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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.  

Following the completion of the Scottish Head and Neck Cancer Audit, I was 
appointed as clinical lead for the development of the national head and neck cancer 
data set.  National meetings involving representatives of the three regional cancer 
networks were held to discuss a draft data set and this was followed by subsequent 
drafts being produced and then a final data set was agreed in February 2004.  The 
agreed dataset includes selected items from the DAHNO dataset, as clinicians were 
interested in making UK wide comparisons.  The dataset does not cover thyroid 
cancer but the database allows registration of thyroid cases.  Data definitions were 
then drafted and again agreed through the cancer networks, using wherever possible 
existing national data definitions. 
 
An Access database was built around the dataset and piloted in early 2005.  This has 
resulted in the addition of three extra fields.  A field for Care Spell Identifier was 
excluded at this stage. 
 
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. 
 
 
 
 
Dr Gerry Robertson 
Consultant Oncologist, 
Beatson Oncology Centre, Glasgow. 
Lead Clinician for Development of National Head and Cancer Data Definitions and  
Minimum Core 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 INCLUSON OF PATIENTS FOR AUDIT 
 
Include 
• all patients with a confirmed new primary head & neck cancer (for ICD-10 codes, 

see page 27).  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. 

 
Exclude 
• patients where the origin of the primary is uncertain 
• patients with the following tumour types - melanoma (except mucosal), skin 

(including pinna), lymphoma, sarcoma 
• patients with normal residence outwith Scotland  
• patients with thyroid cancer but note that these can be registered on database 

(see preface) 
 
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 is currently setting up a mechanism for routinely providing 
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. 
 
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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HEAD & NECK (H&N) DATABASE SPECIFICATION 
 
Data Item FIELD NAME Field Type Size Page 

 

Patient Identifiers 
Patient Number PATNO Text 12 n/a 
Patient Forename PATFNAME Text 20 1 
Patient Surname PATSNAME Text 30 2 
Patient Address (1 - 4) PATADD1 - 4 Text 150 3 
Patient Postcode PATPCODE Text 9 4 
Date of Birth DOB Date/Time 10 5 
Sex (Gender) SEX Number (Byte) 1 6 
Institute/Hospital of Diagnosis 
(Referral) (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 10 10 
GP practice code PATGPPRACTICE Text 5 11 
Urgency of Cancer Referral URGENCYREF 2 Characters 2 12 
Date referral received REFRECDATE Date/Time 10 13 
Source (Mode) of Cancer Referral MREFER 2 Characters 2 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 First Seeing Clinician 1-4 FCLINDATE1-4 Date/Time 10 19 
Clinical Intervention date 
(Date of Imaging)  
See DAHNO defs 3.2 

IMAGEDATE Date/Time 10 20 

Cancer Imaging Modality 
(Imaging Technique / Equipment)  
See DAHNO defs 3.3 

MIMAGE 
 

Text 2 20 

Anatomical Examination Site 
(Site Examined) 
See DAHNO defs 3.4 

IMAGESITE Text 6 20 

Date of Diagnosis DDIAG Date/Time 10 22 
Incidence Date INCDATE Date/Time 10 23 
Side (Tumour) SIDE Number (Byte) 2 24 
Site of Origin of Tumour SITE Text 9 25 
Other Synchronous Active Tumours SYNCTUMOUR Number (Byte) 1 29 
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Data Item FIELD NAME Field Type Size Page 
 

Investigations and Management 
Discussed by Multidisciplinary Team MDT Number (Byte) 1 31 
Date of First Multidisciplinary Team MDTDATE Date/Time 10 32 
Cancer Care Plan Intent 
See DAHNO def 5.5 

CCPINTENT Text 1 33 

Date Communication sent to primary 
care 
See DAHNO def HN20 

CCPDATE Date/Time 10 33 

WHO/ECOG PSTATUS Number (Byte) 1 34 
Clinical TNM Tumour Stage  
See DAHNO defs 6.1 

cT Text 4 35 

Clinical TNM Nodal Stage  
See DAHNO defs 6.3 

cN Text 4 38 

Clinical TNM Metastases Stage 
See DAHNO defs 6.5  

cM Text 4 40 

Seen by Clinical Nurse Specialist CNS Number (Byte) 2 42 
Date First Seen by Clinical Nurse 
Specialist 

DCNS Date/Time 10 43 

Seen by Specialist Palliative Care  SPCARE Number (Byte) 2 44 
Date First Seen by Specialist 
Palliative Care 

DSPCARE Date/Time 10 45 

Contact Date (Dietician Initial) [Date 
of First Assessment with Dietician] 
See DAHNO defs HN19 

DDIET Date/Time 10 46 

Date first pre-treatment dental 
assessment 
See DAHNO defs HN22 

DDENTAL Date/Time 10 46 

Date first contact with speech and 
language therapist 
See DAHNO defs HN23 

DSPEECH Date/Time 10 46 

Type(Mode) of First Treatment MODE 2 Characters 2 47 
Date of First Treatment FIRSTTREATDATE Date/Time 10 48 
Reason For Delay in Starting 
Treatment 

DELAY 2 Characters 2 49 

Reason For Delay in Starting 
Treatment Other - specify 

OTHERREASON Text 150 49 

Surgery  

Surgery Performed SURG Number (Byte) 1 51 
Name of Consultant in Charge of 
Surgery 

SURGCON Text 20 52 

Operating surgeon OPSURG Text 20 53 
Grade of Operating Surgeon  OPGRADE Number (Byte) 2 54 
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Data Item FIELD NAME Field Type Size Page 

 
Surgery 

Hospital of Surgery HOSPSURG Text 5 55 
Operative Procedure 1-6 
 

OPCODE 1-6 
OPCODE 1B-6B 

Text 5 56 

Date of Surgery FSURGDATE Date/Time 10 62 
Cancer Treatment Intent [Treatment 
Intent] 
See DAHNO defs 7.4 

OPINTENT Text 1 63 

Pathology 
Pathology Report Number PATHNUM Text 20 65 
Laboratory (Pathology) PATHLAB Text 5 66 
Pathology Investigation Type [Report 
Type] 
See DAHNO defs 8.1 

PATHTYPE Text 2 67 

Investigation Result Date [Date 
Specimen Reported] 
See DAHNO defs 8.3 

INVESTRDATE Date/Time 10 67 

Most Valid Basis of Diagnosis VALID Number (Byte) 2 68 
Date of Histological Diagnosis HDIAG Date/Time 10 69 
Morphology of Tumour MORPHOL Text 6 70 
Thickness of Tumour TUMTHICKNESS Number (Byte) 4 72 
Excision Margin 
See DAHNO defs 8.13 

 
EXMARGIN 

Text 1 73 

Specimen Nature 
See DAHNO defs 8.22 

 
SPECIMEN 

Number (Byte) 2 73 

Level of Dissection and Nodal 
Involvement (Left Neck Dissection)  
Node Number 

 
 
LNDNODENO 

Number (Byte) 2 74 

Level of Dissection and Nodal 
Involvement (Left Neck Dissection)  
Number Involved 

 
 
LNDNODINVOL 

Number (Byte) 2 74 

Level of Dissection and Nodal 
Involvement (Left Neck Dissection)  
Number with extracapsular spread 

 
 
LNDEXTRACAP 

Number (Byte) 2 74 

Level of Dissection and Nodal 
Involvement (Right Neck Dissection)  
Node Number 

 
 
RNDNODENO 

Number (Byte) 2 75 

Level of Dissection and Nodal 
Involvement (Right Neck Dissection)  
Number Involved 

 
 
RNDNODINVOL 

Number (Byte) 2 75 

Level of Dissection and Nodal 
Involvement (Right Neck Dissection)  
Number with extracapsular spread 

 
 
RNDEXTRACAP 

Number (Byte) 2 75 

Largest involved node LARGINVOLNODE Number 4 76 
Degree of Differentiation DIFFERENT Number (Byte) 2 77 
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Data Item FIELD NAME Field Type Size Page 

 

Pathology 
Pathological Tumour Stage 
(Post-Resection) 
See DAHNO defs 6.11 

pT 
 

Text 4 78 

Pathological Nodal Stage 
(Post-Resection) 
See DAHNO defs 6.12 

pN 
 

Text 4 81 

Pathological Metastases 
Stage (Post-Resection) 
See DAHNO defs 6.13 

pM 
 

Text 4 83 

Radiotherapy and Brachytherapy 
Hospital of Consultant 
Prescribing Radiotherapy 

HOSPRADIO Text 5 86 

Oncologist (Radiotherapy) ONCORADIO Text 20 87 
Radiotherapy (Courses 1-2) RADIO 1-2 Number (Byte) 2 88 
Radiotherapy Anatomical 
Treatment Site 

 
RADIOTREAT 

Number (Byte) 2 89 

Radiotherapy Anatomical 
Treatment Site Other - 
specify 

 
 
RADTREATOTHER 

Text 150 89 

Radiotherapy Anatomical 
Treatment Site 
See DAHNO defs 10.7 

 
 
RADTREATDAHNO 

Text 5 89 

Date Radiotherapy Started 
(Courses 1-2) 

RADDATE Date/Time 10 90 

Date Radiotherapy 
Completed (Courses 1-2) 

RCOMPDATE Date/Time 10 91 

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

TOTPLAN 1-2 Number (Long) 8 92 
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Data Item FIELD NAME Field Type 

 
Size Page 

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

TOTDOSE 1-2 Number (Long) 8 93 

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

FRACTIONPLAN 1-2 Number (Long) 8 94 

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

FRACTION 1-2 Number (Long) 8 95 

Time Planned (days) 
(Courses 1-2) 

DAYSPLAN 1-2 Number (Long) 4 96 

Compensation for gaps 
(Courses 1-2) 

 
GAPCOMP 1-2 

Number (Long) 8 97 

Compensation for gaps 
Other – specify (Courses1-2) 

 
GAPOTHER 1-2 

Text 150 97 

Reasons for gaps (Courses 
1-2) 

 
GAPREASON 1-2 

Number (Long) 8 98 

Dose reduction due to 
toxicity 

TOXRAD 1-2 Number (Byte) 2 99 

Brachytherapy(Courses 1-2) BRACHY 1-2 Number (Byte) 2 100 
Brachytherapy Other – 
specify (Courses 1-2) 

 Text 50 100 

Date Brachytherapy Started 
(Courses 1-2) 

BRACHYDATE 1-2 Date/Time 10 101 

Date Brachytherapy 
Completed (Courses 1-2) 

BRACHYENDDATE 1-2 Date/Time 10 102 

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

BRACHYPLAN 1-2 Number (Long) 8 103 

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

BRACHYDOSE 1-2 Number (Long) 8 104 

Chemotherapy 
Hospital of Consultant 
Prescribing Chemotherapy 
(Courses 1-2) 

HOSPCHEM Text 5 106 

Oncologist (Chemotherapy) ONCOCHEM Text 20 107 
Chemotherapy (Type) 
(Courses 1-2) 

CHEM 1-2 Number (Byte) 2 108 
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Data Item FIELD NAME Field Type 

 
Size Page 

Chemotherapy 
Chemotherapy Regimen 
(Courses 1-2) 

CHEMAGENT1_1, + 2_1 
CHEMAGENT1_2, +2_2 
CHEMAGENT1_3, + 2_3 
CHEMAGENT1_4, + 2_4 
CHEMAGENT1_5, + 2_5 
CHEMAGENT1_6, + 2_6 
CHEMAGENT1_7, + 2_7 
CHEMAGENT1_8, + 2_8 
CHEMAGENT1_11, + 2_11 
CHEMAGENT1_12, + 2_12 
CHEMAGENT1_13, +2_13 

Number (Byte) 2 110 

Chemotherapy Regimen 
Other – specify (Courses1-2) 

 Text 50 110 

Date Chemotherapy Started 
(Courses 1-2) 

CHEMDATE1-2 Date/Time 10 111 

Date Chemotherapy 
Completed (Courses 1-2) 

CHEMENDATE1-2 Date/Time 10 112 

Dose reduced due to toxicity 
(Chemotherapy) (Courses 1-
2) 

TOXCHEM 1-2 Number (Byte) 2 113 

Other Therapy 
Hospital of Consultant 
Prescribing Other Therapy 

OHOSP Text 5 115 

Type of Other Therapy OTHERAPY Number (Byte) 2 116 
Type of Other OtherTherapy 
Other - specify 

OTHERAPY-OTHER Text  50 116 

Drug Therapy Type 
See DAHNO defs 9.7 

 
OTHERAPYDRUG 

Text 1 116 

Date Other Therapy Started OTHERDATE Date/Time 10 117 
Date Other Therapy Ended OTHERENDATE Date/Time 10 118 

Clinical Trials 
Trial Offered TRIALOFF Number (Byte) 1 120 
Clinical Trial Name CLINTRIAL Number (Byte) 2 121 
Clinical Trial - Other otherclintrial Text 50  
Trial Entry Date ENTRYDATE Date/Time 10 122 

Follow-up and Recurrence 
Clinical Status Assessment 
Date 
See DAHNO defs 14.1 

FUASSESSDATE Date/Time 10 124 

Primary Tumour Status 
See DAHNO defs 14.2 

FUTUMSTATUS Number (Byte) 1 124 

Nodal Status 
See DAHNO defs 14.3 

FUNODESTATUS Number (Byte) 1 124 

Metastatic Status 
See DAHNO defs 14.4 

FUMETSTATUS Number (Byte) 1 124 
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Data Item FIELD NAME Field Type 

 
Size Page 

 
Follow-up and Recurrence 
Morbidity Code 
(Chemotherapy) 
See DAHNO defs 14.10 

FUMORBIDCHEMO Number (Byte) 1 124 

Morbidity Code 
(Radiotherapy) 
See DAHNO defs 14.11 

FUMORBIDXRT Number (Byte) 1 124 

Morbidity Code Combination 
See DAHNO defs 14.12 

FUMORBIDCOMB Number (Byte) 1 125 

Date of Death DOD Date/Time 10 126 
Primary Cause of Death COD Number (Byte) 2 127 
 
 
NB Please note that the following fields are multiple choice fields: 
 
Chemotherapy Agent (Courses 1-2).  
 
