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This summary of the American Cancer Society Prostate Cancer Survivorship Care Guidelines targets primary care
physicians who coordinate care of prostate cancer survivors with subspecialists. Prostate cancer survivors should
undergo prostate-specific antigen screening every six to 12 months and digital rectal examination annually. Surveil-
lance of patients who choose watchful waiting for their prostate cancer should be conducted by a subspecialist. Any
hematuria or rectal bleeding must be thoroughly evaluated. Prostate cancer survivors should be screened regularly
for urinary incontinence and sexual dysfunction. Patients with predominant urge incontinence symptoms, which can
occur after surgical and radiation treatments, may benefit from an anticholinergic agent. If there is difficulty with
bladder emptying, a trial of an alpha blocker may be considered. A phosphodiesterase type 5 inhibitor can effectively
treat sexual dysfunction following treatment for prostate cancer. Osteoporosis screening should occur before initia-
tion of androgen deprivation therapy, and patients treated with androgen deprivation therapy should be monitored
for anemia, metabolic syndrome, and vasomotor symptoms. Healthy lifestyle choices should be encouraged, includ-
ing weight management, regular physical activity, proper nutrition, and smoking cessation. Primary care physicians
should be vigilant for psychosocial distress, including depression, among prostate cancer survivors, as well as the
potential impact of this distress on patients’ family members and partners. (Am Fam Physician. 2016;93(9):764-770.
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rostate cancer is commonly recog-

nized and treated. In 2014, there

were an estimated 3 million pros-

tate cancer survivors in the United
States.! The number of treated prostate can-
cer survivors is growing, and this population
is aging. These survivors are routinely part
of a primary care physician’s panel; however,
nearly one-half of primary care physicians feel
unprepared to manage the long-term effects of
prostate cancer treatment.” In this summary,
we review the July 2014 American Cancer
Society (ACS) Prostate Cancer Survivorship
Care Guidelines, which are based on recom-
mendations from an interdisciplinary expert
workgroup.” Although other guidelines have
addressed aspects of follow-up for prostate
cancer treatment, this is the first time compre-
hensive prostate cancer survivorship guide-
lines have been published. The ACS guidelines
were developed to assist primary care physi-
cians in caring for prostate cancer survivors,
including monitoring for cancer recurrence,
and managing the physical and psychological
consequences of treatment.

Epidemiology

Prostate cancer is relatively common, and
survival rates are exceedingly high. In 2014, it
was estimated that 233,000 new cases would
be diagnosed within that year.! Up to 93% of
prostate cancers are diagnosed in a local or
regional stage,! which confers a nearly 100%
five-year survival rate.*> As a result, pros-
tate cancer survivors are treated in primary
care clinics for years and even decades after
treatment.

Coordination of Care

To facilitate appropriate coordination of care
for prostate cancer survivors, the Institute
of Medicine recommends that subspecial-
ists provide primary care physicians with
treatment summaries and a follow-up plan.*
Primary care physicians should collaborate
with treating subspecialists to define their
respective roles and responsibilities, taking
into account patients’ specific situations,
including social support and geographic
limitations. Currently, there is no systematic
approach to information-sharing between
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SORT: KEY RECOMMENDATIONS FOR PRACTICE

Evidence
Clinical recommendation rating References
Digital rectal examination should be performed annually as follow-up after prostate cancer treatment. C 3,5
Prostate-specific antigen levels should be checked every six to 12 months for five years and then annually C 3,5
thereafter as follow-up after prostate cancer treatment.
In patients treated with androgen deprivation therapy, baseline dual energy x-ray absorptiometry should be C 3,13, 14
performed to measure bone mineral density.
After prostate cancer treatment, health-related quality of life should be assessed annually using tools such as C 3,20

the Expanded Prostate Cancer Index Composite for Clinical Practice (EPIC-CP; eFigure A).

A = consistent, good-quality patient-oriented evidence, B = inconsistent or limited-quality patient-oriented evidence, C = consensus, disease-oriented
evidence, usual practice, expert opinion, or case series. For information about the SORT evidence rating system, go to http://www.aafp.org/afpsort.

subspecialists involved in cancer care and primary care
physicians.! Each physician may need to develop his or
her own system to ensure appropriate coordination.

