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Question Answer 

About the National Oesophago-Gastric Cancer Audit 
 
 

What is the deadline to submit to the audit? 
For patients diagnosed between 1 April 2014 and 31 March 2015, the deadline to submit new 
patients is 2 Nov 2015.  Existing data can then be edited until 7 Dec 2015. 
The 2015 Annual Report will be published in December 2015. 

 
 
 
 
 

How do I submit data to the audit? 

To submit data to the audit you will need access to the data collection system. 
 

A new data collection system was introduced in November 2012 to enter data on patients diagnosed 
from 1 April 2012. 

 
Full details on how to obtain log-in details and passwords for the data collection system can be found 
in the Data Collection System FAQs. 

 
A quick user guide on using the data collection system is also available from the ‘User Documents’ 
section on the website: www.hscic.gov.uk/og 

 
 
 

When will the results be published? 

The next report will be published in December 2015, and will include data on patients diagnosed 
from 1 April 2012 to 31 March 2014. These patient records will be linked to HES and ONS. 

 
The next report will describe, using the linked dataset, the process and outcomes of care for patients 
diagnosed in this time frame.  

 
 
 

How should I record patients who are 
diagnosed in one audit year but don’t have their 
treatment until the following audit year? 

To deal with such cases we will use two years of data in the Annual Report. 
 

Data should be submitted to the audit on an on-going basis. When extracts are taken for the Annual 
Report, we will extract all the data in the system to build upon the results each year. 
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Dataset 

Does the NOGCA dataset map to the COSD 
v1 dataset? 

Where possible we have mapped to the COSD dataset – mappings can be found in the Data Manual 
at http://www.hscic.gov.uk/og. 

 
Which data items are mandatory? The Dataset Validation Workbook provides the data items for each record type and if they are 

mandatory items (i.e., required to save and exit the record/for a successful upload). 

Which responses are valid? The Dataset Validation Workbook contains a list of the valid responses for each data item. 

Data Collection 
 

 
 
 
 
 
 
 
 
 

My patients move across a number of 
organisations throughout the patient pathway – 
how will NOGCA cope with this? 

 
How do you expect data collection to be 
handled for Trusts where the diagnostic 
process takes place at one Trust whilst the 
first treatment may be elsewhere? 

Trusts across areas will organise the collection of data for the audit in different ways.  Trusts need to 
work with other organisations in the patient pathway to ensure there is agreement about who is 
capturing what and entering it correctly into the system. The data collection system will allow a user 
to add and amend a patient record that is already in the system. Therefore, it is possible for one trust 
to enter the patient demographics and diagnostic details and another trust to enter the treatment 
details. 

 
It is important that Trusts liaise with each other to ensure all the mandatory data items are collected 
and available to the Trust who is actually submitting the data (even if this data is actually collected 
by another Trust). 

 
As there is a high number of mandatory data items, it is important that Trusts work together to 
ensure all data items are present, prior to attempting to submit the data. If mandatory data items 
are not present, the CSV file will be rejected, or if entering data manually, the record cannot be 
saved. 

 
If a record already exists in the system, then when the NHS number and date of birth are entered, the 
existing record will be displayed and can be updated by another user. If the NHS number is entered 
with a different date of birth then the record will still be displayed but ask if you want to amend the 
date of birth that has already been entered. 

 
Please be aware that it is possible to over-write data already submitted by another Trust. 
The system prevents valid data being over-written by a null value. However, it does not 
prevent valid responses being over-written by another (but different) valid response. 
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Is there a way of protecting any data that has 
already been keyed in directly so that our 
electronic upload does not over-write it? 

No – unfortunately there isn’t a way of protecting the data. If you upload records for a patient that has 
already been entered manually, the new upload will take priority. Just like if you went back into the 
manual entry screen and updated the data. 

 
If you only have a few data changes to make to a record manually entered, it may be best to do this 
manually too.  Also, the data extract provides a log of who created the record and who last amended 
the record, with a date and time stamp. The deletion log also shows who has deleted any records 
with a date and time stamp. The upload screen will also show who has uploaded data from your 
Trust so hopefully these will all help. 

