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PREFACE 
 

One of the requirements of Cancer in Scotland: Action for Change is that all cancers 
are audited, and this is being implemented under the direction of the Scottish Cancer 
Group (SCG).  The SCG Quality Improvement Sub-Group developed a protocol for 
development of national data sets requiring the appointment of clinical leads, who in 
consultation with regional cancer networks and support from ISD should develop 
these.  To avoid duplication of data collection, national data sets were to take into 
account audit and evidence based guidelines, CSBS (now NHSQIS) style standards 
for the basic elements of the patients journey, the collection of core cancer 
registration data items.  They should also support the measurement of national 
cancer waiting times targets.  

In spring 2004, following the completion of the Scottish Urological Cancer Audit 
(SUCA), we were appointed as clinical leads for the development of the national 
urological cancer data set.  In July 2004 a national meeting involving representatives 
of the three regional cancer networks was held to discuss a draft data set and this 
was followed by two further drafts being produced and then a final data set was 
agreed in September 2004.  After agreement of the data set, data definitions were 
drafted and again agreed through the cancer networks, using wherever possible 
existing national data definitions. 

 
As high quality data are required to enable comparisons over time and between 
regions, it is important that national data definitions are used to facilitate consistent 
data collection.  National data definitions already in use have been used as much as 
possible to allow electronic data capture, thereby minimising duplication of data 
collection.  Where national data definitions do not already exist, definitions used in 
other systems have been incorporated. 
 

To ensure that findings are comparable across Scotland, the national dataset, along 
with its accompanying data definitions, were agreed in consultation with the regional 
centres and are now ready for implementation. 
 
Appendix 2 indicates how the dataset also maps to the minimum core dataset used 
by the British Association of Urological Surgeons (BAUS), excluding items that relate 
to English waiting times targets.  It should be noted that additional fields may need to 
be added locally e.g. Q.20 Initial treatment intent but these are not part of the 
national dataset.  Mappings have been agreed with BAUS. 

 
 

Dr Grahame Howard, Consultant Oncologist, Western General Hospital 
Mr Chris Goodman, Consultant Urologist, Ninewells Hospital 

Clinical Leads for the National Urological Cancer Dataset 
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CONVENTIONS 
In the following definitions the layout for each item is standard.  Two conventions 
have been used in the document as follows: 
 

 {curly brackets} - definition relates to one specific named data set 

 'described elsewhere' - indicates there is a definition for the named item within the 
document 

 

CRITERIA FOR INCLUSION OF PATIENTS IN AUDIT 
 All patients with a confirmed new primary of a urological cancer.  (See Site of 

Origin, page 25).  This includes patients who have had a previous primary 
malignancy of any site or a concurrent primary malignancy of another site.  
Departments should consider adding a flag to a record so that details of separate 
primary tumours can be linked for clinic purposes eg the multidisciplinary meeting.  
All patients with normal residence in Scotland even if they only received part of 
their therapy within a health board/region. 

 Carcinoma in-situ  

 Stage pTa (low grade G1 or G2 and high grade G3) tumours (non-invasive 
papillary carcinoma). 

 
It should be noted that with bilateral tumours, a separate record should be entered 
for each tumour of distinct origin.  This is in line with BAUS. 
 

Exclude 

 Patients where the origin of the primary is uncertain. 

 Patients with normal residence outwith Scotland. 

 Private patients are not currently included in the national audit.  However, local 
departments may wish to collect information on these patients. 

 Death Certificate Only (DCO) cases. 
 

IDENTIFICATION OF PATIENTS FOR AUDIT 
It is recognised that not all patients present for treatment through the expected route 
and it may be difficult to identify the whole population for audit.  It is suggested that 
some of the following should be used to identify patients: 

 Pathology listings 

 Notifications via the multidisciplinary team meetings 

 ‘Coding’ – Scottish Morbidity Records (SMR) 

 Departmental databases and registers 

 Notifications from Clinical Nurse Specialists  

 General Registrar Office (GRO) death data 
 
By using a number of sources case ascertainment should be increased.  To facilitate 
this process ISD Scotland can routinely provide provisional cancer registrations for 
all cancer audits.  These registrations will link together in a single record pathology, 
GRO, SMR and other notifications of cancer.  In each network area named contacts 
will be provided with provisional registrations. 
 

 

 

SCOPE OF AUDIT 
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The scope of the audit relates to the initial primary treatment/management episode 
for the cancer.  Subsequent management e.g. treatment for hormone refractory 
relapse etc (which occurs later in the disease pathway) is not covered. 

 

RESPONSIBILITY FOR DATA COLLECTION 

It should be noted that it is the responsibility of the hospital where the patient 

was diagnosed to identify patients and collect data for audit, even though the 

patient may receive treatment in more than one hospital, and submit the 

completed record for national quality assurance and comparative reporting.  
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DATABASE SPECIFICATION  

Data Item FIELD NAME Field Type Size Definition 

and codes 

on page 

Patient Identifiers 

Patient Number PATNO Text 12 N/A 

Patient Forename PATFNAME Text 20 1 

Patient Surname PATSNAME Text 30 2 

Patient Address at 
Diagnosis (1 - 4) 

PATADD1 - 4 Text 150 3 

Patient Postcode at 
Diagnosis 

PATPCODE Text 9 4 

Date of Birth DOB Date/Time 8 5 

Sex (Gender) SEX Number (Byte) 1 6 

Institute/Hospital of 
Diagnosis  

HOSP Text 5 7 

Unit Number (Hospital 
Patient Identifier) 

UNITNUM Text 10 8 

CHI Number CHINUM Text 10 9 

Date of Cancer 
Referral  

REFDATE Date/Time 8 10 

GP practice code GPPRAC Text 5 11 

Urgency of Cancer 
Referral 

URGENCYREF Number (Byte) 1 12 

Date Referral Received REFRECDATE Date/Time 8 13 

Source  of Cancer 
Referral 

MREFER Number (Byte) 1 14 

Hospital Clinicians and Referral Details 

Clinician 1 - 4   CLINAM 1 - 4 Text 20 16 

Specialty of Clinician 1-
4 

CLINSPEC 1 - 4 Text 3 17 

Date of Seeing First 
Clinician 1-4 

FCLINDATE1-4 Date/Time 8 19 

Date of Diagnosis 
 

DIAGDATE Date/Time 8 20 

Incidence Date INCDATE Date/Time 8 21 

Laterality (Kidney, 
Testis, Renal 
Pelvis/Ureter) 

SIDE Number (Byte) 2 22 

Other Synchronous 
Active Urological 
Tumours 

OTHERTUMOURS Number (Byte) 1 23 

Most Valid Basis of 
Diagnosis 

VALID Number (Byte) 2 24 

Site of Origin of 
Tumour 

SITE Text 5 25 
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DATABASE SPECIFICATION (contd) 

Data Item FIELD NAME Field Type Size Definition 

and codes 

on page 

Investigations and Management 

Clinical TNM Tumour 
Stage (Urological 
Cancer) 

cT Text 4 27 

Clinical TNM Nodal 
Stage (Urological 
Cancer) 

cN Text 4 30 

Clinical TNM 
Metastases Stage 
(Urological Cancer) 

cM Text 4 32 
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Royal Marsden 
Hospital (RMH) 
Staging (Testicular 
Cancer) 

RMH Text 4 33 

International Germ Cell 
Consensus 
Classification (IGCCC) 
Prognostic Grouping 
(Testicuclar Cancer) 

IGCCC Number (Byte) 2 34 

Prostate Specific 
Antigen at Diagnosis 
(Prostate Cancer) 

PSA 
Number (Long 
Integer) 

6 35 

S Category (Testicular 
Cancer) 

SERUM Text 4 36 

*Site of Metastases at 
Presentation 
(Urological Cancer) 

METSITE 1-6 Number (Byte) 2 37 

Discussed by 
Multidisciplinary Team 

MDT Number (Byte) 1 38 

Date of First 
Multidisciplinary 
Meeting 

MDTDATE Date/Time 8 39 

Seen by Clinical Nurse 
Specialist 

CNS Number (Byte) 1 40 

Date First Seen by 
Clinical Nurse 
Specialist 

CNSDATE Date/Time 8 41 

Seen by Specialist 
Palliative Care 

SPCARE Number (Byte) 2 42 

Date First Seen by 
Specialist Palliative 
Care 

SPCAREDATE Date/Time 8 43 

Type of First Cancer 
Treatment 

MODE Number (Byte) 1 44 

Date of First Cancer 
Treatment 

FIRSTTREATDATE Date/Time 8 45 

Reasons For Delays in 
Starting First Cancer 
Treatment 

DELAY Number (Byte) 2 46 
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DATABASE SPECIFICATION (contd) 

Data Item FIELD NAME Field Type Size Definition 

and codes 

on page 

Surgery 

Surgery Performed SURG Number (Byte) 1 48 

Name of Consultant in 
Charge of Surgery 

SURGCON Text 20 49 

Operating Surgeon OPSURG Text 20 50 

Grade of Operating 
Surgeon 

OPGRADE Number (Byte) 2 51 

Hospital of Surgery HOSPSURG Test 5 52 

ASA Grade ASASTATUS Number (Byte) 2 53 

Supervised Training 
Operation 

SUPTRAINOP Number (Byte) 2 54 

Intent of Operation OPINTENT Number (Byte) 2 55 

Grade of Anaesthetist AGRADE Number (Byte) 2 56 

Operative Procedure 1-
6 

OPCODE1 1-6 
OPCODE2 1-6 
OPCODE3 1-6 

Text  5 57 

Date of Surgery 1-6 SURGDATE 1-6 Date/Time 8 60 

Pathology 

Pathology Report 
Number 

PATHNUM Text 20 62 

Laboratory (Pathology) PATHLAB Text 5 63 

Date of Histological 
Diagnosis 

HDIAG Date/Time 8 64 

Morphology of Tumour MORPHOL Text 6 65 

Major Gleason Grade 
(Prostate) 

MAJGGRADE 
Number (Long 
Integer) 

4 66 

Minor Gleason Grade 
(Prostate) 

MINGGRADE 
Number (Long 
Integer) 

4 67 

Gleason Total Score GTOTAL 
Number (Long 
Integer) 

4 68 

Degree of 
Differentiation 

DIFFERENT Number (Byte) 2 69 

Tumour Size (Penile, 
Kidney, Bladder) 

TSIZE 
Number (Long 
Integer) 

4 70 

Number of Tumours 
(Bladder, Kidney only) 

MULTIPLE Number (Byte) 2 71 

Pathological Tumour 
Stage 

pT Text 4 72 

Pathological Nodal 
Stage 

pN Text 4 76 

Pathological 
Metastases Stage 

pM Text 4 79 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

viii 

DATABASE SPECIFICATION (contd) 

Data Item FIELD NAME Field Type Size Definition 

and codes 

on page 

Radiotherapy and Brachytherapy 

*Type of Oncology 
Treatment 

ONCOLTYPE 1-8 Number (Byte) 2 82 

Radiotherapy (Courses 
1-2) 

RADIO 1-2 Number (Byte) 2 83 

Hospital of 
Radiotherapy 

HOSPRADIO Text 5 84 

Oncologist 
(Radiotherapy) 

ONCORADIO Text 7 85 

Date Radiotherapy 
Started (Courses 1-2) 

RADDATE 1-2 Date/Time 8 86 

Date Radiotherapy 
Completed (Courses 1-
2) 

RCOMPDATE 1-2 Date/Time 8 873 

Total Radiotherapy 
Dose Planned (cGy) 
(Courses 1-2) 

TOTDOSE 1-2 
Number – 2 
decimal places 

6.2 88 

Total Radiotherapy 
Dose Administered 
(cGy) (Courses 1-2) 

TOTDOSEAD 1-2 
Number – 2 
decimal places 

6.2 89 

Total Radiotherapy 
Fractions Planned 
(cGy) (Courses 1-2) 

FRACTIONPLAN 1-
2 

Number (Long 
Integer) 

8 90 

Total Radiotherapy 
Fractions Administered 
(cGy) (Courses 1-2) 

FRACTIONAD 1-2 
Number (Long 
Integer) 

8 91 

Dose Reduction Due to 
Toxicity (Radiotherapy) 
(Courses 1-2) 

TOXRT 1-2 Number (Byte) 2 92 

Brachytherapy 
Performed (Courses 1-
2) 

BRACHY 1-2 Number (Byte) 2 93 

Date Brachytherapy 
Started (Courses 1-2) 

BRACHYDATE 1-2 Date/Time 8 94 

Chemotherapy 

Hospital of 
Chemotherapy 

HOSPCHEM Text 5 96 

Oncologist 
(Chemotherapy) 

ONCOCHEM Text 7 97 

Chemotherapy (Type) 
(Courses 1-2) 

CHEM 1-2 Number (Byte) 2 98 

*Chemotherapy 
Regimen (Courses 1-2) 

CHEMAGENT 1 (1-
16) & 2 (1-16) 

Number (Byte) 2 99 

Date Chemotherapy 
Started (Courses 1-2) 

CHEMDATE 1-2 Date/Time 8 100 

 

Page revised
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DATABASE SPECIFICATION (contd) 

Data Item FIELD NAME Field Type Size Definition 

and codes 

on page 

Chemotherapy (contd) 

Date Chemotherapy 
Completed (Courses 1-
2) 

CHEMENDATE 1-2 Date/Time 8 101 

Dose Reduction Due to 
Toxicity 
(Chemotherapy) 
(Courses 1-2) 

TOXCHEM 1-2 Number (Byte) 2 102 

Other Therapy 

Type of 
Immunotherapy 

IMMUNTYPE Number (Byte) 2 1040 

Immunotherapy Agent 
(Urological Cancer) 

IMMUNAGENT Number (Byte) 2 105 

Date Immunotherapy 
Started 

IMMUNDATE Date/Time 8 106 

Date Immunotherapy 
Completed 

IMMUNENDATE Date/Time 8 107 

Type of Hormone 
Therapy 

HORMTYPE Number (Byte) 2 108 

*Hormone Therapy 
Regimen (Urological 
Cancer) 

HORMAGENT 1-13 Number (Byte) 2 109 

Intent of Combination 
Hormone Antagonist 
Therapy 

HORMINTENT Number (Byte) 2 111 

Date Hormone 
Therapy Started 

HORMDATE Date/Time 8 112 

Treated With Other 
Therapy 

TREATOTHERTHE
RAPY 

Number (Byte) 2 113 

Consultant for Other 
Therapy 

CONOTHERTHERA
PY 

Text 7 114 

Type of Other Therapy OTHERTHERAPY Number (Byte) 2 115 

Hospital of Other 
Therapy 

OTHHOSP Text 5 116 

Date Other Therapy 
Started 

OTHERDATE Date/Time 8 117 

Date Other Therapy 
Completed 

OTHERENDATE Date/Time 8 118 

Clinical Trials 

Trial Offered TRIALOFF Number (Byte) 1 120 

Clinical Trial Name CLINTRIAL Number (Byte) 2 121 

Trial Entry Date ENTRYDATE Date/Time 8 122 
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DATABASE SPECIFICATION (contd) 

Data Item FIELD NAME Field Type Size Definition 

and codes 

on page 

Follow-up and Recurrence 

Date of Death DOD Date/Time 8 124 

Primary Cause of 
Death 

COD Number (Byte) 2 125 

 

NB Please note that the fields marked * are multiple choice fields. 
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Patient Forename 
 
 

Definition: 
The first forename of a person represents that part of the name of a person which, 
after the surname, is the principal identifier of a person. 
 