Monitoring for Prostate Cancer Recurrence

Patients commonly choose active surveillance of their
prostate cancer. Surveillance for cancer recurrence is
typically performed by a subspecialist® and should be
clearly handed off to the primary care physician when
the subspecialist will no longer follow the patient. It is
important to note that following prostate cancer survi-
vors for cancer recurrence is distinct from screening for
new cancers.

The guidelines recommend lifelong monitoring for
recurrence using blood prostate-specific antigen (PSA)
levels and digital rectal examination (DRE). Either the
subspecialist or the primary care physician should per-
form a DRE annually. The PSA level should be checked
every six to 12 months for the first five years and then
annually thereafter. After radical prostatectomy, any
measurable level of PSA (0.03 ng per mL [0.03 mcg per
L] is considered undetectable) warrants referral to the
subspecialist. After radiation therapy, the PSA level

reaches its lowest point six months to several years after
treatment. The goal for patients treated with radiation is
a PSA level less than 1.0 ng per mL (1.0 mcg per L). Any
subsequent rise in PSA level warrants referral to the sub-
specialist (Table 1).>*

Monitoring for Secondary Malignancies

Secondary malignancies after radiation therapy occur
relatively infrequently, at a rate of one in 220 to 290,° with
bladder and rectal cancers most commonly observed.’
Any episode of hematuria presenting in a prostate can-
cer survivor should prompt referral for cystoscopy to
exclude bladder cancer. Routine urinalysis to screen for
bladder cancer is not recommended. Any episode of rec-
tal bleeding should trigger a workup to exclude rectal or
colon cancer.’

Assessment of Physical and Psychosocial Issues

All prostate cancer survivors should be assessed for phys-
ical and psychosocial issues related to cancer and cancer
treatments (Tables 2 and 3).> The level of evidence for
most of these recommendations is based on case studies
and expert opinion.

Table 1. PSA Monitoring in Prostate Cancer Survivors

Primary treatment Expected PSA level

Action

Radiation Target < 1.0 ng per mL (1.0 mcg per L), usually
decreases between six months to several years
posttreatment

Prostatectomy < 0.03 ng per mL* (0.03 mcg per L) two months

after surgery

Androgen deprivation
therapy

Target < 0.05 to 0.1 ng per mL (0.05 to 0.1 mcg per
L) within six to eight weeks of therapy initiation

If PSA level is increased from previous level, repeat in
three months; seek subspecialty referral after two
consecutive increasing PSA levels within three months

Seek subspecialty referral after any detectable PSA level

PSA level should be monitored by oncologist during
therapy

PSA = prostate-specific antigen.
*—Considered undetectable level.

Information from references 3 and 5.
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Table 2. Summary of Common Long-Term and Late Effects of Prostate Cancer and Its Treatment

Treatment type

Long-term effects

Late effects

Surgery (radical
prostatectomy: open,
laparoscopic, robotic
assisted)

Radiation (external
beam or
brachytherapy)

Hormone (androgen
deprivation therapy)

Expectant management
(active surveillance or
watchful waiting)*

Urinary dysfunction
Urinary incontinence (stress)
Urinary symptoms (urgency, frequency, nocturia, dribbling)
Urethral stricture formation (scarring at the urethra)
Sexual dysfunction
ED
Lack of ejaculation

Orgasm changes (without erection, associated with
incontinence)

Penile shortening

Urinary dysfunction
Urinary incontinence

Urinary symptoms (dysuria, urgency, frequency, nocturia,
dribbling)

Hematuria
Urethral stricture
Sexual dysfunction
Progressive ED
Decreased semen volume
Bowel dysfunction
Fecal urgency, frequency, incontinence
Blood in stool
Rectal inflammation, pain

Sexual dysfunction
Loss of libido
ED

Other
Hot flashes/sweats
Weight gain, abdominal obesity
Change in body image
Excessive emotional reactions and frequent mood changes
Depression
Fatigue/decreased activity
Gynecomastia
Anemia
Body hair loss
Dry eyes