 
 
 
 

Inserted October 2006 
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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 - 6th update April 2002 
 
 
Notes for Users: 
None. 
 
Coding Details: 
None. 
 
Notes by Users: 
 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
 
Maps to DAHNO Item: 1.6 
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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 - 6th 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Maps to DAHNO Item: 1.5 
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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 - 6th 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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 - 6th 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: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 1.8 
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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: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 1.10 
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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, 6th Update, April 2002 
 

Code Description 
0 Not known (not recorded)
1 Male 
2 Female 
9 Not specified 

 
Notes by Users: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 1.9 
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Institute/Hospital of Diagnosis (Referral)  
 
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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 

 
Not required by DAHNO.  
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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 - 6th 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 1.2 – Local Patient Identifier for Local Use only. 
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CHI Number 
 
 
Definition: 
The Community Health Index (CHI) is a population register which is used for health 
care purposes. The CHI number uniquely identifies a person on the index.  Currently 
there are eight CHI databases each covering a defined geographical area and a 
search index.  The search index ensures that people who have a CHI registration on 
more than one database have one of their CHI numbers allocated as the current and 
therefore unique CHI number. 
 
Definitions & Codes for NHSScotland - 6th update April 2002 
 
 
Notes for Users: 
It is planned to merge these indexes, together with the NHS Central Register, to form 
a single national Central Index.   This will allow a single, nationally unique identifier to 
be allocated to each person for health care purposes within Scotland.   Discussions 
with England, Wales and Northern Ireland may extend the use of these unique 
person identifiers throughout the UK. It is therefore important that all new patient 
level information systems should define a field which can hold the CHI number. 
 
For further information contact: 
 
Contact: David Knowles, Secretary CHI/CPC Project Board 

ISD Scotland, Edinburgh 
Telephone: 0131 275 6462 
Email: David.Knowles@isd.csa.scot.nhs.uk  

 
Coding Details: 
If there is more than one CHI number, record the number relating to the geographical 
location of diagnosis for cancer.  
 
Notes by Users: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Equivalent to NHS Number in England (DAHNO 1.1). 
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Referral details  
 

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) 
 

Page Revised 01/07/2005 for Patients diagnosed from 01/07/2005 
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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. 
 
99976 - Member of British Armed Forces - No GP 
99957 - Patient not registered with UK GP 
99995 - Patient registered in England, Wales or NI 
99961 - Patient where practice is unknown 
99942 - UK patients in private practice. 
 
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, 6th Update, April 2002 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 1.12 
1.12 CODE OF GP PRACTICE (REGISTERED GMP) [GP Practice Code]  
Record the code of the Practice with whom the patient is registered. This can be derived from the GP 
Code if this is the only known item.  
The code of the practice is an Organisation Code (see NHS Data Dictionary, Supporting Information, 
Administrative Codes). This is the code of the practice of the Patient’s registered GMP which lets him 
or her be notified about treatment received by the Patient. The registered GMP may or may not be the 
same as the referring GMP.  

Practice code of Ministry of Defence doctor  V81998  =99976 (Scotland) 
No referring doctor therefore no practice code  V81998  =99961 (Scotland) 
Practice code is unknown  V81999  =99961 (Scotland) 
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Formal name:                    Urgency of cancer referral 
 
 
Main source of data standard:  ISD Definitions and Codes Manual, 6th 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) 

Page Revised 01/07/2005 for Patients diagnosed from 01/07/2005 
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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, 6th Update, April 2002 
 
 
 
National Clinical Data Set Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 2.6 
2.6 REFERRAL REQUEST RECEIVED DATE [Date of receipt of referral]  
Record the date that the referral request is received by the provider e.g.  

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

2 • the date of a verbal request  
3 • the date of admission to hospital, or date seen in the A&E Department, in the case of patients 

coming in as emergencies  
4 • if the patient’s diagnosis took place within the screening service, then leave this field blank 

(it is thought that no date would be relevant in this scenario)  
 
Record the date in date format.  
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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) 
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. 

Page Revised 01/07/2005 for Patients diagnosed from 01/07/2005 
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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. 
 
 
Notes by Users: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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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, 6th 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: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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DAHNO: 
3.2 CLINICAL INTERVENTION DATE (CANCER IMAGING) [Date of imaging]  
Record the date that the imaging was performed, in date format.  
DSCN 22/2002 (Waiting Times) requires collection of this data item at the following point in the 
patient journey. Please refer to Appendix A, which gives more information about this derived data 
item:  
 
Scottish Modification: 
If the exact date is not documented, record as 09/09/0909.  If no imaging is 
performed record as 10/10/1010 (inapplicable). 
 
DAHNO: 
3.3 CANCER IMAGING MODALITY [Imaging modality]  
Record the imaging technique/equipment used to produce the image.  
The DAHNO dataset includes a list of values for this item.  
1A - Chest X-ray 
1D - Orthopantomogram (OPG) 
1X – Plain X-ray 
2A - CT Scan with contrast 
2B - CT scan without contrast 
3A - MRI scan with contrast 
3B - MRI scan without contrast 
4 - PET scan 
5 - Ultrasound 
6 - Nuclear Medicine imaging 
6A - Bone scan 
 99 - Other  
 
Scottish Modifications: 
2x –CT Scan not known if contrast used 
3x - MRI Scan not known if contrast used 
1010- No imaging performed (inapplicable) 
9999 – Modality not known 
 
DAHNO 
3.4 ANATOMICAL EXAMINATION SITE [Anatomical site examined]  
Record the actual site of the examination; this refers to the site which is the subject of the image rather 
than the site of the confirmed or suspected cancer, although they may be the same in many cases. This 
is coded using OPCS ‘Z’ codes.  
The DAHNO dataset includes a list of values for this item.  
 
OPCS ‘Z’ Coding. 
Brain  
(Tissue of brain nec)                             Z01.9 
Skull base 
(Specified bone of cranium nec)           Z63.8 
Head                                                      Z92.1 
Parotid gland                                         Z26.1 
Submandibular gland                            Z26.2 
Neck                                                      Z92.3 
Larynx                                                   Z24.2 
Thyroid gland                                       Z13.1 
Thorax  /  (Specified chest wall nec)    Z52.8 
Chest                                                    Z92.4 
Upper abdomen / (Abdomen nec)        Z92.6 
Liver                                                     Z30.1 
Bone                                                     Z87.1 
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Scottish Modifications: 
Z10.10- No imaging performed (inapplicable) 
Z99.9 – Site not known 
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DAHNO 
4.1  DIAGNOSIS DATE (CANCER) [Date of diagnosis] 
 
This field records the date of diagnosis of the tumour. It is required with the date of birth to derive the 
age at diagnosis and is used in the analysis of incidence trends and in the calculation of survival rates. 
The definition provided conforms with the international requirements specified by the European 
Network of Cancer Registries (ENCR). 
 
Order of declining priority: 
 

1. Date of first histological or cytological confirmation of this malignancy (with the 
exception of histology or cytology at autopsy). This date should be, in the following 
order:  

a. date when the specimen was taken  
b. or date of receipt by the pathologist  
c. or date of the pathology report 

2. Date of admission to hospital because of this malignancy.  
3. When evaluated at an out-patient clinic only: date of first consultation at the out-
patient clinic because of this malignancy.  
4. Date of diagnosis, other than 1, 2 or 3.  
5. Date of death, if no information is available other than the fact that the patient has 
died because of malignancy.  
6. Date of death, if the malignancy is discovered at autopsy. 

 
Record in date format. 
 
Scottish Modification 
If the exact date is not documented, record as 09/09/0909. 
For a clinical diagnosis, including imaging, record as code 4. 
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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:  
 
(A) 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 
— 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  

 
(B) For long stay or residential patients, or patients receiving care at home: 

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

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

7 Date of death should be used  
 
(D) 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO – should be deducible from other data items. 
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Side (Tumour)  
 
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. breast, kidney, limb, lung, ovary, 
testis). 
 
Coding Details: 
 

Code Description 
1 Right 
2 Left 
3 Bilateral 
4 Midline 
9 Not recorded 

10 Not applicable (non paired organs) 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Maps to DAHNO Item: 1.6 
4.3  TUMOUR LATERALITY [Laterality] 
 
Record the laterality, which is used to differentiate tumours in paired organs. See below for a list of 
valid laterality codes relevant to this site. 
 
 
For sites where laterality is required, but the laterality is not known, then record ‘9’ - ‘Unknown’. 
 
For sites where laterality is not required, record ‘8’ for ‘Not applicable’. 
 

Left L 
Right R 
Midline M 
Bilateral B 
Not applicable 8 
Not known 9 
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Site of Origin of Tumour  
 
Definition: 
This denotes the anatomical site of origin of the primary tumour.  
 
Notes for Users: 
All head and neck tumours (not just larynx and oral cavity) should be included 
in the audit.   
 
Coding Details: 
The site is coded according to the International Statistical Classification of Diseases 
and Related Health Problems, Tenth Revision, World Health Organisation 
classification (ICD-10). 
 
Lip, Oral Cavity and Pharynx 
ICD-10 Description
C00.0 External upper lip 
C00.1 External lower lip 
C00.2 External lip unspecified
C00.3 Lip, inner aspect, mucosa of upper
C00.4 Lip, inner aspect, mucosa of lower
C00.5 Lip, inner aspect, unspecified
C00.6 Commissure of lip
C00.8 Overlapping lesion of lip
C00.9 Lip, unspecified
C01.X Base of tongue
C02.0 Tongue, dorsal surface, anterior 2/3
C02.1 Tongue, lateral border, tip of tongue
C02.2 Tongue, ventral, inferior surface
C02.3 Anterior parts of tongue, part unspecified
C02.4 Lingual tonsil
C02.8 Overlapping lesion of tongue
C02.9 Tongue, unspecified
C03.0 Upper gum 
C03.1 Lower gum 
C03.9 Gum, unspecified
C04.0 Anterior floor of mouth
C04.1 Lateral floor of mouth
C04.8 Overlapping lesion of floor of mouth
C04.9 Floor of mouth, unspecified
C05.0 Hard palate
C05.1 Soft palate 
C05.2 Uvula 
C05.8 Overlapping lesion of palate
C05.9 Palate, unspecified
C06.0 Cheek mucosa
C06.1 Mouth, vestibule (buccal sulcus and labial)
C06.2 Retromolar trigone
C06.8 Overlapping lesion of other and unspecified parts of mouth 
C06.9 Mouth, unspecified
C07.X Parotid gland
C08.0 Submandibular gland
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C08.1 Sublingual gland
C08.8 Overlapping lesion of major salivary glands
C08.9 Major salivary glands, unspecified
C99.X Not recorded
 
 
Tonsil, Oropharynx 

ICD-10 Description
C09.0 Tonsillar fossa 
C09.1 Tonsillar pillar (anterior) (posterior) 
C09.8 Overlapping lesion of tonsil 
C09.9 Tonsil, unspecified (faucial, palatine) 
C10.0 Vallecula 
C10.1 Anterior surface of epiglottis 
C10.2 Lateral wall of oropharynx 
C10.3 Posterior wall of oropharynx 
C10.4 Branchial cleft 
C10.8 Overlapping lesion of oropharynx 
C10.9 Oropharynx, unspecified 
C99.X Not recorded 
 