Definitions & Codes for NHSScotland – 6

th
 update April 2002 

 
 

Notes for Users: 
None. 

 

Coding Details: 
None. 
 

Notes by Users: 
 
 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Patient Surname 
 
 

Definition: 
The surname of a person represents that part of the name of a person which 
indicates the family group of which the person is part. 
 
Definitions & Codes for NHSScotland – 6

th
 update April 2002 

 
 

Notes for Users: 
It should be noted that in Western culture this is normally the latter part of the name 
of a person.   However, this is not necessarily true of all cultures.  This will, of 
course, give rise to some problems in the representation of the name.  This is 
resolved by including with the name a preferred name format indicating amongst 
other things the order of various parts of the name. 
 

Coding Details: 
None. 
 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Patient Address at Diagnosis 
 
 

Definition: 
A patient’s usual address is the address at which (s)he currently lives and which the 
patient states is his/her usual address. The address recorded should be the patient’s 
usual address at date of diagnosis which is described elsewhere. 
 
Definitions & Codes for NHSScotland – 6

th
 update April 2002 

 
 

Notes for Users: 
NHS standards for unstructured and structured addresses exist and are applicable in 
England and Scotland.  They can be found in the “Definitions & Codes for 
NHSScotland” manual produced by ISD Scotland. 
 

Coding Details: 
None. 
 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Patient Postcode at Diagnosis 
 
 

Definition: 
The postcode is a basic unit for identifying geographic locations.  A postcode is 
associated with each address in the UK. 
 
A postcode has two component parts.  Part one of the postcode is known as the 
outcode, and part two is known as the incode. 
 
Outcode 
The outcode identifies the postal area and postal district.  The postal area is 
represented by 1 or 2 alpha characters and the postal district is represented by 1 or 
2 digits.  Therefore, part 1 contains 2,3 or 4 characters. 
 
Incode 
The incode is of length 3 characters.  The postcode sector is represented by the 
outcode plus the first digit of the incode.  The complete postcode represents the 
postman’s walk. 
 
Definitions & Codes for NHSScotland – 6

th
 update April 2002 

 
 

Notes for Users: 
Details of postcode format can be found in the “Definitions & Codes for 
NHSScotland” manual produced by ISD Scotland. 
 
Where a postcode cannot be determined, contact: 
 
The Postcode Helpline at ISD either by telephoning 0131-275 6044 or writing to 
POSTCODE HELPLINE, ISD SCOTLAND, GYLE SQUARE, 1 SOUTH GYLE 
CRESCENT, EDINBURGH EH12 9EB.  Please provide as detailed an address as 
possible so that the local health authority can be derived. 
 
Or Call the Post Office Helpline on 0845 7111222 
 
Or check the postcode/address finder on the Royal Mail website at 
www.royalmail.com 
 

The postcode recorded should be the normal residence of the patient at the time 
they were diagnosed with cancer. 

 
 

Coding Details: 
The instructions for determining a postcode given at the front of the Postcode 
Directories should be followed. 
 

Notes by Users: 

 
 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

http://www.royalmail/
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Date of Birth 
 
 

Definition: 
Not applicable. 
 
 

Notes for Users: 
If the patient’s date of birth is recorded differently on different occasions, the most 
frequently used or latest date should be recorded. 
 

Coding Details: 
The patient’s full date of birth inclusive of the century should be recorded.  The 
format should be DDMMCCYY. 
 

Notes by Users: 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Sex (Gender) 
 
 

Definition: 
The sex of the patient is the genetic sex of the patient, regardless of biological sex or 
the perception of the patient. 
 
 

Notes for Users: 
None. 
 

Coding Details: 

Sex not known 
The sex of the person is not provided in the personal details i.e. the data has not 
been supplied and sex cannot be ascertained from the data provided. 
 

Sex not specified 
The sex of the person cannot be determined for physical reasons, e.g. a new born 
baby. 
 
Definitions and Codes Manual, 6

th
 Update, April 2002 

 

Code Description 
0 Not known (not recorded) 

1 Male 

2 Female 

9 Not specified 

 

Notes by Users: 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Institute/Hospital of Diagnosis  
 

Definition: 
This denotes the hospital location in which the diagnosis of cancer was first made. 
 

Notes for Users: 
Details of location codes for hospitals can be found in the “Definitions & Codes for 
NHSScotland” manual produced by ISD Scotland. 
 
See date of diagnosis described elsewhere for details of diagnosis. 
 

Coding Details: 
Location codes are five character codes maintained by ISD Scotland and the 
General Register Office (Scotland).  The first character denotes the health board, the 
next three are assigned and the fifth denotes the type of location (H=hospital) eg 
 
A111H=Crosshouse Hospital  
G107H=Glasgow Royal Infirmary 
X1010=Inapplicable 
X9999=Not recorded 
 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 

NOTE: 
If a patient was provisionally diagnosed at one hospital but transferred to another for 
confirmation of the diagnosis only e.g. biopsy, then returns to the original hospital, 
record the first hospital. 
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Unit Number (Hospital Patient Identifier) 
 

Definition: 
The hospital patient identifier is a code which uniquely identifies a patient on the 
main index of a hospital (i.e. within the hospital health records system). 

 
Definitions & Codes for NHSScotland – 6

th
 update April 2002 

 

 

Notes for Users: 
The code is normally allocated on the patient’s first contact with the hospital except 
where the contact is through Accident & Emergency. 
 

Coding Details: 
If there is more than one unit number record the unit number relating to the institution 
of diagnosis as described elsewhere. 
 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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CHI Number 
 

Main Source of Data Item Standard of Standard:  Scottish Executive Health 
Department. 
 

Definition:  The Community Health Index (CHI) is a population register, which is 
used in Scotland for health care purposes. The CHI number uniquely identifies a 
person on the index.  
 

Field Name:  CHINUM 

Field Type:  Characters 

Field Length:  10 
 

Notes for Users: 
The Community Health Index (CHI) is a computer based population index whose 
main function at present is to support primary care services.   CHI contains details of 
all Scottish residents registered with a General Practitioner and was originally 
envisaged and implemented as a population-based index to help assess the success 
of immunisation and screening programmes. It is therefore closely integrated with 
systems for child health, cervical cytology and breast screening call and recall…It is 
intended that this number, the Scottish equivalent of the new NHS number in 
England and Wales, should become the Unique Patient Identifier throughout the 
NHS in Scotland. 
From Designed to Care - Scottish Office 
 
The CHI number is a unique numeric identifier, allocated to each patient on first 
registration with the system. The CHI number is a 10-character code consisting of 
the 6-digit date of birth (DDMMYY), two digits, a 9th digit which is always even for 
females and odd for males and an arithmetical check digit.  
(ISD, Information Services, NHS National Services Scotland) 
 
The CHI number should always be used to identify a patient. However, Health record 
identifiers, such as hospital numbers in Patient Administration Systems (PAS), may 
be used locally, in conjunction with the CHI number or in the absence of the CHI 
number, to track patients and their records.  
 

Although there may be no number when a patient presents for treatment, there must 
be an allocation at some point in the episode of care as CHI is mandatory on all 
clinical communications.   
 
Non-Scottish patients and other temporary residents can have a CHI number 
allocated if required but it is envisaged that future development may allow the 
identifying number used in other UK countries to be used in Scotland. 
 
 

Related Data Item(s):   
Date of Birth 

 

Notes by Users: 
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Formal name: Date of cancer referral 
 

 

Main source of data standard:  The National Cancer Datasets developed by the 
Cancer Networks supported by ISD from SEHD guidance issued 13 April 2005.  
 
Definition :  Date of cancer referral is the date on which a referral is made by a 
primary care or hospital clinician for symptoms that lead to a diagnosis of cancer. 
 

Format: Store as 10 characters in the format CCYY-MM-DD. Display as 
DDMMCCYY.    

 

Codes and values: N/A 
 

Related data item:  Source of cancer referral, Urgency of cancer referral. 
 

Further information: This is the date on the referral letter (if there are a number of 
dates record the date the letter was typed) or fax message, or of the telephone call 
or e-mail and may be the same date as the date on which the referral is received or 
earlier.  If there is not a referral correspondence, the date documented in the case 
notes should be recorded. 
 
If the patient is referred by another hospital clinician while being investigated for a 
condition unrelated to their cancer (incidental finding), the date the patient was 
referred for investigation of their cancer should be recorded.  
 
For patients where the cancer was detected at a review clinic for pre-cancerous 
conditions or an existing cancer, or at a cancer genetic clinic, the date the decision 
was made to refer for further investigation of the cancer should be recorded.  
 
For patients referred from screening the date the patient is first referred to a hospital 
clinician for investigation of their cancer should be recorded.  This may take place at 
a screening centre or a hospital. 
 
If a patient is referred from primary care but is admitted as an emergency before the 
clinic date, record date of referral as the original referral date.  If a patient has not 
been referred previously for investigation of the cancer record the date the patient 
presents to A&E or Acute Admissions, (self or GP referral). 

 
If the exact date is not documented, record as 09/09/0909. 

 
Date of referral may be after the date of diagnosis e.g. where the GP has excised 
the tumour for melanoma. 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 

Note:  Symptoms include lump, frank haematuria, penile ulcer, Lower Urinary Tract 
Symptoms Suggestive of Bladder Outflow Obstruction (LUTSSOBOO). 
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GP Practice Code 
 
 

Definition: 
This denotes the code of the GP practice where the patient was registered at the 
time of their referral for investigation of cancer. 
 

Notes for Users: 
General Medical Practitioners (or GPs) provide general medical services to the 
population either in partnership with other General Medical Practitioners or on a 
single handed basis.  The term GP practice covers both partnerships and single 
handed practices.  Each GP practice in Scotland is identified by a unique GP 
practice code.  The practice code is a four digit code plus a check digit with ranges of 
codes allocated to each NHS Board.  
 
Also known as General Practitioner Practice Code (GPPC).   
 

Coding Details: 
Refer to the SMR Data Manual for details on obtaining a practice code. 
 
For further information contact:  
 
Contact: The Primary Care Administrator at your Primary Care Trust  
 or Joan Forrest, Primary Care Information, ISD Scotland, Edinburgh 
Telephone: 0131 275 6280 
Email: Joan.Forrest@isd.csa.scot.nhs.uk 
Related terms: NHS Board. 
 
Definitions and Codes Manual, 6

th
 Update, April 2002 

 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 

mailto:Joan.Forrest@isd
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Formal name: Urgency of cancer referral  
 

 

Main source of data standard:  ISD Definitions and Codes Manual, 6
th
 Update, 

April 2002 and SEHD guidance issued 13 April 2005.    
 
Definition :  This denotes the urgency of referral for investigation of cancer as assigned by 
the referring primary care clinician.   
 

Format:  2 characters.    

 

Codes and values:  
 

Code Description 

01 Urgent 

02 Soon 

03 Routine 

09 Not recorded 

10 Inapplicable 

 

Related data item:  Source of cancer referral, Date of cancer referral. 
 

Further information: Outpatient referral category is the classification of an 
outpatient referral into urgent, soon and routine as perceived by the source of 
referral.   
 

 Urgent – for clinical reasons, a patient requires an appointment at the earliest 
possible opportunity.    

 
This includes patients referred by a primary care clinician to where a risk 
based triage system is formally in place and the patient is subsequently 
categorised as high risk or urgent. 

 

 Soon – for clinical reasons, a patient requires an earlier appointment than 
he/she would receive if given the next available routine appointment.  

 

 Routine – a patient requires the next available routine appointment.  
 

Emergency referrals should be classed as urgent.  This includes self-referral to A & 
E or Acute Admissions. 
 
If a primary care clinician has not referred a patient then code as inapplicable.   
 

If a patient is referred from primary care but is admitted as an emergency before the 
clinic date, record urgency of referral as denoted by the referring primary care 
clinician at the time of the original referral. 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 

 

 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

13 

Date Referral Received 
 

Definition: 
Date referral received is the date on which a healthcare service receives a referral. 
 

 

Notes for Users: 
This may be the same as the date of referral or later.  Also known as Referral 
Received Date. 
 
Definitions and Codes Manual, 6

th
 Update, April 2002 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Formal name: Source of cancer referral  

 

Main source of data standard: The National Cancer Datasets developed by the 
Cancer Networks supported by ISD.  
 

Definition : This denotes the route by which the patient was referred for 
investigation of signs or symptoms that lead to a diagnosis  of cancer.  

 

Format:  2 characters.    
 

Codes and values:  
 

Code Specialty 
01 Primary care clinician (GP, Nurse practitioner) 

02 Screening service 

03 Incidental finding  

04 Review clinic 

05 Cancer genetic clinic 

06 Self-referral to A&E 

07 GP referral directly to hospital (A&E or other) 

08 Previous GP referral but subsequently admitted to hospital (A & E or other) 
subsequently 09 Not recorded 

11 Primary care clinician (Dental) 

12 Referral from private healthcare 

13 Other 
 

Related data item:  Date of cancer referral, Urgency of cancer referral. 
 

Further information: Patients may be referred by a general or dental practitioner to 
a clinic if the patient presents with symptoms requiring further investigation which 
lead to a diagnosis of cancer.  A general practitioner is a registered practitioner who 
provides general medical services to the community in partnership with other GPs or 
on a single-handed basis.  Patients presenting at A&E or acute admissions are often 
referred by their general practitioner (and may already have an outstanding primary 
care referral for cancer) so should be recorded under (code 8).  Patients without a 
previous GP referral should be coded as 6 (self referral) or 7 (GP referral). 
 

After attending for routine screening in a Screening Programme a patient may be 
referred for further investigation, 2 (screening service).  
 

Some patients may be attending or referred to hospital for investigation or treatment 
of a condition unrelated to their cancer and a tumour is diagnosed, 3 (incidental 
finding). 
 

Patients may attend an outpatient cancer clinic as they are being followed up for 
benign disease or a previous cancer of the same site as diagnosed (4 review clinic) 
or because of a strong family history of cancer (5 genetic clinic). 
 
13 (Other) includes following a domiciliary visit by a hospital clinician. 
 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 

NOTE: Referrals from private health care are still excluded from waiting times 

reporting. 
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Section 2: Hospital Clinicians and Referral Details 
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Clinician 1-4 
 
 

Definition: 
Clinicians are consultants who carry clinical responsibility for a patient’s healthcare 
during an episode. 
 
 

Notes for Users: 
The data set allows for the full name of up to four hospital consultants to be 
recorded.  Record, in chronological sequence, the first four consultants seeing the 
patient for their diagnosis and primary treatment.  This also applies to those patients 
where diagnosis is an incidental finding.  Clinician 1 should be the first contact for 
investigation with a secondary health care consultant that started the referral 
pathway leading to the diagnosis and subsequent treatment. 
 