 
Another thing to bear in mind is that each type of record is separate, so if a chemotherapy record was 
added or amended, it would only affect the patient’s oncology record; it would not have an impact on 
their other records. 

 
 
 
 

How will the annual report count the patients – 
who will be credited? 

The Annual Report will allocate patients to the ‘Hospital where diagnosis was made’ on the OG 
tumour record. 

 
The Annual Report will allocate patients to the ‘Hospital where the biopsy was taken’ on the HGD 
record. 

 
When undertaking treatment specific analysis, the Annual Report will allocate patients to the hospital 
where the treatment was undertaken. 

 
 
 
 
 

Could you provide us with some further 
information on what type of patient outcomes 
will be produced and how that information will 
be collected? 

Patient outcomes are clearly the most important endpoint for the Audit, although process measures 
(such as staging and waiting times) will also be analysed. 

 
We are collecting detailed outcomes in all areas of O-G cancer care. 

 
a) All patients. We are collecting the proportion of patients in different parts of the country who 
undergo different treatments, and the reason for palliative treatment (if appropriate). This will be 
adjusted for case-mix variables, such as performance status and disease stage. 

 
b) Surgical patients. We are collecting data on the outcomes of several aspects of surgical 
care. Firstly, we are collecting data on in-hospital morbidity and mortality. The audit will also 
link to the database of the Intensive Care National Audit and Research Centre (ICNARC), 
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…continued which covers 97% of  adult ITUs in England and Wales. We will gather data on critical care outcomes 
from that source. 
Therefore, in the interests of making the dataset smaller, the items are not repeated. 

 
Secondly, we are collecting data on in-hospital mortality.  Data on 30 and 90 day mortality will be 
collected through linkage with the Office of National Statistics. 

 
Thirdly, we are collecting outcomes data on the quality of surgical resection. This includes the status 
of the resection margins and the lymph node yield. 

 
c) Endoscopy patients. We are collecting outcomes data on the number and types of 
endoluminal palliative procedures patients undergo. For the purposes of the audit we collect on 
the first endoscopic procedure patients undergo, we will obtain information on subsequent care 
utilization by linking the audit to Hospital Episode Statistics. 

 
d) Oncology patients. We will look at the proportion of patients who do not complete their full 
treatment plan and the reasons for this. Likewise, we intend to examine the median survival of these 
patients. 

 
We are aware that although a great deal of effort has been made to minimise it, we are imposing a 
data burden on the local trusts. We have therefore decided to limit the number of questions for the 
audit and prioritise those areas where high quality results could be reported within the timeframe 
required by the Healthcare Quality Improvement Partnership (HQIP). 

Inclusion Criteria 
 
 
 

What patients are included in the audit? 
The O-G cancer audit is based on patients (aged 18 years or more) diagnosed with high grade 
oesophageal dysplasia (HGD) or with invasive epithelial cancer of the oesophagus, gastro-
oesophageal junction (GOJ) or stomach (ICD-10 codes C15 and C16).  It does not include rarer 
histological types such as GISTs. 
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What ‘standards’ are the audit data 
benchmarked against? 

The process-based standards used by the audit are mainly linked to the diagnostic / staging 
pathway, such as the use of CT-scan, Endoscopic ultrasound, and gastronomy.  Our work on 
surgical outcomes (like other outcome measures) is not based on an explicit standard but on 
comparative performance across hospitals.    

More information on the standards for O-G cancer can be found in: Allum W, Blazeby J, Griffin S et 
al. Guidelines for the management of oesophageal and gastric cancer. Gut 2011; 60: 1449-1472 

 
Are intramucosal cancers included in the 
audit? 

 
Yes intramucosal cancers should be entered as cancers and have a tumour record. 

 
 
 
 
 
 
 
 

What patients are excluded from the audit? 

There are some specific exclusions; 

Patients who are diagnosed with OG cancer abroad 

Patients without a confirmed histology of OG cancer 

Gastro-intestinal stromal tumours (GISTs) 

Neuroendocrine tumours 

Sarcomas (These originate from connective tissue (and are very rare) and often behave differently 
from epithelial cancers so they are not included in the Audit.) 