 
Nasopharynx 
ICD-10 Description 
C11.0 Superior wall of nasopsharynx (roof) 
C11.1 Posterior wall of nasopsharynx (adenoid, pharyngeal tonsil) 
C11.2 Lateral wall of nasopsharynx (fossa of rosenmuller, opeining of 

auditory tube, pharyngeal recess) 
C11.3 Anterior wall of nasopsharynx (floor, nasopharyngeal surface of 

soft palate, posterior margin of choana – septum) 
C11.8 Overlapping lesion of nasopsharynx 
C11.9 Nasopharynx, unspecified 
C99.X Not recorded 
 
 
Hypopharynx and Pyriform sinus 
ICD-10 Description 
C12X Pyriform sinus 
C13.0 Postcricoid region 
C13.1 Ayrepiglottic fold, hypopharyngeal aspect 
C13.2 Posterior wall of hypopharynx 
C13.8 Overlapping lesion of hypopharynx 
C13.9 Hypopharynx, unspecified; Hypopharyngeal wall NOS; 

Laryngopharynx 
C99.X Not recorded 
 
 
Other and ill-defined sites in lip, oral cavity and pharynx 
ICD-10 Description 
C14.0 Pharynx unspecified 
C14.2 Waldeyer’s ring 
C14.8 Overlapping lesion of lip, oral cavity and pharynx 
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C99.X Not recorded 
 
 
Nasal cavity and middle ear 
ICD-10 Description 
C30.0 Nasal cavity; Cartilage; concha; internal; septum; vestibule 
C30.1 Middle ear; Eustachian tube; inner ear; mastoid air cells 
C99.X Not recorded 
 
 
Accessory sinuses 
ICD-10 Description 
C31.0 Maxillary sinus 
C31.1 Ethmoidal sinus 
C31.2 Frontal sinus 
C31.3 Sphenoidal sinus 
C31.8 Overlapping lesion of accessory sinuses 
C31.9 Accessory sinus, unspecified 
C99.X Not recorded 
 
 
Larynx 
ICD-10 Description 
C32.0 Glottis; intrinsic larynx;  

C32.0A Tue vocal cords 
C32.0B Anterior commissure 
C32.0C Posterior commissure 

C32.1 Supraglottis; extrinsic larynx; posterior (laryngeal) surface of 
epiglottis; ventricular bands 

C32.1A Suprahyoid epiglottis; (tip, laryngeal surface) 
C32.1B Aryepiglottic fold laryngeal aspect 
C32.1D Infrahyoid epiglottis 
C32.1E False vocal cords 

C32.2 Subglottis 
C32.3 Laryngeal cartilage 

C32.3A Arytenoid cartilage 
C32.3A(2) Laryngeal cartilage, Arytenoid cartilage 

C32.3B Cricoid cartilage 
C32.3C Thyroid cartilage 

C32.8 Overlapping lesion of larynx 
C32.9 Larynx, unspecified 
C99.X Not recorded 
 
 
Ill-defined sites 
ICD-10 Description 
C76.0 Ill-defined site, head face and neck; cheek NOS; nose NOS 
C80.X Unknown primary 
C99.X Not recorded 
 
 
Notes by Users: 
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National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 1.6 
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Other Synchronous Active Tumours 
 
Definition: 
This indicates whether other primary tumours are being treated at the same time.  
 
 
Notes for Users  
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, specify 
2 No 
9 Not Recorded/Not Known 
 
Notes by Users 
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Section 3: Investigations and Management 
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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, nurses, dieticians, speech language therapists and others relevant to 
the treatment of a specific cancer.   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 documentation. 
 
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: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 5.1 
5.1 MDT DISCUSSION INDICATOR [Was this cancer care plan discussed at an MDTmeeting?]  
Record whether this cancer care plan was discussed at an MDT meeting. The cancer care plan may be 
drawn up at the MDT meeting or the MDT meeting may discuss a plan drawn up prior to the meeting. 
In either case, record ‘Y’ - Yes.  
If the cancer care plan was not discussed at an MDT meeting, then record ‘N’ - No.  
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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 no part of the date is recorded use 09/09/0909. 
 
If patient was not discussed by the multidisciplinary team, record as 10/10/1010 
(inapplicable). 
 
Notes by Users: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 5.2 
5.2 MULTIDISCIPLINARY TEAM DISCUSSION DATE [The date of the MDT meeting at which 
the cancer care plan was discussed]  
 
An MDT is defined for these purposes as “A regularly held meeting of the group of professionals who 
together make decisions regarding recommended treatment of individual patients, which can therefore 
be regarded as multi-disciplinary”.  
If the cancer care plan was discussed at an MDT meeting, record the date of the first meeting at which 
the care plan was discussed. If the cancer care plan was not discussed at an MDT meeting, then leave 
this field blank. [maps to 10/10/1010 above] 
Record in date format.  
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DAHNO 
5.5 CANCER CARE PLAN INTENT [Cancer Care Plan Intent]  
Record the intention of the treatment which is planned for the patient at this point in time. It is 
appreciated that this decision may change as treatment is given and the patient’s response to this 
treatment is assessed. At each stage, a new cancer care plan would be drawn up and details recorded 
here.  

Curative - treatment given with the potential for cure (radical treatment) even if the 
proportion of patients achieving long term disease control (> 2 years) is small  

C 

Palliative - anti-cancer treatment given with the aim of symptom control  P 

Palliative – supportive care only  S 
Unknown (Note: it is highly unlikely that any treatment plan would be drawn up, where 
the intention of the treatment is Unknown. The use of this code should be carefully 
monitored)  

9  

 
 
Note following discussion with AGR and option ‘no specific anti-cancer 
treatment’ has been omitted from DAHNO list. 
 
 
 
DAHNO 
HN.20 DATE COMMUNICATION SENT TO PRIMARY CARE FOLLOWING CARE PLAN 
AGREED  
This is the date of sending of notification of the care plan details to primary care following the care 
plan being agreed with the patient Record the date on which the care plan was sent by then team.. 
Record in date format.  
 
 
Scottish Modifcation 
If no part of the date is recorded use 09/09/0909. 
 
If patient has not had a care plan produced, record as 10/10/1010 (inapplicable). 
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WHO/ECOG Performance Status  
 
 
Definition: 
The WHO/ECOG performance status is an overall assessment of the 
functional/physical performance of the patient.  
 
 
Notes for Users: 
The WHO/ECOG performance status is a grade on a five point scale (range 0 to 4) at 
the time of investigation in which '0' denotes normal activity and '4' a patient who is 
100% bedridden. If it is not documented in case notes do not deduce from other 
information and record as 'not recorded'. 
 
WHO/ECOG status should be recorded after staging and before treatment. 
 
Coding Details: 

Code Description 
0 Fully active, able to carry on all pre-disease performance without restriction 
1 Restricted in physically strenuous activity but ambulatory and able to carry out 

work of a light or sedentary nature, eg light housework, office work 
2 Ambulatory and capable of self care but unable to carry out any work activities: up 

and about more than 50% of waking hours 

3 Capable of only limited self care, confined to bed or chair more than 50% of 
waking hours 

4 Completely disabled, cannot carry on any self care, totally confined to bed or chair
9 Unknown (not recorded) 

 
Notes by Users: 
 
Maps to DAHNO Item: 1.6 
5.10 PERFORMANCE STATUS (ADULT) [Performance Status]  
Record the patient’s performance status at the MDT meeting prior to the beginning of treatment. Use 
the coding as shown in the table below - this is basically WHO coding, as in the WHO handbook, with 
the addition of code 5 – Not recorded. This should be recorded for every cancer care plan dataset so 
that changes can be monitored. A different coding system will be used for children.  

Able to carry out all normal activity without restriction  0 
Restricted in physically strenuous activity but able to walk and do light work  1 

Able to walk and capable of all self care but unable to carry out any work. Up and about 
more than 50% of waking hours  

2 

Capable of only limited self care, confined to bed or chair more than 50% of waking hours  3 

Completely disabled. Cannot carry on any self care. Totally confined to bed or chair  4 

Not recorded  5 
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Clinical TNM Tumour Stage {Head and Neck Cancer} 
 
Definition: 
This is the size 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, Fifth Edition, 1997). 
 
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.  
 
Coding Details: 
 
Lip, Oral Cavity 
Code Description 
TX Primary tumour cannot be assessed 
T1 ≤ 2cm 
T2 > 2 to ≤ 4cm 
T3 > 4cm 
T4 Tumour invades adjacent structures  

Lip – through cortical bone, inferior alveolar nerve, floor of mouth, skin of face. 
Oral Cavity – through cortical bone, into deep (extrinsic) muscle of tongue, 
maxillary sinus, skin 

T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
Pharynx 
Oropharynx 
Code Description 
TX Primary tumour cannot be assessed 
T1 ≤ 2cm 
T2 > 2 to ≤ 4cm 
T3 > 4cm 
T4 Tumour invades adjacent structures e.g. pterygoid muscles, mandible, hard 

palate, deep muscle of tongue, larynx 
T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
Hypopharynx 
Code Description 
TX Primary tumour cannot be assessed 
T1 ≤ 2cm and limited to one subsite 
T2 > 2 to ≤ 4cm without fixation of hemilarynx or invades > one subsite of 

hypopharynx or an adjacent site 
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T3 > 4cm or with fixation of hemilarynx 
T4 Tumour invades adjacent structures e.g. thyroid/cricoid cartilage, carotid 

artery, soft tissues of neck, pre-vertebral fascia/muscles, thyroid, and/or 
oesophagus 

T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
Nasopharynx 
Code Description 
TX Primary tumour cannot be assessed 
Tis In-situ 
T1 Tumour confined to nasopharynx 
T2 Tumour extends to soft tissue of oropharynx and/or nasal fossa 

T2a without parapharyngeal extension 
T2b with parapharyngeal extension 

T3 Invades bony structures and/or paranasal sinuses 
T4 With intracranial extension and/or involvement of cranial nerves, infratemporal 

fossa, hypopharynx, or orbit 
T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
 
Larynx 
Supraglottis 
Code Description 
TX Primary tumour cannot be assessed 
T1 Limited to one subsite of supraglottis with normal vocal cord mobility 
T2 Invades mucosa of > one adjacent subsite of supraglottis or glottis or region 

outside the supraglottis (e.g. mucosa of base of tongue, vallecula, medial wall 
of pyriform sinus) without fixation of the larynx 

T3 Limited to larynx with vocal cord fixation and/or invades any postcricoid area, 
pre-epiglottic tissues, deep base of tongue 

T4 Invades through thyroid cartilage, and/or extends into soft tissues of the neck, 
thyroid, and/or oesophagus 

T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
Glottis 
Code Description 
TX Primary tumour cannot be assessed 
T1 Limited to vocal cord(s)  (may involve anterior or posterior commissure) with 

normal mobility 
T1a Limited to one vocal cord 
T1b Involves both vocal cords 

T2 Extends to supraglottis and/or subglottis and/or with impaired vocal cord 
mobility 

T3 Limited to larynx with vocal cord fixation 
T4 Invades through thyroid cartilage and/or extends to other tissues beyond 

larynx e.g. trachea, soft tissues of neck, thyroid, pharynx 
T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
Subglottis 
Code Description 
TX Primary tumour cannot be assessed 
T1 Limited to subglottis 
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T2 Extends to vocal cord(s) with normal or impaired mobility 
T3 Limited to larynx with vocal cord fixation 
T4 Invades through cricoid or thyroid cartilage and/or extends into other tissues 

beyond the larynx e.g. trachea, soft tissues of neck, thyroid, oesophagus 
T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
 
Paranasal sinuses 
Maxillary sinus 
Code Description 
TX Primary tumour cannot be assessed 
T1 Limited to antral mucosa with no erosion or destruction of bone 
T2 Bone erosion or destruction, except for posterior antral wall, including 

extension into hard palate and/or middle nasal meatus 
T3 Invades any of: bone of posterior wall, subcutaneous tissues, skin of cheek, 

floor of medial wall of orbit, infratemporal fossa, pterygoid plates, ethmoid 
sinuses 

T4 Invades orbital contents beyond floor of medial wall including apex and/or any 
of: cribriform plate, base of skull, nasopharynx, sphenoid sinus, frontal sinus 

T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
Ethmoid sinus 
Code Description 
TX Primary tumour cannot be assessed 
T1 Confined to ethmoid with or without bone erosion 
T2 Extends into nasal cavity 
T3 Extends into anterior orbit and/or maxillary sinus 
T4 With intracranial extension including apex, involving sphenoid and/or frontal 

sinus and/or skin of nose 
T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
 
Salivary Glands 
Code Description 
TX Primary tumour cannot be assessed 
T1 ≤ 2cm without extraparenchymal extension 
T2 > 2cm to ≤ 4cm without extraparenchymal extension 
T3 > 4cm to ≤ 6cm and with extraparenchymal extension without seventh nerve 

involvement 
T4 Invades base of skull, seventh nerve, and/or exceeds 6cm 
T9 T stage Not recorded/Not known 
T10 T stage Inapplicable 
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Clinical TNM Nodal Stage {Head and Neck 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, Fifth Edition, 1997). 
 
