITION
COMPONENTS REFERRAL TO SURVIVORSHIP CLINIC
OF VISIT

Stage 0: Year 1 and up

Stage 0, e Annual history and physical examination to include
[ NED at 6 months' g complete skin” and lymph node basin survey
e Reinforce skin inspection patient education

Return to primary

Stage IA: Years 3 and up Yes treating physician
| StagelA, 1 e Annual history and physical examination to include Positive
NED at 2 years complete skin” and lymph node basin survey

findings?

e Reinforce skin inspection patient education No Continte

Stages IB - IIA: Years 4 and up Ly survi'V0r' ship
e Annual history and physical examination to include monitoring
| Stages IB - 1IA, — complete skin® and lymph node basin survey

—— SURVEILLANCE ——

NED at > 3 years' e Reinforce skin inspection patient education
e Chest x-ray as clinically indicated
Melanoma e Ultrasound of nodal basin as clinically indicated
post-treatment —
and NED

| Stages IIB - IIC,
NED at > 3 years'

Stages III — IV, NED > 3 years and/or —> See Page 2

MOIELTT%RH\;? FOR — start of immunotherapy > 3 years and off
— ana/or b . 1
systemic therapy for 1 year
CHRONIC EFFECTS Y Py fonty
I RISK REDUCTION/ —— See Page 3 NED = no evidence of disease
EARLY DETECTION | . . . . . . .
All patients with multiple melanomas should be transitioned based on number of disease free years with regards to the highest stage
melanoma or number of disease free years for the last treated melanoma whichever is longer
PSYCHOSOCIAL | ? Patients should receive regular skin surveys by a provider experienced with skin cancer detection. Particularly high risk patients
FUNCTIONING (e.g., multiple primary tumors, clinically dysplastic nevi) may benefit from specialty dermatology care.

Department of Clinical Effectiveness V5
Copyright 2023 The University of Texas MD Anderson Cancer Center Approved by the Executive Committee of the Medical Staff on 04/18/2023



THE UNIVERSITY OF TEXAS

VD Anderson Survivorship — Cutaneous Melanoma

-@ﬁﬂG@FCGHteI” Disclaimer: This algorithm has been developed for MD Anderson using a multidisciplinary approach considering circumstances particular to MD Anderson’s specific patient population, services and structure,

Making Cancer History”

Page 2 of 5

and clinical information. This is not intended to replace the independent medical or professional judgment of physicians or other health care providers in the context of individual clinical circumstances to
determine a patient's care. This algorithm should not be used to treat pregnant women.

ELIGIBILITY CONCURRENT

RECOMMENDED STAGE-GROUP STRATIFIED
REFERRAL TO SURVIVORSHIP CLINIC

COMPONENTS
OF VISIT
___ Stages IIB - IIC,
NED at > 3 years' ]
19
Melanoma
post-treatment — SURVEILLANCE —
and NED

Stages I -1V,
NED > 3 years
and/or start of
immunotherapy
> 3 years and off
systemic therapy
for 1 year'

" All patients with multiple melanomas should be transitioned based on number of
disease free years with regards to the highest stage melanoma or number of disease
free years for the last treated melanoma whichever is longer

? Patients should receive regular skin surveys by a provider experienced with skin
cancer detection. Particularly high risk patients (e.g., multiple primary tumors,
clinically dysplastic nevi) may benefit from specialty dermatology care.
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Stages IIB - IIC: Years 4 and 5

o Annual history and physical examination to include complete skin
and lymph node basin survey

e Reinforce skin inspection patient education

e CT chest, abdomen, and pelvis with contrast or PET-CT every 6 months
or chest x-ray as clinically indicated

e MRI brain with contrast as clinically indicated

Stages IIB - IIC: Years 6 and up

o Annual history and physical examination to include complete skin
and lymph node basin survey

e Reinforce skin inspection patient education

e CT chest, abdomen, and pelvis with contrast or PET-CT or
chest x-ray as clinically indicated

e MRI brain with contrast as clinically indicated

—

Stages II1 - IV: Years 4 and 5

o Annual history and physical examination to include complete skin
and lymph node basin survey

e Reinforce skin inspection patient education

e CT chest, abdomen, and pelvis with contrast or PET-CT every
6 months or chest x-ray as clinically indicated

e MRI brain with contrast as clinically indicated

Stages III - IV: Years 6 and up

o Annual history and physical examination to include complete skin
and lymph node basin survey

e Reinforce skin inspection patient education

e CT chest, abdomen, and pelvis with contrast or PET-CT or chest x-ray
annually as clinically indicated

e MRI brain with contrast as clinically indicated

DISPOSITION

Return to primary
Yes treating physician

Positive
findings?

