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What is Active Surveillance?

» Close monitoring of low risk (Gleason 3+3) and select low-intermediate risk (Gleason 3+4) prostate
cancer

« Utilization of PSA (density <0.15 ng/mL/cc), MRI, and biopsy

« Potential use of genomic testing such as Oncotype DX, Decipher, and Prolaris in conjunction with
routine methods of assessment
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AUA recommendations for AS candidates
EB1
For patients with low-risk prostate cancer, clinicians should recommend active surveillance as the preferred management option.

(Strong Recommendation; Evidence Level: Grade A)

In asymptomatic patients with prostate cancer and limited life expectancy (determined on a patient-specific basis), clinicians should
recommend watchful waiting. (Strong Recommendation; Evidence Level: Grade A)

For patients with favorable (3+4, < 50% cores) intermediate-risk prostate cancer, clinicians should discuss active surveillance, radiation
therapy, and radical prostatectomy. (Strong Recommendation; Evidence Level: Grade A)

Clinicians should inform patients with intermediate-risk prostate cancer considering whole gland or focal ablation that there is a lack of
high-quality data comparing ablation outcomes to radiation therapy, surgery, and active surveillance. (Expert Opinion)
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EB1

A "Strong Recommendation" with "Grade A" evidence signifies the
highest level of confidence in clinical guidelines, indicating that
benefits substantially outweigh risks. It is based on consistent data
from high-quality sources like multiple randomized controlled
trials (RCTs) or meta-analyses, implying that further research is
unlikely to change this confidence.

Only one without this is the intermediate risk, vague guidance
Elizabeth Bucher, 3/15/2026
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Candidates for AS

» Early-stage (T1-T2a)- disease contained within the prostate
» Low risk Gleason score 6 (3+3) or very low-volume 7 (3+4)

» Pattern 4 < 10% of tissue on biopsy

* Low tumor volume

« Absence of adverse pathological features such as intraductal carcinoma or cribriform patterns
* PSA: Typically less than 10 ng/mL
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Wait... | thought this was called Watchful Waiting?

*All patients with prostate CA can potentially do watchful waiting*

Typical criteria include any patient with prostate CA with limited life exfesstancy
or potential for exacerbation of comorbidity or severe side effect
risk/complication from treatment.
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EB2 Volume of grade Il disease is important
Elizabeth Bucher, 3/9/2026
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EB3 Types of patients
Life limiting ilinesses- dialysis, oxygen dependent etc
- life expectancy < 10 years (PSA not recommended for these
patients)
- have utilized when prostate CA is incidentally identified by PCP

checking PSA, etc.
Elizabeth Bucher, 2/18/2026
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AS vs WW
EB4
Low risk or select
intermediate risk All patients
patients
Combo monitoring Combo monitoring

approach including | approach, typically not
repeat biopsy at including repeat biopsy-
specified intervals > less regimented
Recommended to
continue indefinitely |May discontinue at any
unless life expectancy |time based on patient’s
changes, i.e. other CA | health or other factors
diagnosis, etc.
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MRI prostate- What is the purpose?

- Use of PI-RADS rating system to determine risk of high grade prostate CA

- Multi purpose- Used as “map” for repeat biopsy vs tool to determine need
for repeat biopsy versus continued PSA surveillance
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EB4 PSA, MRI, and/or biopsy

MRI is not a replacement for bx
Elizabeth Bucher, 3/8/2026
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Genomic testing

Newer options to help with risk stratification especially for intermediate risk PC

Usually minimal cost for patient- financial assistance, cost based on income, bill to
government and commercial insurance

EB5)
Utilization of tissue from prostate biopsy- no further testing is needed
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Sample Report:
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EB5 Huge pro, nothing more invasive etc.
Elizabeth Bucher, 3/15/2026
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EB6 Only test included in NCCN guidelines

Helps to determine how “active” AS should be
Elizabeth Bucher, 3/16/2026
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EB7 analysis of 46 gene expressions to determine risk of metastasis
and mortality

Also
Elizabeth Bucher, 3/15/2026
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EB8 determine risk of aggressiveness of cancer i.e. risk of metastasis as

well as appropriateness of AS vs treatment
Elizabeth Bucher, 3/15/2026
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AUA recommendations for AS

1. Patients managed with active surveillance should be monitored with serial PSA
values and repeat prostate biopsy. (Expert Opinion)

2. In patients selecting active surveillance, clinicians should utilize mpMRI to augment
risk stratification, but this should not replace periodic surveillance biopsy. (Expert
Opinion)
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The Art of Active Surveillance

* No set schedule

+ Recommend PSA every 3-6 months, potentially sooner
+ Digital rectal exam (DRE)

 Utilization of genomic testing

* MRI is helpful for follow up biopsies to aid in focused tissue sampling,
more sensitive at identifying higher risk types of prostate CA