 
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.  
 
Coding Details: 
 
Lip, Oral Cavity 
Code Description 
NX Regional lymph nodes cannot be assessed 
N0 No regional lymph node metastasis 
N1 Metastasis in single ipsilateral lymph node ≤ 3cm 
N2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
N2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
N2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
N3 Metastasis in a lymph node > 6cm 
N9 N stage not recorded/not known 
N10 N stage Inapplicable 
 
 
Pharynx 
Oropharynx and Hypopharynx 
Code Description 
NX Regional lymph nodes cannot be assessed 
N0 No regional lymph node metastasis 
N1 Metastasis in single ipsilateral lymph node, ≤ 3cm 
N2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
N2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
N2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
N3 Metastasis in a lymph node > 6cm 
N9 N stage not recorded/not known 
N10 N stage Inapplicable 
 
 
 



 

National Data Definitions for National Minimum Core Data Set for Head & Neck Cancer 
Developed by ISD Scotland in conjunction with Regional Cancer Networks, March 2005 

39

Nasopharynx 
Code Description 
NX Regional lymph nodes cannot be assessed 
N0 No regional lymph node metastasis 
N1 Unilateral metastasis in lymph node(s), ≤ 6cm, above supraclavicular fossa 
N2 Bilateral metastasis in lymph node(s), ≤ 6cm, above supraclavicular fossa 
N3 Metastasis in lymph node(s) ≥ 6cm or in supraclavicular fossa 
N9 N stage not recorded/not known 
N10 N stage Inapplicable 
 
 
Larynx 
Code Description 
NX Regional lymph nodes cannot be assessed 
N0 No regional lymph node metastasis 
N1 Metastasis in single ipsilateral lymph node, ≤ 3cm 
N2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
N2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
N2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
N3 Metastasis in a lymph node > 6cm 
N9 N stage not recorded/not known 
N10 N stage Inapplicable 
 
 
Paranasal sinuses 
Code Description 
NX Regional lymph nodes cannot be assessed 
N0 No regional lymph node metastasis 
N1 Metastasis in single ipsilateral lymph node, ≤ 3cm 
N2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
N2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
N2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
N3 Metastasis in a lymph node > 6cm 
N9 N stage not recorded/not known 
N10 N stage Inapplicable 
 
 
Salivary Glands 
Code Description 
NX Regional lymph nodes cannot be assessed 
N0 No regional lymph node metastasis 
N1 Metastasis in single ipsilateral lymph node, ≤ 3cm 
N2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
N2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
N2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
N3 Metastasis in a lymph node > 6cm 
N9 N stage not recorded/not known 
N10 N stage Inapplicable 
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Clinical TNM Metastases Stage {Head and Neck 
Cancer} 
 
 
Definition:   
This indicates the extent of the spread of the disease outwith the head and neck 
system determined by clinical, imaging and biochemical methods (not pathological), 
and is coded according to the official TNM Classification (TNM Classification of 
Malignant Tumours, Fifth Edition, 1997). 
 
 
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. 
 
Coding Details: 
 
Code Description 
MX Distant metastasis cannot be assessed 
M0 No distant metastasis 
M1 Distant metastasis 
M9 M stage not recorded/not known 
M10 M stage Inapplicable 
 
 
 
Maps to DAHNO Item: 6.1 
6.1 T CATEGORY (FINAL PRE-TREATMENT) [Final pre-treatment T category]  
Record the ‘T’ part of the TNM classification used to describe the clinical stage of the tumour prior to 
any treatment. This classification is based on all the evidence available to the clinician(s) with 
responsibility for assessing the patient and for the patient’s treatment plan. Such evidence arises from 
physical examination, imaging, endoscopy, biopsy, surgical exploration and other relevant 
examinations.  
The ‘T’ component of the clinical TNM stage indicates the extent to which the tumour had spread and 
the size of the tumour at the time the treatment plan was devised. It is related to the site of the tumour.  
Use the UICC coding (6th Edition,2003) for this data item. 

 
6.3 N CATEGORY (FINAL PRE-TREATMENT) [Final pre-treatment N category]  
Record the ‘N’ part of the TNM classification used to describe the clinical stage of the tumour prior to 
any treatment. This classification is based on all the evidence available to the clinician(s) with 
responsibility for assessing the patient and for the patient’s treatment plan. Such evidence arises from 
physical examination, imaging, endoscopy, biopsy, surgical exploration and other relevant 
examinations.  
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The ‘N’ component of the clinical TNM stage indicates the extent to which the tumour had spread to 
regional lymph nodes at the time the treatment plan was devised. It is related to the site of the tumour. 
Note that micro-metastases should be considered to be positive.  
Use the UICC coding (5th Edition, 1997) for this data item. 

 
6.5 M CATEGORY (FINAL PRE-TREATMENT) [Final pre-treatment M category]  
Record the ‘M’ part of the TNM classification used to describe the clinical stage of the tumour prior to 
any treatment. This classification is based on all the evidence available to the clinician(s) with 
responsibility for assessing the patient and for the patient’s treatment plan. Such evidence arises from 
physical examination, imaging, endoscopy, biopsy, surgical exploration and other relevant 
examinations.  
The ‘M’ component of the clinical TNM stage indicates the extent to which the tumour has 
metastasised at the time the treatment plan was devised. It is related to the site of the tumour.  
Use the UICC coding (5th Edition, 1997) for this data item.  

 
6.7 TNM CATEGORY (FINAL PRE-TREATMENT) [Overall pre-treatment stage group]  
Record the overall clinical TNM stage of the tumour, derived from each T, N and M component prior 
to treatment. This classification is based on all the evidence available to the clinician(s) with 
responsibility for assessing the patient and for the patient’s treatment plan. Such evidence arises from 
physical examination, imaging, endoscopy, biopsy, surgical exploration and other relevant 
examinations.  
The overall pre-treatment TNM stage indicates the tumour stage at the time the treatment plan was 
devised. It is related to the site of the tumour.  
Use the UICC coding (5th Edition, 1997) for this data item 
 
 
NOTE: Checked with DAHNO - TNM5 is the official version.



 

National Data Definitions for National Minimum Core Data Set for Head & Neck Cancer 
Developed by ISD Scotland in conjunction with Regional Cancer Networks, March 2005 

42

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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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 no part of the date is recorded use 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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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, 6th 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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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 no part of the date is recorded use 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: 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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DAHNO 
HN.19 CONTACT DATE (DIETITIAN INITIAL) [Date of first assessment with dietitian]  
Record the date of the patient’s first assessment with the dietitian. Record in date format.  
Scottish Modification 
If no part of the date is recorded use 09/09/0909. 
 
If patient was not seen by the patient was not seen by a dietician during their 
cancer journey, record as 10/10/1010 (inapplicable). 
 
 
DAHNO 
HN.22 DATE OF FIRST PRE TREATMENT DENTAL ASSESSMENT  
Within the care spell this is the date of the first dental assessment by a dentally qualified practitioner, 
which contributes to preparation for treatment Record the date of the patient’s first assessment with the 
dentist. Record in date format  
 
Scottish Modification 
If no part of the date is recorded use 09/09/0909. 
 
If patient was not seen by the patient was not seen by a dentally qualified 
practitioner during their cancer journey, record as 10/10/1010 (inapplicable). 
 
DAHNO 
HN.23 DATE OF FIRST CONTACT WITH SPEECH AND LANGUAGE THERAPIST  
Record the date of the patient’s first assessment with with a qualified speech and language professional 
which contributes to preparation for treatment. Record in date format 
 
Scottish Modification 
If no part of the date is recorded use 09/09/0909. 
 
If patient was not seen by the patient was not seen by a speech and language 
professional during their cancer journey, record as 10/10/1010 (inapplicable). 
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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) 
Page Revised 01/07/2005 for Patients diagnosed from 01/07/2005 
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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) 
 
 
 
 
 

Page Revised 01/07/2005 for Patients diagnosed from 01/07/2005 
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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) 
 

Page Revised 01/07/2005 for Patients diagnosed from 01/07/2005 
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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
6 No – reason not documented
8 Patient refused surgery
9 Not recorded 

 
Notes by Users: 
 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
 
 
 
 
 
 
 
 
 



 

National Data Definitions for National Minimum Core Data Set for Head & Neck Cancer 
Developed by ISD Scotland in conjunction with Regional Cancer Networks, March 2005 

52

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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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: 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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 
 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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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: 
None. 
 
Coding Details: 
Operations are coded to the 4-digit code according to the Fourth Revision of the 
OPCS Classification of Surgical Operations (OPCS4).   
 
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 codes in order to fully specify 
the operation.   
 
The list below is not exhaustive and others should be coded according to OPCS4.  
Operations detailed are a combination from DAHNO and BAHNO. 
 
Sample Operation Codes 
 
Surgical Description 1 OPCS 2 OPCS 3 OPCS 4  

OPCS 
5 
OPCS 

1 
READ 

2 READ 3 READ 4 READ 

LARYNX          
microlaryngoscopy –laser 
removal lesion 

E34.1     74340    

microlaryngoscopy –cold 
removal lesion 

E34.2     74341    

vertical hemilaryngectomy E29.3     74302    
supraglottic laryngectomy E29.2     74301    
laryngofissure E30.1     74310    
laryngofissure and 
cordectomy 

E29,5     74304    

total laryngectomy E29.1     74300    
te puncture E43.8     744D0    
tracheostomy, permanent E42.1     74430    
tracheostomy, temporary E42.3     74432    
revision tracheal stoma E42.4     74433    
          
PHARYNX          
cricopharyngeal myotomy E23.8     74233    
pharyngotomy(open 
excision lesion pha) 

E23.1     74230    

pharyngectomy,partial E19,2     74201    
laryngo-pharyngectomy-
Primary closure 

E19.1 E29.1 E21.4   74200 74224   

laryngo-pharyngectomy-free 
jejunum 

E19.1 E29.1 G03.2   74200 74227   

laryngo-pharyngectomy-pect 
major 

E19.1 E29.1 E21.4 S17.1 Y61.2 74200 74225 7G100 7M271 

total L-p-
oesophagectomy+pullup 

E19.1 E29.1 G02.1   74203    

creation of pharyngostome E23.8     74235    
          
NECK DISSECTIONS 
(USING WATKINSON 
OPCS CODE 
EXTENSIONS) 
NECK DISSECTION 

T85.1     7H600    



 

National Data Definitions for National Minimum Core Data Set for Head & Neck Cancer 
Developed by ISD Scotland in conjunction with Regional Cancer Networks, March 2005 

57

RADICAL      
NECK DISSECTION 
MODIFIED 

T85.1A         

modified Type I accessory 
preserved 

T85.1AI         

modified Type II accessory 
+IJV kept 

T85.1AII         

modified Type III 
sternomastoid,IJV + 
accessory kept 

T85.1AIII         

          
SELECTIVE NECK 
DISSECTION (SND) 

T85.1B     7H610    

SND Level 1 (suprahyoid) T85.1BI     7H606    
SND Level 1-3 (supra 
omohyoid) 

T85.1BII         

SND Level 1-4 
(anterolateral) 

T85.1BIII         

SND Level 2-4 (lateral) T85.1BIV         
SND Level 5 (posterior) T85.1BV         
SND Level 2-5 
(posterolateral) 

T85.1BVI         

SND Level 6 (central 
compartment) 

T85.1BVII         

SND Level 7 (superior 
mediastinum) 

T85.1BVIII         

          
Excision or biopsy of 
cervical lymph node 

T87.2     7H621    

          
LIP, ORAL CAVITY          
floor of mouth excision F38.1     75320    
buccal mucosa excision F38.2     75321    
excision lesion of tongue F23.1     75210    
reconstruction mouth – with 
flap 

F39.1     75330    

with primary closure F39.1     75338    
with buccal flap F39.1 S28.8    75332 7G1By   
with pect major F39.1 S17.1 Y61.2   75333 7G100 7M271  
with radial forearm F39.1 S20.8 Y59.2   75335 7M251   
reconstruction mouth with 
SSG 

F39.2 S35.3    75331 7G1Gy   

          
partial excision of 
lip/shave/vermillion adv 

F01.1     75000    

wedge resection of lip F01.8     75012    
reconstruction lip with skin 
flap(ABBE ) 

