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Frequency of follow-up is determined by level of risk **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)

***There is flexibility to transfer through levels of care on the pathways

Both level 1 and 2 supported self management and planned coordinated care

Treatment summary and care plan is a living document to be updated at any event across the pathway The title of the pathway relates to the
age of diagnosis
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