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Introduction
1. The National Cancer Plan was published in September 2000. Within the Plan there are a number of commitments and targets relating to waiting times for treatment. This document provides answers to frequently asked questions about the 2001, 2002 & 2005 Cancer Plan targets:

· Maximum one month wait from urgent GP referral for suspected cancer to first definitive treatment for children’s, testicular cancers and acute leukaemia by 2001.

· Maximum one month from diagnosis (DECISION TO TREAT DATE) to first definitive treatment for breast cancer by 2001.

· Maximum two month wait from urgent GP referral for suspected cancer to first definitive treatment for breast cancer by 2002

· Maximum two month wait from urgent GP referral for suspected cancer to first definitive treatment for all cancers by 2005

· Maximum one month wait from diagnosis (DECISION TO TREAT DATE) to first definitive treatment for all cancers by 2005
In addition there is also the existing two week waiting time standard:

· Maximum two week wait for an urgent GP referral for suspected cancer to date first seen for all suspected cancers.

There is an existing Q & A on “Achieving the two week standard: Questions and Answers” available at www.doh.gov.uk/cancer  

2. The two week wait and the 2001 targets are being monitored through the QMCW.  Trusts will continue being asked to return this information whilst a new system of collecting information is being introduced. This document needs to read in conjunction with HSC 2002/005, the Data Set Change Notice 22/2002 and Implementation Guidance which will be made available at www.nhsia.nhs.uk/cancer 

Part I - Who is responsible for meeting the targets and returning data?

1.1 Who is responsible for meeting the targets and returning data for Two Week Standard?

The trust where a patient is first seen following urgent GP referral for suspected cancer is responsible for meeting the two week wait standard. They are also responsible for returning data on these patients up to the date first seen and for explaining breaches of the two week wait standard. 

1.2 Who is responsible for meeting the targets and returning data on the diagnosis to treatment target / Urgent referral to first treatment target?

The trust administering the first definitive treatment is responsible for meeting the targets on time to first treatment.  They are also responsible for returning data on these patients to monitor the targets and for explaining breaches on existing standards (see below). 

1.3 Whose responsibility is it to meet the target when a patient is referred to one hospital and first definitive treatment is delivered in another?
It is the responsibility of the trust administering the first definitive treatment to meet the targets about time to first treatment. They are also responsible for submitting data on these patients and for explaining breaches (see below).  It is important that referrals are made promptly. Cancer networks will need to agree robust arrangements for timely and complete information flow which will need to involve passing on the date of GP referral.

1.4 What information is required on breaches?

Detailed reports on breaches are required only for the cancer waiting standards that are in place.  These reports should include how long the patient waited, reason for the breach in the target and action put in place to prevent further breaches.

Currently details of the following patients are attached to the QMCW

· Patients who are seen after 14 days of urgent GP referral (both those received in 24 hours and referrals received outside 24 hours)

· Patients who are treated after 31 days of the GP decision to refer by their GP for Testicular, Acute Leukaemia or Children's cancer 

· Patients who are treated after 31 days of decision to treat for breast cancer.

Details of breaches of existing standards (as above) will need to be recorded on the national database in line with the implementation timetable given in DSCN 22/2002.  Additionally details of breaches of the two month maximum wait from urgent GP referral for suspected cancer to first treatment for breast cancer will be required on the national database from 1st January 2003.

1.5 Will the QMCW continue to be used?

There will be a period of double reporting while the new national database is being rolled out in which both the database and the QMCW will need to be completed.  The QMCW will be phased out as soon as possible.  This will be when all cancer patients and all referrals for suspected cancer are being entered on the new national database. The QMCW will no longer exist by spring 2004.

1.6 Will the QMCW data collection be expanded for all tumours?

One of the aims of this new database is that it will avoid having to extend the collection of aggregate data in the QMCW, as data on the 2002 breast target and the 2005 targets will be collected through the new system.
1.7 How does the database support the Cancer Services Collaborative?

The database has been designed to support the service improvement work of the Cancer Services Collaborative.  It allows the collection of a small number of additional data items on cancer patients along the patient pathway, which the CSC have shown are useful to service improvement.  

Part II - Which patients do the targets apply to?

2.1 Do the targets include patients who are not referred through the urgent GP (two week wait) route? 

The diagnosis to first treatment target applies to all new diagnoses of cancer regardless of the route of referral. For example this will include urgent GP referrals, routine GP referrals and screening referrals.  

The urgent GP referral to first treatment target only applies to patients who are referred through the urgent GP referral route. However they apply to ALL patients referred through this route, irrespective of whether the referral was received within 24 hours. 

2.2 Should private patients, patients from Wales or patients from Scotland be monitored under these standards?
The NHS Cancer Plan standards have been set for all patients cared for under the NHS in England and these patients should be monitored. 

In the case where a patient is initially seen by the specialist privately but is then referred for first definitive treatment under the NHS, the patient should be included under the one-month diagnosis to treatment target. 

2.3 Do the targets above apply to patients receiving treatment for recurrence of cancer? 

No, the targets do not apply to a patient receiving treatment for a recurrence of cancer.  Clearly good clinical practice involves treating patients with recurrence as soon as possible on the basis of clinical priority. 

The targets only apply to patients with a newly diagnosed cancer.  When a patient is diagnosed with a second new cancer, which is not a recurrence, then the targets will apply to the treatment of this cancer (see part VI for further details).   

2.4 Do the targets above apply to patients who decline treatment?

Patients who decline any treatment should be excluded from the monitoring. However, even if there is no anti cancer treatment almost all patients will be offered a palliative intervention (e.g. stenting) or palliative care (e.g. symptom control) and these patients should be monitored.
2.5 Do the targets above apply to patients who die before treatment commences?

The targets concern waiting time to treatment.  Hence patients who die before treatment commences should be excluded from the monitoring. 

2.6 Are there any cases when the treatment time will exceed the target time?

In a small number of cases there will be good clinical reasons for treatment exceeding target time.  This would include diagnostic processes which are particularly complex (e.g. an unusual combination of scans and biopsies) or management of another illness, which needs to be undertaken before cancer therapy can be administered.  These reasons should be recorded as part of the detailed reports on breaches (see part I).

Part III - How are the waiting times calculated in the national database?

(The table below refers to data items which are fully explained in DSCN 22/2002.  Database field names are in capitals)

3.1 Reports: The national database will provide reports for each of the waiting times targets. The table below specifies how the database will select records for a report and how the waiting time for each patient is calculated.  For the reporting period starting x and ending y 
	For Target
	Database will select records where 
	Calculation of waiting time: 

	Urgent GP referral to date first seen


	DATE FIRST SEEN is between x and y

and

SOURCE OF REFERRAL FOR OUTPATIENTS = 03 or 92

and

CANCER REFERRAL PRIORITY TYPE = 01
	DATE FIRST SEEN 

minus 

CANCER REFERRAL DECISION DATE

minus
WAITING TIME ADJUSTMENT (FIRST SEEN)

	Urgent GP referral to date of first definitive treatment


	START DATE (first treatment) is between x and y

and
SOURCE OF REFERRAL FOR OUTPATIENTS = 03 or 92

and
CANCER REFERRAL PRIORITY TYPE = 01

and
PRIMARY DIAGNOSIS (ICD) is cancer(
	START DATE (first treatment) 

minus CANCER REFERRAL DECISION DATE 

minus the sum of 

· WAITING TIME ADJUSTMENT (FIRST SEEN)

· WAITING TIME ADJUSTMENT (DECISION TO TREAT)

· WAITING TIME ADJUSTMENT (TREATMENT) 

	Diagnosis to first definitive treatment
	START DATE (first treatment) is between x and y

and
PRIMARY DIAGNOSIS (ICD) is cancer(
	START DATE (first treatment)

minus 

DECISION TO TREAT DATE

minus
WAITING TIME ADJUSTMENT (TREATMENT)


( See appendix D of DSCN 22/2002 for full details

3.2 Data Download:
In addition to reports against the waiting times targets the database will allow authorised users within Trusts and CSC teams, to download all data held within the database on any patient seen or treated within the Trust.  This data will be patient level.  For a full listing of the data items which can be recorded on the database see DSCN 22/2002.

