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THE DATASETS

This volume contains two data sets:- 

The National Minimum Data Set for head and neck cancer (NMDS)

The National Advisory Data Set for head and neck cancer (NADS)

The National Minimum Data Set is felt by BAHNO to be the minimum data that all consultant surgeons, oncologists or other specialists managing patients with head and neck cancer should be expected to collect on every patient presenting with head and neck cancer. 

A uniform system of coding is shown and coding reference sources described. There are examples of sample codes for site, morphology and operative procedures enclosed in the appendices, but users are advised to refer to the reference sources if more detail is needed.

The National Advisory Data Set is an expanded minimum data set which is felt by BAHNO to be advisory for those units who wish to have a better understanding of issues and outcomes in their patients and who have the resources to collect the additional items.

THE BOOKLET

The booklet has been divided into the following sections for easier reference:-

SECTION A
INTRODUCTION

Introduces the history of the development of the BAHNO national minimum data set and includes standards for data collection. 

SECTION B
CODING CLASSIFICATIONS UTILISED

Outlines coding structures and coding source abbreviations. Explains and gives examples of how the coding structures used in the data set work.

SECTION C
1999 BAHNO NATIONAL MINIMUM DATA SET (NMDS)

Includes a list of numbered national minimum data set items.

Gives definitions of specific items and clarifies the key dates used.

Includes a list of items with source of codes used and code classifications. 

Statutary requirements for the National Cancer Registries (shown in bold print).

Introduces a sample 1999 BAHNO national minimum data set proforma.

SECTION D
1999 BAHNO NATIONAL ADVISORY DATA SET (NADS)

Includes a list of advisory data set items.

A list of  advisory data set items with source of codes used and code classifications. 

Introduces a sample 1999 BAHNO national advisory data set proforma.

SECTION E
ADVISORY STRUCTURE OF A COMPUTERISED CLINICAL DATABASE

Gives advice on data relationships of the clinical events associated with the treatment of head and neck cancer patients.
SECTION F
CONCLUSION

Concludes the present development of the NMDS and introduces BAHNO’s plans for updating and maintaining further versions of the national head and neck cancer minimum data set.

SECTION G
APPENDICES
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SECTION A

INTRODUCTION

A1
History of the development of the BAHNO data sets

Collection of head and neck cancer data in the United Kingdom has evolved from individual committed clinician’s personal recording of patient cases, and from the cancer registries meeting statutary requirements. The latter until recently has lacked UICC stage information, and has therefore been hindered in producing outcome and TNM staged survival data.

The accurate co-ordinated collection of data between all the specialities managing head and neck cancer patients is the cornerstone to evolve, compare and monitor the quality of cancer care. It also provides the basis to evolve prospective audit and examine quality of life.

In Autumn 1996 at the Scientific Meeting of The British Association of Head and Neck Oncologists (BAHNO) in Cheltenham a discussion identified the need for a national minimum data set (NMDS) for professions managing head and neck cancer.

The Council of BAHNO asked Professor Newell Johnson to investigate the current situation, to help co-ordinate the excellent work being carried out in separate units and to chair a multidisciplinary group. Responsibilities of the group would be to review currently available data sets, define a cross-speciality BAHNO national minimum data set and produce this document. The National Advisory Group on Screening for Oral Cancer chaired by the Chief Dental Officer for England, expressed similar goals and part funded the project.

A multi-disciplinary meeting, involving clinicians from all specialities managing head and neck cancer, representatives from the cancer registries, Office for National Statistics, Department of Health and coding advisors met at the Royal Society of Medicine in March 1998 to review issues. From this emerged a working group, who in November 1998 built upon the data set initiatives enclosed in Effective Head and Neck Cancer Management (British Association of Otorhinolaryngologists Head and Neck Surgeons 1998) and linked to BASO (British Association of Surgical Oncologists) to define the NMDS in this document.

It should be recognised that this would not have been possible without help from numerous other individuals across the country who gave both their own insight and refined data sets as well as large amounts of time to produce this composite version. Gratitude is also owed to centres abroad who indirectly enabled the process by sharing their ideas.

In the document "Provision and quality assurance for head and neck cancer care in the United Kingdom. A nationally co-ordinated multidisciplinary approach" (August 1998), BAHNO identified that a minimum data set should be defined for collection on each case around a set of explanatory parameters including demographic variables, clinical and pathological staging, tumour grading, diagnostic categories and a wide range of treatment parameters. The NMDS produced has met these criteria.

The Royal College of Pathologists in 1998 also defined an MDS for histopathology reporting in head and neck cancer, and this has been incorporated into the overall MDS.

A2
The principles of a minimum data set

1. The NMDS should encompass the minimum amount of data to allow an individual patient and groups of patients with head and neck cancer to be identified, their management quantified, and analysis made of simple defined outcomes.

 The simple outcomes required are:-

· survival

· complications of treatment

· quality of life measures

2. The NMDS should allow assessment of variation of outcomes from the normal expected. The data set needs to contain factors that have been shown to be linked to survival by multivariate and univariate analysis.

3. The principle behind seeking the minimum of data is speed of entry, the likely relationship between volume of data and accuracy, and the lack of evidence that certain items are of relevance. However, any clinician can collect additional data to meet local or research needs and is encouraged to do so.

4. Wherever possible international classifications of coding should be utilised to allow cross-comparison of data e.g. ICD-10, UICC 5th edition, OPCS-4 etc. Local coding variants should be avoided.

5. The data set should be designed to allow cross-speciality liaison and comparison.

6. The data set needs to include all the mandatory items required by the cancer registries to meet statutary requirements. (appendix G1)

A3
Standards of data collection

To achieve meaningful results in the longer term will require a high standard of accurate collection of all data set items from the outset. A 'culture' for data collection and entry needs to evolve, the process of which may differ between units and centres based on availability of resources and personnel. A key factor in success is the continued active involvement of local clinicians to monitor inputs for completeness and accuracy.

A reliable means for validation of cases to ensure patient capture at diagnosis is required, and this is often best linked to pathology and cytology records, whilst it must be recognized that small numbers of patients will fall outside this group and alternative capture mechanisms will need to be utilized such as clinic records.

To allow subsequent survival analysis an update of current status is required on a regular basis. It is important to register new events for a particular cancer (recurrence or metastasis), events that may affect survival (development of a non-head and neck e.g. lung cancer) and the presence or absence of cancer at death or discharge. Local mechanisms to encompass this collection will need to be evolved.

SECTION B

CODING CLASSIFICATIONS UTILISED

B1
Coding Abbreviations Used

· CDA
 NHS Executive Code Development and Allocation Unit C/O Room 380D,

 


Skipton House, 80 London Road, Elephant and Castle, London SE1 6LW.

