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About the National Bowel Cancer Audit 
What is the National Bowel 
Cancer Audit? 

The National Bowel Cancer Audit (NBOCA) was established to describe and 
compare the diagnosis, care and outcomes of patients diagnosed with bowel cancer 
in England and Wales; it is now well established and the 2016 Annual Report 
includes data on over 30,000 patients. The Audit’s overall aim is to measure the 
quality of care and survival of patients with bowel cancer in England and Wales.  
 
The audit is commissioned by the Healthcare Quality Improvement Partnership 
(HQIP), has been developed by the Association of Coloproctology of Great Britain 
and Ireland (ACPGBI) and is managed by the Clinical Audit Support Unit within the 
Health and Social Care Information Centre on behalf of the Clinical Effectiveness Unit 
(CEU) of the Royal College of Surgeons of England. 

Is the audit included in Quality 
Accounts? 

Yes, the audit is included in Quality Accounts.  Trusts should refer to the most recent 
published participation and case ascertainment data when completing Quality 
Accounts.  The latest annual report can be found by visiting the audit webpage: 
http://content.digital.nhs.uk/bowel  

What is the relationship of 
NBOCA to Wales? 

The Audit receives an upload of colorectal cancers diagnosed and managed in Wales 
centrally from the Cancer Network Information System Cymru (CaNISC) system. In 
England the Audit dataset is linked to HES data at the patient level to obtain further 
information on patient care and follow-up, such as stoma reversal and emergency 
readmissions, the equivalent data for Wales (Patient Episode Data Wales (PEDW) 
which will be used in the 2017 annual report.    

What is the relationship of 
NBOCA to Scotland and 
Northern Ireland and the 
devolved nations? 

The audit does not receive data from Scotland or Northern Ireland.    
If you are representing a devolved nation and wish to submit data to the Audit then 
please contact HQIP who will be able to advise. 

 
Annual report 
What is the deadline to submit 
data to the audit? 

The latest information about data submission deadlines can be found at 
http://content.digital.nhs.uk/bowel.  For the 2017 annual report patients must be 
entered onto CAP by Friday 20th January 2017 in order to be linked to HES/ONS 
data. The final deadline for adding details or amending information is 22nd June 2017. 

When will the results be 
published? 

The 2016 annual report was published in December 2016; this includes data on 
patients diagnosed from 1 April 2014 to 31 March 2015. 
 
We plan to publish the 2017 annual report in late 2017. 
All annual reports can be found by visiting the audit webpage: 
http://content.digital.nhs.uk/bowel  

 
Clinical Audit Platform 
How do I submit data to the 
audit? 

To submit data to the audit you will need access to the data collection system, the 
Clinical Audit Platform (CAP) which has been in use since March 2014. Full details on 
how to obtain log-in details and passwords for the Clinical Audit Platform can be 
found in the Clinical Audit Platform FAQs from http://content.digital.nhs.uk/bowel  

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

You should submit data to the audit throughout the year; the data collection system 
remains open so data can be submitted 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. 
 
If the treatment data is not ready to submit at the time of submission deadline, it will 
be included in the following audit year.  We use an accumulation of data in the 
analysis for the annual report and will therefore eventually report outcomes for all 
patients. 

 
Dataset 
What data items are collected? The full dataset can be found on the audit webpage: 

http://content.digital.nhs.uk/bowel
http://content.digital.nhs.uk/bowel
http://content.digital.nhs.uk/bowel
http://content.digital.nhs.uk/bowel


National Bowel Cancer Audit (NBOCA)                 
Frequently Asked Questions (FAQs) 
 

Page 3 of 15 

http://content.digital.nhs.uk/bowel if any changes are made to the dataset then the 
documentation on the website will be updated.  It is advisable not to print off and 
keep a copy of the dataset for reference but to refer to the documentation on the 
website. 

Which data items are 
mandatory? 

The dataset spreadsheet 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) – 
see Data Items tab, those marked with a Y are mandatory data items. 

Which responses are valid? The dataset spreadsheet contains all the valid responses – see Reference Data tab 
Clicking on the List next to the data items will take you to the valid data fields. 

Is the dataset now fixed or can 
the Clinical Audit Platform 
(CAP) and the relevant dataset 
be modified to ask new 
questions? 

An exciting feature of the move to the Clinical Audit Platform is its flexibility which 
supports the freedom to ask new questions and adapt and develop the dataset to 
collect new data items. The Audit dataset is aligned to COSD as much as possible so 
the Audit dataset will change from time to time to keep up to date with changes in 
COSD. The Audit development cycle has also been aligned to the development cycle 
of the Somerset Cancer Registry system with two development releases, one in the 
autumn and one in the spring. 

What are the ONS rules for 
completion of the data item 
‘Postcode’? 