For information the calculation of the CSC target:

	CSC – First referral into Trust to first definitive treatment
	
	START DATE (first treatment) 

minus CANCER REFERRAL DECISION DATE

minus the sum of 

· WAITING TIME ADJUSTMENT (FIRST SEEN)

· WAITING TIME ADJUSTMENT (DECISION TO TREAT)

· WAITING TIME ADJUSTMENT (TREATMENT)


3.3 For monitoring purposes, how many days is one month?
A month is taken to be 31 calendar days.  Two months is 62 calendar days. Two weeks is 14 calendar days. 

3.4 How do we count the days waited?

The date at the beginning of the waiting period is day 0.  Hence is order to meet the 14 day standard if a patient is referred on 1st February the patient would need to be seen on or before 15th February.

3.5 Why is “decision to treat date” used to monitor the diagnosis to treatment target? 

Date of diagnosis is already well defined for cancer registration purposes.  In some cancers it is common for the diagnosis to take place AFTER first treatment. For example in testicular cancer, orchidectomy is counted as the first definitive treatment, although definitive diagnosis will be obtained from this operation. The start date for monitoring this target should be one that is meaningful for patients. The decision to treat date is the date of the consultation in which the patient and clinician agree the treatment plan for first treatment.  If the first treatment requires an admission (e.g. Surgery) this date is recorded on hospital PAS systems, as the "Date of decision to admit" (used for calculation of waiting list statistics).  A decision to treat is dependent on the agreement of the patient and so may not be on the day of the MDT meeting. 
Part IV - What is the “FIRST DEFINITIVE TREATMENT”?

4.1 The first definitive treatment is defined as the first intervention which is intended to remove or shrink the tumour and/or to palliate the effects of the cancer.  In more detail: 

	First definitive treatment type
	Circumstances where this applies

	Surgery
	· Complete excision of a tumour

· Partial excision/debulking of a tumour (but not just a biopsy for diagnostic or staging purposes

· Palliative interventions (e.g. a colostomy for a patient with an obstructing bowel cancer).

	Drug treatment:

Chemotherapy, 

Biological therapy( 

OR 

Hormone therapy
	· Chemotherapy including cases where this is being given prior to planned surgery or radiotherapy

	
	· Biological therapy includes treatments targeted against a specific molecular abnormality in the cancer cell (e.g. rituximab, trastusumab, glivec) and treatments which target the immune system (e.g. interferon, interleukin 2, BCG).

	
	· Hormone treatments should count as first definitive treatment where they are being given as the sole treatment modality or where other treatments will be given subsequently after a planned interval.  For example some patients may receive tamoxifen to shrink a breast cancer, thereby allowing more limited surgery to be undertaken after a planned interval.

	Radiotherapy

	· Given either to the primary site or to treat metastatic disease.  This should include cases where radiotherapy is being given prior to planned surgery or chemotherapy.

	Specialist Palliative Care (SPC)
	· Given via hospital SPC teams

· Given via community SPC teams 

· Given via hospices.

· Given via face to face assessment 

	Active monitoring
	· This applies to patients with early prostate cancer. The date of commencement of active monitoring should be the consultation date on which this plan of care is agreed with the patient, including the intervals between assessments (e.g. serial PSA measurements). 


(Biological therapy – For the purposes of the national database Biological Therapy should be recorded as “chemotherapy” in the field PLANNED CANCER TREATMENT TYPE as defined in DSCN 22/2002. 
4.2 In the treatment of breast cancer what is the position when a patient has immediate reconstruction as part of the first definitive treatment?
When a patient has immediate reconstruction as part of the first definitive treatment this should be within a month of decision to treat where this can possibly be achieved. However if a patient is offered alternative definitive treatment within a month, i.e. Mastectomy without immediate reconstruction, but chooses to have the immediate reconstruction, the provider should not be penalised for this. Full details on these patients should be provided by the trust in the exception report.

Part V - What is the “FIRST DIAGNOSTIC TEST”? 

5.1 This appendix provides a list of first major diagnostic tests. The first major diagnostic test is the test which will move the level of suspicion of cancer from "possible/probable"  (based on history, clinical examination or blood count) to "highly probable/certain". This list is not exhaustive and so should be used as a guide to help teams in recording this data.

	Primary tumour type
	First major diagnostic test likely to be one of the following

	Breast
	Mammogram, Ultrasound, Needle Biopsy

	Lung
	Bronchoscopy, CT scan or MRI

	Colorectal
	Barium Enema, Flexible Sigmoidoscopy, Rigid Sigmoidoscopy,

Colonoscopy, biopsy, ultrasound for abdominal mass, CT, digital rectal exam, MRI

	Upper GI 
	Barium Meal/Swallow or Gastroscopy

	Urology
	I.V.U., flexible cystoscopy, trans-rectal ultrasound. P.S.A., Ultrasound

	Gynaecology
	Ultrasound, CT scan, MRI

	Haematology
	Full Blood Count, Bone Marrow, Node Biopsy or CT scan

	Skin 
	Biopsy

	Head and Neck
	Upper airways endoscopy, biopsy, CT scan, MRI

	Brain
	CT or MRI scan


The date of the first diagnostic test is recorded in the field 

CLINICAL INTERVENTION DATE (FIRST DIAGNOSTIC TEST) 

Part VI - When should a new record be created? 

6.1 A new record is required for each new cancer care spell.  This appendix provides definitions of a cancer care spell for breast and lung cancers.  The definitions of cancer care spells for other tumour types are being agreed through the development of the National Cancer Dataset and will be available in subsequent versions of the Dataset document (which will be made available on the NHSIA website).

6.2 In general, recurrence of cancer at the same site is considered to be part of the same care spell (so it does not require a new record) but it would be the subject of a new care plan for its management. The treatment targets in the Cancer Plan only apply to first definitive treatment of newly diagnosed cancers.

6.3 Breast Cancer  (see exceptions below)

A new Cancer Care Spell for breast cancer should be started for:

· different histology

· different laterality

So, simultaneous bilateral breast tumours with the same histology would result in two Cancer Care Spells, one for the right breast and one for the left breast.

Multi-focal tumours (i.e. discrete tumours apparently not in continuity with other primary cancers originating in the same site or tissue) would result in one Cancer Care Spell (unless they have different histology and/or different laterality).

6.4 Lung  (see exceptions below)

A new Cancer Care Spell for lung cancer should be started for:

· Any tumour with a different histology, irrespective of ICD-10 code or laterality

· A tumour with a different three-character ICD-10 code, except in cases where this is considered to be recurrence of the original primary tumour

· A tumour with different laterality except in cases where this is considered to be recurrence of the original primary tumour

However, a single lesion of one histological type is considered a single primary (i.e. one Cancer Care Spell), even if the lesion crosses site boundaries above. Differences in histological type refer to differences in the first three digits of the morphology code.

So, simultaneous bilateral lung tumours with the same histology (excluding metastases) would result in two Cancer Care Spells, one for the right lung and one for the left lung.

Multi-focal tumours (i.e. discrete tumours apparently not in continuity with other primary cancers originating in the same site or tissue) would result in one Cancer Care Spell (unless they have different histology and/or different laterality) – unless these were considered to be metastatic from the primary tumour.

6.5 Exceptions

The Cancer Waiting Times database works on the basis of a single dataset record for a given Cancer Referral Decision Date or a given Decision to Treat date.  Hence there are rare occasions when the database cannot record both cancer care spells:

1. If a patient is referred by the GP for two different suspected cancers on the same date, only the first of these can be recorded.

2. If a patient is urgently referred for suspected cancer and is diagnosed with two separate cancers (which both relate to the same Cancer Referral Decision Date), only the cancer first treated can be recorded on this record.  Where the decision to treat date for these cancers is different, treatment data for the second cancer should be recorded as a new record and information recorded from the date of decision to treat to date of first definitive treatment (start date).

3. If the decision to treat date is the same date for 2 separate cancers only the first of these cancers can recorded. 
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                          DSC Notice: 22/2002 

                               Date of Issue: June 2002 

	NOTIFICATION OF CHANGE

Change required by the Department of Health (DH) and approved by the ROCR Steering Committee


	Subject:
National Cancer Waiting Times Monitoring


	
	Implementation date:
1 December 2002

                                           1 April  2003

                                           1 September 2003

	DATA SET CHANGE CONTROL PROCEDURE

This paper gives notification of changes to be included in the NHS Data Dictionary & Manual and the NHS CDS Manual as appropriate. These will be consolidated into the publications in due course.