Stress, anxiety, worry

Risks associated with repeat biopsy (active surveillance),
PSA levels, and DREs

Symptoms associated with disease progression

Disease progression

Urinary dysfunction

Urethral stricture

Hematuria due to small blood vessel changes
Sexual dysfunction

ED can be delayed in onset 6 to 36 months
after therapy

Bowel dysfunction

Rectal bleeding secondary to thinning/small
blood vessel changes of anterior rectal wall
mucosa

Disease progression

Osteoporosis, fractures
Metabolic syndrome

Cardiovascular disease (possible increased risk
of myocardial infarction)

Diabetes, decreased sensitivity to insulin and
oral glycemic agents

Increased cholesterol

Increased fat mass and decreased lean muscle
mass/muscle wasting

Venous thromboembolism
Vertigo

Cognitive dysfunction
Disease progression

Disease progression

continues

DRE = digital rectal examination; ED = erectile dysfunction, PSA = prostate-specific antigen.

*—According to the National Cancer Institute Dictionary of Cancer Terms, active surveillance indicates a treatment plan that involves closely watching
a patient’s condition but not giving treatment unless there are changes in test results that show the condition is getting worse. Active surveillance
may be used to avoid or delay the need for treatments such as radiation therapy or surgery, which can cause side effects or other problems. During
active surveillance, certain examinations and tests are done on a regular schedule. It may be used in the treatment of certain types of cancer, such
as prostate cancer. It is a type of expectant management. Watchful waiting indicates closely watching a patient’s condition but not giving treatment
unless symptoms appear or change. Watchful waiting is sometimes used in conditions that progress slowly. It is also used when the risks of treatment
are greater than the possible benefits. During watchful waiting, patients may be given certain tests and examinations. Watchful waiting is sometimes
used in prostate cancer. It is a type of expectant management.
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Table 2. Summary of Common Long-Term and Late Effects of Prostate Cancer and Its Treatment (continued)

General psychosocial long-term and late effects
Depression, depressive symptoms

Distress (multifactorial unpleasant experience of psychological,
social, and/or spiritual nature)

Worry, anxiety
Fear of recurrence

T
|
I
|
I
|
I
I
I
|
I
I
‘ |
Pain-related concerns :
I
1

End-of-life concerns: death and dying

Changes in sexual function and/or desire

Challenges with body image (secondary to surgery, hormonal therapy)
Challenges with self-image

Relationship and other social role difficulties

Return-to-work concerns and financial challenges

Reprinted with permission from Skolarus TA, Wolf AM, Erb NL, et al. American Cancer Society prostate cancer survivorship care guidelines [published
correction appears in CA Cancer J Clin. 20714,64(6):445]. CA Cancer J Clin. 2014,64(4):229.

PHYSICAL ISSUES

Urinary Incontinence. Stress incontinence typically
improves during the first year after prostatectomy and
then usually resolves.® Radiation therapy may cause
short-term effects that are indistinguishable from symp-
toms of urinary tract infection. Long-term effects of
radiation therapy are generally more complex, and may
include lower urinary tract symptoms similar to those of
benign prostatic hyperplasia, as well as anatomic changes
such as strictures, fistulas of the urinary tract, overt uri-
nary incontinence, or hematuria.’ Although hematuria
may be a long-term adverse effect from radiation treat-
ment, it warrants subspecialty referral for cystoscopy. It
is important for physicians to inquire about symptoms
of urinary leakage, frequency, or incontinence, and the
use of incontinence pads because patients are often hesi-
tant to discuss these symptoms.

Patients with predominant urge incontinence symp-
toms, which can occur following surgical and radiation
treatments, may benefit from an anticholinergic agent
(e.g., oxybutynin). If there is difficulty with bladder
emptying, a trial of an alpha blocker (e.g., tamsulo-
sin [Flomax]) may be considered. Multiple approaches
exist to address postprostatectomy incontinence. These
include less invasive methods, such as pelvic floor muscle
exercises and medication management, or more invasive
procedures using urethral bulking agents, such as col-
lagen, slings, or artificial urinary sphincters.®

Sexual Dysfunction. Sexual dysfunction after prostate
cancer treatment with radiation and prostatectomy is
common. Rates of postprostatectomy erectile dysfunc-
tion (ED) have been reported up to 79% at two years
and 76% at five years, whereas rates of postradiation ED
have been reported up to 61% at two years and 72%
at five years.’ Prostate cancer survivors at higher risk
of sexual dysfunction include older men, those who
already have ED, and those who did not have nerve-
sparing surgery.'