The postcode should be an 8-character alphanumeric combination, as per the 
patterns below; 
Pattern            Example  
A9 9AA            M1 1BA  
A99 9AA          N12 1UD  
AA9 9AA         EH9 4UA  
AA99 9AA       RG6 1WG  
A9A 9AA         W1A 1NA  
AA9A 9AA       SW1A 1HQ 

What patients are included in 
the audit? 

The audit includes all new diagnoses of primary bowel cancer within the current 
reporting period. Included patients must be; 

• Aged 18 or older at the date of diagnosis 
• Diagnosed in the audit period (April-March) 
• Diagnosed with colorectal cancer, with one of the follow ICD10 codes; 

• C18      Malignant neoplasm of colon 
• C19  Malignant neoplasm of rectosigmoid junction 
• C20 Malignant neoplasm of rectum 

What patients are excluded 
from the audit? 

• Recurrent cancer – the audit only reports on primary cancer diagnoses 
• Primary cancer without a colorectal site 
• Sarcomas  
• B cell lymphoma 
• Neuroendocrine / Carcinoid tumours 
• Melanoma 

 
 
 
Data collection 
My patients move across a 
number of organisations 
throughout the patient pathway 
– how does NBOCA cope with 
this? 
 
How do you expect data 
collection to be handled 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 are a high number of mandatory data items, it is important that trusts work 

http://content.digital.nhs.uk/bowel
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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 
is 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. 

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 
chemoradiotherapy 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? 

When undertaking treatment specific analysis, the annual report will allocate patients 
to the Trust where the treatment was undertaken e.g. for analyses based on surgical 
outcomes, patients are allocated to the Trust recorded in the surgical record. 

How should I enter data on a 
patient who unfortunately died 
before the MDT? 

As the patient died before the MDT and therefore no treatment was planned, this 
patient should be excluded from the Audit. 

How would we record patients 
who die before treatment? 
 

For those patients who die before treatment is decided but have had their treatment 
planned at the MDT: 
In the Tumour record, for Planned Cancer Treatment select x: No Cancer Treatment 
then for Reasons for No Cancer Treatment 04: Unfit: advanced stage cancer. 
 
We will also link this to their date of death from the Office of National Statistics. 

If a patient receives more than 
one 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 about ALL the different 
types of treatment a patient receives (surgical, oncological or endoscopic) not just 
their first treatment.  If a patient has more than one surgical procedure then we are 
interested in the procedure that best describes resection of the primary colorectal 
cancer and this is the one that should be submitted to the Audit. 
 
We do not collect information about surgery to remove distant metastases. 
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Anal cancers 
Should the anal cancer be an 
adenocarcinoma or do you want 
squamous cell carcinomas 
adding? 

All anal cancers should be entered whether adenocarcinoma or squamous cell 
carcinoma. 

Do you just want patient and 
tumour files uploaded for the 
anal cohort? 

No. The same data items should be completed for the anal cancers as for the 
colorectal cancers (i.e. patient and tumour records, surgery record and/ or 
chemoradiotherapy record). 

 
Tumour record 
Is the “date of diagnosis” the 
date of the actual procedure OR 
the date the procedure was 
authorised (reported)? 

Record the date when cancer was confirmed or diagnosis agreed.  This will typically 
be the date of the pathology report which confirms the cancer.  

Is there a suggested way of 
dealing with emergency 
patients?  We have a number 
who come in one day and have 
an operation within days, 
frequently missing MDT and so 
missing pre-treatment staging 
as radiologists don't like to stage 
without diagnosis.  Do we 
retrospectively ask them to 
stage what it looked like or 
would it be sensible to use the 
surgical staging?  

If there was a CT scan before the emergency resection (which there almost always 
is) there should be a pre-treatment radiology stage. 
 
After the resection, the final stage is the combined pathology and radiology stage: 
pT? pN? M?  The final stage with all the available information is the most important 
for risk adjustment in the Audit. 
 

How should synchronous 
tumours be entered? 

Synchronous (multifocal) tumours are defined as discrete tumours apparently not in 
continuity with other primary cancers originating in the same site or tissue. The audit 
only collects the full dataset on the primary tumour i.e., the tumour that requires the 
'biggest' procedure to deal with it. 
 
If the patient also has synchronous tumours, as identified by the clinician at 
presentation, these can be recorded in the data item ‘Synchronous Cancer’ – multiple 
sites can be selected. 
 
NB: Rectosigmoid has been dropped as an anatomical term.  This is because from 
about 30,000 cases it generated a subset of 400 cases that could not be usefully 
analysed as being either colon or rectum.  Therefore rectosigmoid has been dropped 
and the MDT has to either opt for rectum or sigmoid as a site – this applies to both 
primary and synchronous tumours. 

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

You should select 'Care Plan Intent’ as Z: Non-curative and then ‘Planned Cancer 
Treatment’ as 02: Teletherapy. 
 