Summary of change:

Introduction of a central electronic collection of patient level information.

	
	Change Proposal Reference No: n/a


The packaging of standards document is under review.  Any changes will be notified in due course.

Data Set Change Notices are located on the Internet in the Electronic Library at

http://www.nhsia.nhs.uk /dscn and on the NHSnet at 

http://nww.nhsia.nhs.uk/library/dscn

DATA SET CHANGE NOTICE 22/2002

Reference: 
N/A
Subject:

1. Monitoring of the two week standard from urgent GP referral for suspected cancer to  date first seen.


2. Monitoring the 2001 cancer waiting time target of one month from urgent GP referral for suspected cancer to treatment for children’s, testicular cancers and acute leukaemia.

3. Monitoring the 2001 cancer waiting time target of one month from diagnosis to treatment for breast cancer.

4. Monitoring the 2002 cancer waiting time target of two month wait from urgent GP referral for suspected cancer to treatment for breast cancer.

5. Monitoring the 2005 cancer waiting time target of two month wait from urgent GP referral for suspected cancer to treatment for all cancers 

6. Monitoring the 2005 cancer waiting time target one month wait from diagnosis to treatment for all cancers.

7. Integrating the new collections of data to existing collections.

Type of Change:


Introduction of a central electronic collection of patient level information.

Reason for Change: 

To monitor waiting times in line with targets in the National Cancer Plan in order that:

· Performance can be benchmarked and progress ensured towards 2005 targets. 
· Performance can be monitored against 2002 Breast cancer target.
· A more effective system can be developed to replace the existing QMCW monitoring.
Effective date:

	For suspected or actual primary diagnosis of cancer
	Complete data on those first seen and/or first treated from:



	Breast & Lung Cancers
	1 December 2002



	Colorectal, Gynaecological, Urological  Cancers
	1 April 2003

	All Other Cancers 

ICD 10 C00 – 97 (excluding basal cell carcinoma – Appendix C) and D05

(Full coded list to 3RD digit in Appendix D and acute leukaemia codes to 4th digit in Appendix E).
	1 September 2003


Effect on NHS Data Dictionary & Manual:

Changes will be identified in a separate Data Standards DSCN


Effect on NHS Commissioning Dataset & Manual:

None


Effect on Central Returns:


The existing QMCW will be phased out when data outlined in this DSCN are submitted via a central database (and data is of an acceptable quality).
Introduction:
3. This DSCN aims to provide clarification on existing cancer waiting times data collections and to provide data definitions and coding structures for new collections. This DSCN updates on previous DSCNs listed below issued to monitor cancer waiting times:

· DSCN 43/98/P27: Cancer Waiting Times – Monitoring the 2 Week Target for Suspected Breast Cancer Patients.

· DSCN 05/09/P03: Data Standards: Waiting Times for Suspected Cancer Patients.

· DSCN 16/2000: Data Standards for Suspected Cancer Patients.

· DSCN 23/2000: Monitoring the 2 Week Standard for all Suspected Cancers.

· DSCN 38/2001: Data Standards for Revised QMCW.

Background:
4. The National Cancer Plan was published in September 2000. Within the Plan there are a number of commitments and targets relating to waiting times for treatment. This document explains what the requirements are in order to monitor the two week standard and the 2001, 2002 & 2005 Cancer Plan targets:

· Maximum two week wait for an urgent GP referral for suspected cancer to date first seen for all suspected cancers.

· Maximum one month wait from urgent GP referral for suspected cancer to first treatment (start date) for children’s, testicular cancers and acute leukaemia.

· Maximum one month wait from diagnosis (date of decision to treat) to first treatment (start date) for breast cancer.

· Maximum two month wait from urgent GP referral for suspected cancer to first treatment (start date) for breast cancer by 2002.

· Maximum two month wait from urgent GP referral for suspected cancer to first treatment (start date) for all cancers by 2005.

· Maximum one month wait from diagnosis (decision to treat date) to first treatment (start date) for all cancers by 2005.
5. Local health communities will need baseline information on cancer waiting times in order to set targets for improvement. PCTs, Trusts, Cancer Networks and Strategic Health Authorities will then want to monitor what progress is being made to cut cancer waiting times so that necessary improvements can be made and assurances can be given that the 2005 targets will be achieved.  Progress will also need to be tracked at a national level. In order to facilitate this, the Priorities and Planning Framework for 2002/03 signalled the start of collection of the national cancer waiting times dataset from urgent GP referral for suspected cancer to first treatment (start date) and diagnosis (decision to treat date) to first treatment (start date). All health communities need to set local targets to cut waiting times for cancer treatment for the planning round 2003/4.

Current cancer waiting times data collection
6. Data is currently collected using the QMCW central return that monitors:

· Performance against the two week standard for a first outpatient appointment with a specialist for all patients referred by their GP with suspected cancer (since January 2001).

· Performance against the standard of a one month wait from urgent GP referral for suspected cancer to first treatment for children’s and testicular cancers and acute leukaemia (since January 2002)
· Performance against the standard of a one month wait from diagnosis (decision to treat date) to first treatment (start date) for breast cancer (since January 2002).

7. In addition the Cancer Services Collaborative (CSC) projects collect many of the proposed data items as part of their baseline mapping and ongoing monitoring. The CSC focus on 5 cancers and are now in operation in all Trusts. Cancer Registries also collect many of the items as part of the registration process for cancer. 
New Data Requirements 

8. The dataset that is being mandated is the national cancer waiting times dataset. This is a subset of the national cancer dataset. This collection represents the first phase of the cancer dataset implementation. The details of the cancer waiting times dataset are enclosed in Appendix A & B.

· Appendix A lists the data items

· Appendix B lists the data manual.

9. Most of the national cancer dataset has Information Standards Board (ISB) approval as a draft standard and full approval as a standard will be sought in the near future. There are a small number of data items that require to be submitted to ISB and these are explained in the manual. More information is available about the development of the cancer dataset at www.nhsia.nhs.uk/cancer/dataset. 

Collation of Information

10. Information is to be submitted onto a national database that will be developed and maintained by the NHS Information Authority. Trusts are required to submit the complete mandatory data on all suspected breast and lung cancers first seen and all new breast and lung cancers first treated in each month from December 2002. The same minimum requirements will extend to other tumour sites according to the timetable in the introductory section of this DSCN. The database also contains some optional fields and the data manual for these is at Appendix B. 

11. The NHS Information Authority is producing a technical supplement to accompany this document that will give further guidance on the information that requires to be collected. This document will be available at www.nhsia.nhs.uk/cancer/dataset.
Security and Confidentiality

12. A confidentiality pack has been prepared to accompany the collection of this information and the development of the database. This document this will be available at www.nhsia.nhs.uk/cancer/dataset.
Reporting

13. Trust staff with the appropriate clearance will be able to download the data they submit to the national database at any time. The database will generate monthly aggregated reports against the waiting time targets on the basis of data submitted by the 25th working day after the end of the month. Reports will be accessible by Trusts, PCTs, StHAs and Cancer Networks. These reports will allow these organisations to see the completeness of data and give an indication of performance. 

14. The Department of Health will receive reports from the database for monitoring purposes, initially on a monthly basis for shadow monitoring and also, from January 2003, for formal monitoring which will be on a quarterly basis. The Trust first seeing a patient in a particular month/quarter is responsible for ensuring that the mandated data fields, up to date first seen, are complete on the database by the 25th working day after the end of the month/quarter. The Trust first treating a patient in a particular month/quarter is responsible for ensuring that all the mandated date fields on that patient are complete on the database by the 25th working day after the end of the month/quarter. Until notification otherwise, the QMCW must also be submitted to the Department. Samples of the reports will be included in the confidentiality pack. Discussions will be held with a range of stakeholders in due course to identify the content and format of these improved reports.

Clearance:
15. The new return has been developed in consultation with colleagues on the Cancer Dataset Implementation Group that includes representatives from the Cancer Policy Team, Cancer Action Team, NHS Information Authority, Cancer Services Collaborative, Trusts and Cancer Networks.

ROCR and Ministers have approved the changes.

Supplementary Document to Support this DSCN:

16. The following information is available or will be made available in the near future to support the implementation:

· Confidentiality pack @ www.nhsia.nhs.uk/cancer/dataset.

· Technical supplement @ www.nhsia.nhs.uk/cancer/dataset.