Recurrences of cancer (Although tumour recurrence is a very important problem in oesophago- 
gastric cancer (especially given its relative frequency and devastating impact on the patient) it is 
extremely difficult to collect data on it on a national scale. In the interests of reducing the data 
burden on the units therefore, these tumours are excluded from the Audit.) 

How would we record patients who die 
before treatment (would we just fill in the 
registration datasheet)? 

Fill in the registration datasheet only for patients who have a management plan decided 
but die before treatment starts. 

 
Patients who die before MDT discussion should be excluded from the audit. 
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Why does the Submission Details screen show 
x 16 unsuccessful oncology records, but lists 
only 10 patient records with notifications? 

The notification grid on the file upload screen is fully configurable by the user to show the records they 
want to see. It defaults to showing 10 records per page, which you can then click ‘next’ at the bottom 
right hand of the screen to show the next set of 10 from the total result set. Alternatively you can click 
the dropdown in the top left corner to display 25, 50, or 100 records per page. 

Why does the following error message come up 
when I try to upload a surgical record: 

‘The record cannot be uploaded because an OG 
Tumour or HGD record does not currently exist 
for this patient’? 

 
 

The OG Tumour record or HGD record needs to be recorded before any surgery record. A file with 
either the OG Tumour or the HGD record would need to be uploaded first, and then the surgery record 
can be created. 

Our Trust is a diagnosing trust whose patients 
are treated at a different tertiary trust.  I have 
uploaded a patient’s diagnosis record, but do not 
have the tumour staging information as this will 
be uploaded by the tertiary trust.  Why won’t 
anything pull through to show that we made a 
diagnosis but without tumour staging? 

 
 

The TNM staging values are mandatory fields and have to be completed for the record to be 
accepted. Trusts should liaise with each other to ensure all records are complete and uploaded 
correctly. If you cannot liaise with the trust that does have the staging info to enter the full record 
correctly, then for your tumour record to be accepted you will need to enter the values Tx, Mx, and Nx 
(cannot be assessed). 

 

Error Messages and Problems with Data Submission 

Why when the Notification is corrected in the 
NOGCA database, does the notification not 
update to read successful in the ‘File 
Submission Details Screen’?  How can we be 
sure that a record that has been amended in 
NOGCA will now be uploaded? 

 
The notification that is displayed on the file submission screen is a static message 
representing the record that was entered at the time. After reading the notification the 
user can either correct the record in the file and re-upload it, in which case a new set of 
notifications will be created relating to that file upload, or the user can correct it manually 
via the data input screen.  Neither method will affect the original notification. 

On the ‘File Submission Details’ screen what 
does Unsuccessful mean?  Does it mean that 
the whole record for that patient will not be 
included as uploaded or just the incorrect parts? 

 
Unsuccessful means that that the entire record has not been uploaded into the system. Records are 
not partially uploaded where they have the status unsuccessful. 
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Oesophageal High Grade Dysplasia 
 

What are the inclusion dates for HGD 
patients? 

The audit only started collecting data on HGD patients from 1 April 2012. 
For the 2015 Annual Report, we will report on patients diagnosed between 1 April 2012 and 31 
March 2014. 

 
 

Which patients are eligible to submit a HGD 
record for? 

 
We are only collecting data on HGD of the oesophagus – patients with HGD of the stomach should 
not be included in the audit. 

 
We only include oesophageal glandular high grade dysplasia. 

 
 
 
 
 
 
 

Do I need to enter a tumour record or HGD 
record for patients diagnosed who have a 
diagnosis of both made within the same audit 
year? 