How should I complete 
monitoring intent? 

This is for patients having no active treatment only and is to distinguish between 
those under “watchful waiting” (future palliative intent) and those under “active 
monitoring” (future curative intent). 
 
The full definition is available in the NCIN User Guide; 
http://www.ncin.org.uk/collecting_and_using_data/data_collection/cosd   

How should information about 
treatment be entered for 
patients not undergoing 

In the tumour record on the CAP system the following fields describe the planned 
treatment; 
Care Plan Intent 

http://www.ncin.org.uk/collecting_and_using_data/data_collection/cosd
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surgery? Planned Cancer Treatment Type 
No Cancer Treatment Reason 
 
All patients should have the Care Plan Intent completed.  For patients with some form 
of treatment planned for their tumour (including palliative care), Planned Cancer 
Treatment Type should also be completed.  For patients with no planned curative 
treatment for their tumour, No Cancer Treatment Reason should also be completed. 
 
If the patient receives radiotherapy or chemotherapy please complete the 
Chemotherapy record. 

How do we record TNM staging 
for patients with rectal cancer 
who undergo long-course 
neoadjuvant chemoradiotherapy 
prior to resective surgery? 

Enter the initial staging scan results. 

 
Surgery record 
How should we record the 
Consultant code given that 
NBOCA does not enable upload 
of a second surgeon? 

The General Medical Council (GMC) Code for the consultant who was actually in 
overall charge of the patient's surgical treatment during the time the patient was in 
hospital undergoing surgery. 
 

Which GMC code should be 
used if a patient is admitted as 
an emergency and undergoes 
emergency or urgent surgery 
before being transferred to a 
colorectal consultant for the rest 
of the admission / future care; 
that of the general surgery 
consultant who did the 
procedure or that of the 
colorectal consultant who the 
care is transferred to? 

It should be the consultant whom the patient was under at the time of the operation; 
in this case the general surgery consultant. 

Which procedure should a 
subtotal colectomy and ileo-
sigmoid anastomosis come 
under? 

It would go under extended excision of the right colon as this procedure is normally 
done for an obstructing cancer.   
 

How should I enter Sub Total 
Excision of Colon? 
 

If it is an extended right hemicolectomy then H06.9 should be entered; if it is some 
form of left hemicolectomy then H09.9 should be entered.  OPCS code H29.x is 
mapped to H05.1 Total colectomy and ileorectal anastomosis. 

If a patient has a de-functioning 
colostomy, before the main 
curative procedure should this 
be recorded or should they just 
record the stoma carried out 
during the main procedure? 

Only the details of the curative resection are required – not that of any stoma that 
preceded the resection. 
 
 
 
 

If a patient has a colonoscopy 
(converted to EMR) and they 
find a polyp which then turns out 
to be a cancer and is completely 
excised, how should this be 
recorded in the audit? 

This patient should be included, as colorectal cancers are the basis of the audit. 
 
The final stage TNM coding for a polyp cancer after polypectomy, imaging and 
colonic resection would be: pT1, pN0, M0. 
 

How should transanal 
endoscopic surgery be 
recorded? 

Currently transanal endoscopic operation (TEO) and transanal minimally invasive 
surgery (TAMIS) should be recorded as H41.2 (TEMS). 
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How should I enter data for a 
patient receiving long course 
chemoradiotherapy and then 
subsequently underwent 
anterior resection for the 
primary tumour? 

Please enter the preoperative chemoradiotherapy details as well as the surgery 
details. 

How should we record if the 
only treatment was the insertion 
of a colonic stent? 

Under CarePlanIntent in the Tumour record enter Z Non Curative if the stent was the 
final management without resection. 
 
Under PlannedCancerTreatmentType in the Tumour record enter 05 Specialist 
Palliative Care if the stent was the final management without resection. 

How do we record a tumour if it 
is found to be perforated at the 
time of surgery (not by the 
surgeon, but by the tumour)?  
Do we record this as a curative 
procedure or palliative 
procedure? 

Curative or palliative treatment is a clinical decision at the time of surgery and is 
entirely the discretion of the surgeon after reviewing the procedure. 

How should ASA Grade be 
recorded in the Audit? 

Joint statement from ACPGBI and NBOCA regarding ASA grade and colorectal 
cancer patients in NBOCA: 
 
ASA grade is a widely used subjective assessment of comorbidity employed largely 
by anaesthetists to label anaesthetic risk. ASA grade is a central component of 
NBOCA – risk adjustment, including the determination of the individual clinical 
performance indicator - Consultant Outcome Publication. 
 
Feedback from some MDTs has indicated that the diagnosis of colorectal cancer has 
been used routinely to justify ASA II – despite the fact that the large majority of 
colorectal cancer patients have localised disease at the time of resection and not 
systemic disease. 
 