· ONS
Office for National Statistics (who run the National Cancer Registration Scheme)

· ICD-10
International Classification of Diseases Version 10

· ECOG
Eastern Co-operative Oncology Group

· UICC
International Union Against Cancer
· RCPath
Royal College of Pathologists, 2 Carlton House Terrace, London, SW1Y 5AF.
· NYCRIS
Northern and Yorkshire Cancer Registry and Information Service, 


Arthington House, Hospital Lane, Leeds, LS16 6QB.

B2
Sources of coding information

Most of the sources (books and CD Roms) described below will readily be found within the coding and information departments within any hospital. 

Additional assistance is available from the Regional Cancer Registries.

Current editions are as follows:-

· ICD-10. International Statistical Classification of Diseases and Related Health Problems.      10th revision World Health Organisation 1992

· ICD-O. International Classification of Diseases for Oncology second edition 1990. The morphology codes are included in Volume 1 of ICD 10 as a reference source.

· OPCS-4. Tabular list of the classification of surgical operations and procedures. Fourth revision Office of Population Censuses and Surveys HMSO 1990.

· UICC 5. TMN Classification of Malignant Tumours Fifth Edition 1997. International Union Against Cancer. Wiley Liss.

· SNOMED. Systematised Nomenclature of Medicine. College of American Pathologists Chicago 1982.

· ECOG Performance Status as published in The American Journal of Clinical Oncology. (CCT) 5:649-655, 1982. 

· ROYAL COLLEGE of PATHOLOGISTS Minimum data set for head and neck carcinoma

histopathology reports, November 1998. 

B3
Notes on coding classifications 

1. ICD-10
Tumour site codes

The classification of neoplasms is broken down into categories based on their point of origin, and behaviour

Sites for malignant neoplasms are prefixed by C 

C00 - C75 covers specified primary sites (but excludes lymphoid, haematopoietic and

related tissues)


C76 - C80 cover ill-defined, secondary and unspecified sites


C81 - C96 are malignant neoplasms of lymphoid, haematopoietic and related issues


C97 are malignant neoplasm’s of multiple independent primary sites

Sites for in situ and benign neoplasms are prefixed by D, but grouped into much broader categories

     
D00 - D09 relate to in situ neoplasms

     
D10 - D36 relate to benign neoplasms

     
D37 - D48 relate to neoplasm’s of uncertain or unknown behaviour

For each anatomical site the initial three alphanumeric code is supplemented by a decimal point and an additional digit to identify sub-site 0 to 7, or an overlapping site 8 (unless specifically indexed – see below), or unspecified sub-site 9.

Example:


C09 Malignant neoplasm of tonsil (excludes lingual tonsil (C02.4), pharyngeal 
tonsil C11.1)


C09.0  Tonsillar fossa


C09.1  Tonsillar pillar (anterior)(posterior)


C09.8  Overlapping lesion of tonsil i.e. involves pillar and fossa and not clear which is site of origin


C09.9  Tonsil unspecified i.e. sub-site not stated or known

An in situ tumour of the tonsil would be coded D00.0, where D00 are carcinoma in situ of oral cavity, oesophagus and stomach, sub-site  .0 lip, oral cavity and pharynx

A benign tumour of the tonsil would be coded D10.4, where D10 are benign neoplasms of mouth and pharynx, with sub-site .4 for tonsil.

2. ICD-0-2  - morphology codes

ICD 10 include a copy of this coding system to allow it to be used in conjunction with the above site codes, to identify histological type.

Morphology codes are prefixed by M to identify morphology. Four identity digits for the histological type of neoplasm, and a slash, then a one-digit behaviour code follow this as follows:


/0    benign


/1    uncertain benign or malignant

/2    carcinoma in situ


/3    malignant, primary site

/6    malignant metastatic, or secondary site
Example:


M8070 describes squamous carcinoma


M8070/2  squamous cell carcinoma in-situ


M8070/3  squamous cell carcinoma (Not Otherwise Specified)


M8070/6  squamous cell carcinoma metastatic 



          (i.e. in a node with an unknown primary)

There is also a  /9 behaviour code for malignant uncertain whether primary or metastatic site, but this is not applicable for use in conjunction with the  ICD 'C' site codes  as all malignant neoplasms are presumed to be primary /3 or secondary /6
It should be noted that some histological types of neoplasm are specific to certain sites or types of tissue and that the 'C' and 'D' site codes are shown after these.

e.g. M9310/3  ameloblastoma malignant (C41.0,C41.1) identifies that the morphology only relates to tumours occurring in the maxilla and mandible.

3. SNOMED - morphology codes

The morphology section of SNOMED is identical to ICD–O , but it also gives a broader description of pathological terminology to aid coding.
4. OPCS - operation codes

The basic structure of the classification comprises anatomically based chapters, each of which is given an alphabetic code. The next two digits describe the operation group, based on the largest operation first, descending to the smallest, followed by a decimal point and a fourth digit to identify the procedure itself.  If the procedure described does not match the categories above then provided the procedure is recorded a .8 can be added, and where unspecified a .9 can be added.

Example:

Chapter F - MOUTH


F44 Excision of salivary gland


F44.1 Total excision of parotid gland


F44.2  Partial excision of parotid gland


F44.3  Excision of parotid gland (not elsewhere classified)


F44.4  Excision of submandibular gland


F44.5  Excision of sublingual gland


F44.8  Other specified


F44.9  Unspecified

Within the classification certain codes do encompass multiple procedures, but otherwise the operation needs to be coded from its component parts e.g. having defined the primary resective procedure, separate codes for type of flap and its site of harvest need to be added.

BAHNO additional codes to OPCS

OPCS coding unfortunately fails to encompass the range of neck node dissection surgery performed, only a single code of T85.1 being available to describe all neck node dissection. 

The BAHNO minimum data set group advises members to utilise the West Midland Groups coding extensions (Watkinson personal communication) as included in the operation sample code section to allow continuity across the specialities. 

The system is based on the addition of an A for modified neck dissection and B for selective neck dissection, followed by Roman Numerals I to VIII to identify exact type of procedure performed (see appendix G2).

5. READ - operation codes

The Read clinical classification is a coded nomenclature specifically designed for use by clinicians in day to day patient care. It is not a book of codes, but only exist electronically, as it is designed to be a dynamic coding system readily updated, and also to cross reference to existing coding systems.

The codes are structured into a five level hierarchy represented by alphanumeric characters. The hierarchy operates from left to right, the first character describing the broad class, the second the subclass etc.

Operations commence with 7, and the more detailed and up to date nature of the codes enable a single code to describe multiple procedures. Within the sample operation section Read codes are shown in addition to assist users working in units that have now adopted Read coding.

6. ECOG - Performance Status

The Eastern Co-operative Oncology Group (ECOG) was established in 1955 as one of the first co-operative groups launched to perform multi-center cancer clinical trials.  Funded primarily by the National Cancer Institute (NCI), ECOG has evolved from a five member consortium of institutions on the East Coast to one of the largest clinical cancer research organisations in the U.S.A. with more than 5000 physicians, nurses, pharmacists, statisticians and clinical research associates (CRAs) from the U.S.A., Canada, and South Africa. 
ECOG clinical trials test new treatments, investigate new ways of preventing cancer, screen patients for earlier diagnoses, and monitor the quality of life and/or psychological impact of cancer while others detect cancer in its earliest stages. 