F04.2 S24.8    75037    

           (Abbe-Estlander) F04.2 S24.8    75038    
tonsillectomy - unilateral F34.9     75307    
excision lesion jaw NEC V14.4     7J171    
 
 

         

ORAL AND MANDIBULAR 
PROCEDURE 
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mandibulotomy/split/division 
of jaw 

V16.8     7J16y    

marginal mandibulectomy V14.3     7J112    
mandibulectomy, extensive V14.2     7J111    
Hemimandibulectomy V14.1     7J    
partial glossectomy F22.2     75201    
total glossectomy F22.1     75200    
Pectoralis major-skin and 
muscle 

S17.1 Y61.2    7G100 7M271   

- muscle S17.1 Y63.8    7G100 7M294   
Latissimus dorsi - skin and 
muscle 

S17.1 Y61.3    7G100 7M272   

- muscle S17.1 Y63.1    7G100 7M290   
Radial forearm 
fasciocutaneous 

S20.8 Y59.2    7G135 7M251   

Reconstruction mandible          
- with rib V19.1 Y66.2    7J170 7M2C1   
- with radius V19.1 Y66.4 Y59.2   7J170 7,25Q   
- with fibula V19.1 Y66.6 Y59.8   7J170 7M25L   
- with iliac crest V19.1 Y66.3 Y59.8   7J170 7M25M   
          
PALATE          
Palatectomy, partial, 
uvulectomy 

F32.4     75273    

Palatectomy, total F32.8 Y05.1     75240 S27y 7M040 
repair palate using palatal 
flap 

F30.1     75260    

repair of palate using skin 
flap 

F30.2     75261    

repair of palate using 
tongue flap 

F30.3     75262    

repair of palate using 
mucosal flap 

F30.5     75264    

repair of palate using skin 
graft 

F30.4     75263    

          
SALIVARY GLAND          
sublingual gland excision F44.5     75404    
submandibular gland 
excision 

F44.4     75403    

parotidectomy,superficial F44.2     75401    
parotidectomy, total F44.1     75400    
          
EAR, TEMPORAL BONE          
pinnectomy,auriculectomy D01.1     73000    
temporal bone 
resection,lateral 

D10.1 V05.8 Z63.3   73100 7J02y 7N902  

Petrosectomy ,partial V05.8 Y05.2 Z63.3   73119    
Petrosectomy,total V05.8 Y05.1 Z63.3   73118    
mastoidectomy, radical D10.1     73100    
          
MAXILLA, NOSE & 
CRANIOFACIAL ETC. 

         

maxillectomy,medial/excisio
n antral lesion 

 E13.2     74111   

maxillectomy,partial V07.2     7JJ10
2 

   

maxillectomy,total V07.8     7JJ10
1 

   

orbital exenteration C01.1     72000    
craniofacial resection of 
ethmoids 

E14.8 Y46.2    74126 7M101   

septectomy E03.8     7402y    
rhinectomy,partial E01.8     74081    
rhinectomy,total E01.1     74080    
rhinotomy,lateral E17.4     74143    
nasopharynx excision E24.1     74240    
ethmoidectomy, external E14.3     74122    
frontoethmoidectomy E14.1     74120    
sphenoidectomy E15.8     7413y    
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transsphenoidal 
hypophysectomy 

B01.2     71003    

transethmoidal 
hypophysectomy 

B01.1     71000    

          
APPROACHES TO 
CRANIUM 

         

Trans sphenoidal Y46.1     7M100    
Frontal craniotomy Y46.2     7M101    
Transmastoid Y46.4     7M103    
          
SKIN OF HEAD AND 
NECK 

         

Excision skin lesion of head 
and neck 

S06.5     7G03
C 

   

MOHS excision in head and 
neck 

S05.1     7G040    

Photodynamic therapy to 
H+N skin 

S09.1     7G070    

          
GENERAL          
Repair of cranial nerve A30     7026    
     - repair of facial nerve A30.4     70265    
     - repair of accessory 
nerve 

A30.8     70269    

     - repair of hypoglossal 
nerve 

A30.8     7026A    

Radial forearm 
fasciocutaneous 

S20.8 Y59.2    7G135 7M251   
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Diagnostic Procedures 
 
EUA and biopsy mouth                      F42.1  
 
EUA and biopsy tongue                      F24.1 
 
EUA and biopsy palate                       F32.1  
 
Biopsy mouth                                      F42.1 
 
Biopsy tongue                                     F24.1 
 
Biopsy palate                                      F32.1 
 
Biopsy nose/nasal cavity  
Max. autrum                                     E13.4 
Nasal sinus                                       E17.3 
Lesion of septum                              E03.3 
Lesion of turbinate                           E04.5 
Lesion of exterior of nose                E09.5 
Lesion of nose nec                           E10.1 
 
EUA and biopsy nasopharynx (mirror) 
E27.1 (open) 
E25.1 (endoscopically) 
 
EUA and biopsy oropharynx 
E27.1 (open) 
E25.1 (endoscopically) 
 
Direct laryngoscopy and biopsy 
E36.1 
 
Microlaryngoscopy and biopsy 
E36.1 
 
Pharyngoscopy and biopsy 
E25.1 
 
Oesophagoscopy and biopsy (rigid) 
G19.1 
 
Oesophagoscopy and biopsy (flexible) 
G16.1 
 
Tracheoscopy 
E51.9 + Z24.3 (rigid) 
 
Bronchoscopy 
E49.9 (flexi) E51.9 (rigid) 
+Z24.5 
 
Fine needle aspiration cytology cervical node 
T86.1 + Y22.2 
 
Incisional biopsy cervical lymph node 
T87.2 
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Other procedures 
 
Photodynamic therapy to oral cavity 
Use destructive lesion  
Organ  F42.8+Y13.8 
 
Photodynamic therapy to pharynx /larynx 
Use pharynx destruction 
 Lesion   E24.8+Y13.8 
Use larynx destruction  
Lesion   E35.8+Y13.8 
 
Laser excision lesion oropharynx   
E24.2 + Y08.2 
 
Laser excision lesion nasopharynx   
E24.1 + Y08.2 
 
Laser excision lesion hypopharynx   
E24.1 + Y08.2 
 
 
 
 
 
DAHNO 
7.10 PRIMARY PROCEDURE (OPCS) [Main surgical procedure]  
Record the main operative procedure carried out. See below for a list of site-specific procedures. 
(mappable to OPCS-4).  
(Please note that these procedure codes are not complete at present. The NHSIA is continuing to work 
on this.)  
Version 1.0 Issue date: 27/04/2004 Page 37 of 63 DAHNO Data manual approved version 1.0: 
developed as an extract from NCDS version 4.0  
 
 
DAHNO 
7.11  PROCEDURE (OPCS) [Sub-procedure(s)] 
 
Record any operative sub-procedures carried out. See below for a list of site-specific procedures 
(mappable to OPCS-4). Any number of sub-procedures can be recorded. 
 
(Please note that these procedure codes are not complete at present. The NHSIA is continuing to work 
on this.) 
 
Discussed with AGR who said there was a need to include up to six pairs of 
operations. 
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Date of Surgery 
 
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: 
 
Maps to DAHNO Item: 7.9 
7.9 PROCEDURE DATE [Date of surgery] 
 
Record the date on which the procedure took place, in date format. 
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DAHNO 
7.4 CANCER TREATMENT INTENT [Treatment intent]  
Record the reason that the surgical procedure is being carried out.  

For diagnostic purposes  D 
For staging purposes  S  
With curative intent  C 
With palliative intent  P  
Unknown (Note: it is highly unlikely that any procedure would be undertaken, where the 
intention of the procedure is unknown. The use of this code should be carefully 
monitored) (Default)  

9  

 
 
 
 
NB: For national audit purposes if surgery has not been performed, record as 
inapplicable code 10. 
 
 
 
 
 
 
 
 

Page revised 11/01/10 
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Section 5: Pathology 
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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: 
 
Not required by DAHNO 
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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 
C206H VALE OF LEVEN DISTRICT GENERAL HOSP 
C418H ROYAL ALEXANDRA HOSPITAL 
F704H VICTORIA HOSPITAL, KIRKCALDY 
G010A SOUTHERN GENERAL HOSPITALS NHS TRUST 
G107H GLASGOW ROYAL INFIRMARY 
G207H STOBHILL HOSPITAL 
G306H VICTORIA INFIRMARY, GLASGOW 
G405H SOUTHERN GENERAL HOSPITAL, GLASGOW 
G516H WESTERN INFIRMARY/GARTNAVEL GENERAL 
H202H RAIGMORE HOSPITAL 
L106H MONKLANDS HOSPITAL, AIRDRIE 
L305H WISHAW HOSPITAL 
L302H HAIRMYRES HOSPITAL, EAST KILBRIDE 
N101H ABERDEEN ROYAL INFIRMARY 
S116H WESTERN GENERAL HOSPITAL, EDINBURGH 
S226H ROYAL INFIRMARY, EDINBURGH 
S308H ST JOHNS AT HOWDEN 
T101H NINEWELLS HOSPITAL 
T202H PERTH ROYAL INFIRMARY 
V201H STIRLING ROYAL INFIRMARY 
Y104H DUMFRIES & GALLOWAY ROYAL INFIRMARY 
X9999 NOT RECORDED 
X1010 INAPPLICABLE 
 
Notes by Users: 
 
 
Not required by DAHNO 
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DAHNO 
8.1 PATHOLOGY INVESTIGATION TYPE [Report type]  
Record the type of specimen reported.  

Cytology  CY 
Biopsy  BX 
Excision  EX 

 
Scottish Modification 
If no specimen was taken record as ‘10’inapplicable.  If the type of specimen was 
unknown record as ‘99’. 
 
DAHNO 
8.3 INVESTIGATION RESULT DATE [Date specimen reported]  
Record the date that the specimen was reported by the pathology laboratory, in date 
format.  
 
Scottish Modification 
If the exact date is not documented, record as 09/09/0909.  If no was taken record as 
inapplicable (10/10/1010). 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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.   
 
If no invasive diagnostic procedures were undertaken record as inapplicable 
(1010/0). 

If material supplied cannot be assessed code to ‘not assessable’ (1111/1). 
 
Code Description 
8000/3 Neoplasm Malignant; Tumour, malignant NOS; Malignancy; Cancer; 

Unclassified tumour, malignant; Blastoma NOS  
8001/3 Tumour cells, malignant 
8010/3 Carcinoma 
8012/3 Large cell undifferentiated carcinoma 
8020/3 Carcinoma, undifferentiated, NOS 
8041/3 Small cell carcinoma 
8051/3 Verrucous carcinoma NOS, Verrucous squamous cell carcinoma 
8052/3 Papillary squamous cell carcinoma 
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 
8075/3 Adenoid squamous cell carcinoma; Pseudoglandular squamous cell 

carcinoma 
8082/3 Lymphoepithelial carcinoma 
8083/3 Basaloid squamous carcincoma* 
8120/3 Transitional cell carcinoma 
8140/3 Adenocarcinoma 
8147/3 Basal cell adenocarcinoma 
8200/3 Adenoid cystic carcincoma 
8260/3 Papillary adenocarcinoma NOS 
8290/3 Oncocytic carcinoma 
8310/3 Clear cell carcinoma 
8410/3 Sebaceous adenocarcinoma; sebaceous carcinoma 
8430/3 Mucoepidermoid carcincoma 
8480/3 Mucinous adenocarcinoma 
8500/3 Salivary duct carcinoma 
8525/3 Polymorphous low-grade adenocarcinoma * 
8550/3 Acinic cell carcinoma 
8560/3 Adenosquamous carcinoma 
8562/3 Epithelial-myoepithelial carcinoma 
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8940/3 Salivary gland type mixed tumour, malignant 
8941/3 Carcinoma in pleomorphic adenoma 
8980/3 Carcinosarcoma 
8982/3 Myoepithelial carcinoma * 
1111/1 Not assessable 
1010/0 Inapplicable 
 
Note:   
* This code is ICD-O(3) and is not available in ICD-O(2) 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 4.5 
4.5  HISTOLOGY (SNOMED) [Histology] 
 
Record the cell type of the malignant disease, coded with SNOMed coding.  
 
This Data Item also appears in the Pathology section.  It is repeated here in order to record the 
definitive histology of the tumour at the point of diagnosis (there may be a number of pathology 
reports contributing to the diagnosis).  
 
Here is a list of values for this item. 

M 80703  Squamous cell carcinoma not otherwise specified 
M 80513  Verrucous carcinoma  
M 80743  Squamous cell carcinoma, spindle cell 
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Thickness of Tumour {Head & Neck} 
 
 
Definition: 
This indicates the thickness of the excised tumour. 
 