If initial endoscopy and biopsy shows HGD AND cancer, then only a tumour record needs to be 
entered. 
If initial endoscopy and biopsy shows HGD only, but subsequent repeat biopsy reports a diagnosis of 
cancer, then only a tumour record needs to be entered. 
If initial endoscopy and biopsy shows HGD only and patient referred directly for treatment EMR for 
HGD where a cancer is subsequently diagnosed enter a HGD record NOT a tumour record. On the 
HGD record select EMR as planned treatment and then in the EMR histology section select that 
intramucosal or submucosal cancer was found on EMR histology. If the patient goes on to require 
surgery as result of new cancer diagnosis then select ‘EMR incomplete, follow up oesophagectomy’ 
and proceed to enter the relevant surgery and pathology record. 
If initial endoscopy and biopsy shows HGD only and patient referred directly for oesophagectomy, 
then enter HGD record and select Oesophagectomy as planned treatment, and then proceed to enter 
the relevant surgery and pathology record. 

 
For difficult cases please see our help sheet:  http://www.hscic.gov.uk/media/13976/HGD-
Guidance/pdf/HGD_Guidance.pdf 

 
Should I enter a tumour record for patients who 
are initially diagnosed with HGD and 
subsequently develop OG cancer? 

Patients who have a diagnosis of HGD made in say 2012 but subsequently go on to develop cancer 
in say 2014, only need a HGD record submitted at the time of the initial diagnosis of HGD (2012), no 
further OG record needs to be entered. 
This is because the data collection system is designed to capture index cases which will then be 
followed up in HES. 
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How should I enter a HGD record for a patient 
who has been under surveillance for a period of 
time? 

You should enter the ‘Date of Referral' as the same as the 'Date of Diagnostic Endoscopy' (i.e within 
the audit period) and then select 'Source of Referral' as 'Barrett’s Surveillance'. 

How should I respond to ‘Was a second biopsy 
performed’ and ‘Did the second biopsy show 
HGD?’ 

 
Does this mean ‘was there a second pathologist 
reviewing the second biopsy report?’ 
Or does it mean ‘were there two biopsies which 
were looked at by different pathologists’? i.e., 
‘were the first and second biopsy reported by 
different people’ 

 
 
 

The BSG recommends that where a diagnosis of HGD is made the diagnosis is confirmed by a 
second pathologist. 
For the purposes of the audit we are happy for you to do the following: 
For ‘Was a second biopsy performed?’ select yes if the patient had a single biopsy taken, but two 
independent pathologists reported the histology result. Also select yes if the patient had two sets of 
biopsies taken on separate occasions to confirm the diagnosis of HGD. 

How should I respond to the data item 'Referral 
for treatment to specialist hospital' as we are a 
specialist treatment site and the treatment plan 
was made at this specialist treatment site? 

 
This should be answered as ‘not applicable’, we will be able to work out that treatment plan was made 
at a specialist centre. 

How should I enter data for the 'Planned HGD 
Treatment Modality' if pending a second 
biopsy? 

You should select the plan once the diagnosis of HGD is confirmed (i.e after the second 
endoscopy). So if the patient had two sets of biopsies which confirmed HGD and no cancer, then 
you should select the plan at this point i.e. surveillance, endoscopic treatment or surgical resection 
etc. 

Initial Referral and Diagnosis Data 
 
 
 
 
 

As a treatment centre receiving patients from 
other hospitals, how should I enter the ‘Date of 
Referral’? 

The ‘Date of Referral’ refers to the date on which the initial referral for investigation and treatment of 
suspected cancer was made, i.e. the initial referral to the local O-G cancer team for investigation and 
management of suspected cancer. It does not relate to the referral from the local O-G cancer unit to 
the tertiary cancer centre (if applicable). 

 
This should be (in order of preference): 
Date on the letter/fax/proforma/e-mail from referring GP or other hospital department 
Date of telephone call from referring GP or other hospital department 
Date of cross-referral, where patient is already in hospital 
Date of admission to hospital, in the case of patients coming in as emergencies 
Date on the recall letter for patients recalled following a routine screening appointment. 
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Is the ‘date of diagnosis’ the date of the actual 
procedure OR the date the procedure was 
authorised (reported)? 

 
'Date of diagnosis' should be recorded as the date where cancer was confirmed or diagnosis agreed. 
This will typically be the date of the pathology report which confirms the cancer. 

How should I enter records where the 
'Diagnosis Date' precedes 'Cancer Referral 
Decision Date'? 

