
National Oesophago-Gastric Cancer Audit 

Frequently Asked Questions 
CONSULTANT OUTCOMES PUBLICATION 

Page 1 of 2 

 

 

 
 
 
 

Question Answer 

Inclusion criteria 

 
What are the inclusion criteria for the 2015 
Consultant Outcomes Publication? 

Patients diagnosed with oesophageal and gastric cancer between 1 April 2012 and 31 March 2014 
who went on to undergo curative surgery. 
Excluded are patients with palliative surgical intent, open-and-shut procedures, and bypass 
procedures. 

What grade of surgeons will be included in 
public reporting? 

Please only enter GMC codes on surgeons at consultant level in the two fields used for public 
reporting (surg_code and surg_code2). Any other surgeons (e.g. trainees) can be entered in the field 
‘surg_code4’. 

Are HGD patients excluded from COP data? Yes 

Outcomes 

 
 

 
How are outcomes ascertained? 

We link the audit data to data from the Office for National Statistics (ONS). Based on the vital status 
returned by ONS (either death date or ‘alive’) we calculate 30 and 90 day mortality. ONS tracing is 
robust and accurate in over 99% of cases. Note, however, that recording of ‘death in hospital’ takes 
priority over ONS data. For example, if a patient is erroneously coded as ‘death in hospital’ the death 
will still be included in the 30 and 90 day mortality rate, even though the ONS tracing does not return 
a death date. 

How is 30 and 90 day post-operative 
mortality collected? 

 

The 30 and 90 day post-operative mortality is calculated from the operation date (as recorded in the 
audit) and the date of death (recorded in Office of National Statistics Mortality Data).  As a result it 
reflects any deaths occurring within the relevant post-operative timeframe. 

 
 

 
How are deaths for ‘dual surgery’ dealt with 
where two surgeons are recorded? 

In these cases both surgeons have a death recorded in calculating their outcomes. This follows 
guidance from HQIP on dual reporting. 
Similarly if a patient survives post-operatively the patient outcome is allocated to both surgeons. 
Where this rule seems problematic, we suggest that only one surgeon is recorded. 
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How are risk adjusted outcomes calculated? 

The risk-adjusted data take into account information on the following patient characteristics: age, sex, 
ASA grade, performance status, overall TNM stage, site of cancer and number of comorbidities. 
Risk adjustment in practice: Large differences between observed and adjusted outcomes are 
uncommon, and usually explained by data quality issues and low volume. For example, a key 
predictor of postoperative mortality is ASA grade. This is distributed as follows in the NOGCA sample: 
ASA 1: 17.2%, ASA 2: 53.9%, ASA3: 27.6%, ASA 4: 1.3%. If the distribution of ASA grade differs 
substantially for the patients of an individual consultant, then large differences between observed and 
adjusted outcome rates may occur. This happens sometimes, not so much because of differences in 
the patient case mix, but because of systematic coding differences (e.g. defaulting ASA to 1). 

Is it intent at treatment plan or intent at surgery 
which renders a patient curative or palliative? 

Surgical intent. 

What does ‘sum of dual operations’ mean? This is the total number of patients who were treated by two (or more) surgeons. 

 