ECOG performance status scales and criteria were developed for use by doctors and researchers to assess how a patient’s disease is progressing, assess how the disease affects the daily living abilities of the patient, and determine appropriate treatment and prognosis.

7. Royal College of Pathologists Minimum Data Set For Head and Neck Cancer Histopathology Reports
Users are advised to consult this document in relation to the derivation of items on pathology including:

· Degree of differentiation

· Invasive front of carcinoma

· Vascular invasion

· Perineural invasion

· Bone/cartilage invasion

SECTION C

1999 BAHNO NATIONAL MINIMUM DATA SET (NMDS)

C1
Minimum data set items

1. Patient Registration Details

1.1
Patient’s NHS number

1.2
Patient’s hospital code

1.3
Patient’s hospital number

1.4
Surname

1.5
Forenames

1.6
Name at birth

1.7
Date of birth




1.8
Sex



1.9
Address at time of diagnosis

1.10
Current postcode address at diagnosis







1.11
Marital status at diagnosis 

1.12
Ethnic origin

History of Non Head & Non Neck Cancers 





1.13
Site 

1.14 Year of diagnosis





2.
Referral - Tumour Event Details

REFERRAL (first presentation only) 

2.1
Date of first symptom or Date of recurrence



2.2
Date of GP/GDP referral





2.3
Date first seen in hospital

TUMOUR EVENT DETAILS  (New section to be completed for each new primary. Existing patients that present with recurrence or metastasis need only complete items marked with*)

2.4
Primary head and neck tumour number* 

2.5
Current event* 

2.6
If recurrence – Type of recurrence*

2.7
Date of diagnosis or Date of recurrence*

2.8
How diagnosis reached

2.9
Treating ‘lead’ surgeon or oncologist

2.10
Previous treatment for current head and neck cancer elsewhere?

2.11
Performance status at presentation

2.12
Site of primary
2.13
Laterality (side of tumour) 

2.14
Final pre-treatment
T stage


2.15
Final pre-treatment
N stage

2.16
Final pre-treatment
M stage

2.17
Final pre-treatment
stage overall



2.18
Biopsy histology 

2.19 Differentiation


2.20 Date clinical management planned 

2.21 Treatment offered
2.22 Planned treatment modality* 


3.
Surgery and Post Surgery Pathology Details
3.1
Date surgery


3.2
Date discharge






3.3
Consultant surgeon(s) responsible for case







3.4
Main surgical procedure


3.5
Second surgical procedure

3.6
Third surgical procedure


3.7
Fourth surgical procedure

3.8 Fifth surgical procedure


3.9
Sixth surgical procedure
3.10
Date of pathology


3.11
Surgical specimen pathology 



3.12
Number positive nodes 



3.13 Differentiation


3.14
Pathological
T stage

3.15
Pathological
N stage

3.16
Pathological
M stage

3.17
Pathological
stage overall 

3.18
Tumour thickness


3.19
Margins (microscopic)


3.20
Invasive front

3.21
Extracapsular spread of lymph nodes

3.22
Perineural invasion




3.23
Vascular/lymphatic invasion


3.24
Bone/cartilage invasion


3.25 Extrathyroid invasion



4.
Radiotherapy details
4.1 Start date






4.2 Finish Date

4.3
Consultant oncologist responsible for case

4.4
Hospital for radiotherapy

4.5 Site treated


5.
Chemotherapy
5.1
Start date first cycle

5.2
Start date last cycle

5.3 Hospital treatment

5.4 Oncologist

5.5 Number of cycles given

6.
Performance status and Quality of Life

6.1
Performance status at one year from date of diagnosis  
7.
Current Status
7.1
Vital status

7.2
Current disease status



7.3
Date last known alive or date of death

7.4 Current follow up status



7.5 Date gone abroad

C2
Specific item definitions and key date definitions

1. Patient Registration Details

1.1 NHS Number

The NHS number is a unique identifier for each individual patient, which ultimately replaces the need for local hospital case record numbers. Since 1998 it has been required to be shown on all information transfers between NHS providers. There is, however, on occasion discrepancies between “old” and new NHS numbers and the process for reconciling these is organised by each hospital’s medical records department. Users are advised to consult their local department for further information

1.2 Hospital Code  

Each NHS hospital site has an assigned five alphanumeric identity code, as does each provider. Difficulties may ensue when a functional trust encompasses a number of different hospital sites. Users are advised to default to the base hospital of the main functional head and neck unit hospital.

History of Non Head & Non Neck Cancers

1.13 Site 

1.14 Year of Diagnosis

This identifies non head and neck primary malignancies that have occurred or subsequently occur in the patients follow up. Timing is by year of either histological, cytological, radiological  or clinical diagnosis. The site is code based on ICD 10, but only to two numerals unless more specific details are known. Sample codes are provided in appendix G2.

2. Referral – Tumour Event

REFERRAL – Referral details are only required for the first presentation.
2.1 Date of first symptom 

This records the month/year the patient first noted any symptoms related to the site of cancer.

This can be an approximate date. If  the  month is not known it is usual to choose the middle of the year i.e. 06/1999

2.2 Date GP/GDP referral

This is the date shown on the GP/GDP letter.

2.3 Date first seen by hospital

This is the date of the first outpatient attendance or acute admissions date if first 

presentation by this means.

TUMOUR EVENT  – This section should be completed for every new head and neck tumour seen. If an existing patient develops a recurrence or metastasis during follow up then only those items marked with an * need to be completed for the NMDS. Individual units may choose to record further details and are encouraged to do so.
2.4 Primary Tumour Number

Primary tumours are to be recorded in date order using a sequential  primary head and neck tumour number e.g. one, two, three etc. where 1=first primary, 2=second primary, 3=third primary.

An unknown primary is allotted its own code of 5=unknown primary for ease of subsequent identification.

The presence of a metastasis at the time of treatment of a primary does not require a separate entry to be created as this is accounted for by the TMN stage.


Occasionally multiple primaries of different head and neck anatomic sites may be diagnosed simultaneously. In this situation a nominal order based on decreasing size should be utilised to provide a head and neck primary tumour number for each primary.

2.6 Type of Recurrence

Subsequent development of each recurrence or metastasis during follow up should be recorded with the recurrence identified as local, regional or distant. Again each recurrence/metastasis is numbered in date order i.e. first recurrence, second recurrence, first metastasis, second metastasis etc. and a new entry created for each.

2.7 Date of diagnosis or Date of recurrence

This is the date of the first indication of malignancy or recurrence i.e. the date of the first positive biopsy performed, or the date of the first positive cytology performed. If no histology has been performed then the first date of any other diagnostic test performed e.g. radiology. If none of the above then the date when a clinical diagnosis was made.