In this situation you should set 'Cancer Referral Decision Date' as the 'Diagnosis Date'. 
Validation rules in the dataset and data collection system allow 'Diagnosis Date' to be greater or 
equal to the 'Cancer Referral Decision Date' so you can set them both as the same date. 

Diagnosis – Site 

How should I enter data for a patient if the 
cancer is diagnosed in lower AND middle 
oesophagus, as it appears only one can be 
input? 

Where the lesion overlaps two or more areas of the stomach or oesophagus, you should select the 
area which contains the bulk of the tumour.  You may need to ask the endoscopist / pathologist 
about where they feel the bulk to be and select that option. It is correct that only one option may be 
selected. 

How should I enter data for a patient whose 
pre- treatment site covers fundus, body and 
antrum? 

Where the lesion overlaps two or more areas of the stomach or oesophagus, you should select the 
area which contains the bulk of the tumour. Only one option for site may be selected. 
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How is the Siewert classification mapped to 
adenocarcinomas? 

The final mapping should be as follows: 
 

Oesophageal upper third - C153 
Oesophageal middle third - C154 
Oesophageal lower third (Non-adenocarcinoma) - C155 
Siewert 1- C155 (Adenocarcinoma only) 
Siewert 2 - C155 (Adenocarcinoma only) 
Siewert 3 - C160 (Adenocarcinoma only) 
Fundus - C161 
Body - C162 
Antrum - C163 
Pylorus - C164 

 
It is important to emphasise that the mapping is one-way only.  In other words, the Audit codes can 
be mapped to ICD-10 codes in the manner above, but ICD-10 codes cannot be mapped to the Audit 
codes. This is because ICD-10 does not adequately code tumours of the gastro-oesophageal 
junction, whereas the Siewert classification is in widespread clinical use and classifies them in an 
accurate, clinically meaningful way. 

 
Although OPCS-4 and ICD-10 are in widespread use, they have limitations in terms of clinical detail 
that the Audit wishes to avoid. Therefore, the IT systems must allow users to enter the Audit’s 
diagnosis and procedure codes rather than ICD-10 or OPCS codes, because (as mentioned above) 
the OPCS/ICD-10 cannot be mapped back to the Audit definitions. 

Regarding the Pre Treatment Site field, a trust 
confirmed a diagnosis of C16.9 with the 
morphology of M81403 – Adenocarcinoma. 
As the morphology is Adenocarcinoma 
should the Siewerts score override the Pre- 
Treatment Site? 

 
 

If the trust has given a Siewerts score and the ICD10 code given is C16.9 or C15.9 (malignant 
neoplasm of stomach or oesophagus unspecified), then the Siewerts score should override the ICD- 
10 code as it is more precise in providing pre-treatment site. 
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Does the audit require the use of the Siewert 
classification for patients diagnosed with 
lower third oesophageal cancer? 

Our data collection proforma will continue to use to the Siewert classification for the foreseeable 
future. Tumours should be classified as below: 
Adenocarcinomas of the distal third of the oesophagus can be classified as just that (distal third) or 
Siewert type I GOJ tumours (an adenocarcinoma of the distal oesophagus with its epicentre within 
5cm of the GOJ).  For analysis we pool these two together anyway. 
We realise that classification of Siewert type II & III remains controversial, as such we pool these two 
groups together for analysis. 

For the diagnosis codes C165, C166, C168 
and C169 what would the Pre-Treatment Site 
be for these? 
e.g. what should you select for; 
C165 Malignant neoplasm of lesser curvature 
of stomach, unspecified 
C166 Malignant neoplasm of greater curvature of 
stomach, unspecified 
C168 Malignant neoplasm overlapping lesion of 
stomach 
C169 Malignant neoplasm of stomach, 
unspecified? 

 
 
 
 

For malignant neoplasm of greater or lesser curve of the stomach (C165/166), you should select pre- 
treatment site as stomach ‘body’. 

 
For the other two (C168/9) it is less clear but you should select stomach ‘body’ for both of these 
as well. 

Diagnosis - Histology 

How should I enter data for patients without a 
histology confirming diagnosis of cancer? 