Recommendation for ASA grade in the case of Resected Cases submitted to 
NBOCA: 

• The ASA grade of each patient must be determined by the anaesthetist alone 
before resection of the cancer.  The anaesthetist commonly gives this 
judgement as part of the “Time Out” – before the surgical procedure starts. 

• The Colorectal Surgeon should record the ASA grade given by the 
anaesthetist in the operation note and this will be the grade submitted to 
NBOCA. 

• The Colorectal Surgeon should not at any stage determine the ASA grade of 
the patient undergoing resection - as this ASA grade will be used in the risk 
adjustment of that clinician’s outcome performance. 

Do I still need to complete 
SurgicalAccess if I put ‘Yes’ for 
RoboticSurgery? 

Yes. SurgicalAccess is a mandatory data item (dependent on the surgical procedure) 
 
 
 

Some data items (like 
RoboticSurgery) appear midway 
through the record as listed in 
the Data item tab in the Excel 
data set file, but then at the end 
of the .csv tab. Which is 
correct?  

The Data items tab reflects the order of the data items as they appear in the user 
interface of CAP.  New data items are added to the end of the CSV file specification 
which is reflected in the .csv tabs. 
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Pathology record 
Which pathology staging system 
is used in the audit TNM5 or 
TNM7? 

TNM5 – the Audit has been advised that to conform with COSD the staging 
dropdown lists should conform with TNM5. The current College (RCPath) guidance is 
to use TNM 5, not TNM 7. 
 
A few units use both systems in reports but quote which is which. The College has 
now advised that whenever using a TNM stage, the version is quoted (i.e., T4a N2- 
TNM5).  It is hoped that TNM8 (when developed) will solve some of the current 
discrepancies between the two systems. 

How should I enter data for 
patients who had a polypectomy 
which has shown a cancer in 
the polyp and then undergo a 
formal bowel resection which on 
final histology shows no residual 
tumour? 

The Final Stage of a polyp cancer after polypectomy, imaging and colonic resection 
would be pT1, pN0, M0. 

How should I enter data for 
patients with rectal cancer who 
undergo neo-adjuvant 
chemoradiotherapy and have a 
complete response so that the 
final histology after resection 
shows no residual tumour? 

Patients with a complete response after resection with no tumour in the specimen 
would be yPT0, yPN0, M0. 

Do we record biopsies as well 
as excisions? 

For a patient who doesn’t have a major resection please enter T stage information for 
any biopsy or polyp removal. For biopsy positive cancers enter any pre-treatment 
TNM information. 

What does “Size of specimen” 
refer to? 

This refers to the size in millimetres of the diameter of a lesion and has a limit of 
300mm. If you have specimens larger than this, please go back to pathology to 
confirm they are using the same definition. 

 
Chemoradiotherapy record 
Should I only enter 
chemoradiotherapy data for 
patients who have also 
undergone surgery? 

No – we are interested in the chemoradiotherapy received by all patients, regardless 
of whether they undergo surgery. 
 
Where a patient has undergone surgery, data should be entered into the pre- and 
post-operative data fields. 
 
Where a patient has not undergone surgery, data should only be entered into the pre-
operative data field.  If the patient has palliative chemotherapy only and no surgery 
enter 03 in PlannedCancerTreatmentType.  

 
 
 
Private patients 
Do we include private patients in 
our submissions to the NBOCA? 

Yes, all patients whether private or NHS that meet the audit inclusion criteria should 
be discussed at the MDT meeting and submitted to the audit. Please complete the 
same data items for patients irrespective of where they were treated.   

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. Although private hospitals do not currently participate in the 
audit, you should still enter the details on this patient. 
 
You can put the Source of Referral as 97: Other – not initiated by the Consultant 
responsible for the Consultant Out-Patient Episode. 

How should I enter data for a 
patient who decides to receive 

Any treatment received privately should have all the forms filled in as normal.  We 
expect this to be a minor issue in this audit, due to the scale of the surgery and the 
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treatment privately, should we 
complete any of the treatment 
plan? 

urgency of treatment, most patients will receive their treatment on the NHS. 

How should I enter data for a 
patient who received 
chemotherapy at a private 
hospital? 

If the private hospital is not present in the data collection system, please email 
bowelcancer@nhs.net so this organisation code can be added to the system and 
data recorded against the private hospital. 
 

 
Risk-adjustment 
Which risk-factors are outcomes 
adjusted for? 

Age (modelled as age plus age-squared), sex, ASA grade, T-stage, N-stage, M-
stage, cancer site, mode of admission (from HES), number of comorbidities 
(Charlson Score from HES), and the interaction between age and distant metastases 
are included in the risk adjustment model. 
 
18-month stoma rate was not adjusted for cancer site as it included only rectal cancer 
patients.  
 