· National Cancer Dataset Version 1.2 @ www.nhsia.nhs.uk/cancer/dataset.

· Question & Answer on cancer waiting times targets @ www.doh.gov.uk/cancer/
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APPENDIX A – LIST OF MANDATORY & OPTIONAL DATA ITEMS

	Cancer Dataset Reference


	Data Item


	Trust where first seen if urgent GP referral for suspected cancer
	Trust where patient receives first definitive treatment for cancer following a referral other than an urgent GP referral for cancer  

(SEE NOTE A)
	Trust where patient receives first definitive treatment for cancer following an urgent GP referral for suspected cancer



	
	Bold indicates existing NHS Data Dictionary and Manual data item

Italic indicates new Cancer dataset data item for NHS Data Dictionary and Manual

UPPER CASE INDICATES NEW DATA ITEM TO BE INCLUDED INTO THE NHS DATA DICTIONARY & MANUAL
	M = MANDATORY

M* = MANDATORY WHEN APPLICABLE

O = OPTIONAL

O *= OPTIONAL WHEN APPLICABLE

N/A = NOT APPLICABLE



	1.1
	NHS NUMBER
	M
	M
	M

	New
	ORGANISATION  CODE (PROVIDER FIRST SEEN)
	M
	O
	O

	
	SOURCE OF REFERRAL FOR OUT-PATIENTS
	M
	O
	O

	2.5
	CANCER REFERRAL DECISION DATE
	M
	N/A
	M

	2.4
	CANCER REFERRAL PRIORITY TYPE
	M
	O
	M

	2.6
	REFERRAL REQUEST RECEIVED DATE 
	M
	O
	N/A

	New
	URGENT CANCER REFERRAL TYPE
	M
	N/A
	N/A

	2.9
	DATE FIRST SEEN
	M
	O
	N/A

	
	REFERRING ORGANISATION CODE 
	O
	O
	O

	New
	ORGANISATION  CODE (PROVIDER FIRST  CANCER SPECIALIST)
	O
	O
	O

	New
	CANCER SPECIALIST REFERRAL DATE
	O
	O
	O

	New
	FIRST SEEN BY SPECIALIST DATE (CANCER)
	O
	O
	O

	New
	WAITING TIME ADJUSTMENT (FIRST SEEN)
	M*
	O*
	N/A

	New
	WAITING TIME ADJUSTMENT REASON (FIRST SEEN)
	M*
	O*
	N/A

	2.11
	DELAY REASON COMMENT (FIRST SEEN) 
	M*
	O*
	N/A

	2.10
	DELAY REASON REFERRAL TO FIRST SEEN (CANCER)
	O*
	O*
	N/A

	New
	ORGANISATION  CODE (PROVIDER FIRST DIAGNOSTIC TEST)
	O
	O
	O

	3.2 or 7.9
	CLINICAL INTERVENTION DATE (FIRST DIAGNOSTIC TEST)
	O
	O
	O

	5.1
	MDT DISCUSSION INDICATOR
	O
	O
	O

	5.2
	MULTIDISCIPLINARY TEAM DISCUSSION DATE
	O
	O
	O

	New
	CANCER STATUS 
	M
	O
	M

	4.2
	PRIMARY DIAGNOSIS (ICD)
	O
	M
	M

	4.3
	TUMOUR LATERALITY
	O
	O
	O

	1.3
	ORGANISATION  CODE (PROVIDER DECISION TO TREAT)
	O
	O
	O

	7.5
	DECISION TO TREAT DATE (SURGERY)
	O
	M*
	M*

	9.4
	DECISION TO TREAT DATE (ANTI-CANCER DRUG REGIMEN)
	O
	M*
	M*

	10.3
	DECISION TO TREAT DATE (TELETHERAPY TREATMENT COURSE)
	O
	M*
	M*

	11.3
	DECISION TO TREAT DATE (BRACHYTHERAPY TREATMENT COURSE)
	O
	M*
	M*

	New
	DECISION TO TREAT DATE (SPECIALIST PALLIATIVE TREATMENT COURSE)
	O
	M*
	M*

	New
	DECISION TO TREAT DATE (ACTIVE MONITORING)
	O
	M*
	M*

	New
	ORGANISATION  CODE (PROVIDER FIRST TREATMENT)
	N/A
	M
	M

	5.6
	PLANNED CANCER TREATMENT TYPE (FIRST DEFINITIVE)
	N/A
	O
	O

	7.8
	START DATE (SURGERY HOSPITAL PROVIDER SPELL)
	N/A
	M*
	M*

	9.10
	START DATE (ANTI-CANCER DRUG REGIMEN)
	N/A
	M*
	M*

	10.8
	START DATE (TELETHERAPY TREATMENT COURSE)
	N/A
	M*
	M*

	11.9
	START DATE (BRACHYTHERAPY TREATMENT COURSE)
	N/A
	M*
	M*

	New
	START DATE (SPECIALIST PALLIATIVE TREATMENT COURSE)
	N/A
	M*
	M*

	New
	START DATE (ACTIVE MONITORING)
	N/A
	M*
	M*

	New
	WAITING TIME ADJUSTMENT (DECISION TO TREAT)
	N/A
	O*
	M*

	New
	WAITING TIME ADJUSTMENT REASON (DECISION TO TREAT)
	N/A
	O*
	M*

	New
	WAITING TIME ADJUSTMENT (TREATMENT)
	N/A
	M*
	M*

	New
	WAITING TIME ADJUSTMENT REASON (TREATMENT)
	N/A
	M*
	M*

	New
	DELAY REASON COMMENT (REFERRAL TO TREATMENT)
	N/A
	O*
	M*

	New
	DELAY REASON COMMENT (DECISION TO TREATMENT)
	N/A
	M*
	M*

	New
	DELAY REASON REFERRAL TO TREATMENT (CANCER)
	N/A
	O*
	O*

	New
	DELAY REASON DECISION TO TREATMENT (CANCER)
	N/A
	O*
	O*


NOTE A

Information on patients who were not originally referred to a secondary care provider as a GP urgent referral for suspected cancer but who were still treated for a cancer should be entered retrospectively at the trust that provides the first definitive treatment for cancer.

NOTE B

The information mandated in this document does not apply to privately funded patients. However if patients transfer from the private sector to the NHS the targets come into force from the point forward that the patient begins in the NHS. This will be further explained in the Q & A document to support this initiative. This can be found at www.doh.gov.uk/cancer/

APPENDIX B – DATA MANUAL FOR ALL MANDATORY & OPTIONAL ITEMS (LISTED IN CHRONOLOGICAL ORDER ACROSS THE PATIENT PATHWAY)

NHS NUMBER  (1.1)

Record the patient’s unique 10 digit format NHS Number. It is mandatory to record the NHS number for each patient (in order for the database to accept the entry).  If the NHS number is not available for a patient it can be accessed via the NHS Tracing Service.  This need only be done once for each patient and then the information shared as this is a permanent lifetime number that will not change.  As the NHS number becomes more widely used it should be readily available and included in all referral datasets.

Access to the NSTS is via the secure website at http://nww.nhsia.nhs.uk/nsts
Data collection staff new to the NHS number will find further information in “The NHS Strategic Tracing Service – Sharing Information” which can be obtained via the web site, document reference 2001-IA-540.

Additionally, all NHS organisations have NSTS leads that can be contacted for further information and assistance.

ORGANISATION CODE (PROVIDER FIRST SEEN)  

Record the organisation code of the Unit at which the patient is first seen. This is the five-character code.

See the NHS Data Dictionary and Manual, Supporting Information, Administrative codes for a description of Organisation Codes.

Once identified, local Provider codes should be permanently held by systems and each provider should therefore only need to look up its code once and then make this permanently available to those staff responsible for compiling and reporting datasets.

Appendix B of the National Cancer Data Manual describes how an unknown Organisation Code can be obtained using the Organisation Codes service.

SOURCE OF REFERRAL FOR OUT-PATIENTS

A classification which is used to identify the source of referral of each CONSULTANT OUT-PATIENT EPISODE.