Only patients with a confirmed OG cancer on histology should be submitted to the audit. 
 

Patients with no pre-treatment histology are not included in the Audit. 

How do I enter data for a patient who declined 
a pre-treatment histology as this is a 
mandatory item for NOGCA? 

An inclusion criteria for the audit is to have a confirmed histology of OG cancer, therefore this patient 
cannot be included. 

How should I enter data for a patient with a 
histology reported as 'Diagnosis Histology' (T7), 
Leiomyosarcoma (M8890/3) as it is not 
available in the dataset? 

The Audit only includes invasive cancers of epithelial origin (i.e., carcinomas).  Sarcomas originate 
from connective tissue (and are very rare) and often behave differently from epithelial cancers so 
they are not included in the Audit. 
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How should I enter data for a patient with a 
histology reported as ‘Carcinoma of the 
stomach has mixed features of both 
neuroendocrine type and adenocarcinoma as a 
minor component’? 

 
 

If the pathologists think that this is mainly a neuroendocrine tumour then it is excluded. If it is an 
adenocarcinoma with some neuro-endocrine differentiation then it is included. 

 
 

How should I enter pre-treatment stage? For 
example where this changes during planning 
process. 

Please enter the final pre-treatment stage after all staging investigations, so if patient has initial stage 
given based on CT but goes on to have a EUS or staging laparoscopy, then we want the stage after 
these investigations but before any treatment was given. 
But where a patient has neo-adjuvant oncology treatment prior to surgery, with the aim of down- 
staging the tumour prior to surgery, the pre-treatment stage should be entered as the stage prior to 
administration of chemotherapy. 

What pre-treatment stage should I enter for 
patients who have a tissue diagnosis of OG 
cancer, but are deemed unfit for CT and further 
investigation? 

 
For these patients you should enter pre-treatment stage as TX, NX, MX, on TNM6, and select staging 
investigations ‘None’. 

 
 

There is no MX stage available in TNM7 
TNM 7 no longer gives the option of MX stage. 
We understand that histology reports from the pathologists do not include details on the M stage, but 
the M stage should be available from the CT report. 

Treatment Plan 
 

If a patient receives more than 1 type of 
treatment does this need to be recorded? 

The Audit is primarily concerned with patients’ outcomes rather than purely the process of their 
treatment. Therefore, we need information on ALL of the treatment they receive (surgical, 
oncological and endoscopic) not just their first treatment. 

 
 

Should we use the first date recorded as the 
date the care plan was agreed or should we 
take the most recent date recorded? 

Record the date on which it was decided to manage the patient's treatment with the corresponding 
management modalities. This may be at a Multi-disciplinary Team (MDT) meeting prior to the start of 
the patient's treatment, or a clinician may decide on the patient's cancer care plan without discussion 
at an MDT meeting. 

 
This item is required for the analysis of the timescales of care. 
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If a patient is admitted as an emergency and 
therefore has surgery before the MDT 
meeting, how should the dates be entered into 
the system? 
- Date of referral to OG team for 

investigation 
- Diagnosis date (cancer) 
- MDT Decision date 

 
 
 

Enter the ‘date of referral to OG team’ as date referred to OG surgeon who did operation. 
Enter the ‘MDT decision date’ as date the decision was made to operate. 
Enter the ‘date of diagnosis’ based on whether it was made on CT or endoscopy. 

 
 
 

There is no option in the drop down menu for 
Chemotherapy only. Where can we enter 
that? 

This depends on the intent of the chemotherapy. For palliative chemotherapy, you should select 
‘Palliative oncology (unspecified)’. If it is chemotherapy given with curative intent, then the plan 
would normally also include either surgery (before or after chemotherapy) or radiotherapy as well. In 
these cases enter either surgery and chemotherapy or definitive chemoradiotherapy. 
If the patient was planned to have surgery after chemotherapy but does not go on to have surgery for 
any reason, then please still enter the plan as surgery and chemotherapy. We are interested in the 
planned treatment for the patient at this stage, and not what treatment the patient actually received. 

There is no option in the drop down menu for 
Brachytherapy, where the treatment intent is 
curative. How should I enter the treatment plan 
for such patients? 