* Not a replacement for biopsy
* Repeat biopsy- 12m-36m
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EB9 Very vague, multiple guidelines
Bottom line is close monitoring is key

Utilization of shared decision making
Elizabeth Bucher, 3/15/2026
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EB10 Further risk stratification based on DNA analysis of the prostate
tissue to determine risk for increase in Gleason score or future
metastasis

If unable to use MRI utilization of genomic testing may be of even

more benefit
Elizabeth Bucher, 2/18/2026
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UCSF- Capra score

- Developed at University of California San Francisco
- Does not require use of MRI findings

- CAPRA score is can be used in all prostate CA diagnoses to determine an individual's
likelihood of metastasis, cancer-specific mortality, and overall mortality
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Variable Specific patient's level Points to be assigned
Under 50

. o Capra Scoring

less than or equal to 6

between 6.1 and 10

0 to 2 Low-risk
3 to 5 intermediate-risk
6 to 10 high-risk

PSA at diagnosis (ng/mi) between 10.1 and 20

between 20.1 and 30

no pattem 4 or 5

Low risk amenable to AS
Gleason score of the biopsy secondary pattem 4 or 5
(primary/secondary)

primary pattern 4 or 5

TiorT2
Clinical stage (T-stage)

0

1

0

1

2

3

more than 30 4
0

1

3

0

T3a 1
less than 34 percent 0
1

Percent of biopsy cores involved with cancer (positive for cancer)
34 percent or more
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STRATIfied CANcer Surveillance (STRATCANS)

EB11

Model that risk-stratifies patients with prostate cancer on
AS three tiers based on their risk of disease progression
with use of NICE Cambridge Prognostic Group (CPG)

AUA-2026°

=
] o <
Washington, DC =
NICE Cambridge Criteria
Prognostic Group (CPG)
1 Gleason score 6 (Grade Group 1) AND PSA < 10

ng/ml AND Stage T1-T2

2 Gleason score 3 + 4 = 7 (Grade Group 2) OR PSA 10—
20 ng/ml AND Stage T1-T2

Gleason score 3 + 4 = 7 (Grade Group 2) AND PSA
10-20 ng/ml AND Stage T1-T2
3 OR
Gleason 4 + 3 = 7 (Grade Group 3) AND Stage T1-T2

4 One of Gleason score 8 (Grade Group 4) OR PSA >
20 ng/ml OR Stage T3

Any combination of Gleason score 8 (Grade Group
4), PSA > 20 ng/ml or Stage T3
5 OR
Gleason score 9-10 (Grade Group 5)
OR
Stage T4

Table 1 - Criteria of the NICE Cambridge Prognostic Groups (NG131)
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EB11 Developed in UK
Allows for more specific monitoring approach, standardized

Utilization of MRI is a must
Elizabeth Bucher, 3/11/2026
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Benefits of use of risk stratification

Study in 2025 that ed Stratcans criteria to 7578 men on AS from the Michigan Urological Surgery
Improvement Collaborative registry. 4009, 2732, and 837 patients were in STRATCANS 1, 2, and 3,
respectively. The risk of progression to 2GG3 was 13%, 33%, and 53% for patients in STRATCANS 1, 2, and
3, respectively.

Survival rates in men with CPG1 and CPG2 are very similar over a 10-year lifespan with marginal gains from
immediate radical therapy-> Quality of life!

Men in CPG3 gain most from radical intervention with a 4-fold reduction in mortality compared to a policy of
conservative management.
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Why not just treat the patient?
- Trend towards prostate CA becoming more of a chronic illness vs acute
disease (exceptions include younger patients or high risk/high grade disease
Gleason 8+)

- Risk of side effects/complications from treatment
- Potential for other diseases to be more acute and require timely treatment

20
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EB12 The rate of any biopsy upgrading was approximately 50% at 3
years across all STRATCANS tiers. STRATCANS tiers were also
significantly associated with time to definitive treatment, with 16%,
28%, and 35% of men in STRATCANS 1, 2, and 3, respectively,

receiving definitive treatment by 36 months.
Elizabeth Bucher, 3/11/2026
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EB13 Incontinence
ED

Rectal bleeding
Elizabeth Bucher, 2/18/2026
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EB14

How to discuss AS with our patients

- AS is NOT doing nothing. It is an active management plan that is flexible

- Discuss the facts. We have good evidence to state that monitoring these
patients is reasonable and will allow for progressive disease to be identified in
a timely manner with initiation of treatment

- Not for all patients even if they meet criteria. May not feel comfortable, high
anxiety, etc. We need to be empathetic with these patients and support them

21
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Questions?

22
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EB14 This is where we as APPs thrive, good relationship with patients
and strong communication. Patients need to be able to trust this
process. The word “cancer” has never previously been associated

with an active surveillance approach
Elizabeth Bucher, 3/11/2026
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