Coding Details: 
The surname and forename of each clinician should be recorded to distinguish 
between consultants with common surnames.  If there are two consultants with the 
same forename and surname, the specialty of consultant will be required.  If the 
patient is seen by a member of the consultant’s junior staff, record the name of the 
consultant in charge of the patient.  If the patient is seen by a clinician who is 
working as a locum, record only that the clinician is a locum consultant. 
 
Clinicians’ names should be stored in databases as General Medical Council (GMC) 
number. 
 
If a clinician’s name is not recorded code enter ‘9999’.  If the patient does not see 
clinician 2, 3 or 4 code as inapplicable (1010).  
 
If the clinician seeing a patient at a hospital clinic is a GP, or the clinician is 
described as a ‘trust practitioner’, record as GP, rather than the name of the GP. 
 
Note: If there is urologist to urologist referral, record both consultants as this is 
required for BAUS.  For other specialties, only the consultant with overall 
responsibility should be recorded. 
 

Notes by Users: 
 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Specialty of Clinician 1-4 
 

Definition: 
The specialty of the clinician is the specialty in which he/she is formally recognised 
and contracted to work.  A clinician may be formally recognised and contracted to 
work in more than one specialty; in these cases one specialty is recognised as the 
main one. If a consultant is recognised in more than one specialty, the patient 
episode should be recorded under the specialty that best reflects the care given for 
that patient’s problem or condition.  The specialty designation of beds is not used to 
determine patient episode specialty. 
 

Definitions and Codes Manual, 6
th
 Update, April 2002 

 

 

Notes for Users: 
The specialty of up to four clinicians can be recorded. The first specialty should 
relate to the first hospital clinician recorded in the clinician field, the second for the 
second clinician etc. If the clinician is a GP this also has a specialty code (see coding 
details). 
 

If the clinician is a locum the specialty should still be recorded. 
 

Coding Details: 
 

Code Specialty 

A1 General Medicine 

A2 Cardiology 

A3 Clinical Genetics 

A5 Clin Pharm. & Therap. 

A6 Communicable Diseases 

A7 Dermatology 

A8 Endocrin. & Diabetes 

A9 Gastroenterology 

AA Genito-Urinary Med 

AB Geriatric Medicine 

AC Homeopathy 

AD Medical Oncology 

AF Medical Paediatrics 

AFA Community Child Health 

AG Nephrology 

AH Neurology 

AK Occupational Health 

AM Palliative Medicine 

AN Public Health Medicine 

AP Rehabilitation Med. 

AQ Respiratory Medicine 

AR Rheumatology 

C1 General Surgery 

C2 Accident & Emergency 
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Specialty codes continued 
 

Code Specialty 

C3 Anaesthetics 

C4 Cardiothoracic Surgery 

C5 ENT Surgery 

C6 Neurosurgery 

C7 Ophthalmology 

C8 Orthopaedic Surgery 

C9 Plastic Surgery 

CA Surgical Paediatrics 

CB Urology 

D1 Community Dentistry 

D3 Oral Surgery 

D4 Oral Medicine 

D5 Orthodontics 

D6 Restorative Dentistry 

D7 Community Dental Health 

D8 Paediatric Dentistry 

E1 General Practice 

F1 Obstetrics & Gynaecology 

F1A Well Woman Service 

F1B Family Planning Service 

G1 General Psychiatry 

G1A Community Psychiatry 

G2 Child & Adolescent Psych 

G3 Forensic Psychiatry 

G4 Old Age Psychiatry 

G5 Mental Handicap 

G6 Psychotherapy 

H1 Diagnostic Radiology 

H1A Breast Screening Service 

H2 Radiotherapy 

H3 Nuclear Medicine 

J1 Pathology 

J2 Blood Transfusion 

J3 Clinical Chemistry 

J4 Haematology 

J5 Immunology 

J6 Microbiology 

J7 Virology 

99 Not recorded 

 

Notes by Users: 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Date of First Seeing Clinician 1-4  
 

Definition: 
Date of first seeing clinician is the date on which a consultant (or one of his team) 
first sees a patient for investigation or management of cancer following referral from 
primary or secondary healthcare.  

 

 

Notes for Users: 
Dates for up to four clinicians can be recorded. The first date should relate to the first 
clinician in the first specialty, the second for the second clinician etc. 
 
If cancer is suspected at a review clinic, date of first seeing clinician 1 is the date the 
clinician decides to investigate symptoms suggestive of cancer.  
 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
The patient may not see clinicians 2, 3 or 4. In this case record 10/10/1010 
(inapplicable) where appropriate. 
 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Date of Diagnosis  
 

Definition: 
The date of diagnosis is the date on which there was first confirmation of the 
diagnosis of urological cancer whether by histology, cytology or clinical (including 
radiological) methods. 

 

 

Notes for Users: 

 
If elective surgery has been performed date of diagnosis must be prior to the surgery 
or the same day. 

 
If multiple histological or cytological findings have been reported the date of the first 
procedure performed confirming the diagnosis of urological cancer is taken. 

 
If no histological or cytological procedures were undertaken (pre-operatively when 
elective surgery is to be undertaken) the date of diagnosis will be the date of any 
imaging procedure performed that confirmed a diagnosis of urological cancer; 
otherwise the date will be based on clinical findings and will be the first date upon 
which the clinician concludes a diagnosis of cancer. 
 
The date recorded is the date the procedure was performed, not the date the report 
was issued. 
 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 

 

Notes by Users: 
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Incidence Date 
 

Definition: This is the date that the cancer in question becomes formally known to 
NHS Scotland.  

 
 

Notes for Users: 
The following may prove useful as a guide for determining which date to use:  
 

e.�. For patients seen as outpatients and/or day cases and/or inpatients (other 
than long stay or residential) this is the earliest available date from the 
following:   

— Date of first consultation as an outpatient relating to the diagnosis 
e.�. Date of first pathology report confirming the diagnosis 
— Date of first admission to hospital relating to the diagnosis 
— Date of first hospital-initiated treatment for the condition  

 
e.�. For long stay or residential patients, or patients receiving care at home: 

—Date of diagnosis (or best estimate) should be used. 
  

e.�. IFor death certificate only cases (when follow-up attempts have been 
  unsuccessful),and for cases first diagnosed at 
  autopsy (unsuspected during life):   

 Date of death should be used  
 

e.�. For patients seen and diagnosed by their GP only.   
        — Date of diagnosis (or best estimate)   

 
Scottish Cancer Registry Guidelines, Fourth Edition, 2001 
 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 

 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Laterality (Kidney, Renal Pelvis/Ureter) 
 

Definition: 
This indicates the side or laterality (i.e. left or right) of the body in which the tumour is 
located.  
 
 

Notes for Users  
It is important that this be recorded for paired organs (e.g., kidney).  Only the 
following codes to be used: 
 
Two tumours of the same morphology diagnosed simultaneously in paired  organs 
should be recorded separately unless stated to have originated from a single primary 
tumour.  The exception to this rule is Wilm’s tumour (Nephroblastoma).  If these are 
diagnosed simultaneously, they should be recorded as a single bilateral record.   
 
Tumours in paired organs of completely different histology should be recorded 
separately. 
 

Coding Details: 

 

Code Description 

1 Right 

2 Left 

3 Bilateral 

4 Midline (Not applicable for some cancers) 

9 Not recorded 

10 Not applicable (non-paired organs) 

 
 

 

 

Notes by Users 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 
 
 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

23 

Other Synchronous Active Urological Tumours 
 

Definition: 
This indicates whether other urological tumours are being treated at the same time.  
 
 

Notes for Users  
Urological tumours: Kidney, penis, renal pelvis, ureter, urethra & other unspecified 
urinary organ, male genitalia unspecified.  The tumours may or may not have been 
diagnosed at the same time but the patient should be undergoing active treatment 
for both conditions.  This may include tumours of different morphology. 
 

Coding Details: 

Code Description 

1 Yes 

2 No 

9 Not Recorded/Not Known 

 
 

 

 

Notes by Users 
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Most Valid Basis of Diagnosis  
 

Definition:  
This denotes the best evidence in support of the diagnosis of cancer. 
 
 

Notes for Users: 
The conclusion of a diagnosis of cancer may be based on one or several 
procedures; clinical findings or as a report on the death certificate.  Histological 
confirmation is considered as the most valid basis of diagnosis. 

 
The methods of diagnosis are listed in essentially ascending order of validity, 
microscopic methods having greater validity than non-microscopic methods. 

 
Coding Details: 
Code Description 
1 Clinical only — the diagnosis is based solely on clinical findings 

(history and/or physical examination). This is made before death 

but without the benefit of the following: 
2 Clinical investigation – the diagnosis is supported by 

investigations such as x-ray, CT scan, ultrasound etc. 
3 Exploratory surgery/endoscopy/autopsy (without concurrent or 

previous histology) — the tumour has been visualised or 

palpated but there is no confirmatory microscopic evidence 

4 Tumour specific markers (biochemical/immunological tests) — the 

diagnosis is supported by specific tests 

5 Cytology — the diagnosis is supported by cytology (the 

examination of cells whether from a primary or secondary site).  
6 Histology of metastasis — the diagnosis is based on the histology 

of a metastasis (secondary deposit), e.g. resulting from a lymph 

node biopsy 

7 Histology of primary — the diagnosis is based on the histology of 

the primary either resulting from a biopsy or from complete 

resection of the tumour.   
8 Autopsy (with histology) –the diagnosis is based on the findings 

at autopsy supported by concurrent or previous histology. 
10 Death Certificate only –the only information available to the 

registry is from a death certificate. 
9 Not known (not recorded) recorded 

 
Scottish Cancer Registry Guidelines, Fourth Edition, 2001 

 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Site of Origin of Tumour  
 

Definition: 
This denotes the anatomical site of origin of the primary tumour.  

 

Notes for Users: 
None. 
 

Coding Details: 
The site is coded according to the International Statistical Classification of Diseases 
of Oncology, Second Edition, World Health Organisation classification (ICD-O(2)). 
 
ICD10 Description Code to Fourth Digit 

C60 Penis C60.0 Foreskin 
C60.1 Glans penis 
C60.2 Body of the penis 
C60.8 Overlapping lesion of the penis 
C60.9 Penis, unspecified 

   

   

C63 Malignant neoplasm of male 
genitalia unspecified 

C63.0 Epididymis 
C63.1 Spermatic cord 
C63.2 Scrotum 
C63.7 Other specified male genital organs 
C63.8 Overlapping lesions of male genital organs 
C63.9 Male genital organ, unspecified 

C64 Kidney C64.9 

C65 Renal pelvis C65.9 

C66 Ureter C66.9 

   

C68 Malignant neoplasm of other 
unspecified urinary organ 

C68.0X Urethra 
C68.0P Prostatic Urethra 
C68.1 Paraurethral gland 
C68.8 Overlapping lesions of urinary organs 
C68.9 Urinary organ, unspecified 

C99.X Not recorded. C99.9 

 

Notes by Users: 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Section 3: Investigations and Management 
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Clinical TNM Tumour Stage {Urological Cancer} 
 

Definition: 
This is the extent of the tumour as determined by physical examination and imaging 
techniques (not pathological), and is coded according to the official TNM 
Classification (TNM Classification of Malignant Tumours, Sixth Edition, 2002). 

 

Notes for Users: 
The TNM system is a classification of malignant tumours used by oncologists to aid 
in the planning of treatment, give an indication of prognosis, assess the results of 
treatment, exchange information between treatment centres and contribute to the 
continuing investigation of human cancer. 
 
Clinical TNM is derived from all the information prior to surgical treatment.  (This 
should not be confused with pathological TNM classification, or pTNM, which 
combines all clinical staging information plus findings from examination of the 
pathological specimen). 
 
The TNM system is based on the assessment of three components (tumour, node 
and metastases) and the addition of numbers after the letter components to indicate 
the extent of the malignant disease.  
 
If stage is not documented in case notes do not deduce from other information and 
record as ‘not recorded’. 
 

Coding Details: 
 

Kidney 

Code Description 
TX Primary tumour cannot be assessed 

T0 No evidence of primary tumour 

T1 Tumour 7cm or less: limited to the kidney 

T1a Tumour  4cm 

T1b Tumour > 4cm to 7cm 

T2 Tumour more than 7cm: limited to the kidney 

T3 Tumour invades into major veins: adrenal or perinephric invasion not 
beyond Gerota’s fascia 

T3a Directly invades adrenal gland or preinephric tissues (includes renal sinus 
(peripelvic) fat) T3b Grossly extends into renal vein(s) or vena cava or its wall beyond diaphragm 
(includes segmental (muscle-containing) branches 

T3c Grossly extends into vena cava or its wall above diaphragm 

T4 Tumour invades beyond Gerota’s fascia 

T9 T Stage Not Recorded 

T10 T Stage Inapplicable 

 

Renal Pelvis, Ureter 

Code Description 
TX Primary tumour cannot be assessed 

T0 No evidence of primary tumour 

Ta Non-invasive papillary carcinoma 

Tis In Situ 

T1 Tumour invades subepithelial connective tissue 

T2 Tumour invades muscularis 
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T3 Tumour invades beyond muscularis 

T4 Tumour invades adjacent organs, or through kidney into perinerphric fat 

T9 T Stage Not Recorded 

T10 T Stage Inapplicable 

 

Urethra 

Code Description 
TX Primary tumour cannot be assessed 

T0 No evidence of primary tumour 

Ta Non-invasive papillary, polypoid, or verrucous carcinoma 

Tis In Situ  

T1 Tumour invades subepithelial connective tissue 

T2 Tumour invades corpus spongiosum, prostate, peri-urethral muscle 

T3 Tumour invades corpus cavernosum, beyond prostatic capsule, anterior 
vagina, bladder neck 

T4 Tumour invades other adjacent organs 

T9 T Stage Not Recorded 

T10 T Stage Inapplicable 

 

Penis  

Code Description 
TX Primary tumour cannot be assessed 

T0 No evidence of primary tumour 

Tis In situ 

Ta Non invasive verrucous carcinoma 

T1 Tumour invades subepithelial connective tissue 

T2 Tumour invades corpus spongiosum or cavernosum 

T3 Tumour invades urethra or prostate 

T4 Tumour invades other adjacent structures 

T9 T Stage Not Recorded 

T10 T Stage Inapplicable 

 

Notes by Users: 

 

BAUS: TNM 6 
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Clinical TNM Nodal Stage {Urological Cancer} 
 
 

Definition: 
This is the size and position of nodes detected by physical examination and imaging 
techniques (not pathological), and is coded according to the official TNM 
Classification (TNM Classification of Malignant Tumours, Sixth Edition, 2002). 
 

 

Notes for Users: 
The TNM system is a classification of malignant tumours used by oncologists to aid 
in the planning of treatment, give an indication of prognosis, assess the results of 
treatment, exchange information between treatment centres and contribute to the 
continuing investigation of human cancer. 
 
Clinical TNM is derived from all the information prior to surgical treatment.  (This 
should not be confused with pathological TNM classification, or pTNM, which 
combines all clinical staging information plus findings from examination of the 
pathological specimen). 
 
