
+2 years:  
referral to LTFP

LTFP  
Welcome  

pack  
sent to  
families

CCC  
appointments

Appointment 
scheduled
Pre-clinic  

questionnaire
(PCQ) sent to 

families

Ongoing yearly 
appointments 

(and  
questionnaires) 
with LTFP only

Final LTFP  
app (joint  
telehealth  
transition  
clinic if  

available)

Time 
alone  
clinics 
offered

Transition  
introduced

Transition  
plan in  
place

First  
LTFP  

appointment 
within 12 
months

Yearly LTFP 
appointments  

and  
questionnaires

+3  
years

+5  
years

Year 12 or 
age 18

Age
13+

Age
15+

Age
16+

LTFP has different kinds of clinics, and families are seen in 
the clinic that meets their needs at that time. Clinics have 

different names depending on what healthcare professionals 
are there. We refer to other services as required.

Yearly appointments for late effects and survivorship 
needs may be at one of the children’s hospitals or 
if appropriate with a GP or Paediatrician closer to 

home (this is called Shared Care).
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During the ‘surveillance’ phase (end of treatment up to 5 years depending on diagnosis/ 
treatment) families have Children’s Cancer Centre (CCC) and Long Term Follow-Up  

Program (LTFP) appointments – and that’s ok. CCC will check for any signs of cancer  
recurrence and LTFP will help with late effects of treatment and general health and wellbeing.

After Treatment Finishes – The Victorian Long Term Follow-up Pathway