The model for two-year mortality additionally included interactions between follow-up 
period (0-3 months after surgery vs. 3-24 months after surgery) and all of the risk 
factors. This allows risk factors to have a different effect shortly after surgery and in 
the longer term. For example, the effect of ASA grade is much larger peri-operatively 
than in the longer-term, whilst cancer stage has a much larger impact on longer-term 
than short-term mortality.  

How is risk-adjustment carried 
out? 

The adjusted outcomes were estimated using indirect standardisation. The observed 
number of events for a trust or hospital was divided by the number expected on the 
basis of the multivariable regression model. The adjusted rate was then estimated by 
multiplying this ratio by the average rate in all patients included in the analysis. If a 
provider tends to treat patients who are lower risk than the national average, their 
adjusted outcomes will be higher than their observed outcomes. If a provider tends to 
treat patients who are higher risk than the national average, their adjusted outcomes 
will be lower than their observed outcomes.  
 
A worked example is given below: 
 
Observed events = number of patients at the Trust with the event of interest. 
 
Expected events = sum of predicted risks over all patients at the Trust, not just those 
with the event (from multivariable prediction model).  
 
Adjusted rate = Overall national rate x (Observed events / Expected events) 
 
In a rather artificial example, a Trust operates on 10 patients, 1 of whom dies within 
90 days, and so their observed mortality is 10%.  These patients are predicted to die 
with the following predicted risks (from the prediction model):  
0.02, 0.05, 0.05, 0.10, 0.10, 0.10, 0.20, 0.25, 0.30, 0.35. 
 
Observed deaths = 1 
 
Expected deaths = 0.02 + 0.08 + 0.05 + 0.10 + 0.10 + 0.10 + 0.10 + 0.15 + 0.20 + 
0.25 = 1.15 
 
The overall 90-day mortality across England and Wales is 3.8%  
 
The hospital’s risk-adjusted mortality is therefore 3.8x(1/1.15) = 3.3%.   
 
This Trust was operating on particularly high-risk patients.  The number of deaths 

mailto:bowelcancer@hscic.gov.uk
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observed at this hospital was a little less than the number of deaths expected for 
patients with these characteristics and therefore their risk-adjusted mortality is a little 
lower than the overall national rate, and much lower than their observed rate. 

My trust/network has an unusual 
distribution of a risk-factor. How 
will this affect my adjusted 
outcome? 

If your trust/network has unusually low-risk patients compared to all patients 
nationally, for example they tend to be younger, or have lower ASA grade, or less 
advanced cancer, the adjusted outcomes for your trust/network will be higher than 
the observed outcomes. Conversely, if your trust/network has unusually high-risk 
patients compared to all patients nationally, the adjusted outcomes for your 
trust/network will be lower than the observed outcomes.  

How is the Charlson 
Comorbidity Score defined? 

The Charlson Comorbidity Score is calculated using HES. A comorbidity is defined as 
any hospital admission with one of the following diagnoses in the last year, including 
the current admission: 

• congestive cardiac failure 
• peripheral vascular disease 
• cerebrovascular disease 
• dementia 
• rheumatological disease 
• liver disease, diabetes 
• hemiplegia/paraplegia 
• AIDS/HIV; 

or any of the following diagnoses at a previous hospital admission in the last year:  
• myocardial infarction 
• chronic pulmonary disease 
• chronic renal disease. 

 
Note that the patient does not have to have been admitted for the comorbidity for it to 
be included. The comorbidity needs to be included in the patient notes and from 
there, to make its way into HES, to be included. This can be recorded in the notes at 
the admission for the bowel cancer resection. See British Journal of Surgery 2010; 
97: 772–781 for more details. 

How is missing information on 
risk-factors dealt with? 

Patients with missing date of surgery are excluded, and multiple imputation, with 10 
imputed datasets, is used to fill in any missing information on the risk factors. The 
method, known as Multiple Imputation using Chained Equations, uses a patient’s 
other risk-factors to predict their missing information, whilst taking into account the 
uncertainty due to their missing information. 
 
In addition to the data items in the risk-adjustment model, and the outcomes, the 
following items are used to predict missing risk-factors: surgical urgency, mode of 
admission according to NBOCA, surgical procedure, number of lymph nodes 
extracted, number of positive lymph nodes extracted, Index of Multiple Deprivation, 
length of hospital stay, and days from diagnosis to surgery. 

My trust/network has very 
incomplete data on some risk-
factors. Is this likely to affect our 
adjusted outcomes? 

Where patients are missing any risk factors, values are imputed based on their other 
risk factors and the variables listed in the FAQ above. This only leads to unbiased 
estimates of the outcome if there is no systematic difference between patients with a 
risk factor missing and those with it recorded, after taking into account all of the data 
items used in the multiple imputation. Multiple imputation cannot produce estimates 
which are as accurate as those based on complete data, and it is therefore very 
important to provide complete information on all of the risk-factors used for 
adjustment. The strongest of the risk-factors that come from NBOCA are age, ASA 
grade and TNM stage, and it is particularly important that these are complete. 
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Is TNM staging radiological or 
histological? 