The TNM system is based on the assessment of three components (tumour, node 
and metastases) and the addition of numbers after the letter components to indicate 
the extent of the malignant disease.  
 
If stage is not documented in case notes do not deduce from other information and 
record as ‘not recorded’. 
 

Coding Details: 
 

Kidney 

Code Description 
NX Regional lymph nodes cannot be assessed 

N0 No regional lymph node metastases 

N1 Metastasis in a single regional lymph node 

N2 More than one regional lymph node involved 

N9 N Stage Not Recorded 

N10 N Stage Inapplicable 

 

Renal Pelvis, Ureter 

Code Description 
NX Regional lymph nodes cannot be assessed 

N0 No nodal involvement 

N1 Single lymph node involved 2cm or less 

N2 Single lymph node involved  >2 cm  - 5cm, multiple lymph nodes involved <5cm 

N3 Lymph node/s involved >5cm 

N9 N Stage Not Recorded 

N10 N Stage Inapplicable 
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Urethra 

Code Description 
NX Regional lymph nodes cannot be assessed 

N0 No nodal involvement 

N1 Single lymph node involved 2cm or less 

N2 Single lymph node involved  >2 cm, or multiple lymph nodes  

N9 N Stage Not Recorded 

N10 N Stage Inapplicable 

 

Penis 

Code Description 
NX Regional lymph nodes cannot be assessed 

N0 No nodal involvement 

N1 One superficial inguinal node involved 

N2 Multiple or bilateral superficial inguinal nodes involved 

N3 Deep inguinal or pelvic nodes involved (unilateral or bilateral) 

N9 N Stage Not Recorded 

N10 N Stage Inapplicable 

 

 

 

 

Notes by Users: 
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Clinical TNM Metastases Stage {Urological Cancer} 
 
 

Definition:   
This indicates the extent of the spread of the disease outwith the primary organ 
determined by clinical, imaging and biochemical methods (not pathological), and is 
coded according to the official TNM Classification (TNM Classification of Malignant 
Tumours, Sixth Edition, 2002). 
 

 

Notes for Users: 
The TNM system is a classification of malignant tumours used by oncologists to aid 
in the planning of treatment, give an indication of prognosis, assess the results of 
treatment, exchange information between treatment centres and contribute to the 
continuing investigation of human cancer. 
 
Clinical TNM is derived from all the information prior to surgical treatment.  (This 
should not be confused with pathological TNM classification, or pTNM, which 
combines all clinical staging information plus findings from examination of the 
pathological specimen). 
 
The TNM system is based on the assessment of three components (tumour, node 
and metastases) and the addition of numbers after the letter components to indicate 
the extent of the malignant disease. 
 
If stage is not documented in case notes do not deduce from other information and 
record as ‘not recorded’. 

 

Coding Details: 
 

Code Description 
MX Presence of distant metastasis cannot be assessed 

M0 No distant metastasis 

M1 Distant metastasis  

M9 Not recorded 

M10 Inapplicable 

 

Notes by Users: 
 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

32 

 Site of Metastases at Presentation {Urological 

Cancer} 
 
 

Definition:   
This denotes the extent of spread of disease at time of initial presentation of cancer. 
 

 

Notes for Users: 
The tumour is widely distributed in an organ or in the whole body separate from its 
site of origin. 

 

Coding Details 
This is a multiple choice field. 
NB: For each of the following options, record as: 
 

Code Description 
1 Yes 

2 No 

7 Not possible to assess 

9 Not Recorded 

10 Inapplicable 

 

 

Code Description 
1 Bone 

2 Liver 

3 Lung 

4 Lymph nodes below diaphragm 

5 Lymph nodes above diaphragm 

6 Other (Specify) 

 

Notes by Users: 
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Discussed by Multidisciplinary Team  
 

Definition: 
This denotes whether the proposed management and treatment of the patient was 
discussed by a multidisciplinary team. 
 

Notes for Users: 
A multidisciplinary cancer team consists of surgeons, oncologists, radiologists, 
pathologists, and nurses.   The team should meet on a regular basis to discuss 
optimal patient management.  
 
It is acknowledged that not every patient needs to be discussed with the whole team 
and that the meeting may be ‘real’ or ‘virtual’.  Documentation of the discussion 
should be included in the casenote or other formal documention. 
 

Coding Details: 
 

Code Description 

1 Yes 

2 No – reason documented 

3 No – no reason given 

4 No – no meeting available 

9 Not recorded 

 

Notes by Users: 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Date of First Multidisciplinary Meeting 
 
 

Definition: 
This denotes the date of the first multidisciplinary meeting described elsewhere, was 
held to discuss and agree the management of cancer. 
 

Notes for Users: 
The date recorded should be for the first multidisciplinary meeting at which the 
patient was discussed for the management of their cancer.  
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented record as 09/09/0909. 
 
If patient was not discussed by the multidisciplinary team, record as 10/10/1010 
(inapplicable). 
 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Seen by Clinical Nurse Specialist  
 

Definition: 
This denotes whether a patient had the support of a clinical nurse specialist during 
their journey for the investigation and management of their cancer. 
 

Notes for Users: 
In this context a clinical nurse specialist is a nurse who has specific expertise in the 
care and support of patients with cancer.  Record as ‘Yes’ if the nurse has supported 
the patient through any of the different stages of their journey ie investigation, 
staging, diagnosis and treatment.  
 

Coding Details: 
 

Code Description 
1 Yes 

2 No – reason documented  

3 No – no reason given 

4 No – no clinical nurse specialist available 

8 Patient refused 

9 Not recorded 

 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Date First Seen by a Clinical Nurse Specialist 
 
 

Definition: 
This denotes the date the patient was first seen by the clinical nurse specialist as 
described elsewhere. 
 

Notes for Users: 
None.  
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented record as 09/09/0909. 
 
If patient was not seen by a clinical nurse specialist during their cancer journey, 
record as 10/10/1010 (inapplicable). 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Seen by Specialist Palliative Care 
 
Definition: 
This denotes whether the patient was seen by a member of the specialist palliative 
care team as a result of diagnosis of their cancer. 
 

 

Notes for Users: 
A palliative care unit for specialist facility for the care of patients with active, 
progressive, far advanced disease who have a limited prognosis and for whom the 
focus of care is the quality of life.  This includes care of patients with terminal 
illnesses, pain and other symptoms, and support for patients and their relatives. 
Palliative care unit includes hospice.  
 
Definitions and Codes Manual, 6

th
 Update, April 2002 (note only) 

 
A specialist palliative care team member may be a doctor, nurse or other person with 
specialist knowledge or training. 
 
In situations where it is not appropriate to refer to specialist palliative care eg patient 
has received curative treatment record as ‘10’ inapplicable.   
 

Coding Details: 

 

Code Description 
1 Yes 

2 No – reason documented 

3 No – no reason  

8 Patient refused 

9 Not recorded 

10 Inapplicable 

 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Date First Seen by Specialist Palliative Care 
 
 

Definition: 
This denotes the date the patient was first seen by a member of the specialist 
palliative care team as described elsewhere. 
 

Notes for Users: 
None.  
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented record as 09/09/0909. 
 
If patient was not seen by a member of the specialist palliative care team during their 
cancer journey, record as 10/10/1010 (inapplicable). 

 

Notes by Users: 
 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Formal name: Type of first cancer treatment  
 

Common name:  Mode of first treatment 
 

Main source of data standard: The National Cancer Datasets developed by the 
Cancer Networks supported by ISD.  
 

Definition: This denotes the first specific treatment modality administered to a 
patient. 
 

Format:  2 characters.    

 

Codes and values: 

Code Description 
01 Surgery 

02 Radiotherapy 

03 Chemotherapy 

04 Synchronous Chemoradiotherapy 

05 Endoscopic 

06 Hormone therapy 

07 No active treatment (Supportive care) 

08 Patient refused all therapies 

09 Not recorded 

11 Other therapy 

12 No active treatment (Watchful waiting) 

14 Patient died before treatment 

 

Related data item: Date of first cancer treatment 

 

Further information:  This field is included in the data standards to enable the 
accurate recording of waiting times.  For any particular modality it is the first 
treatment and not specifically the definitive treatment i.e. this does not include purely 
diagnostic biopsies such as incisional biopsies, needle biopsies or core biopsies.  
Some biopsies, such as excisional biopsies and cone biopsies may be included as 
these may have some therapeutic benefits i.e. the removal of the tumour. 
 
Record patients as having ‘no active treatment’ if a decision was taken not to give 
the patient treatment as part of their primary therapy (some patients that have ‘no 
active treatment’ may subsequently have treatment when symptoms develop but this 
is not primary therapy).  No active treatment includes watchful waiting and supportive 
care but not palliative chemotherapy and/or radiotherapy.   
 
Radiotherapy includes teletherapy (external beam radiotherapy) and brachytherapy. 
 
Endoscopic treatment includes photodynamic therapy, transurethral resection (TUR), 
laparoscopic treatment, endomucosal resection (EMR) and insertion of stents.  
Dilatations without other treatment is not considered as active treatment. 
 
Biological therapies such as Interferon, Interlukin 2, BCG vaccine etc. should be 
recorded under other therapy.   
 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Formal name: Date of first cancer treatment 

 

 

Main source of data standard: The National Cancer Datasets developed by the 
Cancer Networks supported by ISD  
   

Definition: This denotes the date the type of first cancer treatment was given to the 
patient. 
 

Format:  Store as 10 characters in the format CCYY-MM-DD. Display as 
DDMMCCYY.     

 

Codes and values:  N/A 
 

Related data item: Type of first cancer treatment 
 

Further information:  This field should be recorded for all patients including those 
with ‘no active treatment’ (see below).  
If type of first cancer treatment is ‘no active treatment’, the date recorded should be 
the first date the decision was taken not to give the patient treatment as part of their 
primary therapy.  The aim of this date is to distinguish between patients who have 
initially had no treatment but receive some therapy when symptoms develop. 

 
The date recorded should be that of the first type of cancer treatment. 

 
If the exact date is not documented, record as 09/09/0909. 
 
If the patient died before treatment or the patient refused treatment, record as 
10/10/1010. 
 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Formal name: Reason(s) for delays in starting first 

cancer treatment   

 

Main source of data standard: The National Cancer Datasets developed by the 
Cancer Networks supported by ISD  
 

Definition: This denotes reason for delay in the investigation, diagnosis and 
treatment of patients with cancer attributable to the patient and/or the system. 
 

Format:  2 characters.    

 

Codes and values:  
 

Code Category of Delay Description of type of events 

01 Patient induced non-clinical 
delay 

Patient chooses to delay treatment 
pathway due to personal 
engagements/activities/patient did not 
attend (DNA). 

02 Co-morbidities A morbidity that necessitates delay of 
treatment until recovery. 

03 Routine staging or further 
investigation 

Delay in staging tests necessary prior to 
treatment or when further testing and 
investigations are necessary to clarify 
diagnosis prior to treatment. 

04 Referred for treatment outwith 
hospital of diagnosis 

Patient is referred for treatment outwith 
hospital of diagnosis.  

05 Lack of resources (including 
theatre time and available staff) 

Delay due to resources not being 
adequate/available, including theatre 
time, staff on leave/sick. 

06 Reconstruction Delay due to patients waiting for 
reconstructive surgery. 

08 Other, please specify Other, please specify. 

09 Not documented Not documented/Not known. 

10 Inapplicable Patient treated within 62 days of referral 

 

Further information:  Treatment is considered as delayed when the patient is not 
treated within 62 days of referral as stated in Cancer in Scotland: Action for Change.  
It is only necessary to record delays when the target is known to be exceeded or 
obvious delays, eg patient would have started treatment earlier if they had not co-
morbid disease, radiotherapy treatment machine broken down, patient attends 
wedding etc, have occurred at different stages of the journey.  
If multiple reasons for delays exist the reason recorded should be the one that 
contributed most to the overall delay.  If it is not possible to identify which of the 
multiple reasons contributed most to the delay, record the first delay that occurred. 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Section 4: Surgery 
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Surgery Performed 
 
 

Definition: 
This records whether or not the patient had any surgery for the treatment of their 
cancer. 
 

 

Notes for Users: 
In this context, surgery should be taken to include the following:   
 

 Partial or total resection of the primary tumour and/or metastases.   

 Endoscopic resection or biopsies where there is intent to remove all or the 
bulk of macroscopic (recognisable) neoplastic tissue, e.g. excision biopsy 
or cone biopsy. 

 Palliative procedures, e.g. to bypass obstructive lesions.  
 
In some cases the patient may not be fit for surgery or the extent of disease means 
that surgery is not an option and therefore surgery is not mentioned in the case 
notes.  In these cases record as ‘no-reason documented’.  

 

Coding Details: 

 

Code Description 
1 Yes  
5 No – reason documented 

 treatment Distant metastases 6 No – reason not documented 

8 Patient refused surgery 
 treatment Distant metastases 9 Not recorded 

 

Notes by Users: 
 
 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Name of Consultant in Charge of Surgery  
 

Definition: 
This is the name of the consultant who is in charge of the final definitive (or only) 
surgery which is described elsewhere. 

 

 

Notes for Users: 
It is possible the consultant could be recorded under clinician 1-4 as described 
elsewhere.  Some patients may not have surgery but will be managed by a 
multidisciplinary team. 
 
 

Coding Details: 
The surname and forename of the consultant should be recorded to distinguish 
between consultants with common surnames. 
 
The consultant’s name should be stored in databases as a GMC number. 
 
If no surgery was performed record as inapplicable (1010). 
 
1010=Inapplicable 
9999=Not recorded 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Operating Surgeon 
 

 

Definition: 
This is the clinician who performed surgery as described by main type of operation 
elsewhere. 
 
 

Notes for Users: 
None. 
 

Coding Details: 
The surname and forename of each clinician should be recorded to distinguish 
between surgeons with common surnames.  If the patient is operated on by a 
clinician who is working as a locum consultant, record only that the clinician is a 
locum consultant. 
 
Clinicians’ names should be stored in databases as General Medical Council (GMC) 
number.  If the operating surgeon is not a consultant record as non-consultant grade 
‘8889’ regardless of whether the surgeon was a locum or not. 
 
Operating surgeon may be included in Clinician 1-4. 
 

Notes by Users: 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Grade of Operating Surgeon  
 
 

Definition: 
This denotes the grade of surgeon performing surgery as described by the final 
definitive (or only) surgery as described elsewhere. 
 
 

Notes for Users: 
None. 
 

Coding Details: 
If no surgery undertaken record as ‘10’ inapplicable. 
 

Code Grade 

1 Consultant 

2 Locum Consultant 

3 Associate Specialist 

4 Specialist/Senior Registrar 

5 Registrar 

6 Staff Grade 

7 Senior House Officer 

9 Not recorded 

10 Inapplicable 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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 Hospital of Surgery 

 

Definition: 
This denotes the hospital location where the patient had the final definitive (or only) 
surgery as described elsewhere. 