2.14 – 2.17 Final pre-treatment TNM staging

This is staging before any treatment has been given. It is based on examination, imaging, biopsy, endoscopy and surgical exploration.

2.20 Date clinical management planned

This is the date on which a decision to offer curative or palliative treatment was 

defined e.g. the decision to operate.

3. Surgery and Post-Surgery Pathology Details

3.1 Date of surgery

This is the date the operative procedure was performed (it is not the date of admission).

3.2 Date of discharge

This is the date of full discharge from hospital.

3.10 Date of resection pathology

This is the date the resection pathology was reported as shown on the pathology report form

(not the date the specimen was taken).

4. Radiotherapy Details

4.1 Start date of radiotherapy

This is the date of the first exposure to radiotherapy (not the date of planning or mould 

construction).

4.2 Finish date of radiotherapy

This is the date of the last exposure to radiotherapy (not the date of discharge).

5. Chemotherapy Details
5.1 Start date of first cycle

This is the date the first chemotherapeutic agent is administered.

5.2 Start date of last cycle

This is the date the first chemotherapeutic agent of the last cycle is administered.

6. Performance Status and Quality of Life

6.1 Performance status at one year from date of diagnosis

This is advised to be recorded one year from the date of diagnosis as defined above.

7. Current Status

7.4 Date last known alive or date of death

This is evidence from whatever source of the last date known to be alive or it is the recorded date of death.

7.6 Date gone abroad
This is the date of embarkation i.e. the date the patient is known to leave the country.

C3
Minimum data set items, source codes and classifications

Mandatory requirements for the National Cancer Registries are shown in bold
1. Patient Registration Details

Item no

Source of codes
Item codes and formats


Patient Registration Details:-



1.1
Patient’s NHS number

### ### ####

1.2
Patient’s hospital code
CDA
#####

1.3
Patient’s hospital number

Free Text

1.4
Surname

Free Text

1.5
Forenames

Free Text

1.6
Name at birth (if different)

Free Text

1.7
Date of birth

DD/MM/YYYY

1.8
Sex

M=male F=Female U=Unknown

1.9
Address at time of diagnosis

Free Text 

1.10
Current postcode address at diagnosis

Free Text

1.11
Marital status at diagnosis
ONS
1=single 2=married 3=first marriage

4=re-marriage 5=divorced 6=widowed   

7=separated 8=cohabiting  9=unknown

1.12
Ethnic origin
ONS
0=white 1=black caribbean 

2=black african 3=indian 4=pakistani 

5=bangledeshi 6=chinese 

7=black other (non mixed origin)

8=black other (mixed) 9=unknown


History of Non Head & Non Neck Cancers:-



1.13
Site
ICD-10
0=none C50=breast 

C34=lung and bronchus C18=colon C20=rectum C16=stomach C15=oesophagus C67=bladder C61=prostate C62=testis C71=brain C81=Hodgkins lymphoma 

C85=non-hodgkins 

C96=malignant neoplasm lymphoid/haemopoeitic&related tissue 99=unknown

1.14
Year of diagnosis

YYYY

2. Referral – Tumour Event Details

Item no

Source of codes
Item codes and formats


Referral – first presentation only



2.1
Date symptoms first noted 

DD/MM/YYYY

2.2
Date of primary referral

DD/MM/YYYY

2.3
Date first seen by hospital

DD/MM/YYYY


Tumour Event Details:-



2.4
Primary head and neck tumour number*
BAHNO
1=first primary 2=second primary 3=third primary 4=fourth primary

5=unknown primary

2.5
Current event* 
BAHNO
0=original 1=recurrence 9=unknown

2.6
If recurrence – Type of recurrence*
BAHNO
1=local 2=regional 3=distant 9=unknown

2.7
Date of diagnosis or Date of recurrence*

DD/MM/YYYY

2.8
How diagnosis reached
BAHNO
1=death certificate 2=clinical 3=X-ray 4=scan 5=exploratory surgery 6=marker 

7=cytology 8=haematology 9=histology 10=histology of mets 11=postmortem 12=other 98=not applicable

99=not known

2.9
Treating ‘lead’ surgeon or oncologist
CDA
C  followed by GMC/GDC  number

2.10
Previous treatment for current head and neck tumour elsewhere?
BAHNO
Y=Yes  N=No  U=Unknown

2.11
Performance status at presentation
ECOG 


0=fully active

1=restricted in heavy activity

2=ambulatory and capable of self care  

3=capable of only limited self care 4=completely disabled

2.12
Site of primary tumour - primary diagnosis
ICD-10
See appendix G2

2.13
Laterality (Side of Tumour)
ONS
1=left 2=right 3=bilateral 4=midline 8=not applicable 9=unknown

2.14
Final pre-treatment T stage
UICC
TNM 5th Edition

2.15
Final pre-treatment N stage
UICC
TNM 5th Edition

2.16
Final pre-treatment M stage
UICC
TNM 5th Edition

2.17
Final pre-treatment overall stage 
UICC
TNM 5th Edition

2.18
Biopsy histology
ICD-0-2

SNOMED
See appendix G2

2.19
Differentiation of biopsy
RCPath
1=well differentiated

2=moderately differentiated 

3=poorly differentiated 

4=undifferentiated/anaplastic

9=unknown



2.20
Date clinical management planned

DD/MM/YYYY

2.21
Treatment offered
BAHNO
C=curative P=palliative

R=refusal of treatment by patient U=unknown

2.22
Planned treatment modality*
BAHNO
1=primary surgery

2=primary radiotherapy

3=planned combination therapy

 (pre-op RXT and surgery) 

4=planned combination therapy

 (surgery post-op RXT) 

5=chemotherapy in trial

6=chemotherapy non trial

7=supportive therapy

8=other 99=unknown

3. Surgery and Post Surgery Pathology Details

Item no

Source of codes
Item codes and formats


Surgery Details:-



3.1
Date of surgery

DD/MM/YYYY

3.2
Date of discharge

DD/MM/YYYY

3.3
Consultant surgeon(s) responsible for case
CDA
C  followed by GMC number

3.4
Main surgical procedure
OPCS 4
See appendix G2

3.5
Second surgical procedure
OPCS 4
See appendix G2

3.6
Third surgical procedure
OPCS 4
See appendix G2

3.7
Fourth surgical procedure
OPCS 4
See appendix G2

3.8
Fifth surgical procedure
OPCS 4
See appendix G2

3.9
Sixth surgical procedure
OPCS 4
See appendix G2


Pathology Details:-



3.10
Date of pathology

DD/MM/YYYY

3.11
Surgical specimen pathology
ICD-0-2


3.12
Number of positive nodes

##

3.13
Differentiation

1=well differentiated

2=moderately differentiated 

3=poorly differentiated 

4=undifferentiated/anaplastic

9=unknown

3.14
T stage-pathological
UICC
TNM 5th Edition

3.15
N stage-pathological
UICC
TNM 5th Edition

3.16
M stage-pathological
UICC
TNM 5th Edition

3.17
Overall stage - pathological
UICC
TNM 5th Edition

3.18
Tumour thickness

##  mm

3.19
Margins (microscopic resection)
RCPath 1998

BAHNO
1=clear/adequate (>5mm)