 

 
Brachytherapy is a form of internal radiotherapy, so please select treatment modality as ‘Definitive 
radiotherapy’. 

 
How should I enter data for a patient receiving 
radiotherapy as their palliative treatment? 

You should select 'Planned Treatment Intent' as 'Non-curative (palliative)' and then 'Palliative 
Modality' as 'Palliative Oncology'. Please DO NOT select ‘Definitive radiotherapy’, this option is for 
patients receiving radiotherapy where the treatment intent is curative only. 

How should I enter data for patients whose 
planned treatment is Supportive Palliative care 
(i.e. for patients who are sent home without 
surgical or oncological intervention) – as 
opposed to the options for Palliative Surgery, 
Palliative Oncology or Endoscopic Palliative 
care? 

 
 
 

In the data-item ‘Treatment Intent’, select the option ‘No active treatment (supportive care)’. It is then 
not necessary to select an option in treatment modality if supportive care is all that is intended. 
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How should I enter data for a patient who 
received EMR as a treatment for; 

1) OG cancer? 
2) HGD? 

1) For an OG cancer; you should enter EMR for Planned Cancer Treatment Type on the tumour 
record and then nothing more. Unless the patients goes on to have surgery etc. at a later date to 
failure of complete resection at EMR. 

 
2) For HGD; you should enter EMR for Planned Treatment on the HGD record, and in 
addition submit the results of the EMR and post treatment pathology. 

If a patient receives active monitoring is this 
classed as treatment? 

Active monitoring is NOT classified as a treatment. If this is the case, please select ‘No active 
treatment’. 

Please could you clarify the meaning of 
‘treatment as part of a trial’? 
Sometimes clinical trials relate to treatments 
but do not involve different treatment types. 

For this question the NOGCA dataset is only interested in cases where the actual treatment given i.e. 
surgery or chemotherapy regime is part of the trial. 

 
We do not collect data on trials which are looking at predicting the effect of treatment etc. 

Surgery – Procedure 

Does the Main Procedure in the surgery file 
map to OPCS codes? 

No – the main procedure codes cannot be mapped to OPCS because extra levels of detail (such as 
the choice of conduit) would be required. 

Postoperative Datasheet 

How should I enter data for a patient who 
moved from our hospital, to a community 
hospital and then back to our hospital? 

If the patient moved to the community hospital (for recuperation) but was then readmitted to your 
hospital (because a complication occurred) this would count as a re-admission and therefore 2 
episodes. 

Pathology Records 

Which Pathology record should I submit? We are only interested in the histology record from the first pathology reported after surgery. 
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Chemotherapy / Radiotherapy 
 
 
 
 
 
 
 
 
 
 
 
 
 

What oncology records should I enter? 

The only situation where two records need to be submitted is to record oncology treatments 
pre and post operatively, or if the patient initially receives chemo/radiotherapy with ‘curative’ 
intent and does not have surgery but later goes onto to receive further chemo/radiotherapy 
with palliative intent. 

 
Enter only one oncology record in the following situations: 

 
- Patients who received both chemotherapy and radiotherapy preoperatively or in patients who did not 
undergo surgery. Both treatments should be recorded on the same oncology record. 
- Patients who received two separate courses of chemotherapy, both preoperative or in patients who 
did not undergo surgery. Please only record the initial chemotherapy course. 
- Patients who received two separate courses of radiotherapy, both preoperative or in patients who did 
not undergo surgery. Please only record the initial radiotherapy course. 

 
 

Enter two separate oncology records in the following cases: 
Patients who had surgery and had a course of chemo/radiotherapy preoperative (where treatment 
intent is either ‘neoadjuvant’ if the initial treatment plan was chemo/radiotherapy and then surgery or 
‘curative’ if the initial treatment plan was definitive chemoradiotherapy but the patient proceeded to 
surgery due to incomplete response) 
AND 
Had further chemo/radiotherapy postoperatively (where treatment intent is either ‘adjuvant’ if the 
treatment intent is still curative, or ‘palliative’ if the treatment intent has changed to palliative). 