A phosphodiesterase type 5 (PDES5) inhibitor can treat
sexual dysfunction after prostate cancer treatment.!
The evidence supporting early penile rehabilitation to
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improve function, including administration of a PDE5
inhibitor soon after surgery, is equivocal.”? If ED does not
improve with a PDE5 inhibitor, additional trials should
be considered because many men can regain some erec-
tile function up to two to four years after surgery.> ED
can develop six to 36 months after radiation therapy is
complete. A trial of a PDES5 inhibitor is warranted for
patients with ED after radiation therapy.’

If PDE5 inhibitors do not successfully treat ED, other
treatment options may be considered in consultation
with a urologist. These include pharmacologic interven-
tions, such as intraurethral dissolvable prostaglandin
pellets and intracavernosal prostaglandin injections,
or mechanical interventions, such as vacuum erection
devices and penile prostheses.’

Osteoporosis. Androgen deprivation therapy increases
the risk of decline in bone mineral density and fracture.”
Patients should be counseled on appropriate calcium
intake of up to 1,200 mg per day and vitamin D intake
of at least 600 IU per day, both of which are consistent
with the guidelines’ recommendations for nutritional
support. Bone density evaluation is commonly over-
looked in prostate cancer survivors. Only about 10% of
men receiving androgen deprivation therapy have a bone
density evaluation six months before or 12 months after
starting treatment." If androgen deprivation therapy is
planned, a baseline measurement of bone mineral den-
sity using dual energy x-ray absorptiometry followed by
a Fracture Risk Assessment Tool (FRAX) score (https://
www.shef.ac.uk/FRAX/tool.jsp) should be obtained
before initiating treatment. The FRAX score should take
into account previous use of androgen deprivation ther-
apy. Bisphosphonate therapy should be initiated if indi-
cated based on the FRAX score.’

Bowel Dysfunction. Bowel dysfunction is a concern
after treatment with radiation therapy. Radiation can
cause acute or chronic proctitis with bowel symp-
toms including irregular bowel movements, flatulence,
diarrhea, and rectal bleeding. Hydration, stool soft-
eners, topical steroids (e.g., hydrocortisone), or anti-
inflammatories (e.g., mesalamine) may provide relief.
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Table 3. Guidelines for the Assessment and Management of Physical and Psychosocial Long-Term
and Late Effects of Prostate Cancer and Its Treatment

Anemia: specific risk for men receiving ADT

Perform annual CBC to monitor hemoglobin levels

Bowel dysfunction

Discuss bowel function and symptoms (e.qg., rectal bleeding) with survivors

For men with a negative colorectal cancer screening result, prescribe stool softeners, topical steroids, or anti-inflammatories for survivors
experiencing rectal bleeding

Refer survivors with persistent rectal symptoms (e.g., bleeding, sphincter dysfunction, rectal urgency and frequency) to the appropriate
subspecialist

Cardiovascular and metabolic effects: specific risk for men receiving ADT

Follow USPSTF guidelines for evaluation and screening for cardiovascular risk factors, blood pressure monitoring, lipid profiles, and serum
glucose (http://www.uspreventiveservicestaskforce.org/uspstopics.htm)

Distress/depression/PSA anxiety
Assess for distress/depression/PSA anxiety periodically (at least annually) using a simple screening tool, such as the Distress Thermometer
Manage distress/depression using in-office counseling resources or pharmacotherapy as appropriate

If office-based counseling and treatment are insufficient, refer survivors experiencing distress/depression for further evaluation and/or
treatment by appropriate subspecialists

Fracture risk/osteoporosis: specific risk for men receiving ADT

Assess risk of fracture for men treated with ADT or older radiation techniques through baseline DEXA scan and calculation of
a FRAX score