2=close/marginal (1-5mm)

3=involved/inadequate (<1mm)

4=severe dysplasia at margin

9=unknown

3.20
Invasive front
RCPath 1998
1=cohesive 2=non-cohesive 9=unknown

3.21
Extracapsular spread of lymph nodes
RCPath 1998
0=none 1=extracapsular spread 

9=not stated

3.22
Perineural invasion
RCPath 1998
1=no perineural invasion

2=yes perineural invasion 

8=not applicable 9=not known


3.23
Vascular/lymphatic
RCPath 1998
1=no vascular/lymphatic invasion

2=yes vascular/lymphatic invasion 

8=not applicable 9=not known

3.24
Bone/cartilage Invasion
RCPath 1998
1=no bone/cartilage invasion

2=yes bone/cartilage invasion present

8=not applicable 9=not known

3.25
Extrathyroid invasion
BAHNO


1=no extrathyroid invasion

2=yes extra thyroid invasion

8=not applicable 9=not known

4. Radiotherapy Details

Item no

Source of codes
Item codes and formats


Radiotherapy Details:-



4.1
Date of start of radiotherapy

DD/MM/YYYY

4.2
Date of end of radiotherapy

DD/MM/YYYY

4.3
Consultant oncologist responsible for case 
CDA
C  followed by GMC number

4.4
Hospital for radiotherapy
CDA
Hospital provider code

4.5
Site treated
BAHNO
P=primary N=nodes C=primary and nodes T=adjuvant/prophylactic M=metastases O=other

5. Chemotherapy Event Details

Item no

Source of codes
Item codes and formats


Chemotherapy:-



5.1
Date of start of chemotherapy

DD/MM/YYYY

5.2
Start date last cycle

DD/MM/YYYY

5.3
Hospital of treatment
CDA
Hospital provider code

5.4
Oncologist
CDA
C  followed by GMC number

5.5
Number of cycles given

##

6. Performance Status and Quality of Life

Item no

Source of codes
Item codes and formats


Performance Status:-



6.1
Performance status at one year from diagnosis
ECOG
0=fully active

1=restricted in heavy activity

2=ambulatory and capable of self care  

3=capable of only limited self care 4=completely disabled

7. Current Status

Item no

Source of codes
Item codes and formats


Current Status:-



7.1
Vital Status
BAHNO
A=alive
D=dead

7.2
Current disease status
BAHNO
1=no evidence of head and neck cancer 

2=head and neck cancer present (inc mets) 3=other cancer present

4=immediately post treatment

9=status unknown

7.3
Date last known alive or date of death

DD/MM/YYYY

7.4
Current follow up status
BAHNO
1=under follow up 2=lost to follow up 3=discharged

7.5
Date gone abroad

DD/MM/YYYY

1999 BAHNO NATIONAL MINIMUM DATA SET 

HEAD AND NECK CANCER (PAGE 1 of 2)

1. Patient Registration Details

NHS Number: .................
Hospital Code: .....…….....
Hospital Number: .......…....…....

Surname: ..........................
Forename: ..................
Name at birth: ................……....

Date of Birth: ....../....../......
Sex: 
M=male F=Female U=Unknown


Address at time of diagnosis:
…………………......................................................................

Current Postcode Address at Diagnosis: ....................................…………………..................

Marital status at diagnosis:
1=single 2=married 3=first marriage 4=re-marriage 5=divorced 6=widowed 7=separated 8=cohabiting 9=unknown

Ethnic Origin:

0=white 1=black caribbean 2=black african 3=indian 4=pakistani 5=bangledeshi 6=chinese 7=black other (non mixed origin)

8=black other mixed 9=unknown
History of Non Head and Neck Cancer

Site:
0=none C50=breast C34=lung and bronchus C18=colon C20=rectum C16=stomach C15=oesophagus C67=bladder C61=prostate C62=testis C71=brain C81=Hodgkins lymphoma C83=non-hodgkins C96=malignant neoplasm lymphoid/haemopoeitic&related tissue 99=unknown

Year of Diagnosis: ......................​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​

2. Referral
(first presentation only) 

Date first symptom:
........./..…......


Date primary referral: ……/……/……..

Date first seen by Hospital: ......../......../.........

Tumour Event (New section to be completed for each primary, if recurrence only those items marked with*)

*Primary head and neck tumour number:
1=first primary 2=second primary 3=third primary





4=fourth primary 5=unknown primary*Current event:
1=original 2=recurrence 9=unknown

*Type of recurrence:
1=local 2=regional 3=distant 9=unknown

*Date of diagnosis or Date of recurrence:
…….../…...../……....




How Diagnosis Reached:
1=death certificate 2=clinical 3=X-ray 4=scan 5=exploratory 6=marker 

7=cytology 8=haematology 9=histology 10=histology of mets 11=postmortem 12=other 98=not applicable 99=not known
Treating "lead" surgeon or oncologist: …………………………………………………………

Previous treatment for current Head

Y=Yes  N=No  U=Unknown


 & Neck Cancer elsewhere?

Performance status at presentation:
0=fully active 1=restricted in heavy activity 

2=ambulatory and capable of self care  

3=capable of only limited self care 4=completely disabled 
Site of Primary (ICD-10):   …...……………………………………………………………..……

Laterality (Side of tumour):
1=left 2=right 3=bilateral 4=midline 8=not applicable 9=unknown 

Final Pre-treatment:
T .….... N .…..... M .….....
Stage Overall ...............................

Biopsy Histology:
……………………………………………………………………….………………….
Differentiation: 
1=well differentiated 2=moderately differentiated 3=poorly differentiated 4=undifferentiated/anaplastic 5=unknown

Date Clinical Management Planned:
....….../…......./…........

Treatment Offered:
C=curative P=palliative R=refusal of treatment by patient U=unknown

*Planned Treatment Modality:
1=primary surgery 2=primary radiotherapy 3=planned combination therapy (pre-op RXT and surgery) 3=planned combination therapy (surgery post-op RXT) 5=chemotherapy in trial 6=chemotherapy non trial 7=supportive therapy 8=other 99=unknown

1999 BAHNO NATIONAL MINIMUM DATA SET 
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3. Surgery and Post Surgery Pathology Details

Date Surgery:

........../........../...........

Date Discharge: ........../........../..........

Consultant Surgeon(s)responsible for case:
..............................………………………...........

Main Surgical Procedure:
................................................................………….…………...

Second Surgical Procedure:
........................................................…………………………....

Third Procedure: …………………………..

Fourth Procedure: ………………………

Fifth Procedure: ……………………………

Sixth Procedure: ……..............................

