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Years 2-5: 
 ● History and physical                                           
    exam annually
 ● PSA and consider 
    testosterone level4

    every 6 months
 ● DRE5

Yes 

No

New
primary or 
recurrent 
disease?

ELIGIBILITY CONCURRENT 
COMPONENTS 

OF VISIT

Continue 
survivorship 
monitoring 

PSYCHOSOCIAL 
FUNCTIONING

SURVEILLANCE

DRE = digital rectal exam
NED = no evidence of disease
PSA = prostate specific antigen
1 PSA < 0.1 ng/mL  for status post prostatectomy and < 1 ng/mL for status post radiation therapy
2 Category 1: status-post radical prostatectomy or radiation therapy; pathologic stage pT2, N0, M0, negative margins, or clinical stage 
   cT2, N0, M0; Gleason score ≤ 7 and PSA < 0.1 ng/mL or < 1 ng/mL if treated with radiation therapy
3 Category 2: status-post prostatectomy or status-post prostatectomy plus radiation therapy; pathologic stage pT2, N0, M0, positive 
  margins; Gleason score ≤ 7 and PSA < 0.1 ng/mL
4 As clinically indicated for patients with reported symptoms, failed to recover, borderline values or per provider’s discretion. Can 
  discontinue after 2 consecutive normal levels.  
5 As clinically indicated if PSA is undetectable

DISPOSITION

Category 12 

and 23

Years 6 and up:
 ● History and physical 
    exam annually
 ● PSA and consider 
    testosterone level4 
    annually
 ● DRE5

See Page 2

Years 2-5: 
 ● History and physical 
    exam annually
 ● PSA and consider 
    testosterone level4 

    every 4 months
 ● DRE annually

Category 36

Years 6 and up:
 ● History and physical 
    exam annually
 ● PSA and consider 
    testosterone level4 
    annually
 ● DRE annuallyMONITORING FOR 

LATE EFFECTS

RISK REDUCTION/
EARLY DETECTION

● Return to primary 
   treating physician
● Primary Oncologist 
   to discuss Goal 
   Concordant Care 
   (GCC) with patient, 
   or if clinically 
   indicated, with Patient 
   Representative7 

6 Category 3: status-post prostatectomy or status-post prostatectomy plus radiation therapy or 
  status-post radiation therapy; pathologic staging pT3, N0, M0; clinical stage, cT3, N0, M0; 
  Gleason score 8-10 and PSA < 0.1 ng/mL or < 1 ng/mL if treated with radiation therapy only
7 GCC should be initiated by the Primary Oncologist. If Primary Oncologist is unavailable, 
  Primary Team/Attending Physician to initiate GCC discussion and notify Primary Oncologist. 
  Patients, or if clinically indicated, the Patient Representative should be informed of therapeutic 
  and/or palliative options. GCC discussion should be consistent, timely, and re-evaluated as 
  clinically indicated. The Advance Care Planning (ACP) note should be used to document GCC 
  discussion. Refer to GCC home page (for internal use only).
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https://mdandersonorg.sharepoint.com/sites/Home/SitePages/Goals-of-Care.aspx
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ELIGIBILITY CONCURRENT 
COMPONENTS 

OF VISIT

Patient education, counseling, and screening:
● Lifestyle risk assessment2

● Cancer screening3 
● Vaccinations4 as appropriate
● Screening for Hepatitis B and C as clinically indicated (see Hepatitis B Virus 
   (HBV) Screening and Management and Hepatitis C Virus (HCV) Screening 
   algorithms)          
● Cardiovascular risk reduction5 
● Genetic counseling if family history of  prostate or pancreas cancer or family 
   history consistent with Lynch syndrome

Assess for:
● Distress management (see Distress Screening and Psychosocial Management 
   algorithm)  
● Body image
● Financial stressors    
● Social support

● Urinary incontinence
● Erectile dysfunction
● Bowel dysfunction
● Bone health screening as clinically indicated

PSYCHOSOCIAL 
FUNCTIONING

MONITORING FOR 
LATE EFFECTS

RISK REDUCTION/
EARLY DETECTION

1 PSA < 0.1 ng/mL for status post prostatectomy and < 1 ng/mL for status post radiation therapy 
2 See Physical Activity, Nutrition, and Tobacco Cessation Treatment algorithms; ongoing reassessment of lifestyle risks should be a part of routine clinical practice
3 Includes colorectal, liver, lung, pancreatic, and skin cancer screening
4 Based on Centers for Disease Control and Prevention (CDC) guidelines
5 Consider use of Vanderbilt’s ABCDE’s approach to cardiovascular health

Refer or consult 
as indicated
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https://my.vanderbilthealth.com/heart-damage-chemotherapy-radiation/
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-hepatitis-b-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/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://www.cdc.gov/vaccines/schedules/hcp/imz/adult.html
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