
 

INFOFLEX WEB V6 

QUICK REFERENCE GUIDE – Viewing a Cancer Pathway 

 

After searching for and selecting your patient you will see the options available to you. 

 

To view the patient’s current referrals, click ‘View Cancer Pathways’ 

You will be met with the referral Summary screen 

 

From the summary screen you can see information such as ‘Referral Date’, ‘Priority Type’, ‘Current 

Tumour Site’ & ‘Primary Diagnosis’. Simply click on a referral row to select. 

 

 

 

 

 

 



 

Once we’ve selected a referral we are met with the following screen 

 

Every Tab will have sub tabs available to click and View as you can see above. We are on the main 

‘Referral Details’ tab which has three sub tabs branching off it, 

1. Referral Details 

2. Adjustments, Upgrades, Tracking and Management 

3. Escalation & Alternate Pathway Management 

This set up is consistent across Infoflex Web V6 and very easy to use and navigate. From this screen 

we can easily see any of the referral details as well as Diagnosis Details, Patient History, 

Investigations, Treatments, MDT Meetings & Specialist Referral. These can be viewed by simply 

clicking on the desired tab to view or enter your patient data 

 

 

 

 

 

 



 

 

Cancer Diagnosis 

 

Above is the ‘Diagnosis Details’ tab. 

This gives us an overview of the patient’s diagnosis and specific details around diagnosis like agreed 

diagnosis date, the Primary diagnosis type, the Morphology type & date patient informed of 

Diagnosis. 

We can see different sub tabs within the Diagnosis Details tab and patient or tumour data will need 

to be completed on the appropriate tab depending on tumour groups. 

CR2030: Date of Diagnosis (Clinically Agreed) should be completed for all new primary cancers. 

CR6500: Date of NonPrimary Diagnosis should be completed for all non-primary cancers 

(Please note: CR2030 & CR6500 are conditional fields. You would see which ever one is relevant to 

this cancer pathway) 

 

 

 

 



 

 

CWT: Adjustments and Delay Reasons 

 

An overview of any delays or adjustments to First treatment. Information on this page is pulled from 

the patient’s treatment event 

Cancer Faster Diagnosis Pathway 

 

This data is to be completed for all 62 day cancer referrals and documents whether or not the 

patient was informed of diagnosis prior to day 28 of the pathway. 



 

 

Risk Factors, Observations & Results 

 

Within this page data can be collected such as smoking status or alcohol history depending on the 

tumour groups requirements. 

 

 

 

 

 

 

 



 

 

Initial Care Plan Summary 

 

The initial Care Plan Summary writes back from the MDM/Cancer Care Plan event and is a 

requirement for COSD. 

In order for details to write back to this event,, the care plan section at the bottom of the discussion 

panel should be completed everytime a new care plan is created for the patient and the MDM Type 

is C – Care Plan. The care plan event with the earliest date is the data that will be written back to this 

event. Tumour specific fields that aren’t written back to this event should be completed manually 

when applicable 

 

 

 

 

 

 

 

 



 

 

TNM: Final Pre-Treatment & Integrated Staging 

 

To record ‘Pre-Treatment’ staging click on Enter Final Pre-Treatment 

To record Post or ‘Integrated TNM Values’ staging, click on Enter Final Integrated TNM 

 

 

The ‘Clinical TNM staging’ fields will 

appear and look the same regardless 

of Pre or Post stage TNM being 

recorded. 



 

Adding Investigations or Pathology Entries 

From the picture below, we can see the Investigations tab has been selected. On this panel we can 

add, 

• Diagnostic Procedures 

• Laboratory Results 

• Imaging 

• Diagnostic Pathology 

• Post-Operative Pathology 

 

You can view any previous entries simply by selecting the row or add a new entry by selecting the 

‘+Add’ green button 