For men determined to be high risk, prescribe weekly bisphosphonate therapy (oral alendronate at a dosage of 70 mg) or annual
intravenous zoledronic acid at a dosage of 5 mg to increase bone density; denosumab is also approved by the FDA to treat men at
increased risk of osteoporosis

Sexual dysfunction/body image
Discuss sexual function with survivors
Use validated tools, such as the SHIM, to monitor erectile function over time

Erectile dysfunction may be addressed through a variety of options, including penile rehabilitation or prescription of phosphodiesterase
type 5 inhibitors (e.g., sildenafil, vardenafil, tadalafil)

Refer men with persistent sexual dysfunction to a urologist, sexual health specialist, or psychotherapist to review treatment and
counseling options

Sexual intimacy
Encourage couples to discuss their sexual intimacy and refer to counseling or support services as appropriate
Prescribe medication as described above to address erectile dysfunction

Instruct couples on use of sexual aids to improve erectile dysfunction for men/male partners as well as postmenopausal symptoms
for women; refer to health professional with expertise in sex therapy

Urinary dysfunction
Discuss urinary function (e.g., urinary stream, difficulty emptying bladder) and incontinence with all survivors

Consider timed voiding, prescribing anticholinergic medications (e.g., oxybutynin) to address issues such as nocturia, frequency,
or urgency; consider alpha blockers (e.g., tamsulosin) for slow stream

Refer survivors with postprostatectomy incontinence to a physical therapist for pelvic floor rehabilitation; at a minimum, instruct survivors
about Kegel exercises

Refer men with persistent leakage or other urinary symptoms to a urologist for further evaluation (e.g., urodynamic testing, cystoscopy)
and discussion of treatment options, including surgical placement of a male urethral sling or artificial urinary sphincter for incontinence

Vasomotor symptoms (e.g., hot flashes): specific risk for men receiving ADT

Although not approved by the FDA for this indication, prescription of selective serotonin or noradrenergic reuptake inhibitors or
gabapentin may offer symptom relief

ADT = androgen deprivation therapy, CBC = complete blood count; DEXA = dual energy x-ray absorptiometry; FDA = U.S. Food and Drug Administra-
tion; FRAX = World Health Organization Fracture Risk Assessment Tool, PSA = prostate-specific antigen, SHIM = Sexual Health Inventory for Men;
USPSTF = U.S. Preventive Services Task Force.

Adapted with permission from Skolarus TA, Wolf AM, Erb NL, et al. American Cancer Society prostate cancer survivorship care guidelines [published
correction appears in CA Cancer J Clin. 2014,64(6):445]. CA Cancer J Clin. 2014,64(4):229.

Late effects may include rectal ulceration, fistula forma- Anemia. Androgens are involved in erythropoiesis.
tion, sphincter dysfunction, rectal urgency, frequency, Androgen deprivation therapy can lead to normo-
and rectal pain. These late effects may require referral to  chromic normocytic anemia.’ Annual complete blood
a subspecialist.>'? counts may be considered to monitor for anemia in men
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treated with androgen deprivation therapy, but there is
no evidence to support this practice.’

Cardiovascular and Metabolic Effects. The data are
inconclusive to determine the risk of cardiovascular dis-
ease and metabolic effects after androgen deprivation
therapy. Treatment with androgen deprivation therapy
may increase the risk of metabolic syndrome by decreas-
ing lean muscle mass, increasing fat mass, decreasing
insulin sensitivity, and adversely impacting cholesterol
markers.”” No specific interventions are recommended,
but routine monitoring of cardiovascular risk factors,
including blood pressure, glucose levels, and cardiovascu-
lar risk factor screening, should be considered according
to guidelines for the general population. This is particu-
larly important in patients treated with androgen depri-
vation therapy for six months or more because they have
increased propensity to develop metabolic syndrome.’