No Continue
|—> survivorship
monitoring
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ELIGIBILITY CONCURRENT DISPOSITION
COMPONENTS
OF VISIT
Assess for:
e Lymphedema (upper and lower limbs)
MONITORING FOR .
e Range of motion
CHRL é;}% zgll%‘(;; CTS —> e Assess and manage autoimmune complications1
o Co-manage chronic autoimmune adverse events with appropriate organ site specialist
o Evaluate newly emergent inflammatory conditions as potential late autoimmune adverse events
Melanoma . . . .
post-treatment Patient education, counseling, and screening:
and NED o Lifestyle risk assessment”
o Sun and tanning bed exposure counseling
o Cancer screening’ Refer or consult
RISK REDUCTION/ 5l HPYV vaccination as clinically indicated (see HPV Vaccination algorithm) —> as indicated
EARLY DETECTION e Screening for Hepatitis B and C as clinically indicated (see Hepatitis B Virus (HBV) Screening
and Management, Hepatitis C Virus (HCV) Screening algorithms)
o Consider cardiovascular risk reduction®
e Vaccinations® as appropriate
Assess for:
L Psgl\? gﬁ%%%{l%L e Distress management (see Distress Screening and Psychosocial Management algorithm)
e Body image e Financial stressors e Social support

! Though most immune-related adverse events (irAEs) occur while on immunotherapy, some irAEs can manifest late and/or treatment-emergent irAEs may become chronic.

Endocrine organ irAEs (ie hypothyroidism, adrenal insufficiency, Type 1 Diabetes Mellitus) are permanent and must be treated with life-long hormonal replacement with appropriate monitoring.

Other irAEs, most commonly rheumatological or neurological, may be chronic or relapsing/remitting and require chronic immunosuppression. These chronic irAEs should be co-managed with

appropriate organ site specialist. Thyroid function should be monitored annually in patients with immunotherapy exposure and the possibility of late irAEs considered for new inflammatory issues.

?See Physical Activity, Nutrition, and Tobacco Cessation algorithms; ongoing reassessment of lifestyle risks should be a part of routine clinical practice
3 Includes breast, cervical (if appropriate), colorectal, liver, lung, pancreatic, prostate, and skin cancer screening

* Consider use of Vanderbilt’s ABCDE’s approach to cardiovascular health
>Based on Centers for Disease Control and Prevention (CDC) guidelines
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https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-hpv-vaccination-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/clinical-management/clin-management-hepatitis-b-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/clinical-management/clin-management-hepatitis-b-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/clinical-management/clin-management-hepatitis-c-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/clinical-management/clin-management-distress-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-physical-activity-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-nutrition-web-algorithm.pdf
https://www.mdanderson.org/content/dam/mdanderson/documents/for-physicians/algorithms/screening/risk-reduction-tobacco-cessation-web-algorithm.pdf
https://www.mdanderson.org/for-physicians/clinical-tools-resources/clinical-practice-algorithms/cancer-screening-algorithms.html
https://cardioonc.org/2017/08/29/know-your-abcs/
https://www.cdc.gov/vaccines/schedules/hcp/imz/adult.html

THE UNIVERSITY OF TEXAS

VDAnderson Survivorship — Cutaneous Melanoma Page 4 of 5

G&Heepcenter Disclaimer: This algorithm has been developed for MD Anderson using a multidisciplinary approach considering circumstances particular to MD Anderson’s specific patient population, services and structure,
and clinical information. This is not intended to replace the independent medical or professional judgment of physicians or other health care providers in the context of individual clinical circumstances to

Making Cancer History”
# ry determine a patient's care. This algorithm should not be used to treat pregnant women.

SUGGESTED READINGS

Boland, G. M., & Gershenwald, J. E. (2015). Melanoma Survivorship Management. Advances in Cancer Survivorship Management (pp. 219-239). New York, NY: Springer.

Brown, R. E., Stromberg, A. J., Hagendoorn, L. J., Hulsewede, D. Y., Ross, M. L., Noyes, R. D., ... McMasters, K. M. (2010). Surveillance after surgical treatment of melanoma: Futility
of routine chest radiography. Surgery, 148(4), 711-717. doi:10.1016/j.surg.2010.07.042

Centers for Disease Control and Prevention. (2022). Adult Immunization Schedule. Recommendations for Ages 19 Years or Older, United States 2022. Retrieved from https://
www.cdc.gov/ vaccines/schedules/hcp/imz/adult.html

Francken, A. B., Accortt, N. A., Shaw, H. M., Colman, M. H., Wiener, M., Soong, S. J., ... Thompson, J. F. (2008). Follow-up schedules after treatment for malignant melanoma. British
Journal of Surgery, 95(11), 1401-1407. doi:10.1002/bjs.6347

Gamble, R. G., Jensen, D., Suarez, A. L., Hanson, A. H., McLaughlin, L., Duke, J., ... Dellavalle, R. P. (2010). Outpatient follow-up and secondary prevention for melanoma patients.
Cancers, 2(2), 1178-1197.d01:10.3390/cancers2021178