 

 

Notes for Users: 
This may be the same hospital as the ’institution of diagnosis’ described elsewhere. 
Details of location codes for hospitals can be found in the “Definitions & Codes for 
NHSScotland” manual produced by ISD Scotland. 
 

Coding Details: 
Location codes for hospitals are five character codes maintained by ISD Scotland 
and the General Register Office (Scotland).  The first character denotes the health 
board, the next three are assigned and the fifth denotes the type of location 
(H=hospital) e.g. 
 
A111H=Crosshouse Hospital  
G107H=Glasgow Royal Infirmary 
X1010=Inapplicable 
X9999=Not recorded 
 
If no surgery was performed record as inapplicable (X1010). 
 

Notes by Users: 

 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 

 

 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

48 

ASA Grade 

 

Definition: 
ASA grading is a system designed by American Society of Anaesthesiologists to 
assess pre-operative morbidity. 
 

Notes for Users: 
ASA grade should be recorded after staging and before treatment. 
 

Coding Details: 
If a patient did not undergo surgery or was not assessed for surgery record as 
‘inapplicable’ (10).  If it is not documented in case notes do not deduce from other 
information and record as ‘not recorded’ (9). 
 

Code Description 

1 Normal healthy.  

2 Mild systemic disturbance; not incapacitating.  

3 Severe systemic disturbance; not incapacitating.  

4 Severe systemic disturbance; incapaciting.  

5 Moribund; unlikely to survive more than 24 hours, with 
or without surgery. 

9 Not recorded 

10 Inapplicable 
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Supervised Training Operation 

 

Definition: 
This indicates whether a trainee surgeon, being supervised by a consultant, 
undertook the operation. 
 

Notes for Users: 

 
In this situation a trainee surgeon is any surgeon who is performing the operation 
under supervision. 

 

Coding Details 

Code Description 

1 Yes 

2 No 

9 Not recorded/Not known 

10 Inapplicable 
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Intent of Operation 
 

Definition: 
This indicator records whether, at the time of the operation, the intent was to cure the 
patient (curative) or to alleviate and control symptoms (palliative). 

 

 

Notes for Users: 
In order to record this item as ‘curative’ or ‘palliative’ it must be recorded as such on 
either the operation report, the discharge summary for the episode of care including 
the operation, or by the surgeon (or nominated member of staff) within 14 days of 
the operation. 
 

Coding Details: 

 

Code Description 
1 Curative 

2 Palliative 

9 Not recorded 

10 Inapplicable 

 

Notes by Users: 

 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Grade of Anaesthetist 
 
 

Definition: 
This denotes the grade of anaesthetist present at surgery as described by main type 
of operation elsewhere. 
 
 

Notes for Users: 
None. 
 

Coding Details: 
If no surgery undertaken record as ‘10’ inapplicable. 
 

Code Grade 

1 Consultant 

2 Locum Consultant 

3 Associate Specialist 

4 Specialist/Senior Registrar 

5 Registrar 

6 Staff Grade 

7 Senior House Officer 

9 Not recorded 

10 Inapplicable 
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Operative Procedure 1-6  
 

 

Definition: 
This denotes the surgical procedure(s) performed for investigation and treatment of 
cancer.  This also includes nodal and reconstructive surgery performed on the 
patient for treatment of cancer. 

 

 

Notes for Users: 
If a palliative operation such as a bypass is the only operation performed, the code 
for that operation should be entered in this field. 
 
However if an operation to relieve symptoms and a further operation which aims to 
remove the tumour is performed the second operation is the one that should be 
coded in this field. 
 
If any operation is not listed then please contact ISD Scotland as described 
elsewhere so that standard codes can be allocated throughout Scotland. 
 

Coding Details: 
Operation is coded to the 4-digit code according to the Fourth Revision of the OPCS 
Classification of Surgical Operations (OPCS4).  Centres using READ codes may 
continue provided the codes can be mapped to OPCS. 
 
If patient refused treatment or did not undergo surgery code as inapplicable ‘10’. 
 
Coding instructions and a full list of codes are included in the OPCS4 manual.  It 
should be noted that it may be necessary to record two or more codes in order to 
fully specify the operation.  If operation is not listed below, please contact ISD to 
obtain coding details before entering details to the local database. 
e.g. 
M02.1 = Nephrectomy and excision of perirenal tissue 
T87.7 = Excision or biopsy of inguinal lymph node. 
 
If the procedure is performed by laparoscopic surgery, record as Y50.8 under either 
OPCS Code 2 or OPCS4 Code 3. 
e.g. Nephrouretectomy performed by laparoscopy should be recorded as: 
OPCS4 Code 1 = M02.2; OPCS4 Code 2 = Y50.8.   
 

NB.  Y50.8 should not be used as a primary code. (Code 1). 
 
 
 
 
 
 

Page amended 19 April 2007 

 
 
 
 

Operative Procedures: 
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Kidney 

OPCS4 

Code 1 

OPCS4 

Code 2 

OPCS4 

Code 3 

Description 

M02.1   Nephrectomy & excision of perirenal tissue 

M02.3   Bilateral nephrectomy 

M02.4   Excision of half of horseshoe kidney 

M02.5   Radical nephrectomy 

M02.5 B22.3  Radical nephrectomy with adrenalectomy 

M02.5 T87.9  Radical nephrectomy with lymphadenectomy 

M03.9   Partial nephrectomy 

M04.2   Open excision of lesion of kidney NEC 

M04.3   Open destruction of lesion of kidney 

M08.1   Open biopsy of lesion of kidney 

M10.1   Endoscopic extirpation of lesion of kidney 

M11.1   Diagnostic endoscopic examination of kidney and 
biopsy of lesion of kidney 

M13.1   Percutaneous needle biopsy of lesion of kidney 

10   Inapplicable 
 

 

Renal Pelvis & Ureter 

OPCS4 

Code 1 

OPCS4 

Code 2 

OPCS4 

Code 3 

Description 

M02.2   Nephrouretectomy 

M18.1   Total uretererectomy 

M18.2   Partial ureterectomy 

M19.1   Construction of ileal conduit 

M19.2   Creation of urinary diversion to intestine NEC 

M19.8   Urinary diversion, other specified 

M19.9   Urinary diversion unspecified 

M25.2   Open excision of lesion of ureter NEC 

M25.4   Open biopsy of lesion of ureter 

M29.1   Endoscopic extirpation of lesion of ureter 

M32.1   Endoscopic extirpation of lesion of uretereric orifice 

10   Inapplicable 
 

Urethra 

OPCS4 

Code 1 

OPCS4 

Code 2 

OPCS$ 

Code 3 

Description 

M72.1   Partial urethrectomy 

M72.2   Urethrectomy NEC 

M72.3   Excision of lesion of urethra NEC 

M72.8   Excision of urethra, other specified 

M72.9   Excision of urethra unspecified 

M73.4   Reconstruction of urethra 

M75.1   Open biopsy of lesion of urethra 

M76.1   Endoscopic extirpation of lesion of urethra 

M77.1   Diagnostic endoscopic examination of urethra and 
biopsy of lesion of urethra 

10   Inapplicable 
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Penis 

OPCS4 

Code 1 

OPCS4 

Code 2 

OPCS4 

Code 3 

Description 

N26.1   Complete penectomy 

N26.2   Partial penectomy 

N27.1   Excision of lesion of penis 

N26.8   Amputation of penis, other specified 

N26.9   Amputation of penis unspecified 

N27.1   Excision of lesion of penis 

N27.2   Cauterisation of lesion of penis 

N27.3   Destruction of lesion of penis NEC 

N28.1   Construction of penis 

N28.2   Reconstruction of penis 

N32.1   Biopsy of lesion of penis 

T87.7   Excision or biopsy of inguinal lymph nodes 

T87.8   Excision or biopsy of other lymph nodes 

10   Inapplicable 
 

 

If surgery has not been performed, record as inapplicable. 
 

Page revised 06/02/2007 
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Date of Surgery 1-6 
 

Definition: 
This is the date of the operative procedure described elsewhere. 
 
 

Notes for Users: 
A date should be recorded against each operative procedure. 
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
If no surgical procedure is carried out, code as 10/10/1010 (inapplicable). 
 

Notes by Users: 
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Pathology Report Number  
 

Definition: 
This is the reference number of the specimen resulting in the histological diagnosis 
of cancer. 

 

 

Notes for Users: 
If there is more than one report (from several procedures), record the reference 
number of the first report as this will enable all other reports to be tracked. 
 

Coding Details: 
If the definitive diagnosis is made clinically or by imaging techniques only (ie no 
histology or cytology is available), code as ‘N/A’ (inapplicable). 
Code as ‘N/R’ if the number is not recorded. 

 

Notes by Users: 
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Laboratory (Pathology) 
 

Definition: 
This denotes the hospital laboratory issuing the pathology report described by the 
pathology number. 

 

 

Notes for Users: 
None. 
 

Coding Details: 
 

Code Institution 
A111H CROSSHOUSE HOSPITAL 

C418H ROYAL ALEXANDRA HOSPITAL 

F704H VICTORIA HOSPITAL, KIRKCALDY 

G107H GLASGOW ROYAL INFIRMARY 

G405H SOUTHERN GENERAL HOSPITAL, GLASGOW 

G412V* ROSS HALL HOSPITAL 

G516H WESTERN INFIRMARY/GARTNAVEL GENERAL 

H202H RAIGMORE HOSPITAL 

L106H MONKLANDS HOSPITAL, AIRDRIE 

L308H WISHAW GENERAL HOSPITAL 

L302H HAIRMYRES HOSPITAL, EAST KILBRIDE 

N101H ABERDEEN ROYAL INFIRMARY 

S116H WESTERN GENERAL HOSPITAL, EDINBURGH 

S124V* MURRAYFIELD HOSPITAL 

S308H ST JOHN’S HOSPITAL, LIVINGSTON 

S314H ROYAL INFIRMARY, EDINBURGH 

T101H NINEWELLS HOSPITAL 

T202H PERTH ROYAL INFIRMARY 

V201H STIRLING ROYAL INFIRMARY 

Y104H DUMFRIES & GALLOWAY ROYAL INFIRMARY 

X9999 NOT RECORDED 

X1010 INAPPLICABLE 

 
NB:  * Private hospital 
 

Notes by Users: 
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Date of Histological Diagnosis  
 

Definition: 
The date of histological diagnosis is the date on which there was confirmation of the 
diagnosis of cancer by histology. 

 

 

Notes for Users: 
The date recorded is the date the procedure was performed, not the date the report 
was issued. 

 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 

 
If no invasive diagnostic procedures were undertaken record as inapplicable 
(10/10/1010). 
 
 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Morphology of Tumour 

 

Definition: 
This is the morphology of the tumour according to the International Classification of 
Diseases for Oncology (ICD-O(2)). 

 

 

Notes for Users: 
None. 

 

Coding Details: 
The morphology terms have five-digit code numbers which run from 8000/0 to 
9989/1; the first four digits indicate the specific histologic terms and the fifth digit, 
after the slash, is a behaviour code.  A full list of possible codes is detailed in 
Appendix 1 – it should be noted the majority of tumours will be carcinomas or 
adenocarcinomas. 
 
If no invasive diagnostic procedures were undertaken record as inapplicable 
(1010/0). 

If material supplied cannot be assessed code to ‘not  ncologica’ (1111/1). 

If pathology report is negative code to 8888/8. 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 
 
In tumours with both invasive and non-invasive components record the invasive part. 
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 Degree of Differentiation 
 

Definition: 
Differentiation denotes the extent to which different characteristics of cells have 
developed.  

 

 

Notes for Users: 
If there are multiple tumours record the details related to the most advanced tumour 
(i.e. the one with the poorest prognostic stage).   
 
 
If report states between two grades e.g. poor to moderate, record poorest grade. 
 

Coding Details: 

 

Code Description 
1 Well 

2 Moderate 

3 Poor 

4 Undifferentiated 

9 Not recorded 

10 Inapplicable 

 
If no invasive diagnostic procedures were undertaken record as inapplicable (10). 
 

NB Testicular tumours are not graded, so should be recorded as inapplicable 

(1010). 
 

Notes by Users: 
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Tumour Size {Penile, Kidney } 
 
 

Definition: 
This is the maximum diameter of the tumour. 

 

 

Notes for Users: 
The size of the tumour should be recorded in millimetres and rounded up if 0.5 or 
over or <0.5 down.  If there is more than one lesion the size of the largest tumour 
should be recorded. 
 

Coding Details: 
If size of the tumour is not recorded record as ‘9999’ or if there is no surgery has 
been undertaken record as ‘1010’ inapplicable. 

 

Notes by Users: 
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Number of Tumours { Kidney Only} 
 
 

Definition: 
This denotes whether there is a single tumour or multiple tumours at the site of origin 
of the primary cancer. 

 

 

Notes for Users: 
This differs from active synchronous tumours as described elsewhere as the number 
of tumours relates to whether there is multifocal disease.  These are discrete foci of 
tumour which do not appear to be in continuity with other primary cancers originating 
in the same primary site or tissue.   
 

Coding Details: 
 

Code Description 
1 Single 

2 Multiple 

9 Not recorded 

10 Inapplicable 

 

Notes by Users: 
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Pathological Tumour Stage  
 
 

Definition: 
This is the extent of the tumour according to the official TNM classification (TNM 
Classification of Malignant Tumours, Sixth Edition, 2002) following resection of the 
primary cancer.  

 
 

Notes for Users: 
The TNM system is a classification of malignant tumours used by oncologists to aid 
in the planning of treatment, give an indication of prognosis, assess the results of 
treatment, exchange information between treatment centres and contribute to the 
continuing investigation of human cancer. 
 
Clinical TNM is derived from all the information prior to surgical treatment.  
Pathological TNM classification or pTNM is derived from all of that plus the 
examination of the pathological specimen. 
 
The TNM system is based on the assessment of three components (tumour, node 
and metastases) and the addition of numbers after the letter components to indicate 
the extent of the malignant disease.  
 
This must not be reconstructed from the pathology reports and should only be 
recorded if actually documented in the reports. 

 

Coding Details: 
The pT, pN and pM categories correspond to the clinical TNM categories described 
elsewhere. 
 