National Codes: 

Initiated by the CONSULTANT responsible for the CONSULTANT OUT-PATIENT EPISODE


	Referral Source
	Code

	Following an emergency admission 
	01 

	Following a domiciliary visit
	02

	Following an A&E attendance
	10

	Other
	11


Not initiated by the CONSULTANT responsible for the CONSULTANT OUT-PATIENT EPISODE


	Referral Source
	Code

	Referral from General Medical Practitioner
	03

	Referral from an A&E department
	04

	Referral from a Consultant, other than in an A&E department
	05

	Self-referral
	06

	Referral from Prosthetist
	07

	General Dental Practitioner
	92 

	Community Dental Service
	93

	Other source of referral
	08


 Those data items that are "greyed out" ARE NOT applicable to this database application and are therefore not to be input.  In respect of this application this data item is to refer to the source of the referral at the start point of the patient pathway.

Note: 

The classification has been listed in logical sequence rather than alphanumeric order.
CANCER REFERRAL DECISION DATE - (2.5)

Record the date on which the decision to refer the patient to secondary care was made. This data item is mandatory in patients referred urgently for suspected cancer by a General Practitioner or General Dental Practitioner: 

· The date on the letter/proforma or e-mail  from the referring GP 

· The date of admission to hospital in the case of patients coming in as emergencies

· The date of the first out-patient appointment, if the referral was a self referral

· The date on the recall letter for patients recalled following a routine screening appointment.

Record in date format: CCYYMMDD

.

CANCER REFERRAL PRIORITY TYPE - (2.4)

This field is to be submitted in conjunction with "SOURCE OF REFERRAL FOR OUT-PATIENTS" in order to differentiate those records that fall within the boundaries of the two week wait standards. This data item is to refer to the initial referral into the first secondary care unit on the patient pathway:

	Description
	Code

	Urgent referral for suspected cancer from a General Medical Practitioner or General Dental Practitioner
	01

	Other referral source or urgency
	02


REFERRAL REQUEST RECEIVED DATE - (2.6)

Record the date that the referral request is received by the provider. . The date should be the first point of referral into the Trust from one of the following:

· The date when the letter/proforma or e-mail is received (date stamped at the receiving department)

· The date of a verbal request

Record in date format: CCYYMMDD

URGENT CANCER REFERRAL TYPE

This is the site where cancer is suspected by the GP or GDP.

	Suspected breast cancer
	01

	Suspected children’s cancer (see note 1)
	02

	Suspected lung cancer
	03

	Suspected haematological malignancies excluding acute leukaemia
	04

	Suspected acute leukaemia
	05

	Suspected upper gastrointestinal cancers
	06

	Suspected lower gastrointestinal cancers
	07

	Suspected skin cancers
	08

	Suspected gynaecological cancers
	09

	Suspected brain/central nervous system tumours
	10

	Suspected urological cancers (excluding testicular)
	11

	Suspected testicular cancers
	12

	Suspected head & neck cancers
	13

	Suspected sarcomas
	14

	Other suspected cancers
	15


Note 1: For monitoring of the two week wait standard, a child is defined as under 16 at referral decision date.  This will be automatically derived from Open Exeter.

DATE FIRST SEEN - (2.9)

Record the date that the patient is first seen in the Trust that receives the first referral on the patient pathway. This data item is mandatory for patients referred urgently by their GP for suspected cancer but can also be applied to other patients. The date will be one of the following.

· The date of first outpatient appointment.

· The date of first diagnostic procedure if this precedes the first outpatient appointment.

· The date first seen as an emergency, if the patient was first seen as an emergency

· The date the patient was first seen following recall by screening unit.

Record in date format: CCYYMMDD

REFERRING ORGANISATION CODE

If the decision to refer to the appropriate specialist is made within a hospital Trust, record the organisation code of the trust/provider at which the decision to refer takes place. This is the five-character code. 

This is the Organisation Code of the organisation acting as a Health Care Provider. The code may be derived automatically by NHS IT systems and should not need to be recorded individually for each patient.

See the NHS Data Dictionary and Manual, Supporting Information, Administrative codes for a description of Organisation Codes.

Once identified, local Provider codes should be permanently held by systems and each provider should therefore only need to look up its code once and then make this permanently available to those staff responsible for compiling and reporting datasets.

Appendix B of the National Cancer Data Manual describes how an unknown Organisation Code can be obtained using the Organisation Codes service.
ORGANISATION CODE (PROVIDER FIRST CANCER SPECIALIST)

Record the organisation code of the unit in which the patient is first seen by an appropriate cancer specialist. This is the five-character code. 

This is the Organisation Code of the organisation acting as a Health Care Provider. The code may be derived automatically by NHS IT systems and should not need to be recorded individually for each patient.

See the NHS Data Dictionary and Manual, Supporting Information, Administrative codes for a description of Organisation Codes.

Once identified, local Provider codes should be permanently held by systems and each provider should therefore only need to look up its code once and then make this permanently available to those staff responsible for compiling and reporting datasets.

Appendix B of the National Cancer Data Manual describes how an unknown Organisation Code can be obtained using the Organisation Codes service.

CANCER SPECIALIST REFERRAL DATE

The appropriate specialist is the person or persons who are most able to progress the diagnosis of the primary tumour. For referrals direct to the appropriate specialist, this will be the same as referral decision date. Record:

· The date on which the referral was made.

· Date of letter/fax from GP or other hospital department.

· Date of phone call from referring GP or other hospital department.

· Date of cross-referral where the patient is already in hospital.
Record in date format: CCYYMMDD
FIRST SEEN BY SPECIALIST DATE (CANCER)

The appropriate specialist is the person or persons who is most able to progress the diagnosis of the primary tumour. This date could be the same as date first seen if that consultation was with an appropriate specialist. Record:

· The date of first outpatient appointment with appropriate cancer specialist.

· The date of first diagnostic procedure if this precedes the first outpatient appointment.

· The date first seen as an emergency, if the patient was first seen as an emergency.

· The date the patient was first seen following recall by screening unit.
Record in date format: CCYYMMDD

WAITING TIME ADJUSTMENT (FIRST SEEN)

Record here the number of days that should be removed from the recorded waiting time between referral decision date and date first seen. Adjustments are allowed in the same circumstances as for outpatients in general waiting times:

· When a patient cancels an outpatient appointment – clock restarts from date of cancelled appointment

· When a patient Did Not Attend an outpatient appointment – clock restarts from date of DNA
· When a patient refuses an appointment within two weeks BEFORE an offer is made, patients are excluded from the two-week standard.  In these circumstances, an adjustment must be made here so that, when time from referral decision to treatment is calculated, the clock restarts from date patient is first seen.

WAITING TIME ADJUSTMENT REASON (FIRST SEEN)
Record the prime reason for adjustment to waiting time. When there are multiple adjustments, the reason for the longest adjustment should be recorded. If the patient chose not to have an appointment within two weeks, this code should always take precedence over any other code.
Outpatient Services

	Reason for adjustment to waiting time between x and y
	
	This code should be used when the adjustment to waiting time is due to:

	No adjustment to waiting time
	1
	

	Patient cancellation
	2
	A  patient cancelled a booked outpatient appointment (giving advance warning) 



	DNA
	3
	A patient Did Not Attend an outpatient appointment (no advance warning given).

	Patient choice
	4
	A Patient refused an appointment within two weeks before being offered an appointment. These patients will be excluded from two week wait monitoring but included in monitoring of the treatment targets.  


DELAY REASON COMMENT (FIRST SEEN) – (2.11) 

This is a free text item that must be completed to inform the return on reasons why the existing standard was breached (after any adjustments have been made):

The reason why the maximum two week wait from urgent GP referral for suspected cancer and date first seen could not be met.

DELAY REASON REFERRAL TO FIRST SEEN (CANCER) – (2.10)

This data item is only applicable to those patients who are URGENT GP REFERRALS FOR SUSPECTED CANCER

This is a coded data item that can be used to record why patients wait longer than target times to help identify how to reduce waiting times.

	Clinic cancellation
	01

	Outpatient capacity inadequate (i.e. no cancelled clinic, but not enough

slots for this patient)
	02

	Administrative delay (e.g. failed to be rebook after DNA, lost referral,

etc)
	03

	Not received within 24 hours
	04

	Other
	99


ORGANISATION CODE (PROVIDER FIRST DIAGNOSTIC TEST)

Record the organisation code of the unit in which the first diagnostic test takes place. This is the five-character code. 

This is the Organisation Code of the organisation acting as a Health Care Provider. The code may be derived automatically by NHS IT systems and should not need to be recorded individually for each patient.

See the NHS Data Dictionary and Manual, Supporting Information, Administrative codes for a description of Organisation Codes.  This includes codes for private organisations (independent providers).