Histological TNM staging is used where it is available; otherwise radiological TNM 
staging is used. NBOCA no longer collects information about Dukes Staging, 
therefore is no longer able to update missing M-Stage data. Trusts should ensure M 
stage is completed, and update from their own record of Dukes' stage where 
necessary. The below table demonstrates how the Audit updates missing M stage 
data. 

 

Pathology M stage 
M0 M1 Mx M9 

Pre-
treatment M 

stage 

M0 No change No change 

Change 
pathology M 
stage to M0 

Change 
pathology M 
stage to M0 

M1 No change No change 

Change 
pathology M 
stage to M1 

Change 
pathology M 
stage to M1 

Mx No change No change No change No change 

M9 No change No change No change No change 
Why are surgical access, 
surgical urgency and procedure 
not included in the risk 
adjustment? 

The aim is to adjust for patient factors which reflect frailty of the patient and which 
cannot be influenced by the provider, so that apart from random variation, any 
remaining differences in outcomes between providers should reflect differences in 
quality of care. Providers have influence, to some extent, over the type of surgical 
procedure, the surgical urgency, and whether laparoscopic techniques are used, and 
these factors should not, therefore, be adjusted for. 

Which procedures are included 
as a major resection? 

• Right hemicolectomy 
• Extended right hemicolectomy 
• Transverse colectomy 
• Left hemicolectomy 
• Sigmoid colectomy 
• Anterior resection 
• APER 
• Pelvic exenteration 
• Hartmann's procedure 
• Total colectomy and ileorectal anastomosis 
• Total excision of colon and rectum 
• Total excision of colon and rectum + anastomosis of ileum to anus + create 

pouch 
 
 
90-day mortality 
How is 90-day mortality 
defined? 

90-day mortality is defined from date of death and date of surgery from NBOCA. 

Which patients were included in 
the estimate of 90-day 
mortality? 

All patients aged 18 or over diagnosed between 1 April 2015 and 31 March 2016 
who, according to NBOCA, underwent a major resection. Patients with cancer of the 
appendix and patients missing date of surgery or whose date of surgery is reported to 
be after their date of death were excluded. 

Why does NBOCA report 90-
day mortality rather than 30-day 
mortality? 

From a patient’s perspective the risk of post-operative death at 3 months is just as 
significant an outcome as death within 1 month of surgery. Post-operative death at 3 
months captures those deaths that occur after prolonged critical care support which is 
now a much more common feature of colorectal cancer resection and adds 
significantly to the procedure associated death rate. A previous study showed that 
the vast majority of deaths occurring within 90 days of surgery were as a result of 
complications of the surgery [Archives of Surgery 2009; 144: 1021-1027]. 
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30-day emergency readmission rate 
How is 30-day emergency 
readmission rate defined? 

Emergency readmission is defined as an emergency admission to any hospital for 
any cause within 30 days of surgery, according to HES. Date of surgery is taken from 
HES. Emergency admission is defined in HES as admission via Accident and 
Emergency services, or emergency admission via general practitioner, Bed Bureau, 
or consultant outpatient clinic. 

Which patients were included in 
the estimate of 30-day 
emergency readmissions? 

All patients aged 18 or over diagnosed between 1 April 2015 and 31 March 2016 
who, according to NBOCA, underwent a major resection. Patients with cancer of the 
appendix or whose readmission status could not be determined from HES were 
excluded. 

 
2-year mortality 
How is 2-year mortality defined? The observed 2-year mortality rate is the number of patients who died within 2 years 

divided by the sum of the amount of time each patient is followed for. For patients 
who survived for the 2 years their follow-up time is 2 years but for a patient who died 
at 3 months their follow-up time is 3 months. The 2-year mortality is not the number of 
patients who died within 2 years divided by the number of patients included in the 
estimate; it also takes into account when each patient died. Taking into account the 
amount of follow-up time means that the estimate compares not just the proportion of 
patients who died within 2 years but also how quickly they died. 
 
Consider as an example two units in which the same proportion of patients die within 
2 years. In this example the unit in which patients die earlier will have a higher 2-year 
mortality. This standard method for estimating longer-term mortality is called ‘Survival 
Analysis’. 

Which patients were included in 
the estimate of 2-year mortality? 

All patients aged 18 or over undergoing a major resection between 1 April 2012 and 
31 March 2013, according to NBOCA. Patients with cancer of the appendix and 
patients missing date of surgery or whose date of surgery is reported to be after their 
date of death were excluded. 

 
18-month stoma rate 
How is 18-month stoma rate 
defined? 

