
Care coordinator function and automated surveillance system by HUB PTC

Entry into long 
term aftercare

Risk assessment
including psychosocial 
assessment care 
planning

Care plan
including assigned

level of care

Regular follow up
and review of care plan

IT system
populated

Aftercare
MDT

MDT
review

**Transition
at 16-18 years
to young
adult services

**Transition
at 24-25 years
to adult
services

***Transfer
to level
1 or 2
pathway

Diagnostic
and treatment

MDT

Treatment

Treatment
summary

Relapse -
oncology/SMN

Change in late
effects profile

Clinical level of care

Aftercare planning and model of care

MDT
review Refer to

palliative 
care pathway 

Patient and parent education
and psychological support

Tests and review

Referral to specialist
clinic as required

Pathway Clinical and psychological care

Transition

IT Systems

Planning and level of care

Frequency of follow-up is determined by level of risk

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