Once identified, local Provider codes should be permanently held by systems and each provider should therefore only need to look up its code once and then make this permanently available to those staff responsible for compiling and reporting datasets.

Appendix B of the National Cancer Data Manual describes how an unknown Organisation Code can be obtained using the Organisation Codes service.
CLINICAL INTERVENTION DATE (FIRST DIAGNOSTIC TEST) – (3.2 or 7.9) 

Record the date of the first major diagnostic test.  This is the test that will move the level of suspicion of cancer from "possible/probable"  (based on history, clinical examination or blood count) to "highly probable/certain". It does not refer to the first test undergone, prior to referral to hospital, such as a blood count, chest x-ray or blood tests of liver function. 

Depending on the diagnostic test this will be one of:

3.2 - Imaging Date

7.9 - Procedure Date
Record in date format: CCYYMMDD

Note: Further information and guidance will be available on first diagnostic test in the Q & A at www.doh.gov.uk/cancer/
MDT DISCUSSION INDICATOR - (5.1)

Record whether the cancer care plan was discussed at the MDT meeting. The cancer care plan may be drawn up at the MDT meeting or the MDT meeting may discuss a plan drawn up prior to the meeting. In either case record Y = Yes. If the cancer care plan was not discussed at the MDT meeting record N = No.
MULTIDISCIPLINARY TEAM DISCUSSION DATE - (5.2)

An MDT is defined for these purposes as  “A regularly held meeting of the group of professionals who together make decisions regarding recommended treatment of individual patients, which can therefore be regarded as multi-disciplinary”

If the cancer care plan was discussed at an MDT meeting, record the date of the first meeting at which the care plan was discussed. If the cancer care plan was not discussed at an MDT meeting, then leave this field blank.

Record in date format: CCYYMMDD

CANCER STATUS

The purpose of this item is to identify urgent GP referrals for suspected cancer who are subsequently diagnosed with cancer. This item is used to flag records that need data recorded on first definitive treatment (cancer patients) and those who do not (non-cancer patients). 

	Suspected cancer (default)
	1

	Diagnosis of cancer confirmed
	2

	No cancer diagnosis identified by Trust
	3

	No cancer diagnosis – determined automatically 
	4


PRIMARY DIAGNOSIS (ICD) - (4.2)

Record the cancer diagnosis that represents the main cancer site for which the patient is receiving care. If more than one primary site exists, then each primary site generates a new cancer care spell.
Record in ICD 10 coding to the third digit except for acute leukaemia that requires to be recorded to the 4th digit (Appendix E).

A list of ICD 10 codes to the 3rd digit is included in Appendix D 

In the case of Children’s Cancer this is defined as a patient under 16 years of age at date of first definitive treatment. Record the ICD 10 code as explained above and this will be linked to the date of birth contained on the Open Exeter system.

TUMOUR LATERALITY - (4.3) 
Record the laterality, which is used to differentiate tumours in paired organs. For sites where laterality is required, but laterality is not known, then record U = Unknown. Where the laterality is not required record 8 = Not applicable.

	Left
	L

	Right
	R

	Midline
	M

	Bilateral
	B

	Unknown
	9

	Not applicable (default code)
	8


ORGANISATION CODE (PROVIDER DECISION TO TREAT) 

Record the organisation code of the Unit where the decision to treat decision is made. This is the five-character code.
This is the Organisation Code of the organisation acting as a Health Care Provider. The code may be derived automatically by NHS IT systems and should not need to be recorded individually for each patient.

See the NHS Data Dictionary and Manual, Supporting Information, Administrative codes for a description of Organisation Codes. 

Once identified, local Provider codes should be permanently held by systems and each provider should therefore only need to look up its code once and then make this permanently available to those staff responsible for compiling and reporting datasets.

Appendix B of the National Cancer Data Manual describes how an unknown Organisation Code can be obtained using the Organisation Codes service.

DECISION TO TREAT DATE (SURGERY) - (7.5) 

If the first treatment is to be surgery record the date on which it was decided that this patient should receive surgery. This is the date that the consultation between the patient and the clinician took place and a treatment plan for surgery was agreed. 

Record in date format: CCYYMMDD

DECISION TO TREAT DATE (ANT-CANCER DRUG REGIMEN) - (9.4)

If the first treatment is to be chemotherapy or other drug treatment: record the date on which it was decided that this patient should receive drug therapy treatment. This is the date that the consultation between the patient and the clinician took place and a treatment plan for chemotherapy was agreed. 

Record in date format: CCYYMMDD

DECISION TO TREAT DATE  (TELETHERAPY TREATMENT COURSE) – (10.3)
If the first treatment is teletherapy record the date on which it was decided that the patient should receive teletherapy. This is the date that the consultation between the patient and the clinician took place and the treatment plan for teletherapy was agreed.

Record in date format: CCYYMMDD

DECISION TO TREAT DATE  (BRACHYTHERAPY TREATMENT COURSE) – (10.3)
If the first treatment is brachytherapy record the date on which it was decided that the patient should receive brachytherapy. This is the date that the consultation between the patient and the clinician took place and a treatment plan for brachytherapy was agreed.

Record in date format: CCYYMMDD

DECISION TO TREAT DATE (SPECIALIST PALLIATIVE TREATMENT COURSE)

If a decision is taken to provide Specialist Palliative Care record the date on which it was decided that the patient should receive specialist palliative care. This is the date that the consultation between the patient and the clinician took place and a treatment plan for palliative care was agreed.

Record in date format: CCYYMMDD

DECISION TO TREAT DATE (ACTIVE MONITORING)
This applies to prostate cancer only. 

If the first treatment is active monitoring record the date on which it was decided that the patient should be actively monitored.

Record in date format: CCYYMMDD

ORGANISATION CODE (PROVIDER FIRST TREATMENT) 

Record the organisation code of the trust/provider at which the patient receives the first definitive treatment. This is the five-character code.

See the NHS Data Dictionary and Manual, Supporting Information, Administrative codes for a description of Organisation Codes.  

Once identified, local Provider codes should be permanently held by systems and each provider should therefore only need to look up its code once and then make this permanently available to those staff responsible for compiling and reporting datasets.

Appendix B of the National Cancer Data Manual describes how an unknown Organisation Code can be obtained using the Organisation Codes service.

Note: Refer to Q&A at www.doh.gov.uk/cancer/ for further information on first definitive treatment

PLANNED CANCER TREATMENT TYPE (FIRST DEFINITIVE) – (5.6)

Record the first definitive treatment type planned. This is the first intervention which is intended to remove or shrink the tumour and / or to palliate the effects of the cancer. 
	Surgery
	01

	Teletherapy
	02

	Chemotherapy
	03

	Hormone therapy
	04

	Specialist Palliative Care
	05

	Brachytherapy
	06

	Active monitoring
	09

	Other
	08

	Unknown (Note: it is highly unlikely that any treatment plan would be drawn up, where the modality of the treatment is Unknown. The use of this code should be carefully monitored)
	99


START DATE (SURGERY HOSPITAL PROVIDER SPELL) - (7.8)

If the first definitive treatment is surgery where the procedure took place with the patient as an admitted patient – either as an in-patient or as a day case - record the date of admission for the hospital stay during which this procedure took place.

Record in date format: CCYYMMDD

START DATE (ANTI-CANCER DRUG REGIMEN) - (9.10)

If the first definitive treatment is chemotherapy and/or other anti-cancer and/or 

treatment (this includes hormone/endocrine therapy and immunotherapy) Record the date on which the first dose of the drug is administered to the patient.  

Record in date format: CCYYMMDD

START DATE (TELETHERAPY TREATMENT COURSE) (10.8)

If the first definitive treatment is teletherapy record the date on which the first fraction of teletherapy for this prescription is administered to the patient.  

Record in date format: CCYYMMDD

START DATE (BRACHYTHERAPY TREATMENT COURSE) - (11.9)

If the first definitive treatment is brachytherapy record the date on which the first fraction of brachytherapy for this prescription is administered to the patient.  

Record in date format: CCYYMMDD

START DATE (SPECIALIST PALLIATIVE TREATMENT COURSE)

If the first treatment/support is specialist palliative care record the date of the first treatment/support from specialist palliative are.

Record in date format: CCYYMMDD

START DATE (ACTIVE MONITORING)

This applies to prostate cancer only.