Kidney 
 

Code Description 
pTX Primary tumour cannot be assessed 

pT0 No evidence of primary tumour 

pT1 Tumour 7cm or less: limited to the kidney 

pT1a Tumour  4cm 

pT1b Tumour > 4cm to 7cm 

pT2 Tumour more than 7cm: limited to the kidney 

pT3 Tumour invades into major veins: adrenal or perinephric invasion not beyond 
Gerota’s fascia 

pT3a Directly invades adrenal gland or preinephric tissues (includes renal sinus 
(peripelvic) fat) pT3b Grossly extends into renal vein(s) or vena cava or its wall beyond diaphragm 
(includes segmental (muscle-containing) branches pT3c Grossly extends into vena cava or its wall above diaphragm 

pT4 Tumour invades beyond Gerota’s fascia 

pT9 T Stage Not Recorded 

pT10 T Stage Inapplicable 

 

Renal Pelvis, Ureter 
 

Code Description 
pTX Primary tumour cannot be assessed 

pT0 No evidence of primary tumour 
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pTa Non-invasive papillary carcinoma 

pTis In Situ 

pT1 Tumour invades subepithelial connective tissue 

pT2 Tumour invades muscularis 

pT3 Tumour invades beyond muscularis 

pT4 Tumour invades adjacent organs, or through kidney into perinerphric fat 

pT9 T Stage Not Recorded 

pT10 T Stage Inapplicable 

 

Urethra 

Code Description 
pTX Primary tumour cannot be assessed 

pT0 No evidence of primary tumour 

pTa Non-invasive papillary, polypoid, or verrucous carcinoma 

pTis In Situ  

pT1 Tumour invades subepithelial connective tissue 

pT2 Tumour invades corpus spongiosum, prostate, peri-urethral muscle 

pT3 Tumour invades corpus cavernosum, beyond prostatic capsule, anterior vagina, 
bladder neck 

pT4 Tumour invades other adjacent organs 

pT9 T Stage Not Recorded 

pT10 T Stage Inapplicable 

 

Penis  

Code Description 
pTX Primary tumour cannot be assessed 

pT0 No evidence of primary tumour 

pTis In situ 

pTa Non invasive verrucous carcinoma 

pT1 Tumour invades subepithelial connective tissue 

pT2 Tumour invades corpus spongiosum or cavernosum 

pT3 Tumour invades urethra or prostate 

pT4 Tumour invades other adjacent structures 

pT9 T Stage Not Recorded 

pT10 T Stage Inapplicable 

 

BAUS: TNM 6 

 

Notes by Users: 
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Pathological Nodal Stage  
 
 

Definition: 
This is the nodal component of the pathological TNM stage and refers to the 
absence or presence and extent of regional node metastases after adequate 
removal of nodes.  
 
 

Notes for Users: 
Nodal stage is coded according to the TNM classification (TNM Classification of 
Malignant Tumours, Sixth Edition, 2002). 
 
The TNM system is a classification of malignant tumours used by oncologists to aid 
in the planning of treatment, give an indication of prognosis, assess the results of 
treatment, exchange information between treatment centres and contribute to the 
continuing investigation of human cancer. 
 
Clinical TNM is derived from all the information prior to surgical treatment.  
Pathological TNM classification or pTNM is derived from all of that plus the 
examination of the pathological specimen. 
 
The TNM system is based on the assessment of three components (tumour, node 
and metastases) and the addition of numbers after the letter components to indicate 
the extent of the malignant disease.  
 
This must not be reconstructed from the pathology reports and should only be 
recorded if actually documented in the reports. 
 

Coding Details: 

Kidney 

Code Description 
pNX Regional lymph nodes cannot be assessed 

pN0 No regional lymph node metastases 

pN1 Metastasis in a single regional lymph node 

pN2 More than one regional lymph node involved 

pN9 N Stage Not Recorded 

pN10 N Stage Inapplicable 

 

Renal Pelvis, Ureter 

Code Description 
pNX Regional lymph nodes cannot be assessed 

pN0 No nodal involvement 

pN1 Single lymph node involved 2cm or less 

pN2 Single lymph node involved  >2 cm  - 5cm, multiple lymph nodes involved <5cm 

pN3 Lymph node/s involved >5cm 

pN9 N Stage Not Recorded 

pN10 N Stage Inapplicable 
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Urethra 

Code Description 
pNX Regional lymph nodes cannot be assessed 

pN0 No nodal involvement 

pN1 Single lymph node involved 2cm or less 

pN2 Single lymph node involved  >2 cm, or multiple lymph nodes  

pN9 N Stage Not Recorded 

pN10 N Stage Inapplicable 

 

Penis 

Code Description 
pNX Regional lymph nodes cannot be assessed 

pN0 No nodal involvement 

pN1 One superficial inguinal node involved 

pN2 Multiple or bilateral superficial inguinal nodes involved 

pN3 Deep inguinal or pelvic nodes involved (unilateral or bilateral) 

pN9 N Stage Not Recorded 

pN10 N Stage Inapplicable 

 

Notes by Users: 
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Pathological Metastases Stage  
 
 

Definition: 
This is the metastases component of the pathological TNM stage and refers to the 
absence or presence of distant metastases (disease spread outwith the primary 
organ) as evaluated by microscopic evaluation.  
 
 

Notes for Users: 
Metastases are coded according to the official TNM classification (TNM 
Classification of Malignant Tumours, Sixth Edition, 2002). 
 
The TNM system is a classification of malignant tumours used by oncologists to aid 
in the planning of treatment, give an indication of prognosis, assess the results of 
treatment, exchange information between treatment centres and contribute to the 
continuing investigation of human cancer. 
 
Clinical TNM is derived from all the information prior to surgical treatment.  
Pathological TNM classification or pTNM is derived from all of that plus the 
examination of the pathological specimen. 
 
The TNM system is based on the assessment of three components (tumour, node 
and metastases) and the addition of numbers after the letter components to indicate 
the extent of the malignant disease.  
 
This must not be reconstructed from the pathology reports and should only be 
recorded if actually documented in the reports. 
 

Coding Details: 
 

Code Description 
pMX Presence of distant metastasis cannot be assessed 

pM0 No distant metastasis 

pM1 Distant metastasis 

pM9 Not recorded 

pM10 Inapplicable 

 

Notes by Users: 
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Section 6: Radiotherapy and Brachytherapy 
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Type of Oncology Treatment 
 

Definition: 
This denotes the type of oncological treatment performed.   
 

 

Notes for Users:  
 
 

Coding Details: 
This is a multiple choice field. 
NB: For each of the following treatments, record as: 
 

Code Description 
1 Yes 

2 No 

9 Not Recorded 

10 Inapplicable 

 

 

Code Description 
1 Radiotherapy 

2 Chemotherapy 

3 Synchronous radiotherapy and chemotherapy 

4 Brachytherapy 

5 Immunotherapy 

6 Hormone therapy 

7 None 

8 Patient refused all non-surgical treatment 

 
 

Notes by Users: 
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Radiotherapy (Courses 1-2) 
 

Definition: 
Radiotherapy is the treatment of the disease by radiation.   
 

 

Notes for Users:  
1. The types of radiotherapy given are adjuvant (where it is given either before 

surgery or after potentially curative surgery), radical (where it is primary treatment 
and is given with curative intent), or palliative (where the aim is solely to relieve 
symptoms).   

2. For the purposes of audit, only radiotherapy given to the primary site is recorded.  
 
Up to two course of radiotherapy can be recorded. It should be noted that not all 
these patients receive this treatment as a trial patient. 
 

Coding Details: 
A contraindication may be a co-morbid condition or frailty. 

 

Code Description 
1 Adjuvant preoperative 

2 Adjuvant postoperative 

3 Primary radical 

4 Palliative (for totally inoperable) 

5 No – reason documented  

6 No – reason not documented 

7 Synchronous radiotherapy and chemotherapy 

8 Patient refused treatment (radiotherapy) 

9 Not recorded 

10 Inapplicable 

 

Notes by Users: 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Hospital of Radiotherapy 

 

Definition: 
This denotes the base institution of the consultant who prescribed the radiotherapy.    

 

 

Notes for Users: 
This may be the same hospital as the ’institution of diagnosis’ described elsewhere. 
Details of location codes for hospitals can be found in the “Definitions & Codes for 
NHSScotland” manual produced by ISD Scotland. 
 
 

Coding Details: 
Location codes for hospitals are five character codes maintained by ISD Scotland 
and the General Register Office (Scotland).  The first character denotes the health 
board, the next three are assigned and the fifth denotes the type of location 
(H=hospital) e.g. 
 
A111H=Crosshouse Hospital  
G107H=Glasgow Royal Infirmary 
X1010=Inapplicable 
X9999=Not recorded 
 
If no radiotherapy was performed record as inapplicable (X1010). 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Oncologist (Radiotherapy) 
 
 

Definition: 
This is the clinician who is in charge of radiotherapy treatment for patient. 
 
 

Notes for Users: 
None. 
 

Coding Details: 
The surname and forename of each clinician should be recorded to distinguish 
between consultants with common surnames.  If there are two consultants with the 
same forename and surname, the specialty of consultant will be required.  If the 
patient is seen by a member of the consultant’s junior staff, record the name of the 
consultant in charge of the patient.  If the patient is seen by a clinician who is 
working as a locum, record only that the clinician is a locum consultant. 
 
Clinicians’ names should be stored in databases as General Medical Council (GMC) 
number. 
 
This may be the same name as one of the consultants recorded by Clinician 1-4. 
 

Notes by Users: 
 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Date Radiotherapy Started (Courses 1-2) 
 

Definition: 
This is the date the first fraction of a course of radiotherapy was given to the patient. 
 

 

Notes for Users:  
Up to two separate courses of radiotherapy can be recorded and up to two different 
sites of the body treated. Radiotherapy recorded is only that which was given at the 
time of the initial treatment episode; the treatment to different sites may run 
concurrently or consecutively.  
 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 

 
If radiotherapy was not given as part of primary therapy, code as inapplicable 
(10/10/1010). 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 
 
 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

75 

Date Radiotherapy Completed (Courses 1 –2) 
 

Definition: 
This is the date the last fraction of a course of radiotherapy was given to the patient. 
 

 

Notes for Users:  
Up to two separate courses of radiotherapy can be recorded and up to two different 
sites of the body treated. Radiotherapy recorded is only that which was given at the 
time of the initial treatment episode; the treatment to different sites may run 
concurrently or consecutively.  
 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 

 
If radiotherapy was not given as part of primary therapy, code as inapplicable 
(10/10/1010). 

 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Total Radiotherapy Dose Planned (cGy)(Courses 1-2) 
 

Definition: 
This is the total radiation dose prescribed (recorded in cGy) between the start and 
completion dates recorded for the course.  
 

 

Notes for Users:  
Up to two separate courses of radiotherapy can be recorded and up to two different 
sites of the body treated. Radiotherapy recorded is only that which was given at the 
time of the initial treatment episode; the treatment to different sites may run 
concurrently or consecutively.  
 
If the dose is recorded as Gray (Gy) and cGy is not recorded on the treatment 
sheets, the conversion to cGy is Gy/100. 
 

Coding Details: 

 

Code Description 
10101010 Inapplicable 

99999999 Not recorded 

 
If radiotherapy was not given as part of primary therapy, code as inapplicable 
(10101010). 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 
 

NB:  allow for two decimal places. 
 
 
 
 

Page revised 26/05/08 
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Total Radiotherapy Dose Administered (cGy) 

(Courses1-2) 
 

Definition: 
This is the tumour applied dose (TAD) given (recorded in cGy) between the start and 
completion dates recorded for the course.  
 

 

Notes for Users:  
Details of up to two courses may be recorded. 
 
If the dose is recorded as Gray (Gy) and cGy is not recorded on the treatment 
sheets, the conversion to cGy is Gy/100. 
 

Coding Details: 

 

Code Description 
99999999 Not recorded 

10101010 Inapplicable 

 

Notes by Users: 

 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 
 

 

NB:  allow for two decimal places. 
 
 
 
 

Page revised 26/05/08 
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Total Radiotherapy Fractions Planned (Courses1-2) 

 
Definition: 
This is the number of radiation treatments planned for any individual course of 
therapy (described by the start and completion dates of radiotherapy). 
 

 

Notes for Users:  
Details of up to two courses may be recorded. 
 

Coding Details: 

 
Code Description 

99999999 Not recorded 

10101010 Inapplicable 

 

Notes by Users: 

 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Total Radiotherapy Fractions Administered (Courses1-

2) 
 

Definition: 
This is the number of radiation treatments given for any individual course of therapy 
(described by the start and completion dates of radiotherapy). 
 

 

Notes for Users:  
Up to two separate courses of radiotherapy can be recorded and up to two different 
sites of the body treated. Radiotherapy recorded is only that which was given at the 
time of the initial treatment episode; the treatment to different sites may run 
concurrently or consecutively.  
 

Coding Details: 

 

Code Description 
10101010 Inapplicable 

99999999 Not recorded 

 
If no radiotherapy was given record as inapplicable (10101010). 
 

Notes by Users: 

 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Dose Reduction Due To Toxicity (Radiotherapy) 

(Courses 1-2) 
 

 

Definition: 
This denotes whether dose given was less than the prescribed dose as a direct 
result of toxicity arising from the course of radiotherapy. 

 

 

Notes for Users:  
Dose reduction is generally related to grade 3 or 4 toxicity. 
 

Coding Details: 

 

Code Description 
1 Yes 

2 No 

9 Not recorded 

10 Inapplicable 

 
If radiotherapy was not given as part of primary therapy, code as inapplicable (10). 
 

Notes by Users: 
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Brachytherapy Performed (Courses 1-2) 
 

Definition: 
Brachytherapy  is the treatment of the disease by radiation using implants.  
 

 

Notes for Users:  
Up to two courses of brachytherapy can be recorded. It should be noted that not all 
these patients receive this treatment as a trial patient. 
 
 

Coding Details: 
A contraindication may be a co-morbid condition or frailty. 

 

Code Description 
1 Yes 

2 No 

3 No – reason documented  

4 No – reason not documented 

5 Patient refused treatment (brachytherapy) 

9 Not recorded 

10 Inapplicable 

 

Notes by Users: 
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Date Brachytherapy Started (Courses 1-2) 
 

Definition: 
This is the date the brachytherapy implant was inserted. 
 

 

Notes for Users:  
Up to two separate courses of brachytherapy can be recorded and up to two different 
sites of the body treated.  
 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 

 
If brachytherapy was not given as part of primary therapy, code as inapplicable 
(10/10/1010). 
 

Notes by Users: 
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Section 7: Chemotherapy 
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Hospital of Chemotherapy 
 

Definition: 
This denotes the base hospital of the clinician who prescribed chemotherapy.  The 
patient may receive chemotherapy at a peripheral hospital but record the main 
institution to which the managing clinician belongs. 

 

 

Notes for Users: 
This may be the same hospital as the ’institution of diagnosis’ described elsewhere. 
Details of location codes for hospitals can be found in the “Definitions & Codes for 
NHSScotland” manual produced by ISD Scotland. 
 

Coding Details: 
Location codes for hospitals are five character codes maintained by ISD Scotland 
and the General Register Office (Scotland).  The first character denotes the health 
board, the next three are assigned and the fifth denotes the type of location 
(H=hospital) e.g. 
 
A111H=Crosshouse Hospital  
G107H=Glasgow Royal Infirmary 
X1010=Inapplicable 
X9999=Not recorded 
 
If no chemotherapy was given record as inapplicable (X1010). 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Oncologist (Chemotherapy) 
 
 

Definition: 
This is the clinician who is in charge of chemotherapy for the patient. 
 
 

Notes for Users: 
None. 
 

Coding Details: 
The surname and forename of each clinician should be recorded to distinguish 
between consultants with common surnames.  If there are two consultants with the 
same forename and surname, the specialty of consultant will be required.  If the 
patient is seen by a member of the consultant’s junior staff, record the name of the 
consultant in charge of the patient.  If the patient is seen by a clinician who is 
working as a locum, record only that the clinician is a locum consultant. 
 