18-month stoma rate was estimated for rectal cancer patients undergoing major 
surgery.  Patients undergoing an abdominoperineal excision of the rectum (APER) or 
Hartmann’s procedure according to the Audit were assumed to have had a stoma at 
the time of their primary procedure; this was assumed to be permanent in patients 
having an APER.   
 
HES data is used to capture whether anterior resection (AR) patients received a 
stoma and the type of stoma that was created in all patients.  In patients having an 
AR or Hartmann’s procedure, information on subsequent stoma reversal was also 
obtained.  A procedure code for reversal of ileostomy or colostomy within 18-months 
of surgery was assumed to mean that the patient had their stoma reversed, 
regardless of whether the stoma was originally coded as an ileostomy or colostomy. 

Which patients were included in 
the estimate of 18-month stoma 
rate? 

All rectal cancer patients aged 18 or over undergoing a major resection between 1 
April 2012 and 31 March 2015 (according to NBOCA) who could be linked to HES. 

Are APERs included in the 
estimate of 18-month stoma 
rate? 

APERs are included in the estimate. The clinical interest is in the proportion of all 
rectal cancer patients undergoing a major resection who have a stoma at 18 months, 
not just those who have a “temporary” stoma.  This reflects both the use of sphincter 
preserving surgery and the reversal of temporary stomas. If APERs were excluded 
from the estimate there is a risk that it would incentivise their use.  

If a patient dies within 18 
months of their major resection 
for rectal cancer how are they 
included in the 18-month stoma 

The outcome is the proportion of rectal cancer patients with a stoma which has not 
been reversed within 18 months, whether the patient died or not. A patient with a 
stoma who dies within 18 months before having their stoma reversed is included in 
the numerator and the denominator of the 18-month stoma rate. Dying before a 
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rate? stoma is reversed is a poor outcome which, it was felt, should not be excluded from 
the estimate. The proportion of rectal cancer patients with a “temporary” stoma who 
die within 18 months of surgery before having their stoma reversed is relatively small, 
at 9% (see Figure 5.2 of the 2013 Annual Report), and therefore the inclusion of 
these patients has only a small effect on the 18-month stoma rate. 

 
 Consultant Outcomes Publication 
Why do I need to see my GMC 
number assigned cases? 

NHS England Transparency means that your colorectal cancer outcomes are now the 
subject of public scrutiny.  You need to know and indeed sign off your activity as 
correct.  Increasing publication of surgeon outcomes is the direction of travel for NHS 
England and it is likely that other outcome measures will be demanded alongside 
your GMC number.  You need to make sure that case assignment to your number is 
correct. 

What do I need to do to see my 
cases on the Clinical Audit 
Platform? 

You will need to ensure two things; 
1. Ask your cancer management team to perform a monthly upload of cases to 

the Clinical Audit Platform rather than a single upload just before the 
submission deadline.  This will ensure your data is current and can be 
checked and corrected. 

2. Obtain your own log in details to the Clinical Audit Platform to view your own 
data (please see the registration process and registration form from 
http://content.digital.nhs.uk/bowel) 

What if I find a discrepancy with 
the cases and outcomes 
assigned to my GMC number on 
the Clinical Audit Platform? 

Outcomes of colorectal cancer resections by GMC number represent performance 
outcomes for that clinician.  If there is a discrepancy then you need to bring this to the 
attention of your Trust’s cancer management team who will be responsible for 
correcting any inaccuracy. 

Why can’t I amend any data 
assigned to my GMC number on 
the Clinical Audit Platform? 

NBOCA made the decision in 2015 to amend consultant access to “read only” in 
order to improve the robustness of the data collected. 

Which patients were included in 
the estimate of 90-day 
mortality? 

All patients diagnosed with bowel cancer between 1 April 2011 and 31 March 2016 
who, according to NBOCA, underwent an elective or scheduled major resection 
regardless of curative intent. Patients under 18, those with cancer of the appendix, 
and those with missing date of surgery or date of surgery after date of death were 
excluded. 

Which patients were included in 
surgeon number of cases? 

The number of elective or scheduled (planned) major resections for bowel cancer 
performed by the named surgeon on patients diagnosed between 1 April 2011 and 
31 March 2016 (regardless of curative intent). Patients under 18, those with cancer of 
the appendix, and those with missing date of surgery or date of surgery after date of 
death were excluded. 

Which patients were included in 
trust number of cases? 

The number of elective or scheduled (planned) major resections for bowel cancer 
performed at the named trust on patients diagnosed between 1 April 2011 and 31 
March 2016 (regardless of curative intent). Patients under 18, those with cancer of 
the appendix, and those with missing date of surgery or date of surgery after date of 
death were excluded. 

Which patients were included in 
trust case ascertainment? 