Vasomotor Symptoms. The prevalence of hot flashes
may reach 40% in men treated with androgen depriva-
tion therapy.”® Vasomotor symptoms can last for years
after therapy is completed. Although there is no treat-
ment approved by the U.S. Food and Drug Adminis-
tration for vasomotor symptoms, the ACS guidelines
recommend off-label use of paroxetine (Paxil), 10 mg per
day, or venlafaxine, 37.5 mg per day. Gabapentin (Neu-
rontin) may also be considered as a treatment option.’

PSYCHOSOCIAL ISSUES

Prostate cancer survivors should be assessed for psy-
chosocial issues related to their cancer and cancer treat-
ments.” This assessment should take into account the
specific therapy received. Health-related quality of life
should be tracked annually to measure the survivor’s per-
ceived physical and psychosocial health. The Centers for
Disease Control and Prevention defines health-related
quality of life as a broad multidimensional concept that
usually includes self-reported measures of physical and
mental health.” There is evidence to suggest a decrease
in health-related quality of life after diagnosis of prostate
cancer, particularly in the first six months.® Although
health-related quality of life generally improves over
time, many survivors are at risk of developing major
depressive disorder.?® There are several tools available
to help assess these issues, including the Sexual Health
Inventory for Men and the Expanded Prostate Cancer
Index Composite for Clinical Practice (EPIC-CP; eFig-
ure A), which provides the broadest physical and psy-
chosocial assessment. These tools are available within
the original guidelines, which are accessible for free at
http://onlinelibrary.wiley.com/doi/10.3322/caac.21234/
abstract.

May 1, 2016 * Volume 93, Number 9

www.aafp.org/afp

Prostate Cancer Survivors

Depression, Anxiety, and Psychological —Distress.
Between 9% and 25% of prostate cancer survivors expe-
rience major depressive disorder, and at least 25% have
increased anxiety.”»** Many experience psychological
distress, including worsening social and emotional func-
tioning.” These symptoms can contribute to increased
health care use and costs,* and increased rates of suicidal
ideation and suicide completion.** Routine screening for
psychological distress is advised, including discussions
with family and caregivers. Risk factors for psychologi-
cal distress include living alone, younger age, lower edu-
cational attainment, advanced prostate disease, multiple
comorbidities, history of psychiatric diagnoses, and low
cognitive or physical function.> Anxiety related to PSA
surveillance has also been reported.” Referral for behav-
ioral interventions may be warranted among persons
experiencing significant psychosocial distress.

Relationships. Partners of prostate cancer survivors
should be considered in survivorship care. Partners expe-
rience stress related to diagnosis and treatment, which can
adversely affect the relationship.? The ACS recommends
that partners be included in shared decision making for
interventions to manage ED, anxiety and depression, and
adverse effects of androgen deprivation therapy. Referral
for counseling or sex therapy may also be beneficial.

Healthy Lifestyle Choices
HEALTHY WEIGHT AND ACTIVITY

The ACS recommends that all patients with cancer who
are overweight or obese limit their intake of calorically
dense foods and beverages, as well as increase their activ-
ity to lose weight; however, the ACS does not indicate
specific caloric intake guidelines.>*

Although physical activity is important for the general
population, prostate cancer survivors should pay spe-
cial attention to their activity level. Evidence suggests a
decreased risk of cancer recurrence among those who are
physically active.”” The ACS recommendations for physi-
cal activity are similar to those of the American Heart
Association and include at least 150 minutes per week of
moderate-intensity or 75 minutes per week of vigorous-
intensity aerobic exercise, which may also include weight-
bearing activities.” Cancer survivors are encouraged to
avoid any period of inactivity and return to normal activi-
ties as soon as possible after surgery or other interventions.

NUTRITION

The ACS recommends a diet plentiful in micronutrient-
and phytochemical-rich fruits and vegetables for prostate
cancer survivors. This diet should provide 600 IU per
day of vitamin D and up to 1,200 mg of calcium. Alcohol
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consumption should be limited to two drinks per day.
Patients with absorption problems should be referred to
a registered dietitian, preferably with additional exper-
tise as a certified specialist in oncology nutrition.

SMOKING

Smoking is associated with an increased risk of recur-
rence of prostate cancer with metastatic disease in men
who have undergone prostatectomy.”® Smoking cessation
should be discussed with all prostate cancer survivors,
similar to the general population.