Clinicians’ names should be stored in databases as General Medical Council (GMC) 
number. 
 
This may be the same as clinician 1-4. 
 

Notes by Users: 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Chemotherapy (Type) (Courses 1-2) 
 

Definition: 
This denotes the type of course of cytotoxic drugs administered for the treatment of 
the cancer.  Cytotoxic drugs are drugs which destroy cells. 

 

 

Notes for Users:  
Types of course of chemotherapy: 

 Adjuvant:  Supportive therapy given after surgery where there is no overt  
evidence of remaining disease. 

 Neoadjuvant: Therapy given prior to definitive surgery to reduce tumour size. 

 Primary:  Chemotherapy given as first line therapy where there is no  
intention of surgical intervention. 

 Palliative:  Chemotherapy given as first line therapy in patients with 
   metastatic disease. 

 
Two courses (types) of chemotherapy can be collected but both must be treatment 
received for initial management and not treatment for recurrence or relapse. Patients 
may have two types due to problems with toxicity with the first type or because of 
patient preference. 
 
Patients may have chemotherapy both before and after surgery.  
 

  

Coding Details: 
Reason documented may be a co-morbid condition or frailty. 

 

Code Description 
1 Adjuvant 

2 Neoadjuvant 

3 Primary 
4 4 Palliative 
 5 No – reason documented  

6 No – reason not documented  

8 Patient refused treatment 

9 Not recorded 

 
 

Notes by users: 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Chemotherapy Regimen (Courses 1-2) 
 

Definition: 
Chemotherapy regimen is the combination of cytotoxic drugs used to treat cancer. 
These drugs can be given in or outwith the context of a clinical trial. 
 

 

Notes for Users:  
Chemotherapy agents will change over time and ISD should be contacted if an agent 
is not included on the list so that a code can be allocated for use throughout the 
country. 
 

Coding Details: 
This is a multiple choice field. 
NB: For each of the following regimens, record as: 
 

Code Description 

1 Yes 

2 No 

9 Not Recorded 

10 Inapplicable 

 
 

Code Description 
1 BEP (Bleomycin, Etoposide, Cisplatin) 

2 EP (Etoposide, Cisplatin) 

3 CMV (Cisplatin, Methotrexate, Vinblastine) 

4 Mitoxantrone and Prednisolone  

5 POMBACE 

6 TIP (Taxol, Ifosfamide, Cisplatin) 

7 CM (Cisplatin, Methotrexate) 

8 Other (Specify) 

11 VIP (Etoposide Ifosfamide Cisplatin 

12 Gemcitabine and Cisplatin 

13 Docetaxel 

14 Intra-vesical chemotherapy (1-shot) 

15 Intra-vesical chemotherapy (Course) 

16 Carboplatin and Gemcitabine 

 
If chemotherapy was not given as part of primary therapy, code as 10 (inapplicable). 
 

Notes by Users: 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 

 
Page amended 14/09/2006 & 15/02/10 
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Date Chemotherapy Started (Courses 1-2) 
 

Definition: 
This is the date the first dose of the first cycle of a course of chemotherapy was 
given to the patient. 
 

 

Notes for Users:  
Two courses (types) of chemotherapy can be collected but both must be treatment 
received for initial management and not treatment for recurrence or relapse. Patients 
may have two types due to problems with toxicity with the first type or because of 
patient preference. 
 
Patients may have chemotherapy both before and after surgery. 
 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
If no chemotherapy was given record as inapplicable (10/10/1010). 
 

Notes by Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Date Chemotherapy Completed (Courses 1-2) 
 

Definition: 
This denotes the date the cycle of prescribed chemotherapy ended. 

 

 

Notes for Users: 
Patients may not have the complete course of chemotherapy first prescribed in which 
case record the date that the last dose of chemotherapy was administered. 
 
Two courses (types) of chemotherapy can be collected but both must be treatment 
received for initial management and not treatment for recurrence or relapse. Patients 
may have two types due to problems with toxicity with the first type or because of 
patient preference. 
 
Patients may have chemotherapy both before and after surgery. 

 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
If no chemotherapy was given, record as inapplicable (10/10/1010). 
 

Notes by Users: 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Dose Reduction Due To Toxicity (Chemotherapy) 

(Courses 1-2) 
 

Definition: 
This denotes whether the dose given was less than the prescribed dose as a direct 
result of toxicity arising from the course of chemotherapy. 

 

Notes for Users:  
Dose reduction is generally associated with grade 3 or 4 toxicity. 
 

Coding Details: 

 

Code Description 
1 Yes 

2 No 

9 Not recorded 

10 Inapplicable 

 
If chemotherapy was not given as part of primary therapy, code as inapplicable (10). 
 

Notes by Users: 
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Type of Immunotherapy 
 

Definition: 
This denotes the type of course of immunotherapy administered for the treatment of 
the cancer.   

 

 

Notes for Users: 
 
Immunotherapy drugs are therapeutic agents, (or biological response modifiers), that 
influence the body’s defence mechanism to act against a cancer cell. 
 

Coding Details: 
 

Code Description 
1 Neoadjuvant 

2 Adjuvant 

3 Primary 

4 Palliative 

8 Patient refused 

9 Not recorded 
10 Inapplicable 

 
If no ‘Immunotherapy’ therapy was given record as inapplicable (10). 
 

Notes by Users: 

 
 

Page revised 14/09/2005 
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Immunotherapy Agent (Urological Cancer) 
 

 

Definition: 
This denotes the agent used to treat cancer by modifying the immune response.  

 

Notes for Users:  
BCG is a vaccine for tuberculosis (TB) which is also used to stop recurrences of 
bladder cancers and is administered via a catheter. 
 
 

Coding Details: 

 

Code Description 

1 Interleukin 

2 Interferon 

3 Combination of Interlukin and Interferon 

4 Other, Specify 

5 None 

6 Intrasvesical BCG 

9 Not recorded 

10 Inapplicable 

 
 

Notes by Users: 
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Date Immunotherapy Started 
 
 

Definition: 
This is the date immunotherapy described elsewhere started. 
 

 

Notes for Users:  
None. 
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
If no other therapy given record as inapplicable (10/10/1010). 
 

Notes by Users: 
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Date Immunotherapy Completed 
 

Definition: 
This is the date immunotherapy described elsewhere ended. 
 

 

Notes for Users:  
None. 
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
If no other therapy given record as inapplicable (10/10/1010). 
 

Notes by Users: 
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Type of Hormone Therapy 
 

Definition: 
Hormonal therapy is the use of agents, which manipulate hormone levels, by using 
drugs, surgery or radiotherapy.  Hormones are 'chemical messengers' released by 
the organs and dispersed by the blood to produce effects on target organs e.g. 
oestrogens. 

 

 

Notes for Users:  
This is also known as Androgen Deprivation Therapy (ADT).   
 
Patients may have hormone therapy both before and after definitive treatment.  
Where it is radiotherapy, it is given beforehand to reduce the size of the tumour 
(neo-adjuvant) and may be continued afterwards (adjuvant). 
 

 Neo-adjuvant: Hormone therapy is given for a defined period started before 
definitive potentially curative treatment. 

 Adjuvant: Hormone therapy is given for a defined period after primary 
treatment. 

 Neo-adjuvant & Adjuvant: Hormone therapy given in combination before 
and after primary treatment. 

 Primary: Hormone therapy is used as initial treatment usually for locally 
advanced or metastatic disease.  Orchidectomy may be used as primary 
treatment. 

 Intermittent: Hormone therapy is deliberately given on a pulsed basis where 
there are periods ‘off’ treatment. 

 

Coding Details: 
 

Code Description 
1 Neo-adjuvant 

2 Adjuvant 

3 Neo-adjuvant & Adjuvant 

4 Primary 

5 Intermittent 

6 Other (Specify) 

8 Patient Refused 

9 Not recorded 

10 Inapplicable 

 
If hormonal therapy was not given as part of primary therapy, code as 10 
(inapplicable). 

 

Notes by Users: 

 

 

 
Page revised 14/09/2005 
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Hormone Therapy Regimen {Urological Cancer} 
 

Definition: 
This denotes the form of hormone therapy used.  
 

 

Notes for Users:  
This is more accurately (but less frequently) termed antagonist therapy or androgen 
deprivation therapy (ADT) and can be given in the form of drugs.  Pituitary-down 
regulators (GnRH) block the manufacture of testosterone by the testes.  Anti-
androgens stop testosterone reaching the cancer cells.  There are different ways of 
prescribing ADT: 
 

 Anti-androgens on their own 
 GnRH regulators on their own 
 Both types of drugs together.  This combination, Maximum Androgen 

Blockade (MAB), is used to prevent tumour flare, is sometimes used from the 
initiation of treatment, or if the cancer is showing signs of becoming resistant 
to monotherapy. 

 Progestogens are occasionnally used for advanced renal cancer. 

 
This is a multiple choice field.  If a single agent is given then it is monotherapy, if 
there is a combination of a GnRH and an anti-androgen it is maximum androgen 
blockade. 
 

Coding Details: 
This is a multiple choice field. 
For each of the following hormone therapy regimens, record as: 
 

Code Description 

1 Yes 

2 No 

9 Not Recorded 

10 Inapplicable 

 

Types of Drugs used: 

Code Description 

 Gonadorelin Analogue: 

(GnRH) 

1 Buserelin (Suprefact) 

2 Goserelin (Zoladex) 

3 Leuprorelin (Prostap) 

4 Triptorelin (De-capeptyl) 

 Anti-androgen: 

5 Cyproterone* (Cyprostat) 

6 Flutamide (Drogenil) 

7 Bicalutamide (Casodex) 

 Oestrogens: 

8 Stilboestrol/ 
Diethystilbestrol 

11 Ethinyloestradiol 

 Progestogens: 
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12 Medroxyprogesterone 
(Farlutal, Provera) 

13 Other, specify 

 

*Cyproterone can also be given for symptom relief but not at the time of initial 

treatment. 

 

Notes by Users: 
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Intent of Combination Hormone Antagonist Therapy  
 

Definition: 
 

MAB: 
Gonaderolin analogues (or orchiectomy) may be used in combination with an anti-
androgen, with the specific intent of causing Maximal Androgen Blockade (MAB).  
Such MAB would normally be continued to the point of disease relapse or beyond. 

 

COMBINATION TO PREVENT TUMOUR FLARE 
The same combination (excluding orchiectomy) may be used for a short time (usually 
a few weeks) to prevent the phenomenon of “tumour flare”, (a temporary 
exacerbation of the disease process associated with temporary increase of 
testosterone production which is seen when gonaderolin analogues are used alone). 
The gonaderolin analogue is then continued alone longer term. 

 

 

Notes for Users:  
Anti-androgens (typically cyproterone) are also used in combination with gonaderolin 
analogue for the treatment of emergent side effects (sweating and hot flushes) 
associated with orchiectomy and gonaderolin analogues.   This is not part of initial 
treatment plan and should not be coded here. 
 

Coding Details: 
 

Code Description 
1 MAB 

2 Combination to prevent tumour flare 

9 Not recorded 

10 Inapplicable 

 

If hormonal therapy was not given as part of primary therapy, code as 10 
(inapplicable). 

 

Notes by Users: 
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Date Hormone Therapy Started (1-2) 
 

Definition: 
This is the first date a patient has taken a hormonal drug as part of cancer treatment. 
 

 

Notes for Users:  
It is not always clearly documented when hormone therapy starts.  In the patient 
discharge letter the clinician may ask the GP to prescribe hormone therapy, in this 
case, record the date as seven days from the day of the discharge letter being typed 
or from the date the patient is given a handwritten note to take to the GP, whichever 
is the earlier. 
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
If hormonal therapy was not given as part of primary therapy, code as 10/10/1010 
(inapplicable). 
 
If the patient had neo-adjuvant hormone therapy, then surgery or radiotherapy but 
did not stop taking the hormone therapy, record the neo-adjuvant date as above and 
the date of the adjuvant hormone therapy as the day after surgery or radiotherapy. 
 

 

Notes by Users:  

 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

101 

Treated with Other Therapy 
 

Definition 
This denotes whether the patient was treated with other therapy not described 
elsewhere. 
 
 

Notes for Users: 
 

Coding Details 

Code Description 

1 Yes 

2 No 

8 Patient refused 

9 Not recorded 

10 Inapplicable 

 
 

Notes by Users: 
 
 
 
 

Page revised 14/09/2005 
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Consultant For Other Therapy 
 

Definition: 
This is the clinician who is in charge of other therapy treatment for patient. 
 
 

Notes for Users: 
None. 
 

Coding Details: 
The surname and forename of each clinician should be recorded to distinguish 
between consultants with common surnames.  If there are two consultants with the 
same forename and surname, the specialty of consultant will be required.  If the 
patient is seen by a member of the consultant’s junior staff, record the name of the 
consultant in charge of the patient.  If the patient is seen by a clinician who is 
working as a locum, record only that the clinician is a locum consultant. 
 
Clinicians’ names should be stored in databases as General Medical Council (GMC) 
number. 
 
This may be the same as clinician 1-4. 
 

Notes by Users: 
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Type of Other Therapy 
 

Definition: 
This includes any other therapy given not described elsewhere. 

 

 

Notes for Users: 
Other therapy recorded is only that which was given at the time of the initial 
treatment episode.  Other therapies will arise as research  
Medical measures for malignant bowel obstruction include analgesics, anti-emetics 
and anti-secretory drugs. 
 

Coding Details: 
 

Code Description 
1 Primary Treatment of metastatic disease 

2 Resection of liver metastases 

3 Medical treatment (for palliation) 

4 Other specify 

5 Cryotherapy 

6 Photo-dynamic therapy 

7 Sunitinib 

9 Not recorded 

10 Inapplicable 

 
If no ‘other’ therapy was given record as inapplicable (10). 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Hospital of Other Therapy 
 

Definition: 
This denotes the base hospital of the clinician who prescribed type of other therapy 
as described elsewhere.  The patient may receive ‘other’ therapy at a peripheral 
hospital but record the main institution to which the managing clinician belongs. 

 

 

Notes for Users: 
This may be the same hospital as the ’institution of diagnosis’ described elsewhere. 
Details of location codes for hospitals can be found in the "Definitions & Codes for 
NHSScotland" manual produced by ISD Scotland. 
 
 

Coding Details: 
Location codes for hospitals are five character codes maintained by ISD Scotland 
and the General Register Office (Scotland).  The first character denotes the health 
board, the next three are assigned and the fifth denotes the type of location 
(H=hospital) e.g. 
 
A111H=Crosshouse Hospital  
G107H=Glasgow Royal Infirmary 
X1010=Inapplicable 
X9999=Not recorded 
 
If no ‘other’ therapy was given record as inapplicable (X1010). 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 
 

 

 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

105 

Date Other Therapy Started  
 

Definition: 
This is the date other therapy described elsewhere started. 
 

 

Notes for Users:  
None. 
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
If no other therapy given record as inapplicable (10/10/1010). 
 
 

Notes by Users: 
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Date Other Therapy Completed 
 

Definition: 
This is the date other therapy described elsewhere ended. 
 

