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Pre 
treatment 

MDT

Surgical,  Radical 
and Adjuvant 
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appropriate 

OP 
attendance 
to review
care plan 

and 
complete  
Treatment 

Record 
Summary

Recovery and Adaptation Phase with 
focus on self management & 

education 

Frequency of OP review 
determined by need or year 1 3/12, 

year 2 6/12, year 3 to end of life 
annually

From 3m or 
when PSA 
is stable

Care plan 
review 

risk 
stratified 

into 
appropriate 

pathway

Self management 
with support and 

appropriate 
surveillance

40%

Shared care 
(person and 

Professionals)
25%

Complex care
35%

OP Visit to discuss 
Treatment Options

Supportive care 

CURATIVE INTENT

Other treatment/
managementPALLIATIVE INTENT

Active surveillance
ACTIVE SURVEILlANCE

Condition Change



REMOTE SURVEILLANCE 

PSA, Bone Scan, repeat biopsies 

Self management with support 
and appropriate surveillance 

based on patient choice
40%

Care Coordination

Surveillance tests  
Self assessment 

Questionnaire

GP to screen for  
CVD, osteoporosis 

if required

Direct contact by 
HCP

Outside guideline
parameters

Within guideline 
parameters

Continue 
surveillance until 

no longer 
indicated 

If recurrence or 
new cancer

Further 
Tests/discussion

Tests result to GP/
Specialty team 

and patient 
(electronic or 

letter)

If symptoms of 
consequences of 
cancer treatment

Back to Diagnosis

Risk stratified into  
appropriate aftercare  

pathway

Care 
plan 

review 



Self management with support 
and appropriate surveillance

Shared care (person and 
Professionals)

25%
Complex care

Care Coordination

Transition to End of Life Care 
Pathway

Review by HCP dependent on need, preceded by tests
This would be to meet individual needs as a result of risk assessment of 

the disease, treatment and individual with the conclusion that it is 
inappropriate to self manage at this time. 

As circumstances change…...

Assessment 
and care 

plan review

If recurrence or 
new cancer Back to Diagnosis



Shared care (person and 
Professionals)

Complex care
35%

Care Coordination

Transition to End of Life Care 
Pathway

Consultant led reviews
(Frequency determined by need)

Risk Stratification considered at each review

As circumstances change  …..

Assessment 
and care 

plan review

If recurrence or 
new cancer Back to Diagnosis
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