If the first treatment is active monitoring record the date of the consultation on which this plan of care was agreed with the patient.

Record in date format: CCYYMMDD

WAITING TIME ADJUSTMENT (DECISION TO TREAT)

This is mandatory, whenever an adjustment is appropriate, for all tumours that came through the urgent GP suspected cancer route, irrespective of whether a target is in place. 

Record here the number of days that should be removed from the recorded waiting time between date first seen and decision to treat date. Adjustments are allowed in the same circumstances as for general waiting times:

a) When a patient defers an inpatient admission.

b) When a patient cancels an outpatient appointment.

c) When a patient suspension from the elective admission list is made because they are medically unfit for treatment or when they are unavailable for treatment for a specified period because of family commitments, holidays or other reasons.

d) When a patient Fails To Attend an inpatient admission.

e)  When a patient Did Not Attend an outpatient appointment.

WAITING TIME ADJUSTMENT REASON (DECISION TO TREAT)

Record the prime reason for adjustment to waiting time. Where there are multiple adjustments the reason for the longest adjustment should be recorded.

The adjustment will be added to the adjustments between date of urgent GP referral for suspected cancer and date first seen, and between date of decision to treat and date of first definitive treatment, in order to adjust the total waiting time from urgent GP referral for suspected cancer to first treatment.

Outpatient Services

	Reason for adjustment to waiting time between x and y
	
	This code should be used when the adjustment to waiting time is due to:

	No adjustment to waiting time
	1
	

	Patient cancellation
	2
	A patient cancelled a booked outpatient appointment (giving advance warning) 



	DNA
	3
	A patient Did Not Attend an outpatient appointment (no advance warning given)


Inpatient Services

	Reason for adjustment to waiting time between x and y
	
	This code should be used when the adjustment to waiting time is due to:

	No adjustment to waiting time
	1
	

	Self deferral 
	5
	A patient deferring an admission (giving advance warning)



	Suspension – medical reasons
	6
	A patient suspension from the elective admission list is made because they are medically unfit for treatment 

	Suspension – patient reasons
	7
	A patient suspension from the elective admission list is made because they are unavailable for treatment for a specified period because of family commitments, holidays or other reasons


WAITING TIME ADJUSTMENT (TREATMENT)

This is mandatory, whenever an adjustment is appropriate, for all tumours, irrespective of whether a target is in place. 

Record here the number of days that should be removed from the recorded waiting time between decision to treat date and date of first definitive treatment. Adjustments are allowed in the same circumstances as for general waiting times:

f) When a patient defers an inpatient admission

g) When a patient cancels an outpatient appointment.

h) When a patient suspension from the elective admission list is made because they are medically unfit for treatment or when they are unavailable for treatment for a specified period because of family commitments, holidays or other reasons

i) When a patient Fails To Attend an inpatient admission

j)  When a patient Did Not Attend an outpatient appointment

WAITING TIME ADJUSTMENT REASON (TREATMENT)

Record the prime reason for adjustment to waiting time. Where there are multiple adjustments the reason for the longest adjustment should be recorded.

The adjustment will be added to the adjustments between date of urgent GP referral for suspected cancer and date first seen, and between date of decision to treat and date of first definitive treatment, in order to adjust the total waiting time from urgent GP referral for suspected cancer to first treatment.

Outpatient Services

	Reason for adjustment to waiting time between x and y
	
	This code should be used when the adjustment to waiting time is due to:

	No adjustment to waiting time
	1
	

	Patient cancellation
	2
	A patient cancelled a booked outpatient appointment (giving advance warning) 



	DNA
	3
	A patient Did Not Attend an outpatient appointment (no advance warning given)


Inpatient Services

	Reason for adjustment to waiting time between x and y
	
	This code should be used when the adjustment to waiting time is due to:

	No adjustment to waiting time
	1
	

	Self deferral 
	5
	A patient deferring an admission (giving advance warning)



	Suspension – medical reasons
	6
	A patient suspension from the elective admission list is made because they are medically unfit for treatment 

	Suspension – patient reasons
	7
	A patient suspension from the elective admission list is made because they are unavailable for treatment for a specified period because of family commitments, holidays or other reasons


DELAY REASON COMMENT (REFERRAL TO TREATMENT)

This is a free text item that must be completed to inform the return on reasons why the existing standards were breached (after any adjustments have been made). The standards which will be in place at the end of 2002 are:

· Maximum one month wait from urgent GP referral for suspected cancer to first definitive treatment for testicular cancer (ICD code C62), acute leukaemia (ICD codes C91.0, C92.0, C92.4, C92.5, C93.0, C94.2, C95.0) and children’s cancer (under 16 years of age at date of first definitive treatment)

· Maximum two month wait from urgent GP referral for suspected cancer to first definitive treatment for breast cancer (ICD codes C50 and D05)
DELAY REASON COMMENT (DECISION TO TREATMENT)

This is a free text item that must be completed to inform the return on reasons why the existing standards were breached (after any adjustments have been made). The only standard which will be in place at the end of 2002 is:

· Maximum one month wait from decision to treat to first definitive treatment for breast cancer (ICD codes C50 and D05)
DELAY REASON REFERRAL TO TREATMENT (CANCER)

This is a coded data item that can be used to record why patients wait longer than target times, to help identify how to reduce waiting times.

	Clinic cancellation
	1

	Outpatient capacity inadequate (i.e. no cancelled clinic, but not enough

slots for this patient)
	2

	Administrative delay (e.g. failed to be rebook after DNA, lost referral,

etc etc)
	3

	Elective cancellation (for non-medical reason)
	4

	Elective capacity inadequate (patient unable to be scheduled for

treatment within target time)
	5

	Delay to diagnostic test(s) (delay caused by wait for diagnostic test(s))
	6

	Complex diagnostic pathway (many, or complex, diagnostic tests required)
	7

	Delay due to referral between Trusts
	8


DELAY REASON DECISION TO TREATMENT (CANCER) 

This is a coded data item that can be used to record why patients wait longer than target times, to help identify how to reduce waiting times.

	Clinic cancellation
	1

	Outpatient capacity inadequate (i.e. no cancelled clinic, but not enough

slots for this patient)
	2

	Administrative delay (e.g. failed to be rebook after DNA, lost referral,

etc etc)
	3

	Elective cancellation (for non-medical reason)
	4

	Elective capacity inadequate (patient unable to be scheduled for

treatment within target time)
	5

	Delay to diagnostic test(s) (delay caused by wait for diagnostic test(s))
	6

	Complex diagnostic pathway (many, or complex, diagnostic tests required)
	7

	Delay due to referral between Trusts
	8


 APPENDIX C – EXCLUSION OF BASAL CELL CARCINOMA

Exclusion of Basal Cell Carcinoma from Database

When entering data for patients with a diagnosis coded within ICD-10 C44.0 to C44.9 it is important that patients diagnosed with Basal Cell Carcinoma are excluded from the data-set as they are not covered by the cancer waiting times targets that are to be met by 2005.

Therefore any definitions of the cancer types that are not to be entered onto the system will have to be defined by the morphology code of the particular neoplasm type as ICD-10 section C44 is classified by affected body area, e.g. C44.1 Skin of Eyelid.

The table below specifies cancer types/sites to be excluded from the database: 

	Specified Neoplasm
	ICD-10 Classification 
	Morphology Code

	Basal Cell Carcinoma
	C44
	M8090/3

	Multicentric Basal Cell Carcinoma
	C44
	M8091/3

	Basal Cell Carcinoma, Morphoea
	C44
	M8092/3

	Basal Cell Carcinoma, Fibroepithelial
	C44
	M8093/3

	Basosquamos Carcinoma
	C44
	M8094/3

	Metatypical Carcanoma
	C44
	M8095/3

	Pilomatrix Carcinoma
	C44
	M8110/3


If there is any problem removing a single neoplasm type from your data-set based upon the above information please consult the Basal Cell Neoplasm's section of ICD-10, which can be found under morphology codes M809-M811.  No information for any patient diagnosed with a neoplasm that is contained within this section should be entered onto the system.

Note: Basal Cell Carcinoma information is required for Cancer Registry purposes.

APPENDIX D – CANCER REPORT GROUPINGS AND ASSOCIATED ICD 10 CODES TO 3RD DIGIT (EXCEPT ACUTE LEUKAEMIA CODES CONTAINED IN APPENDIX E).