Case ascertainment is expressed as a percentage of the number of bowel cancer 
patients reported to the audit by the named trust with a date of diagnosis of bowel 
cancer between 1 April 2015 and 31 March 2016, compared to the number of 
patients admitted for the first time to the named trust according to Hospital Episode 
Statistics (HES) data 

Which patients were included in 
trust major resection rate? 

This shows the percentage of patients diagnosed at the named NHS Trust who have 
their colorectal cancer removed by major bowel resection.  The denominator is all 
patients diagnosed with bowel cancer at the named trust between 1 April 2015 and 
31 March 2016 and the numerator the number of these patients who are recorded as 
undergoing a major resection (regardless of where surgery occurred). 



National Bowel Cancer Audit (NBOCA)                 
Frequently Asked Questions (FAQs) 
 

Page 14 of 15 

 
Outlier policy 
What is the outlier policy used 
by NBOCA? 

Detection and management of outliers for National Clinical Audits Guidance prepared 
by National Clinical Audit Advisory Group/HQIP (2011). Updated by HQIP in 
consultation with CQC, NHS England, NAGCAE, NHS Improvement May 2017. 

My trust/network has been 
identified as a potential outlier. 
What do we need to do next? 

The below table has been taken from the National Bowel Cancer Audit Outliers 
policy, it indicates the seven stages that may be needed in managing a potential 
outlier, the actions that need to be taken, the people involved and the time scale. It 
aims to be both feasible for those involved, fair to providers identified as potential 
outliers and sufficiently rapid so as not to unduly delay the disclosure of comparative 
information to the public. 

 

 

Outlier stages 
Stage  What action?  Who?  Working days 
1  Providers with a performance indicator ‘alarm’ require careful scrutiny of the data 

handling and analyses performed to determine whether there is:  
‘No evidence of being an outlier’  
• potential outlier status not confirmed  
• data and results revised in NBOCA records  
• details formally recorded.  
• procedure ends.  
‘Evidence of outlier status remains’  
• potential outlier status persists  
• proceed to stage 2  
 
There is a requirement for National Clinical Audit NCA providers to notify the 
Care Quality Commission of any confirmed alarm level outliers by the audit. 

NBOCA 
project 
team  

10  

2  For outliers at unit level, the Lead Clinician in the provider organisation is 
informed about the potential outlier status and requested to identify any data 
errors or justifiable explanation/s.  
 
For outliers at consultant-level, the consultant is additionally informed.  
 
Relevant data and analyses will be made available to the Lead Clinician (and 
consultant as required).    

NBOCA 
team and 
provider 
Clinical 
Lead  

5  

3  Lead Clinician / consultant to provide written response to NBOCA about reasons 
for the outlier status.  Revised data will be provided if appropriate.  

Provider 
lead 
clinician  

21 
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4  Review of Lead Clinician’s response to determine:  
 
‘No evidence of being an outlier’ 
• It is confirmed that the data originally supplied by the provider contained 
inaccuracies. Re-analysis of accurate data indicates provider is no longer an 
outlier.  
• Data and results will be revised in NBOCA records. Details of the provider’s 
response and the review result recorded.  
• Lead Clinician notified in writing.  
• process ends  
 
‘Evidence of outlier status remains’ 
• It is confirmed that, although the data originally supplied by the provider were 
inaccurate, analysis still indicates provider is an outlier; or  
• It is confirmed that the originally supplied data were accurate, thus confirming 
the initial designation of outlier status.  
• proceed to stage 5  
 
There is a requirement for NCA providers to notify the Care Quality Commission 
and NHS Improvement of any provider organisations that fail to respond 
appropriately (as described in the guidance) to notification of confirmed alarm 
level outlier status. Any audits for which the cohort data collection period is after 
the 1 November 2016 will be subjected to the new guidance. 

NBOCA 
project 
team  

21  

5  Contact Lead Clinician by telephone, prior to written confirmation of potential 
outlier status; copied to Medical Director and Chief Executive.  
 
For outliers at consultant-level, the consultant is additionally CONTACTED prior 
to written confirmation.  
All relevant data and statistical analyses, including previous response from the 
lead clinician, made available to the Medical Director and Chief Executive.  
 
Chief executive advised to inform relevant bodies about the NCA supplier’s 
concerns: primary care trusts, Strategic Health Authority, professional 
society/association, and Care Quality Commission. Informed that the NCA 
supplier will proceed to publishing information of comparative performance that 
will identify providers.  

NBOCA 
project 
team and 
provider 
Clinical 
Lead 

5  

6  Acknowledgement of receipt of the letter.  Provider 
chief 
executive  

10 

7  Public disclosure of comparative information that identifies providers (e.g., in 
annual report). 

NBOCA 
Project 
team  

 

http://www.hqip.org.uk/resources/detection-and-management-outliers-national-clinical-audits/
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