 
Notes for Users: 
None. 
 
Coding Details: 
The thickness should be recorded in mm.  If no invasive diagnostic procedures were 
undertaken record as inapplicable (1010).  If the thickness of the tumour has not 
been recorded code as 9999. 

If material supplied cannot be assessed code to ‘not assessible’ (1111). 
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DAHNO 
8.13 EXCISION MARGIN [Excision margins]  

Record whether all the excision margins were clear of tumour i.e. that there was 
complete resection of the tumour at all margins. In general, margins are said to be 
clear of tumour if the distance between the edge of the tumour and the margin is 
>1mm. For head & neck tumours, the term ‘close’ is also used if the distance between 
the tumour and the excision margins is between 1 and 5mm. For tumour sites where 
data relating to the clearance at several excision margins are collected, this field can 
be derived from the values in the other fields. See below for details of how the core 
Excision Margins field can be populated from the codes in the Margins Involved 
fields and details of the specific margin(s) that should be reported for individual 
tumour sites. The field is defined as follows:  

Margin involved  A 
<1 mm clear  B 
1-5 mm clear  C 
> 5 mm clear  D 
Uncertain  U 
Not applicable 
(Default)  

8 

 
Scottish Modification 
If the status of margins is ‘not recorded’ record as ‘9’.  This differs from ‘uncertain’ 
when it is not known whether the margin is involved or not.  Laser margins should be 
recorded as ‘uncertain’. 
 
 
DAHNO 
8.22 SPECIMEN NATURE [Nature of specimen]  
This field records the nature of the specimen reported.  

Primary tumour  1
  

Re-excision of primary tumour  2
  

Recurrence  3
  

Nodes  4
  

Metastatic site other than 
nodes  

5
  

Not known  9
  

 
Scottish Modification 
If there is no specimen record as ’10’ (not applicable). 
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Level of Dissection and Nodal Involvement (Left Neck 
Dissection) {Head and Neck Cancer} 
 
 
Definition: 
This indicates when a left neck dissection has been performed the level that has 
been undertaken extent of nodal involvement. 
 
 
Notes for Users: 
The dissection should take place after the date of diagnosis and will be recorded 
elsewhere under surgery. 
 
Coding Details: 
Record the level in the range 1-7.  If the level is not recorded as ‘9’ and if no 
dissection has taken place this should be recorded as inapplicable (code ‘10’).   
 
Level Node Number* Number Involved# Number with 

extracapsular spread+ 
1    
2    
3    
4    
5    
6    
7    
9    
10    
 
 
* The node number is the number of single nodes recovered from each level of the 
specimen. 
# The number involved is the number of nodes containing tumour. 
+ Extracapsular spread is the presence of tumour in the soft tissue outside the 
capsule of an involved node. 
 
 
Not required by DAHNO 
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Level of Dissection and Nodal Involvement (Right 
Neck Dissection) {Head and Neck Cancer} 
 
 
Definition: 
This indicates when a right neck dissection has been performed the level that has 
been undertaken extent of nodal involvement. 
 
 
Notes for Users: 
The dissection should take place after the date of diagnosis and will be recorded 
elsewhere under surgery. 
 
Coding Details: 
Record the level in the range 1-7.  If the level is not recorded as ‘9’ and if no 
dissection has taken place this should be recorded as inapplicable (code ‘10’).   
 
Level Node Number* Number Involved# Number with 

extracapsular spread+ 
1    
2    
3    
4    
5    
6    
7    
9    
10    
 
 
* The node number is the number of single nodes recovered from each level of the 
specimen. 
# The number involved is the number of nodes containing tumour. 
+ Extracapsular spread is the presence of tumour in the soft tissue outside the 
capsule of an involved node. 
 
 
Not required by DAHNO 
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Largest Involved Node {Head and Neck Cancer} 
 
 
Definition: 
This indicates when a neck dissection has been performed the maximum diameter of 
the largest node that has been infiltrated by tumour. 
 
 
Notes for Users: 
The dissection should take place after the date of diagnosis and will be recorded 
elsewhere under surgery. 
 
Coding Details: 
The maximum diameter should be recorded in mm. 
If the diameter is ‘not recorded’ code as ‘9999’.  If no dissection has taken place this 
should be recorded as inapplicable (code ‘1010’). 
 
 
Not required by DAHNO 
 

 



 

National Data Definitions for National Minimum Core Data Set for Head & Neck Cancer 
Developed by ISD Scotland in conjunction with Regional Cancer Networks, March 2005 

77

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). 
 
Notes by Users: 
 
Not required by DAHNO 
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Pathological Tumour Stage  
 
 
Definition: 
This is the size of the tumour according to the official TNM classification (TNM 
Classification of Malignant Tumours, Fifth Edition, 1997) 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.  
 
Coding Details: 
Lip, Oral Cavity 

Code Description 
pTX Tumour cannot be assessed  
pT0 No evidence of primary tumour 
pT1 ≤ 2cm 
pT2 > 2 to ≤ 4cm 
pT3 > 4cm 

pT4 Tumour invades adjacent structures  
Lip – through cortical bone, inferior alveolar nerve, floor of mouth, skin of face. 
Oral Cavity – through cortical bone, into deep (extrinsic) muscle of tongue, 
maxillary sinus, skin 

pT9 Not recorded 

pT10 Inapplicable 

 
Pharynx 
Oropharynx 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 < 2 cm 
pT2 > 2 to ≤ 4cm 
pT3 > 4cm 
pT4 Tumour invades adjacent structures e.g. pterygoid muscles, mandible, hard palate, 

deep muscle of tongue, larynx 
pT9 T stage Not recorded/Not known 
pT10 Inapplicable 
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Hypopharynx 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 ≤ 2cm and limited to one subsite 
pT2 > 2 to ≤ 4cm without fixation of hemilarynx or invades > one subsite of 

hypopharynx or an adjacent site 
pT3 > 4cm or with fixation of hemilarynx 
pT4 Tumour invades adjacent structures e.g. thyroid/cricoid cartilage, carotid 

artery, soft tissues of neck, pre-vertebral fascia/muscles, thyroid, and/or 
oesophagus 

pT9 T stage Not recorded/Not known 
pT10 T stage Inapplicable 
 
Nasopharynx 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 Tumour confined to nasopharynx 
pT2 Tumour extends to soft tissue of oropharynx and/or nasal fossa 

pT2a without parapharyngeal extension 
pT2b with parapharyngeal extension 

pT3 Invades bony structures and/or paranasal sinuses 
pT4 With intracranial extension and/or involvement of cranial nerves, infratemporal 

fossa, hypopharynx, or orbit 
pT9 T stage Not recorded/Not known 
pT10 T stage Inapplicable 
 
Larynx 
Supraglottis 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 Limited to one subsite of supraglottis with normal vocal cord mobility 
pT2 Invades mucosa of > one adjacent subsite of supraglottis or glottis or region 

outside the supraglottis (e.g. mucosa of base of tongue, vallecula, medial wall 
of pyriform sinus) without fixation of the larynx 

pT3 Limited to larynx with vocal cord fixation and/or invades any postcricoid area, 
pre-epiglottic tissues, deep base of tongue 

pT4 Invades through thyroid cartilage, and/or extends into soft tissues of the neck, 
thyroid, and/or oesophagus 

pT9 T stage Not recorded/Not known 
pT10 T stage Inapplicable 
 
Glottis 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 Limited to vocal cord(s)  (may involve anterior or posterior commissure) with 

normal mobility 
pT1a Limited to one vocal cord 
pT1b Involves both vocal cords 

pT2 Extends to supraglottis and/or subglottis and/or with impaired vocal cord 
mobility 

pT3 Limited to larynx with vocal cord fixation 
pT4 Invades through thyroid cartilage and/or extends to other tissues beyond 

larynx e.g. trachea, soft tissues of neck, thyroid, pharynx 
pT9 T stage Not recorded/Not known 
pT10 T stage Inapplicable 
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Subglottis 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 Limited to subglottis 
pT2 Extends to vocal cord(s) with normal or impaired mobility 
pT3 Limited to larynx with vocal cord fixation 
pT4 Invades through cricoid or thyroid cartilage and/or extends into other tissues 

beyond the larynx e.g. trachea, soft tissues of neck, thyroid, oesophagus 
pT9 T stage Not recorded/Not known 
pT10 T stage Inapplicable 
 
Paranasal sinuses 
Maxillary sinus 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 Limited to antral mucosa with no erosion or destruction of bone 
pT2 Bone erosion or destruction, except for posterior antral wall, including 

extension into hard palate and/or middle nasal meatus 
pT3 Invades any of: bone of posterior wall, subcutaneous tissues, skin of cheek, 

floor of medial wall of orbit, infratemporal fossa, pterygoid plates, ethmoid 
sinuses 

pT4 Invades orbital contents beyond floor of medial wall including apex and/or any 
of: cribriform plate, base of skull, nasopharynx, sphenoid sinus, frontal sinus 

pT9 T stage Not recorded/Not known 
pT10 T stage Inapplicable 
 
Ethmoid sinus 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 Confined to ethmoid with or without bone erosion 
pT2 Extends into nasal cavity 
pT3 Extends into anterior orbit and/or maxillary sinus 
pT4 With intracranial extension including apex, involving sphenoid and/or frontal 

sinus and/or skin of nose 
pT9 T stage Not recorded/Not known 
pT10 T stage Inapplicable 
 
Salivary Glands 
Code Description 
pTX Primary tumour cannot be assessed 
pT1 ≤ 2cm without extraparenchymal extension 
pT2 > 2cm to ≤ 4cm without extraparenchymal extension 
pT3 > 4cm to ≤ 6cm and with extraparenchymal extension without seventh nerve 

involvement 
pT4 Invades base of skull, seventh nerve, and/or exceeds 6cm 
pT9 T stage Not recorded/Not known 
pT10 T stage Inapplicable 
 
Notes by Users: 
This must not be reconstructed from the pathology reports and should only be 
recorded if actually documented in the reports. 
 
 
NOTE SEE EARLIER COMMENT ON TNM STAGE EDITION 
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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, Fifth Edition, 1997). 
 
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.  
 
Coding Details: 
 
Lip, Oral Cavity 
Code Description 
pNX Regional lymph nodes cannot be assessed 
pN0 No regional lymph node metastasis 
PN1 Metastasis in single ipsilateral lymph node ≤ 3cm 
pN2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
pN2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
pN2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
pN3 Metastasis in a lymph node > 6cm 
pN9 N stage not recorded/not known 
pN10 N stage Inapplicable 
 
 
Pharynx 
Oropharynx and Hypopharynx 
Code Description 
pNX Regional lymph nodes cannot be assessed 
pN0 No regional lymph node metastasis 
pN1 Metastasis in single ipsilateral lymph node, ≤ 3cm 
pN2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
pN2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
pN2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
pN3 Metastasis in a lymph node > 6cm 
pN9 N stage not recorded/not known 
pN10 N stage Inapplicable 
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Nasopharynx 
Code Description 
pNX Regional lymph nodes cannot be assessed 
pN0 No regional lymph node metastasis 
pN1 Unilateral metastasis in lymph node(s), ≤ 6cm, above supraclavicular fossa 
pN2 Bilateral metastasis in lymph node(s), ≤ 6cm, above supraclavicular fossa 
pN3 Metastasis in lymph node(s) ≥ 6cm or in supraclavicular fossa 
pN9 N stage not recorded/not known 
pN10 N stage Inapplicable 
 
Larynx 
Code Description 
pNX Regional lymph nodes cannot be assessed 
pN0 No regional lymph node metastasis 
pN1 Metastasis in single ipsilateral lymph node, ≤ 3cm 
pN2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
pN2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
pN2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
pN3 Metastasis in a lymph node > 6cm 
pN9 N stage not recorded/not known 
pN10 N stage Inapplicable 
 
Paranasal sinuses 
Code Description 
pNX Regional lymph nodes cannot be assessed 
pN0 No regional lymph node metastasis 
pN1 Metastasis in single ipsilateral lymph node, ≤ 3cm 
pN2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
pN2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
pN2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
pN3 Metastasis in a lymph node > 6cm 
pN9 N stage not recorded/not known 
pN10 N stage Inapplicable 
 
Salivary Glands 
Code Description 
pNX Regional lymph nodes cannot be assessed 
pN0 No regional lymph node metastasis 
pN1 Metastasis in single ipsilateral lymph node, ≤ 3cm 
pN2a Metastasis in single ipsilateral lymph node > 3cm to 6cm or 
pN2b Metastasis in multiple ipsilateral lymph nodes ≤ 6cm or 
pN2c Metastasis in bilateral or contralateral lymph nodes ≤ 6cm 
pN3 Metastasis in a lymph node > 6cm 
pN9 N stage not recorded/not known 
pN10 N stage Inapplicable 
 
 
Notes by Users: 
This must not be reconstructed from the pathology reports and should only be 
recorded if actually documented in the reports. 
 
