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Pathway Clinical and psychological care

Transition

IT Systems

Planning and level of care

Frequency of follow-up is determined by level of risk

Treatment summary and care plan is a living document to be updated at any event across the pathway

Pathway is followed in conjunction with agreed protocols and guidelines

Paediatric aftercare pathway

IT system
populated

**There is a flexibility with age range of transition (transition relates to purposeful and planned movement of
CYP survivors from child and young adult to adult services)

The title of the pathway relates to the age of diagnosis

TREATMENT PATHWAY

Rapid re-entry for relapse, questions/advice/and new
symptoms (relating to late effects) and SMN

at any point along the pathway