Note: ICD 10 codes should be recorded to the 3rd digit for all cancers except for acute leukaemia that require to be recorded to the fourth digit. These are listed in Appendix E.

	ICD 10 Codes to 3rd digit
	Description
	Category in which this ICD code will be included in summary waiting reports

	C00
	Malignant neoplasm of lip
	Head and Neck

	C01
	Malignant neoplasm of base of tongue
	Head and Neck

	C02
	Malignant neoplasm of other and unspecified parts of tongue
	Head and Neck

	C03
	Malignant neoplasm of gum
	Head and Neck

	C04
	Malignant neoplasm of floor of mouth
	Head and Neck

	C05
	Malignant neoplasm of palate
	Head and Neck

	C06
	Malignant neoplasm other and unspecified parts of mouth
	Head and Neck

	C07
	Malignant neoplasm of parotid gland
	Head and Neck

	C08
	Malignant neoplasm other and unspecified part of salivary gland
	Head and Neck

	C09
	Malignant neoplasm of tonsil
	Head and Neck

	C10
	Malignant neoplasm of oropharynx
	Head and Neck

	C11
	Malignant neoplasm of nasopharynx
	Head and Neck

	C12
	Malignant neoplasm of pyriform sinus
	Head and Neck

	C13
	Malignant neoplasm of hypopharynx
	Head and Neck

	C14
	Malignant neoplasm of other and ill-defined sites in the lip, oral cavity and pharynx
	Head and Neck

	C15
	Malignant neoplasm of oesophagus
	Upper Gastrointestinal

	C16
	Malignant neoplasm of stomach
	Upper Gastrointestinal

	C17
	Malignant neoplasm of small intestine
	Lower Gastrointestinal

	C18
	Malignant neoplasm of colon
	Lower Gastrointestinal

	C19
	Malignant neoplasm of rectosigmoid junction
	Lower Gastrointestinal

	C20
	Malignant neoplasm of rectum
	Lower Gastrointestinal

	C21
	Malignant neoplasm of anus and anal canal
	Lower Gastrointestinal

	C22
	Malignant neoplasm of liver and intrahepatic bile ducts
	Upper Gastrointestinal

	C23
	Malignant neoplasm of gallbladder
	Upper Gastrointestinal

	C24
	Malignant neoplasm of other and unspecified parts of billary tract
	Upper Gastrointestinal

	C25
	Malignant neoplasm of pancreas
	Upper Gastrointestinal

	C26
	Malignant neoplasm of other and ill-defined digestive organs
	Lower Gastrointestinal

	C30
	Malignant neoplasm of nasal cavity and middle ear
	Head and Neck

	C31
	Malignant neoplasm of accessory sinuses
	Head and Neck

	C32
	Malignant neoplasm of larynx
	Head and Neck

	C33
	Malignant neoplasm of trachea
	Lung

	C34
	Malignant neoplasm of bronchus and lung
	Lung

	C37
	Malignant neoplasm of thymus
	Lung


	ICD 10 Codes to 3rd digit
	Description
	Category in which this ICD code will be included in summary waiting reports

	C38
	Malignant neoplasm of heart, mediastinum & pleura, heart
	Lung

	C39
	Malignant neoplasm of other and ill-defined sites in the respiratory system and intrathoracic organs
	Lung

	C40
	Malignant neoplasm of bone and articular cartilage of limbs
	Sarcoma

	C41
	Malignant neoplasm of bone and articular cartilage of other and unspecified sites
	Sarcoma

	C43
	Malignant melanoma of skin
	Skin

	C44
	Other malignant neoplasms of skin (except basal cell carcinoma)
	Skin

	C45
	Mesothelioma 
	Lung

	C46
	Kaposi's sarcoma 
	Sarcoma

	C47
	Malignant neoplasm of peripheral nerves and autonomic nervous system
	Brain/Central Nervous System

	C48
	Malignant neoplasm of retroperitoneum and peritoneum
	Sarcoma

	C49
	Malignant neoplasm of other connective and soft tissue
	Sarcoma

	C50
	Malignant neoplasm of breast
	Breast

	C51
	Malignant neoplasm of vulva
	Gynaecological

	C52
	Malignant neoplasm of vagina
	Gynaecological

	C53
	Malignant neoplasm of cervix uteri
	Gynaecological

	C54
	Malignant neoplasm of corpus uteri
	Gynaecological

	C55
	Malignant neoplasm of uterus, part unspecified
	Gynaecological

	C56
	Malignant neoplasm of ovary
	Gynaecological

	C57
	Malignant neoplasm of other and unspecified female genital organs
	Gynaecological

	C58
	Malignant neoplasm of placenta
	Gynaecological

	C60
	Malignant neoplasm of penis
	Urological

	C61
	Malignant neoplasm of prostate
	Urological

	C62
	Malignant neoplasm of testis
	Urological

	C63
	Malignant neoplasm of other and unspecified male genital organs
	Urological

	C64
	Malignant neoplasm of kidney, except renal pelvis
	Urological

	C65
	Malignant neoplasm of renal pelvis
	Urological

	C66
	Malignant neoplasm of ureter
	Urological

	C67
	Malignant neoplasm of bladder
	Urological

	C68
	Malignant neoplasm of other and unspecified urinary organs
	Urological

	C69
	Malignant neoplasm of eye and adnexa
	Brain/Central Nervous System

	C70
	Malignant neoplasm of meninges
	Brain/Central Nervous System


	ICD 10 Codes to 3rd digit
	Description
	Category in which this ICD code will be included in summary waiting reports

	C71
	Malignant neoplasm of brain
	Brain/Central Nervous System

	C72
	Malignant neoplasm of spinal cord, cranial nerves and other parts of central nervous system
	Brain/Central Nervous System

	C73
	Malignant neoplasm of thyroid gland
	Head and Neck

	C74
	Malignant neoplasm of adrenal gland
	Other

	C75
	Malignant neoplasm of other endocrine glands and related structures
	Other

	C76
	Malignant neoplasm of other and ill-defined sites
	Other

	C77
	Secondary and unspecified malignant neoplasm of lymph nodes of head, face & neck
	Head and Neck

	C78
	Secondary malignant neoplasm of respiratory & digestive organs
	Other

	C79
	Secondary malignant neoplasm of other sites
	Other

	C80
	Malignant neoplasm without specification of site
	Other

	C81
	Hodgkin's disease
	Haematological

	C82
	Follicular (nodular) non-Hodgkin's lymphoma
	Haematological

	C83
	Diffuse non-Hodgkin's lymphoma
	Haematological

	C84
	Peripheral and cutaneous T-cell lymphomas
	Haematological

	C85
	Other and unspecified types of non-Hodgkin's lymphoma
	Haematological

	C88
	Malignant immunoproliferative diseases
	Haematological

	C90
	Multiple myeloma and malignant plasma cell neoplasms
	Haematological

	C91
	Lymphoid leukaemia
	Haematological

	C92
	Myeloid leukaemia
	Haematological

	C93
	Monocytic leukaemia 
	Haematological

	C94
	Other leukaemias of specified cell type
	Haematological

	C95
	Leukaemias of unspecified cell type 
	Haematological

	C96
	Other and unspecified malignant neoplasms of lymphoid, haematopoietic and related tissue
	Haematological

	C97
	Malignant neoplasms of independent (primary) multiple sites
	Other

	D05
	Carcinoma in situ of breast
	Breast


APPENDIX E - ACUTE LEUKAEMIA FOR INCLUSION IN CANCER WAITING TIMES TARGETS AND ASSOCIATED ICD 10 CODES TO THE 4TH DIGIT

Note: Acute leukaemia requires to be recorded to the 4th digit as below.

	ICD 10 Code to 4th digit
	Description
	Category in which this ICD code will be included in summary waiting reports

	C91.0
	Acute Lymphoblastic Leukaemia
	Acute leukaemia

	C92.0
	Acute Myeloid Leukaemia
	Acute leukaemia

	C92.4
	Acute Promyelocytic Leukaemia
	Acute leukaemia

	C92.5
	Acute myelomonocytic Leukaemia
	Acute leukaemia

	C93.0
	Acute Monocytic Leukaemia
	Acute leukaemia

	C94.2
	Acute Megakaryoblastic Leukaemia
	Acute leukaemia

	C95.0
	Acute Leukaemia of Unspecified Cell Type
	Acute leukaemia
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