In the chemo-radiotherapy file there is a modality 
for chemo-radiotherapy as a combined 
treatment, is this where chemotherapy and 
radiotherapy is given at the same time or one 
after the other? 

Chemo-radiotherapy is where both chemotherapy and radiotherapy are used for the same purpose 
(i.e., definitive, palliative, adjuvant etc.). The two modalities can be given at the same time OR 
sequentially, it doesn’t matter provided they were given for the same purpose (rather than, for 
example, neoadjuvant chemotherapy and adjuvant radiotherapy, where the purpose of the two 
therapies is different). 

Our system collects chemotherapy and 
radiotherapy as individual records, does this 
mean I need to work out how to upload as a 
single treatment? 

The Audit’s CSV file facility works in such a way that if a second file with more data is uploaded this 
will over-write the existing data in the system. Therefore, no change should be necessary as the 
second upload will simply fill in the blank treatment details. 
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How should I respond to the data item 'Did the 
patient proceed to planned curative surgery?' 
for a patient who completes neo-adjuvant 
chemotherapy and the MDT agrees curative 
surgery but the surgeon then discovers the 
disease is inoperable and the surgery has to 
be abandoned? 

 

 
 
 

You should select 'No' for 'Did the patient proceed to planned curative surgery?' 

Endoscopic / Radiological Palliative Therapy (ERPT) 

With regards to the endoscopic palliative 
therapy dataset and procedure details, if 
patients have multiple procedures as part of a 
treatment package should we complete one 
form or a form for each procedure within the 
treatment package, e.g. if a patient has 
brachytherapy? 

 
You will only have to collect specific data on the first therapeutic procedure. We are not asking for 
data on subsequent procedures for several reasons. 

1. It increases the data burden on local units, and this is something that throughout the design of the 
dataset we have made great efforts to minimise. 

2. From a methodological point of view it makes the data extremely difficult to analyse. 
3. Details of subsequent stenting procedures etc. can be followed up on HES. 

Does ‘insertion of oesophageal stents’ need to 
be recorded as treatment? I am having difficulty 
finding this treatment on the system. 

Oesophageal stents do need to be recorded as treatment – the details should be entered into the 
‘Endoscopy Radiology Palliative Therapy’ record. 

In the endoscopic palliative file under 
procedure there is an option for 'Stent 
Insertion', does this cover any type of stent or 
just oesophageal stent? 

The option covers any stent inserted for oesophageal or gastric cancer. In practice the vast majority 
of these will be oesophageal stents. There will be a few duodenal stents inserted for stenosing 
pyloric tumours, but the vast majority will be oesophageal.  Pancreatic and biliary stents are only 
ever used for carcinomas of the head of the pancreas or cholangiocarcinomas causing pancreatic or 
biliary obstruction. These problems don't occur in oesophageal or gastric cancer. 

Are duodenal stents included as Endo- 
Palliative Care? No 
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Private Patients 
 
 
 
 
 
 

How should I enter records where the patient 
was diagnosed at a private hospital? 

Patients diagnosed at a private hospital and treated at an NHS hospital should be included in the 
audit. These patients should have all the same data items completed as an NHS patient. 

 
Patients diagnosed at an NHS hospital and treated in a private hospital should be included in the 
audit. These patients should have all the same data items completed as an NHS patient. 
- Any treatment received privately should be entered as normal. Select the hospital where the 
decision was made to treat the patient and where the consultant giving the treatment is based. 

 
Patients who are diagnosed and treated entirely in the private sector are currently not included in the 
audit because private hospitals do not currently participate in the audit. 
We expect this to be a minor issue in this audit, due to the scale of the surgery and the urgency of 
treatment, most patients will receive their treatment on the NHS. 

How should I complete the mandatory field 
‘Date of referral to OG team for investigation’ 
for private patients who have been 
investigated elsewhere, and have then been 
referred to us as a tertiary provider? 

 
 

Private patients should be entered as ‘Referral from Another Hospital Consultant’, with the ‘Date of 
Referral to OG Team for Investigation’ as date of the referral letter to your hospital. 
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