Data Sources: In preparing this summary of the ACS guidelines, we also
reviewed literature that supports the ACS guideline. Many of the support-
ing references were previously cited in the guideline. A PubMed search
was also completed. Key search terms included prostate, prostatectomy,
radiation, androgen deprivation therapy, ADT, incontinence, osteoporosis,
survivorship, survivor, anemia, PSA, prostate specific antigen, digital
rectal exam, and DRE. Additionally, we used an Essential Evidence Plus
search, as well as UpToDate and the Cochrane Database of Systematic
Reviews. Search dates: November 17, 2014, through March 5, 2015, and
February 9, 2016.
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Expanded Prostate Cancer Index Composite for Clinical Practice (EPIC-CP)

A clinical tool to measure urinary, bowel, sexual and vitality/hormonal health Date:

Patients: Please answer the following questions by checking the appropriate checkbox. All questions are about your health and symptoms in the LAST

FOUR WEEKS. Select one answer for each question.

1. Overall, how much of a problem has your urinary function been 3. How many pads or adult diapers per day have you been using

for you? for urinary leakage?

1 No problem 0 None

1 Very small problem 1 One pad per day

1 Small problem [d2 Two pads per day

11 Moderate problem 14 Three or more pads per day

1 Big problem 4. How big a problem, if any, has urinary dripping or leakage been
2. Which of the following best describes your urinary control? for you?

(10 Total control 10 No problem

31 Occasional dribbling L1 Very small problem

[J2 Frequent dribbling 2 Small problem

34 No urinary control (J3 Moderate problem

d4 Big problem
Clinicians: Add the answers from questions 2-4 to calculate the Urinary Incontinence Symptom Score (out of 12):

No Very small Small Moderate Big

5. How big a problem, if any, has each of the following been for you? problem problem problem problem problem
a. Pain or burning with urination 0 1 2 3 4
b. Weak urine stream/incomplete bladder emptying 0 1 2 3 4
¢. Need to urinate frequently 0 1 2 3 4

Clinicians: Add the answers from questions 5a-5c to calculate the Urinary Irritation/Obstruction Symptom Score (out of 12):

No Very small Small Moderate Big

6. How big a problem, if any, has each of the following been for you? problem problem problem problem problem
a. Rectal pain or urgency of bowel movements 0 1 2 3 4
b. Increased frequency of your bowel movements 0 1 2 3 4
¢. Overall problems with your bowel habits 0 1 2 3 4

Clinicians: Add the answers from questions 6a-6¢ to calculate the Bowel Symptom Score (out of 12):

7. How would you rate your ability to reach 8. How would you describe the usual quality 9. Overall, how much of a problem has your
orgasm (climax)? of your erections? sexual function or lack of sexual function
30 Very good a0 Firm enough for intercourse been for you?
a1 Good a1 Firm enough for masturbation and 0 No problem
Q2 Fair foreplay only 1 Very small problem
Q3 Poor 12 Not firm enough for any sexual activity 2 Small problem
Q4 Very poor to none 14 None at all 13 Moderate problem

14 Big problem

Clinicians: Add the answers from questions 7-9 to calculate the Sexual Symptom Score (out of 12):

No Very small Small Moderate Big

10. How big a problem, if any, has each of the following been for you? problem problem problem problem problem
a. Hot flashes or breast tenderness/enlargement 0 1 2 3 4
b. Feeling depressed 0 1 2 3 4
c. Lack of energy 0 1 2 3 4

Clinicians: Add the answers from questions 10a-10c to calculate the Vitality/Hormonal Symptom Score (out of 12):

Clinicians: Add the five domain summary scores to calculate the Overall Prostate Cancer Quality-of-Life Score (out of 60):

eFigure A. Expanded Prostate Cancer Index Composite for Clinical Practice (EPIC-CP). The changes in quality of life
for each prostate treatment modality are well recognized, but the objective characterization and quantification of
such changes are challenging. A validated tool specifically for prostate cancer patients has not yet been realized. This

relatively brief and accessible quality of life instrument is designed for use in the routine clinical care of patients with

prostate cancer.
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