Garbe, C., Peris, K., Hauschild, A., Saiag, P., Middleton, M., Spatz, A., ... Pehamberger, H. (2010). Diagnosis and treatment of melanoma: European consensus-based interdisciplinary
guideline. European Journal of Cancer, 46(2), 270-283. doi:10.1016/j.ejca.2009.10.032

Leiter, U., Eigentler, T. K., Forschner, A., Pflugfelder, A., Weide, B., Held, L., ... Garbe, C. (2010). Excision guidelines and follow-up strategies in cutaneous melanoma: facts and
controversies. Clinics in Dermatology, 28(3), 311-315.doi:10.1016/j.clindermatol.2009.10.001

Machet, L., Nemeth-Normand, F., Giraudeau, B., Perrinaud, A., Tiguemounine, J., Ayoub, J., ... Lorette, G. (2005). Is ultrasound lymph node examination superior to clinical
examination in melanoma follow-up? A monocentre cohort study of 373 patients. British Journal of Dermatology, 152(1), 66-70. doi:10.1111/j.1365-2133.2004.06262.x

National Comprehensive Cancer Network. (2022). Melanoma: Cutaneous (NCCN Guideline Version 3.2022). Retrieved from https://www.nccn.org/professionals/physician_gls/pdf/
cutaneous_melanoma.pdf

Nieweg, O. E., & Kroon, B. B. (2006). The conundrum of follow-up: Should it be abandoned? Surgical Oncology Clinics of North America, 15(2), 319-330. doi:10.1016/
J.50¢.2005.12.005

Romano, E., Scordo, M., Dusza, S. W., Coit, D. G., & Chapman, P. B. (2010). Site and timing of first relapse in stage III melanoma patients: implications for follow-up guidelines.
Journal of Clinical Oncology, 28(18), 3042-3047. doi:10.1200/JC0O.2009.26.2063

Speijers, M. J., Francken, A. B., Hoekstra-Weebers, J. E., Bastiaannet, E., Kruijff, S., & Hoekstra, H. J. (2010). Optimal follow-up for melanoma. Expert Review of Dermatology, 5(4),
461-478. doi:10.1586/edm.10.38

Trotter, S. C., Sroa, N., Winkelmann, R. R., Olencki, T., & Bechtel, M. (2013). A Global Review of Melanoma Follow-up Guidelines. The Journal of Clinical and Aesthetic
Dermatology, 6(9), 18-26.

Vanderbilt Cardio-Oncology Program. (2017). Know Your ABCDE's. Retrieved from http://www.cardioonc.org/2017/08/29/know-your-abcs/

Department of Clinical Effectiveness V5
Copyright 2023 The University of Texas MD Anderson Cancer Center Approved by the Executive Committee of the Medical Staff on 04/18/2023



THE UNIVERSITY OF TEXAS

VDAnderson Survivorship — Cutaneous Melanoma Page 5 of 5

G&Heepcenter Disclaimer: This algorithm has been developed for MD Anderson using a multidisciplinary approach considering circumstances particular to MD Anderson’s specific patient population, services and structure,
and clinical information. This is not intended to replace the independent medical or professional judgment of physicians or other health care providers in the context of individual clinical circumstances to

Making Cancer History”
; ry determine a patient's care. This algorithm should not be used to treat pregnant women.

DEVELOPMENT CREDITS

This survivorship algorithm is based on majority expert opinion of the Melanoma Survivorship work group at the University of Texas MD Anderson Cancer Center.
It was developed using a multidisciplinary approach that included input from the following:

Core Development Team L.eads

Jeffrey E. Gershenwald, MD (Surgical Oncology)
Katherine Gilmore, MPH (Cancer Survivorship)
Madison LaRose, APRN, MSN (Surgical Oncology)
Jennifer McQuade, MD (Melanoma Medical Oncology)
Kelly Nelson, MD (Dermatology)

Michelle Rohlfs, MSN, RN (Melanoma Medical Oncology)

Workgroup Members

Olga N. Fleckenstein, BS*

Ryan Goepfert, MD (Head and Neck Surgery)

Thoa Kazantsev, MSN, RN, OCN*

Jeffrey N. Myers, MD, PhD (Head and Neck Surgery)
Kristen Pytynia, MD (Head and Neck Surgery)

Merrick Ross, MD (Surgical Oncology)

Hussein Tawbi, MD, PhD (Melanoma Medical Oncology)
Randal S. Weber, MD (Head and Neck Surgery)

Mark Zafereo, MD (Head and Neck Surgery)

* Clinical Effectiveness Development Team

Department of Clinical Effectiveness V5
Copyright 2023 The University of Texas MD Anderson Cancer Center Approved by the Executive Committee of the Medical Staff on 04/18/2023