Date of pathology:
..…..../…...../…........

Number positive nodes: ………………..

Surgical Specimen Pathology: 
……………………………………………………………………………….
Differentiation:
1=well differentiated 2=moderately differentiated 3=poorly differentiated 4=undifferentiated/anaplastic 9=unknown
TMN pathological staging:
T …...... N …...... M …......
Stage Overall: .........……….....…

Tumour Thickness:

……………………………. mm

Margins (microscopic):
1=clear/adequate (>5mm) 2=close/marginal (1 to 5mm)



3=inadequate (<1mm) 4=severe dysplasia at margin 9=unknown

Invasive Front:

1=cohesive 2=Non-cohesive 9=unknown
Extracapsular spread

0=none 1=extracapsular spread 9=not stated

of lymph nodes:

Perineural invasion:

1=no perineural invasion 2=yes perineural invasion 


8=not applicable 9=not known




Vascular/lymphatic invasion:
1=no vascular/lymphatic invasion 

2=yes vascular/lymphatic invasion present

8=not applicable 9=not known
Bone/cartilage invasion:
1=no bone/cartilage invasion 2=yes bone/cartilage invasion present





8=not applicable 9=not known


Extrathyroid invasion:

1=no extrathyroid invasion 2=yes extra thyroid invasion





8=not applicable 9=not known

4.Radiotherapy details

Start Date:
.....….../….….../……......
Finish Date:
..……..../……....../........….

Consultant Oncologist responsible
..........……………………………................……...........

for case:

Hospital for Radiotherapy: 

...........…………………………..............……................

Site treated:
P=primary N=nodes C=primary and nodes T=adjuvant/prophylactic M=metastases O=other

5. Chemotherapy
Start date first cycle
..…...../..…..../..……
Start date last cycle
..…..../.…...../..........

Hospital treatment:
....................……...
Oncologist
..............…….........……..........

Course (nos cycles)given:
…………………………………………………………….….

6. Performance status and quality of life
Peformance status at one year

0=fully active 2=restricted in heavy activity 

from date of diagnosis:

3=capable of only limited self care 4=completely disabled


7. Current Status
Vital status:


A=alive
D-dead



Current disease status

1=no evidence of head and neck cancer 

2=head and neck cancer present (inc mets) 3=non H&N  cancer present 4=immediately post treatment 5=status unknown
Date last known alive Or date of death:
......../......../..........

Current follow up status:
1=under follow up 2=lost to follow up 3=discharged
Date gone abroad:



......../......../..........

Form completed by: …………………...……
Date:………/…..…./……….

SECTION D

1999 BAHNO NATIONAL ADVISORY DATA SET (NADS)

D1
BAHNO Advisory Data Set Item

1. Risk Factors

1.15
History of smoking

1.16
History of alcohol

1.17 Any family history of cancer?

1.18 If yes, relationship

1.19 Site of relations cancer (repeat for each relative affected)

1.20 Relations name

2.
Referral - Tumour Details
2.23 Site of clinical neck nodes

If recurrence:-

2.8
How diagnosis reached

2.9
Treating ‘lead’ surgeon or oncologist

2.10
Previous treatment for current head and neck cancer elsewhere?

2.11
Performance status at presentation

2.12
Site of primary

2.13
Laterality (Side of tumour) 

2.14
Final pre-treatment
T stage


2.15
Final pre-treatment
M stage





2.16
Final pre-treatment
N stage

2.17
Final pre-treatment
Stage Overall



2.18
Biopsy histology 

2.19
Differentiation


2.20
Date clinical management planned 

2.21
Treatment offered


3.
Surgery and Post Surgery Pathology Details
3.26
Timing of surgical complications

3.27
Named severe complications

3.28
Pathological site of neck nodes

4.
Radiotherapy Details
4.6 Radiotherapy type

4.7
Radiotherapy technique

4.8
Total dose prescribed

4.9
Total dose delivered

4.10
Number of fractions/insertions prescribed

4.11
Number of fractions/insertions delivered

4.12
Number of Days

4.13 Treatment given as planned

4.14
If radio-iodine, dose

4.15
Complications following radiotherapy

4.16
Named severe complications within treatment

4.17 Complications >3 months from start of  radiotherapy treatment

5.
Chemotherapy Details
5.6
Drugs/regimen

5.7
Response to treatment

5.8
Complications following chemotherapy

5.9 Named severe complications

6
Performance status and Quality of Life
6.2
Quality of life pre-treatment 

6.3 
Quality of life at 6 months post diagnosis

6.4 
Quality of life at one year post diagnosis

D2
Specific advisory item definitions 

2. Tumour Event

2.8 – 2.21
All tumour event items should be recorded for those existing patients that present with a recurrence at follow up.
3. Surgery Details

3.26 Timing of Surgical Complications

3.27 Named Severe Complications

Timing of surgical complications is based from the time and date of completion of the surgical procedure. A list of complications has been defined with the default option of other.

6. Quality of Life Measure

6.2 – 6.4
Quality of Life Assessment

BAHNO advises members to collect a QOL measure at pre-treatment , six months post diagnosis and twelve months post diagnosis. 

At the present time a number of different measures are available e.g. University of Washington and  FACT-G. The data set group felt unable to recommend any one as having merits over another.

D2
Advisory Data Set 
1. Patient Registration Details
Item

no

Source of codes
Item Codes and format


Risk Factors at First Diagnosis:-



1.15
History of smoking
BAHNO
1=current  2=smoked in the last year

3=other  4=never  9=unknown

1.16
History of alcohol
BAHNO
1=current heavy 2=heavy in the past 3=current light 4=never 5=unknown

1.17
Any family history of cancer

Y=Yes  N=No  U=Unknown

1.18
If yes, relationship
NYCRIS


A=aunt  B=brother  C=child unspecified D=daughter  F=father  G=grandparent

H=husband  K=cousin  M=mother N=nephew/neice  P=parent unspecified

S=sister  U=uncle  W=wife 

X=grandchild unspecified  Z=son

1.19
Site of relations cancer (repeat for each relative affected)
ICD-10
0=none  C50=breast  C34=lung and bronchus C18=colon  C20=rectum  C16=stomach C15=oesophagus  C67=bladder C61=prostate  C62=testis  C71=brain C81=Hodgkins lymphoma  C85=non-hodgkins

C96=malignant neoplasm 

lymphoid/haemopoeitic&related tissue 99=unknown

1.20
Relations name

Free Text

2. Referral – Tumour Event Details

Item

no

Source of codes
Item Codes and format


Referral:-



2.23
Clinical site of neck nodes
BAHNO
1R=level I right      1L=level I left 

2R=level II right     2L=level II left

3R=level III right   3L=level III left

4R=level IV right   4L=level IV left

5R=level V right    5L=level V left 

6R=level VI right  6L=level IV left

7=level VII (superior medistinum) 