NOTE SEE EARLIER COMMENT ON TNM STAGE EDITION 
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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 ####) as 
evaluated by microscopic evaluation.  
 
 
Notes for Users: 
Metastases are coded according to the official TNM classification (TNM Classification 
of Malignant Tumours, Fifth Edition, 1997). 
 
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.  
 
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: 
This must not be reconstructed from the pathology reports and should only be 
recorded if actually documented in the reports. 
 
DAHNO 
6.10 TNM CATEGORY (INTEGRATED) [Overall pathological TNM stage grouping –
integrated stage]  
This will be determined on the basis of all the clinical, imaging and pathological data available 
following the first surgical procedure(s) i.e. this is the integration of the pathological staging with the 
clinical staging.  
Use the UICC coding for this data item.  
6.11 T CATEGORY (INTEGRATED STAGE)[ Integrated stage - T category]  
Record the ‘T’ part of the TNM classification used to describe the integrated stage of the tumour. This 
will be determined on the basis of all the clinical, imaging and pathological data available following 
the first surgical procedure(s) i.e. this is the integration of the pathological staging with the clinical 
staging.  
Use the UICC coding (5th Edition, 1997) for this data item.  
6.12 N CATEGORY (INTEGRATED STAGE) [Integrated stage - N category]  
Record the ‘N’ part of the TNM classification used to describe the integrated stage of the tumour. This 
will be determined on the basis of all the clinical, imaging and pathological data available following 
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the first surgical procedure(s) i.e. this is the integration of the pathological staging with the clinical 
staging.  
Use the UICC coding (5th Edition, 1997) for this data item.  
6.13 M CATEGORY (INTEGRATED STAGE) [Integrated stage - M category]  
Record the ‘M’ part of the TNM classification used to describe the integrated stage of the tumour. This 
will be determined on the basis of all the clinical, imaging and pathological data available following 
the first surgical procedure(s) i.e. this is the integration of the pathological staging with the clinical 
staging.  
Use the UICC coding (5th Edition, 1997) for this data item 
 
 
NOTE: Checked with DAHNO - TNM5 is the official version. 
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Section 6: Radiotherapy 
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Hospital of Consultant Prescribing 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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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 Neoadjuvant 
2 Adjuvant postoperative
3 Primary radical 
4 Palliative (for totally inoperable)
5 No - reason documented 
6 No – reason not documented
7 Chemoradiotherapy 
8 Patient refused treatment (radiotherapy)
9 Not recorded 
10 Inapplicable 
 
Notes by Users: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 10.6 
10.6 CANCER TREATMENT INTENT [Treatment intent]  
Record the reason that the teletherapy is being carried out.  

With curative intent: any treatment where long-term survival is the aim of a significant 
proportion of patient’s care  [Scottish codes 3 and 7] 

C 

Adjuvant: an adjunct to a potentially ablative local treatment [Scottish codes 2] A 
Neoadjuvant: an adjuvant treatment given prior to a potentially ablative local treatment  
[Scottish code 1] 

N 

With palliative intent: any treatment where the clear intention is to improve symptoms and 
possibly prolong life but where long-term survival is unlikely  [Scottish code 4] 

P  

Unknown (Note: it is highly unlikely that any administration of  9  
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Radiotherapy Anatomical Treatment Site 
 
Definition: 
This denotes the part of the body to which radiotherapy is given.   
 
 
Notes for Users:  
Primary site corresponds to the site of origin of tumour as described elsewhere. 
 
Coding Details 
Code Description 
1 Primary site 
2 Neck 
3 Other - Specify 
9 Not recorded 
10 Inapplicable 
 
 
Notes by Users: 
 
 
DAHNO 
Anatomical treatment Site 
10.7 RADIOTHERAPY ANATOMICAL TREATMENT SITE [Anatomical treatment site]  
Record the actual site, which is the part of the body to which the prescription is administered. This is 
coded using OPCS ‘Z’ codes.  

Larynx  Z24.2  
Tongue  Z25.5  
Palate  Z25.6  
specified mouth (not elsewhere classified)  Z25.8  
mouth (not elsewhere classified)  Z25.9  
neck  Z 92.3  
Tooth Z25.3 
Jaw Z65.9 
Head Z92.1 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
DAHNO 
10.8 START DATE (TELETHERAPY TREATMENT COURSE) [Teletherapy start date]  
Record the date on which the first fraction of teletherapy for this prescription is administered to the 
patient. Record in date format.  
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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Total Radiotherapy Dose Planned (cGy)(Courses 1-2) 
 
Definition: 
This is the total radiation dose planned (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.  
 
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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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Total Radiotherapy Dose Administered (cGy) 
(Courses1-2) 
 
Definition: 
This is the total radiation dose 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. 
 
Coding Details: 
 
Code Description 
99999999 Not recorded 
10101010 Inapplicable 
 
Notes by Users: 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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: 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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: 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
 
Not required by DAHNO 
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Time Planned (Courses1-2) 
 
Definition: 
This indicates the total number of days in which the planned course is to be 
delivered. 
 
Notes for Users:  
Up to two separate courses of radiotherapy can be recorded and up to two different 
sites of the body treated. It should be noted this may include Saturday’s, Sunday’s 
and Bank Holiday’s. 
 
Coding Details: 
If the planned days is not recorded enter as ‘9999’.  If no radiotherapy was given 
record as inapplicable (1010). 
 
Notes by Users: 
 
 
Not required by DAHNO 
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Compensation for Gaps (Courses1-2) 
 
Definition: 
This indicates whether the total dose of radiotherapy given to the patient was altered 
to compensate for gaps in treatment. 
 
Notes for Users:  
Up to two separate courses of radiotherapy can be recorded and up to two different 
sites of the body treated.  
 
Coding Details: 
 
Code Description 
1 Yes – treated twice a day 
2 Yes – treated at weekends 
3 Yes – biological correction (adjustment of prescribed dose) 
4 No compensation 
5 Other, Specify 
99999999 Not recorded 
10101010 Inapplicable 
 
If no radiotherapy was given record as inapplicable (10101010). 
 
Notes by Users: 
 
Not required by DAHNO 
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Reasons for Gaps {Courses 1-2} 
 
Definition: 
This indicates the reasons why the total dose of radiotherapy given to the patient was 
altered to compensate for gaps in treatment. 
 
Notes for Users:  
Up to two separate courses of radiotherapy can be recorded and up to two different 
sites of the body treated.  
 
Coding Details: 
 
Code Description 
1 Patient induced 
2 Comorbidity 
3 Machine breakdown 
4 Machine service 
5 Staff shortages 
6 Transport/Weather 
7 Other 
10101010 Inapplicable 
99999999 Not recorded 
 
Not required by DAHNO 
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Dose Reduction Due To Toxicity (Radiotherapy) 
(Courses 1-2) 
 
 
Definition: 
This denoted 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: 
 
Not required by DAHNO 
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Brachytherapy (Courses 1-2) 
 
Definition: 
Brachytherapy  is the treatment of the disease by radiation using implants.  
 
 
Notes for Users:  
Up to two course 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 Hairpins
2 Tubes 
3 Seeds 
4 Other, specify 
5 No - reason documented 
6 No – reason not documented
8 Patient refused treatment (radiotherapy)
9 Not recorded 
10 Inapplicable 
 
Notes by Users: 
 
Not required by DAHNO 
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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: 
 
 
DAHNO 
11.9 START DATE (BRACHYTHERAPY TREATMENT COURSE) [Brachytherapy start date]  
Record the date on which the first fraction of brachytherapy for this prescription is administered to the 
patient. Record in date format.  
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Date Brachytherapy Completed (Courses 1 –2) 
 
Definition: 
This is the date the brachytherapy wire was removed. 
 
 
Notes for Users:  
Up to two separate courses of radiotherapy 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 radiotherapy was not given as part of primary therapy, code as inapplicable 
(10/10/1010), or if seeds were inserted. 
 
Notes by Users: 
 
Not required by DAHNO 
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Total Brachytherapy Dose Planned (cGy)(Courses 1-2) 
 
Definition: 
This is the total brachytherapy dose planned (recorded in cGy). 
 
 
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: 
 
Code Description 
10101010 Inapplicable 
99999999 Not recorded 
 
If radiotherapy was not given as part of primary therapy, code as inapplicable 
(10101010). 
 
Notes by Users: 
 
 
 
Not required by DAHNO 
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Total Brachytherapy Dose Administered (cGy) 
(Courses1-2) 
 
Definition: 
This is the total brachytherapy dose administered (recorded in cGy). 
 
 
Notes for Users:  
Details of up to two courses may be recorded. 
 
Coding Details: 
 
Code Description 
99999999 Not recorded 
10101010 Inapplicable 
 
Notes by Users: 
 
Not required by DAHNO 
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Section 7: Chemotherapy 
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Hospital of Consultant Prescribing 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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 Palliative 
5 No - reason documented 
6 No - reason not documented 
8 Patient refused treatment
9 Not recorded 
 
Notes by users: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
DAHNO 
9.8 DRUG TREATMENT INTENT [Treatment intent]  
Record the reason that the drug treatment is being carried out.  

Adjuvant [Scottish code=1] A 
Neo-adjuvant {Scottish code=2] N 
Curative [Scottish code =3] C 
Palliative [Scottish code=4] P  
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Unknown (Note: it is highly unlikely that any administration of drug treatment would be 
undertaken, where the intention is Unknown. The use of this code should be carefully 
monitored) (Default)  

9  
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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. 
 

Code Description 
1 Yes 
2 No 
9 Not Recorded 
10 Inapplicable 

 
Code Description 

1 Adriamycin 
2 Bleomycin 
3 Carboplatin 
4 Cisplatin 
5 Epirubicin 
6 5-Fluorouracil 
7 Leucovorin 
8 Methotrexate 

11 Mitomycin -C 
12 Taxol 
13 Taxotere 
14 Other, specify 
15 Cetuximab 

 
If chemotherapy was not given as part of primary therapy, code as 10 (inapplicable). 
 
Notes by Users: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
 

Page revised October 2006 
 

Page revised January 2009 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Maps to DAHNO Item: 9.10 
9.10 START DATE (ANTI-CANCER DRUG REGIMEN) [Drug treatment start date]  
Record the date on which the first dose of the drug is administered to the patient.  
The following data items are not mandated until electronic systems are in place; however, Trusts can 
collect this data if they wish:  
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Date Chemotherapy Completed (Courses 1-2) 
 
Definition: 
This denotes the date upon which the primary course of 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: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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Dose Reduction Due To Toxicity (Chemotherapy) 
(Courses 1-2) 
 
Definition: 
This denoted whether 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 associate 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: 
 
Not required by DAHNO 
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Section 8:  Other Therapy 
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Hospital of Consultant Prescribing 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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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Type of Other Therapy {Head and Neck Cancer} 
 
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 proceeds – in this situation contact 
ISD Scotland as described elsewhere so that standard codes can be allocated 
throughout Scotland. 
 
Medical measures for malignant bowel obstruction include analgesics, anti-emetics 
and anti-secretory drugs. 
 
Coding Details: 
 

Code Description 
1 Immunotherapy 
2 Photodynamic therapy 
4 Other specify 
9 Not recorded 

10 Inapplicable 
 
If no ‘other’ therapy was given record as inapplicable (10). 
 
Notes by Users: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 

DAHNO 
9.7 DRUG THERAPY TYPE [Drug therapy type]  
Record the type of drug therapy given to the patient.  

Chemotherapy  C 
Hormone/Endocrine therapy  H 
Immunotherapy  I  
Other  O 
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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 no part of the date is recorded use 09/09/0909. 
 
If no other therapy given record as inapplicable (10/10/1010). 
 
Notes by Users: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
 



 

National Data Definitions for National Minimum Core Data Set for Head & Neck Cancer 
Developed by ISD Scotland in conjunction with Regional Cancer Networks, March 2005 

118

Date Other Therapy Ended 
 
Definition: 
This is the date other therapy described elsewhere ended. 
 
 
Notes for Users:  
None. 
 
Coding Details: 
The date format should be DDMMCCYY. 
 
If no part of the date is recorded use 09/09/0909. 
 
If no other therapy given record as inapplicable (10/10/1010). 
 
Notes by Users: 
 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
Not required by DAHNO 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
DAHNO 
13.1 PATIENT TRIAL STATUS (CANCER) [Clinical Trial Status]  
Record the status of the clinical trial entry for the patient.  