 

Notes for Users:  
None. 
 

Coding Details: 
The date format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
If no other therapy given record as inapplicable (10/10/1010). 
 

Notes by Users: 
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Section 9:  Clinical Trials 
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Trial Offered 
 

Definition:  
This denotes whether a patient was offered treatment with a clinical trial. Clinical 
trials are authorised research studies which have ethical approval from national 
and/or local ethics committee.   
 

 

Notes for Users: 
Trials may be phase I, II and III. 
 

Coding Details: 
 

Code Description 

1 No trial available 

2 Patient ineligible for available trial 

3 Patient offered trial and accepted 

4 Patient offered trial and refused 

5 Patient not offered trial for clinical / other reasons 

9 Not recorded 

 

Notes for Users: 
 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Clinical Trial Name 
 

Definition: 
Clinical trials are authorised research studies which have ethical approval from 
national and/or local ethics committee.   
 

 

Notes for Users:  
These trials may be local, national or international. They may be drug company 
sponsored and monitored. The list of available trials will be amended as new trials 
start and others are closed. If the patient has entered more than one trial, code as 
'other, specify'. 
 

Coding Details: 

 

Code Description  
1 BC2001 

2 BCON 

3 EORTC 30986 

4 EORTC 30994 

5 ODMIT C 

6 CPT11 and Cisplatin 

7 DA v DAS 

8 Other (specify) 

9 Not recorded 

10 Inapplicable 

11 CHHIP 

12 HYDRA 

13 RE04 

14 IHT in prostate cancer  

15 PR07 

16 ProtecT 

17 Intercontinental 

18 BEP Continuous Infusional Bleomycin - TE3 

19 Familial TGCT 

20 STAMPEDE 

 
If the patient has not been entered into any clinical trials, code as inapplicable (10). 
 

Notes by Users: 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
 

 
 

Page revised 28/04/2006 
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Trial Entry Date 
 

Definition: 
This is the date that the patient entered into the named clinical trial. 
 
 

Notes for Users: 
The date recorded should relate to the name of the clinical trial described elsewhere. 

 

Coding Details: 
Format should be DDMMCCYY.   
 
If the exact date is not documented, record as 09/09/0909. 
 
If the patient was not entered into a trial, record as 10/10/1010 (inapplicable). 
 

Notes by Users: 

 

 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Section 10: Follow-up and Recurrence 



National Data Definitions for National Minimum Core Data Set for Urological Cancers, 
developed by ISD Scotland in collaboration with the Regional Cancer Networks,  

June 2005  

112 

Date of Death 
 

Definition: 
This is the certified date of death as recorded by the General Register Office 
(Scotland) (GRO(S)). 
 

 

Notes for Users:  
None. 
 

Coding Details: 
The format should be DDMMCCYY. 
 
If the exact date is not documented, record as 09/09/0909. 
 
Code as inapplicable (10/10/1010) if the patient is still alive. 
 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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Primary Cause of Death 
 

Definition: 
This is the primary cause of death as recorded by the General Register Office 
(Scotland) (GRO(S)). 
 

 

Notes for Users:  
None. 
  

Coding Details: 
None. 

 

 

Notes by Users: 

 
 

 

Draft standard under discussion with the National Clinical Dataset 

Development Programme (NCDDP) 
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APPENDIX 1 
 

Code Description 

8000/3 Neoplasm Malignant; Tumour, malignant NOS; Malignancy; Cancer; 
Unclassified tumour, malignant; Blastoma NOS  

8001/3 Tumour cells, malignant 

8010/2 Carcinoma in-situ 

8010/3 Carcinoma 

8020/3 Carcinoma, undifferentiated, NOS 

8033/3 Pseudosarcomatous carcinoma; Sarcomatoid carcinoma 

8041/3 Small cell carcinoma NOS 

8050/3 Papillary carcincoma 

8070/2 Squamous cell carcinoma in-situ 

8070/3 Squamous cell carcinoma NOS 

8071/3 Squamous cell carcinoma keratinizing NOS, squamous cell carcinoma, 
large cell keratinizing 

8072/3 Squamous cell carcinoma, large cell Nonkeratinizing 

8073/3 Squamous cell carcinoma, small cell Nonkeratinizing 

8074/3 Squamous cell carcinoma, spindle cell 

8120/2 Transitional cell carcinoma in-situ or G1 pTa or G2 pTa 

8120/3 Transitional cell carcinoma 

8122/3 Transitional cell carcinoma spindle cell 

8130/2 Papillary transitional cell carcinoma, G3 pTa 

8130/3 Papillary transitional cell carcinoma 

8140/2 Adenocarcinoma in-situ (Includes Prostatic Intraepithelial Neoplasia 
(PIN III)) 

8140/3 Adenocarcinoma 

8260/3 Papillary adenocarcinoma 

8310/3 Clear cell carcincoma; clear cell adenocarcinoma, mesonephroid 

8312/3 Renal cell carcinoma; renal cell adenocarcinoma; Grawitz tumour; 
Hypernephroma 

8317/3*** Chromophobe cell renal carcincoma 

8319/3*** Collecting duct carcinoma 

8560/3 Adenosquamous carcinoma 

8960/3 Nephroblastoma; Wilm’s tumour; Nephroma NOS 

8964/3 Clear cell sarcoma of kidney 

9061/3 Seminoma NOS 

9062/3 Anaplastic seminoma 

9063/3 Spermatocytic seminoma; spermatocytoma 

9073/1 Gonadoblastoma; Gonocytoma 

9080/1 Teratoma NOS 

9080/3 Teratoma malignant NOS; Embryonal teratoma; Teratoblastoma; 
Immmature teratoma 

9081/3 Teratocarcinoma; Mixed embryonal  carcinoma and teratoma 

9082/3 Malignant teratoma undifferentiated; Malignant teratoma anaplastic 

9083/3 Malignant teratoma intermediate 

9085/3 Mixed germ cell tumour 

9110/3 Mesonephroma malignant; mesonephric adenocarcinoma; 
mesonephroma NOS; Wolffian duct carcinoma 

1010/0 Inapplicable 

1111/1 Not Assessable 

8888/8 Negative 

9999/9 Not Recorded 

 
*** ICD-O(3) code 
 

Page amended 5/10/2005 & 14 April 2008 
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APPENDIX 2 
 
 

Mapping Between National Urological Data Set and BAUS Data Set 
 

BAUS 

Question/Data 

Item 

Mapping to 

National Data 

Set 

Comments/Suggested Solution  

Q1 Consultant 
number and/or 
centre 

- Not required as unique numbers allocated by BAUS 

Q2 Patient 
hospital number 

= Unit Number  

Q3 Patient NHS 
number 

= CHI NHS number is unique identifier in England whereas 
CHI is used in Scotland 

Q4 Postcode = Patient 
postcode at 
diagnosis 

 

Q5 Sex = Sex (Gender)  

Q6 Date of birth = Date of birth  

Q7 Date of 
referral 

= Date of referral National data set more explicit as covers the options 
on referral letter (ie typed, dictated etc) plus emails 
and faxes, but broadly equivalent. 

Q8 Source of 
referral (options: 
1=GP, 2=Urology, 
3=Other, specify) 

Extract by 
interrogating 
fields ‘Mode of 
Referral’ and 
‘Specialty of 
Clinician 1-4’ 
 

BAUS fields mixes specialty of referral with type of 
presentation therefore any extraction would require a 
set of rules.   
 
Suggest: 
Clinician 1= Urologist or Oncologist then test Mode 
of Referral 
If mode of referral=1 (GP) then code as BAUS code 
1 (GP) 
If mode of referral=6 (Self-referral to A&E) or 7 (GP 
referral to A&E) or 8 (Previous GP referral but 
subsequently admitted to hospital as an Emergency) 
code as BAUS other code 3 (A&E) 
If mode of referral=4 (Review patient) code as BAUS 
other code 6 (discovered during urological follow-up) 
Mode of referral codes 2 (screening service), 11 
(dental referral) would not apply. 
Mode of referral code 9 (not recorded) DOES NOT 
HAVE A BAUS EQUIVALENT. 
 
Clinician 1<>Urologist or Oncologist then test 
clinician 1-4 for first occurrence of these specialties 
then code preceding specialty as BAUS. 

Q9 Priority of 
initial referral 

- Relates to English waiting times standards – does 
not apply to Scotland. 

Q10 Date of first 
consultation 

Extract by 
interrogating 
fields Date of 
seeing clinicians 
1-4, BAUS Q8 
Source of 
referral, specialty 
clinician 1-4. 
 
BAUS stated this 
would be to an 

If  BAUS source of referral=1 then date of first 
seeing clinician 1 
If  BAUS source of referral=2 or 3 then date of first 
seeing clinician 2-4, identify date by testing first 
occurrence of specialty urology (code AA – 
genitourinary; CB - urology) or oncology (codes AD – 
medical oncology; H2 – radiotherapy). 
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oncologist or 
urologist  

Q11 Date of 
diagnosis 

= Date of 
diagnosis 

Some variation in the data definitions but any 
differences should be systematic. 

Q12 Delay to 
diagnosis 

- Relates to English waiting times standards – does 
not apply to Scotland. 

Q13 Basis of 
diagnosis 

Extract Yes and 
no and options by 
interrogation of 
Most Valid Basis 
of Diagnosis 

Histological confirmation 1 (yes) = most valid basis 
of diagnosis codes 6,7 (histology of metastasis, 
histology of primary) 
Histological confirmation 2 (no) <> 6 or 7: Sub-
categories are: 
Radiology=most valid basis of diagnosis code 2 
(clinical investigation) 
Cytology=most valid basis of diagnosis code 5 
(cytology) 
Tumour marker=most valid basis of diagnosis code 
4 (tumour specific markers) 
Clinical=most valid basis of diagnosis code 1 (clinical 
only) 
Other=most valid basis of diagnosis code 3 
(exploratory surgery, autopsy without histology), 8 
(autopsy with histology) 
 
BAUS DOES NOT ALLOW FOR CODE 9 (NOT 
RECORDED) 

Q14 Organ = Site of  origin of 
tumour 

National data set coded to ICD10, codes added  
C68.0X for urethra and C68.0P for prostatic urethra 
to align with BAUS. 

Q15 Side = Laterality National data set includes bilateral to accommodate 
Wilms tumour.  

Q16 Histology = Morphology of 
tumour 

National data set codes to ICD-O (2) and this does 
not allow for BAUS category mixed TCC/SCC.  
Numbers are small so BAUS accepts coding rules 
that apply. 

Q17 Pathology 
reference number 

= Pathology 
Report Number 

 

Q18 Histological 
differentiation 

= Degree of 
differentiation 

National data set includes code 4 (undifferentiated), 
9 (not recorded), 10 (inapplicable) but not covered in 
BAUS codes.  

Q19 Clinical TNM = Clinical TNM National data set does not collect for testicular 
cancer as felt to be inappropriate. 

Q19 PSA  = PSA at 
Diagnosis 

 

Q19 Gleason 
Score 1 

= Major Gleason 
Grade  

 

Q19 Gleason 
Score 2 

=Minor Gleason 
Grade  

 

Q19 S category = S Category National codes S0, S1, S2, S3 map to BAUS 
categories 0,1,2,3 respectively.  BAUS does not 
have codes for SX (not available/performed), S9 (not 
recorded), S10 (inapplicable). 

Q20 Initial 
treatment intent  

No equivalent Examined whether this could be extracted by 
interrogating other fields but was not feasible.  
Suggest each network make a decision whether to 
add as an extra field locally.  

Q21 Initial 
treatment type 

No equivalent as 
BAUS collects a 
mixture of both 
intended and 
given treatment.  

IF mode of first treatment = Surgery AND operative 
procedure description <> Endoscopic 
THEN map to radical ablative surgery 

· Organ conserving surgery 
· This is tumour site specific therefore need 
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Agreed with 
BAUS that given 
first treatment 
should be used in 
mapping 
exercise.  

to test procedure. 
 
IF mode of first treatment = Radiotherapy 
 IF type of oncology treatment = Radiotherapy 
 THEN map to Radiation therapy 
 ELSEIF type of oncology treatment = 
Brachytherapy 
 THEN map to Brachytherapy 
 
IF mode of first treatment = Chemotherapy 
 IF Chemotherapy regimen = Intra-vesical 
chemotherapy (course) 
 THEN map to Intra-vesical chemotherapy 
course 
ELSE map to systemic chemotherapy 
 
IF mode of first treatment = Chemoradiotherapy 
THEN map to radiation therapy AND systemic 
chemotherapy 
 
IF mode of first treatment = Endoscopic treatment 
 IF operative procedure OPCS4 Description = 
Endoscopic resection AND IF chemotherapy regimen = 
Intra-vesical chemotherapy (1 shot) 
 THEN map to endoscopic resection + 1 shot 
Intra-vesical chemotherapy 
 ELSEIF Type of other therapy = Photo dynamic 
therapy 
 THEN map to other surgery 
ELSE map to endoscopic resection. 
 
IF mode of first treatment = Immunotherapy 
 IF Immunotherapy agent = Intra-vesical BCG 
 THEN map to Intra-vesical immunotherapy 
course 
Else map to systemic immunotherapy 
 
IF mode of first treatment = hormone therapy 
THEN map to hormone therapy 
 
IF OPCS4 Code 2, OR OPCS4 Code 3 = Y50.8 
 THEN map to laparoscopic surgery 
 
IF mode of first treatment = Other therapy 
GOTO type of other therapy 
Map to other treatment, specify 
IF mode of first treatment = Watchful waiting 
THEN map to watchful waiting 
 
IF mode of first treatment = No active treatment OR IF 
mode of first treatment = patient refused 
THEN map to palliative/supportive care 
 
IF Operative procedure OPCS4 description = ‘biopsy’ 
THEN map to biopsy 
 
IF operative procedure OPCS4 code = M45.9  
THEN map to cystoscopy 
 
IF clinican 1-4 > 1 
 IF specialty 1-4 = CB 
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IF specialty 1-4 = AD 
IF specialty 1-4 = H2 
THEN map to referral to another centre or 

specialist 

Q22 Pathological 
TNM 

=Pathological 
TNM 

 

Q23 Date of 
definitive 
treatment (if 
known) 

=Date of first 
treatment 

This will not provide the definitive treatment in all 
cases.   

Q24 Clinical trial 
status 

=Trial offered BAUS code 5 (eligible, consented and entered) 
=national code 3 (patient offered and accepted trial) 
BAUS code 6 (eligible and declined) =national code 
4 (patient offered and refused trial) 
BAUS code 7 (ineligible) =national code 2 (patient 
ineligible) 
BAUS code 8 (not considered) =national code 5 
(Patient not offered trial) 
BAUS code 9 (status unknown) =national code 9 
(not recorded) 
 
BAUS does not have an option for ‘no trial available - 
? include under its code 8 (not considered) 

Q25 Patient 
discussed by MDT 
and management 
plan formed 

=Discussed by 
MDT 

 

Q26 Date of death =Date of death  

Q27 Patient 
record complete 

- Can be checked electronically 
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