98=not applicable 99=not known

3. Surgery and Post Surgery Pathology Details

Item no

Source of codes
List of codes and item format


Surgery Details:-



3.26
Timing of surgical complications
BAHNO
0=none  1=under 24hrs 

 2=less than 30 days 

3=more than 30 days  9=unknown

3.27
Named severe complications
BAHNO
1=aspiration  2=chyle leak  3=csf leak

4=CVA 5=eating/swallowing difficulty  

6=fistula 7=flap loss

8=haematoma/haemorrhage

9=myocardial infarction  

10=nerve damage/division

11=pulmonary embolis

12=stomal stenosis

13=wound dehiscence 

14=wound infection

15=other  99=unknown 


Pathology Details:-



3.23
Pathological site of neck nodes
BAHNO
1R=level I right      1L=level I left 

2R=level II right     2L=level II left

3R=level III right   3L=level III left

4R=level IV right   4L=level IV left

5R=level V right    5L=level V left 

6R=level VI right  6L=level IV left

7=level VII (superior medistinum) 

98=not applicable 99=not known

4. Radiotherapy Details

Item no

Source of codes
List of codes and item format


Radiotherapy Details:-



4.6
Radiotherapy type
BAHNO
1=teletherapy

2=brachytherapy sealed source

3=brachytherapy unsealed source

4.7
Radiotherapy technique
BAHNO
1=X-rays superficial

2=X-rays orthovoltage 3=X-rays Cobalt

4=X-rays Linac 5=electrons-betatron  6=electrons-linac
7=electrons-radioactive sources 

8=saeled source caesium

9=sealed source irridium

10=sealed source goldgrain

11=unsealed source phosphorus

12=unsealed source iodine

13=other 99=unknown

4.8
Total dose prescribed

cGy

4.9
Total dose delivered

cGy

4.10
Number of fractions/insertions prescribed

##

4.11
Number of fractions/insertions delivered

##

4.12
Number of days

##

4.13
Treatment given as planned

Y=yes  N=no  U=unknown

4.14
If radio-iodine, dose

## Mbq

4.15
Complications following radiotherapy

Y=yes  N=no  U=unknown

4.16
Named severe complications within treatment
BAHNO
1=dysphagia requiring admission 

2=laryngeal oedema requiring

 tracheostomy

3=aspiration  4=haemorrhage  5=MI 

6=CVA  7=Fistula  8=wound dehiscence 

9=other

4.17
Complications >3 months from start of  radiotherapy treatment
BAHNO
1=dysphagia  2=cartilage chondritis 

3=cartilage necrosis  

4=severe dryness of mouth  5=trismus 

6=laryngeal oedema  

7=osteoradionecrosis  

8=mucosal ulceration  9=other

4. Chemotherapy Event Details

Item no

Source of codes
List of codes and item format


Chemotherapy:-



5.6
Drugs/regimen
BAHNO
1=VBMF  2=Cisplatin/5FU  3=Methotrexate 4=Bleomycin  5=other  8=not applicable

9=not known

5.7
Response to treatment
BAHNO
0=no response  1=partial response

2=complete response  8=not applicable

9=not known

5.8
Complications following chemotherapy

Y=yes  N=no  U=unknown

5.9
Named severe complications
BAHNO
1=leucopenia 2=thrombocytopenia

3=serious infection 4=nausea  & vomiting

5=severe oral mucositis  6=neurotoxicity 7=diarrhoea  8=renal failure

9=alopecia  10=other


6. Performance Status and Quality of Life Measure

Item no

Source of codes
List of codes and item format


Quality of Life Measure:-



6.2
Quality of life pre-treatment

See section D2 

6.3
Quality of life at 6 months from start of treatment

See section D2

6.4
Quality of life at 1 year from start of treatment

See section D2
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1. Patient Registration Details

NHS Number: ....................
Hospital Code: ............
Hospital Number: .......………......

Surname: ..........................
Forename: ..................
Name at birth: ................…..…....

Date of Birth: ....../....../......
Sex: 
M=male
 F=Female U=Unknown


Address at time of diagnosis:
………………….......................................................................

Current Postcode Address at Diagnosis: ....................................……………...........................

Marital status at diagnosis:
1=single 2=married 3=first marriage 4=re-marriage 5=divorced 6=widowed 7=separated 8=cohabiting 9=unknown

Ethnic Origin:
0=white 1=black caribbean 2=black african 3=indian 4=pakistani 5=bangledeshi 6=chinese 7=black other (non mixed origin)

8=black other mixed 9=unknown

---------------------------------------------------------------------------------------------------------------------------------------

Risk Factors at First Diagnosis

History of Smoking:

1=current 2=smoked in the last year 3=other 4=never 9=unknown
History of Alcohol:

1=current heavy 2=heavy in the past 3=current light 4=never 5=unknown
Any Family History of 
Y=Yes N=No U=Unknown

Cancer ?:

If yes - relationship:
A=aunt B=brother C=child unspecified D=daughter F=father G=grandparent H=husband K=cousin M=mother N=nephew/neice P=parent unspecified S=sister U=uncle W=wife X=grandchild unspecified Z=son

Relations Name:

………………………………………………………………….

Site Relations Cancer:
0=none C50=breast C34=lung and bronchus C18=colon C20=rectum C16=stomach C15=oesophagus C67=bladder C61=prostate C62=testis C71=brain C81=Hodgkins lymphoma C83=non-hodgkins C96=malignant neoplasm lymphoid/haemopoeitic&related tissue 99=unknown,other-specify

---------------------------------------------------------------------------------------------------------------------------------------

History of Non Head and Neck Cancer 
Site:
0=none C50=breast C34=lung and bronchus C18=colon C20=rectum C16=stomach C15=oesophagus C67=bladder C61=prostate C62=testis C71=brain C81=Hodgkins lymphoma C83=non-hodgkins C96=malignant neoplasm lymphoid/haemopoeitic&related tissue 99=unknown,other-specify

Year Diagnosis: ......../......../........

---------------------------------------------------------------------------------------------------------------------------------------

2. Referral (First  presentation only)
Date first symptom:
........./..…......


Date primary referral: ……/……/……..

Date first seen by Hospital: ......../......../.........


Tumour Event (New section to be completed for each primary, recurrence or metastasis)

Primary head and neck tumour number:
1=first primary 2=second primary 3=third primary






4=fourth primary 5=unknown primaryCurrent event: 

1=original  2=recurrence 9=unknown

Type of recurrence:

1=local 2=regional 3=distant 9=unknown

Date of diagnosis or Date of recurrence:
…….../…….../……....

How Diagnosis Reached:
1=death certificate 2=clinical 3=X-ray 4=scan 5=exploratory 6=marker 

7=cytology 8=haematology 9=histology 10=histology of mets  11=postmortem 12=other 98=not applicable 99=not known
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Treating "lead" surgeon or oncologist: …………………………………………………………

Previous treatment for current Head

Y=Yes  N=No  U=Unknown


 & Neck Cancer elsewhere?