Patient eligible, consented to and entered trial  EE  
Patient eligible, declined trial  ED  
Patient ineligible for trial  I  

Note: If no trial available, DAHNO leaves blank 
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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 coded by ISD as new 
trials start and others are closed. If the patient has entered more than 1 trial, code as 
'other, specify'. 
 
Coding Details: 
 
Code Description  
1 INFUSE 
2 PARSPORT 
3 RECaD Larynx 
7 Other (specify) 
9 Not recorded 
10 Inapplicable 
 
If the patient has not been entered into any clinical trials, code as inapplicable (10). 
 
Notes by Users: 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
Not required by DAHNO 
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DAHNO 
14.1 CLINICAL STATUS ASSESSMENT DATE (CANCER) [Date of Contact]  
Record the date that the patient was seen. Date format.  
 
14.2 PRIMARY TUMOUR STATUS [Primary Tumour Status]  
Record the status of the primary tumour at this contact. This may need qualification according to 
certainty/confidence.  

Residual Primary Tumour  1 
No Evidence of Primary Tumour  2 
Recurrent Primary Tumour  3 
Not Assessed  4 
Uncertain  5 

 
14.3 NODAL STATUS [Nodal Status]  
Record the status of the nodal metastases at this contact. This may need qualification according to 
certainty/confidence.  

Residual Regional Nodal Metastases  1 
No Evidence of Regional Nodal Metastases  2 
New regional Nodal Metastases  3 
Not Assessed  4 
Uncertain  5 

 
14.4 METASTATIC STATUS 
[Metastatic status  
1 - Residual Distant Metastases  
2 - No Evidence of Metastases 
3 - New Distant Metastases 
4 - Not assessed 
5  -Uncertain - immediately post treatment 
9 – Not known (default) 
The status of the distant metastases at this contact.  This may need qualification according to 
certainty/confidence. 

 
14.10 MORBIDITY CODE (CHEMOTHERAPY) [Treatment related morbidity]  
Record any morbidity, relevant to previous treatments that the patient has received, recorded at any 
subsequent patient contact.  
For chemotherapy, only long term adverse effects need to be recorded. In this phase of DAHNO only 
death due to toxicity will be analysed , entry of lesser complications can be made but will not be 
centrally reported  

Mild toxicity  2 
Moderate toxicity  3 
Severe toxicity  4 
Death due to toxicity  5 

 
14.11 MORBIDITY CODE (RADIOTHERAPY) [Treatment related morbidity]  
Record any morbidity, relevant to previous treatments that the patient has received, recorded at any 
subsequent patient contact.  
For radiotherapy, only significant morbidity needs to be recorded. In time, the European group will be 
producing definitions. In the interim, use the codes in the table below. In this phase of DAHNO only 
death due to toxicity will be analysed , entry of lesser complications can be made but will not be 
centrally reported  

Moderate toxicity  3 
Severe toxicity  4 
Death due to toxicity  5 
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14.12 MORBIDITY CODE (COMBINATION) [Treatment related morbidity]  
Please note that this data item does not apply to Brain&CNS Tumours.  
Record any morbidity, relevant to previous treatments that the patient has received, recorded at any 
subsequent patient contact.  
For combination, only long term adverse effects need to be recorded. In this phase of DAHNO only 
death due to toxicity will be analysed , entry of lesser complications can be made but will not be 
centrally reported  

Mild toxicity  2 
Moderate toxicity  3 
Severe toxicity  4 
Death due to toxicity  5 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
This can be added by recorded linkage. 
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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: 
 
 
 
National Clinical Dataset Development Programme Data Item – see comments 
on front cover 
 
 
 
This can be added by recorded linkage. 
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	Code
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	Not required by DAHNO – should be deducible from other data items. 
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	Not required by DAHNO 
	Notes by Users: 
	 


	Not required by DAHNO 
	 Date First Seen by Specialist Palliative Care 

	Not required by DAHNO 
	 Formal name:                     Type of first cancer treatment  
	Format:  2 characters.    
	 
	Format: Store as 10 characters in the format CCYY-MM-DD. Display as DDMMCCYY.     
	 
	Format: 2 characters    
	 

	Page Revised 01/07/2005 for Patients diagnosed from 01/07/2005 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	The list below is not exhaustive and others should be coded according to OPCS4.  Operations detailed are a combination from DAHNO and BAHNO. 
	 
	Sample Operation Codes 
	Surgical Description
	1 OPCS
	2 OPCS
	3 OPCS
	4  OPCS
	5 OPCS
	1 READ
	2 READ
	3 READ
	4 READ
	LARYNX
	microlaryngoscopy –laser removal lesion
	E34.1
	74340
	microlaryngoscopy –cold removal lesion
	E34.2
	74341
	vertical hemilaryngectomy
	E29.3
	74302
	supraglottic laryngectomy
	E29.2
	74301
	laryngofissure
	E30.1
	74310
	laryngofissure and cordectomy
	E29,5
	74304
	total laryngectomy
	E29.1
	74300
	te puncture
	E43.8
	744D0
	tracheostomy, permanent
	E42.1
	74430
	tracheostomy, temporary
	E42.3
	74432
	revision tracheal stoma
	E42.4
	74433
	PHARYNX
	cricopharyngeal myotomy
	E23.8
	74233
	E23.1
	74230
	pharyngectomy,partial
	E19,2
	74201
	laryngo-pharyngectomy-Primary closure
	E19.1
	E29.1
	E21.4
	74200
	74224
	laryngo-pharyngectomy-free jejunum
	E19.1
	E29.1
	G03.2
	74200
	74227
	laryngo-pharyngectomy-pect major
	E19.1
	E29.1
	E21.4
	S17.1
	Y61.2
	74200
	74225
	7G100
	7M271
	total L-p-oesophagectomy+pullup
	E19.1
	E29.1
	G02.1
	74203
	creation of pharyngostome
	E23.8
	74235
	NECK DISSECTION RADICAL     
	T85.1
	7H600
	NECK DISSECTION MODIFIED
	T85.1A
	modified Type I accessory preserved
	T85.1AI
	modified Type II accessory +IJV kept
	T85.1AII
	modified Type III sternomastoid,IJV + accessory kept
	T85.1AIII
	SELECTIVE NECK DISSECTION (SND)
	T85.1B
	7H610
	SND Level 1 (suprahyoid)
	T85.1BI
	7H606
	SND Level 1-3 (supra omohyoid)
	T85.1BII
	SND Level 1-4 (anterolateral)
	T85.1BIII
	SND Level 2-4 (lateral)
	T85.1BIV
	SND Level 5 (posterior)
	T85.1BV
	SND Level 2-5 (posterolateral)
	T85.1BVI
	SND Level 6 (central compartment)
	T85.1BVII
	SND Level 7 (superior mediastinum)
	T85.1BVIII
	Excision or biopsy of cervical lymph node
	T87.2
	7H621
	LIP, ORAL CAVITY
	floor of mouth excision
	F38.1
	75320
	buccal mucosa excision
	F38.2
	75321
	excision lesion of tongue
	F23.1
	75210
	reconstruction mouth – with flap
	F39.1
	75330
	with primary closure
	F39.1
	75338
	with buccal flap
	F39.1
	S28.8
	75332
	7G1By
	with pect major
	F39.1
	S17.1
	Y61.2
	75333
	7G100
	7M271
	with radial forearm
	F39.1
	S20.8
	Y59.2
	75335
	7M251
	reconstruction mouth with SSG
	F39.2
	S35.3
	75331
	7G1Gy
	partial excision of lip/shave/vermillion adv
	F01.1
	75000
	wedge resection of lip
	F01.8
	75012
	reconstruction lip with skin flap(ABBE )
	F04.2
	S24.8
	75037
	           (Abbe-Estlander)
	F04.2
	S24.8
	75038
	tonsillectomy - unilateral
	F34.9
	75307
	excision lesion jaw NEC
	V14.4
	7J171
	 
	mandibulotomy/split/division of jaw
	V16.8
	7J16y
	marginal mandibulectomy
	V14.3
	7J112
	mandibulectomy, extensive
	V14.2
	7J111
	Hemimandibulectomy
	V14.1
	7J
	partial glossectomy
	F22.2
	75201
	total glossectomy
	F22.1
	75200
	Pectoralis major-skin and muscle
	S17.1
	Y61.2
	7G100
	7M271
	- muscle
	S17.1
	Y63.8
	7G100
	7M294
	Latissimus dorsi - skin and muscle
	S17.1
	Y61.3
	7G100
	7M272
	- muscle
	S17.1
	Y63.1
	7G100
	7M290
	Radial forearm fasciocutaneous
	S20.8
	Y59.2
	7G135
	7M251
	Reconstruction mandible
	- with rib
	V19.1
	Y66.2
	7J170
	7M2C1
	- with radius
	V19.1
	Y66.4
	Y59.2
	7J170
	7,25Q
	- with fibula
	V19.1
	Y66.6
	Y59.8
	7J170
	7M25L
	- with iliac crest
	V19.1
	Y66.3
	Y59.8
	7J170
	7M25M
	PALATE
	Palatectomy, partial, uvulectomy
	F32.4
	75273
	Palatectomy, total
	F32.8
	Y05.1
	75240
	S27y
	7M040
	repair palate using palatal flap
	F30.1
	75260
	repair of palate using skin flap
	F30.2
	75261
	repair of palate using tongue flap
	F30.3
	75262
	repair of palate using mucosal flap
	F30.5
	75264
	repair of palate using skin graft
	F30.4
	75263
	SALIVARY GLAND
	sublingual gland excision
	F44.5
	75404
	submandibular gland excision
	F44.4
	75403
	parotidectomy,superficial
	F44.2
	75401
	parotidectomy, total
	F44.1
	75400
	EAR, TEMPORAL BONE
	pinnectomy,auriculectomy
	D01.1
	73000
	temporal bone resection,lateral
	D10.1
	V05.8
	Z63.3
	73100
	7J02y
	7N902
	Petrosectomy ,partial
	V05.8
	Y05.2
	Z63.3
	73119
	Petrosectomy,total
	V05.8
	Y05.1
	Z63.3
	73118
	mastoidectomy, radical
	D10.1
	73100
	MAXILLA, NOSE & CRANIOFACIAL ETC.
	maxillectomy,medial/excision antral lesion
	E13.2
	74111
	maxillectomy,partial
	V07.2
	7JJ102
	maxillectomy,total
	V07.8
	7JJ101
	orbital exenteration
	C01.1
	72000
	craniofacial resection of ethmoids
	E14.8
	Y46.2
	74126
	7M101
	septectomy
	E03.8
	7402y
	rhinectomy,partial
	E01.8
	74081
	rhinectomy,total
	E01.1
	74080
	rhinotomy,lateral
	E17.4
	74143
	nasopharynx excision
	E24.1
	74240
	ethmoidectomy, external
	E14.3
	74122
	frontoethmoidectomy
	E14.1
	74120
	sphenoidectomy
	E15.8
	7413y
	transsphenoidal hypophysectomy
	B01.2
	71003
	transethmoidal hypophysectomy
	B01.1
	71000
	APPROACHES TO CRANIUM
	Trans sphenoidal
	Y46.1
	7M100
	Frontal craniotomy
	Y46.2
	7M101
	Transmastoid
	Y46.4
	7M103
	SKIN OF HEAD AND NECK
	Excision skin lesion of head and neck
	S06.5
	7G03C
	MOHS excision in head and neck
	S05.1
	7G040
	Photodynamic therapy to H+N skin
	S09.1
	7G070
	GENERAL
	Repair of cranial nerve
	A30
	7026
	     - repair of facial nerve
	A30.4
	70265
	     - repair of accessory nerve
	A30.8
	70269
	     - repair of hypoglossal nerve
	A30.8
	7026A
	Radial forearm fasciocutaneous
	S20.8
	Y59.2
	7G135
	7M251
	 
	 Date of Surgery 
	Section 5: Pathology 


	Not required by DAHNO 
	Not required by DAHNO 
	  
	DAHNO 
	8.1 PATHOLOGY INVESTIGATION TYPE [Report type]  
	DAHNO 
	8.3 INVESTIGATION RESULT DATE [Date specimen reported]  
	Record the date that the specimen was reported by the pathology laboratory, in date format.  

	 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Nasopharynx 
	Section 6: Radiotherapy 


	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	  
	 
	 
	 
	Section 7: Chemotherapy 

	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	Page revised October 2006 
	Page revised January 2009 

	Not required by DAHNO 
	Not required by DAHNO 
	  
	 
	Section 8:  Other Therapy 

	Not required by DAHNO 
	Not required by DAHNO 
	Not required by DAHNO 
	 
	 
	Section 9:  Clinical Trials 

	Not required by DAHNO 
	Not required by DAHNO 
	  
	 
	 
	Section 10: Follow-up and Recurrence 