Performance status at presentation:
0=fully active 1=restricted in heavy activity 

2=ambulatory and capable of self care  

3=capable of only limited self care 4=completely disabled 
Site of Primary (ICD-10):   …...……………………………………………………………..……

Laterality (Side of tumour):
1=left 2=right 3=bilateral 4=midline 8=not applicable 9=unknown 

Final Pre-treatment:
T .….... N .…..... M .….....
Stage Overall ...............................

Biopsy Histology:
……………………………………………………………………….………………….

Differentiation: 
1=well differentiated 2=moderately differentiated 3=poorly differentiated 4=undifferentiated/anaplastic 5=unknown

Date Clinical Management Planned:
....….../…......./…........

Treatment Offered:
C=curative P=palliative R=refusal of treatment by patient U=unknown

Planned Treatment Modality:

1=primary surgery 2=primary radiotherapy 3=planned combination therapy (pre-op RXT and surgery) 3=planned combination therapy (surgery post-op RXT) 5=chemotherapy in trial 6=chemotherapy non trial 7=supportive therapy 8=other 99=unknown

---------------------------------------------------------------------------------------------------------------------------------------

Surgery and Post Surgery Pathology Details

Date Surgery:
..…....../.....….../.....….....

Date Discharge: .....…..../.....….../.......….

Consultant Surgeon(s) responsible for case:
..............................…………...………................

Main Surgical Procedure:
................................................................………………………

Second Surgical Procedure:
........................................................……………………..…....

Third Procedure: …………………………..

Fourth Procedure: ………………….…

Fifth Procedure: ……………………………

Sixth Procedure: ……........................…..

Timing of Surgical Complications:
0=none 1=under 24hrs 2=less than 30 days 3=more than 30 days 9=unknown

Named Severe Complications:
1=aspiration 2=chyle leak 3=csf leak 4=CVA 5=eating/swallowing difficulty 6=fistula 7=flap loss 8=haematoma/haemorrhage 9=myocardial infarction 10=nerve damage/division 11=pulmonary embolis 12=stomal stenosis 13=wound dehiscence 14=wound infection 15=other 99=unknown  

Date of pathology:
..…..../…...../….......

Surgical Specimen Pathology: ....………............
Number positive nodes: …………………

Differentiation:
1=well differentiated 2=moderately differentiated 3=poorly differentiated 4=undifferentiated/anaplastic 5=unknown
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TMN pathological staging:
T …....... N …....... M …......
Stage Overall: .........……………

Tumour Thickness:

……………. mm


Margins (microscopic):
1=adequate (>5mm) 2=marginal (3 to 5cm) 3=inadequate (<3cm)
Invasive Front:

1=cohesive 2=Non-cohesive 9=unknown

Extracapsular spread

0=none 1=extracapsular spread 9=not stated
Of lymph nodes:

Perineural invasion:

1=no perineural invasion 2=yes perineural invasion 


8=not applicable 9=not known




Vascular/lymphatic invasion:
 1=no vascular/lymphatic invasion


 2=yes vascular/lymphatic invasion present 



8=not applicable 9=not known
Bone invasion:

1=no bone invasion 2=yes bone invasion present





8=not applicable 9=not known


Extrathyroid invasion:

1=no extrathyroid invasion 2=yes extra thyroid invasion





8=not applicable 9=not known

Clinical Site of Neck Nodes:
1R=level I right 1L=level I left 2R=level II right 2L=level II left



3R=level III right 3L=level III left 4R=level IV right 4L=level IV left



5R=level V right 5L=level V left 6R=level VI right 6L=level IV left



7=level VII (superior mediastinum) 98=not applicable 99=not known

---------------------------------------------------------------------------------------------------------------------------------------

4.Radiotherapy details

Start Date:
.....….../….….../……......

Finish Date:
..……..../……....../.......….

Consultant Oncologist responsible
..........……………………………...............……...........

for case:

Hospital for Radiotherapy 

...........…………………………...............……..............

Site treated:
P=primary N=nodes C=primary and nodes T=adjuvant/prophylactic M=metastases O=other

Radiotherapy Type:
1=teletherapy 2=brachytherapy sealed source 3=brachytherapy unsealed source

Radiotherapy Technique:
1=X-rays superficial 2=X-rays orthovoltage 3=X-rays Cobalt

4=X-rays Linac 5=electrons-betatron  6=electrons-linac 7=electrons-radioactive sources 

8=saeled source caesium 9=sealed source irridium 10=sealed source goldgrain

11=unsealed source phosphorus 12=unsealed source iodine 13=other 99=unknown
Total Dose Prescribed:
……………….…
Total Dose Delivered: ……………….……..

Number of Fractions:
……………..……
Number of Fractions:  ………………….…..


Insertions Prescribed:
.……………..…
Insertions Delivered:   ……………………...

Number of Days:
…………….….


Treatment Given as Planned:


Y=yes N=no U=unknown

Complications Following Radiotherapy:
Y=yes N=no U=unknown

If Radio-Iodine, dose per treatment:

……………………
Mbq


Named Severe Complications 
1=dysphagia requiring admission 2=laryngeal oedema requiring 

tracheostomy 3=aspiration 4=haemorrhage 5=MI 6=CVA 7=Fistula 8=wound dehiscence 9=other

Complications > 3 months
1=dysphagia 2=cartilage chondritis 3=cartilage necrosis 

from treatment start:
4=severe dryness of mouth 5=trismus 6=laryngeal oedema 


7=osteoradionecrosis 8=mucosal ulceration 9=other

---------------------------------------------------------------------------------------------------------------------------------------
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5.Chemotherapy

Start date first cycle
..…...../..…..../.....…....
Start date last cycle
.…..../.…...../.........

Hospital treatment:
..................…………...
Oncologist
..............………...............

Course (nos cycles)given:
…………………………………………………………………

Drugs Given:
1=VBMF 2=Cisplatin/5FU 3=Methotrexate 4=Bleomycin 5=other 8=not applicable

 9=not known

Response to Treatment: 0=no response 1=partial response 2=complete response 8=not applicable

  9=not known

Complications Following Chemotherapy:
Y=yes N=no U=unknown

Named Severe

1=leucopenia 2=thrombocytopenia 3=serious infection 4=nausea  & vomiting

Complications:
5=severe oral mucositis 6=neurotoxicity 7=diarrhoea 8=renal failure

9=alopecia 10=other

---------------------------------------------------------------------------------------------------------------------------------------

6. Performance status and quality of life

Peformance status at six months
0=fully active 2=restricted in heavy activity 

from date of diagnosis:

3=capable of only limited self care 4=completely disabled

Peformance status at one year

0=fully active 2=restricted in heavy activity 

from date of diagnosis:

3=capable of only limited self care 4=completely disabled

Quality of Life pre-treatment

…………………………………………………………...

Quality of Life at six months

…………………………………………………………...

Quality of Life at one year

…………………………………………………………...

---------------------------------------------------------------------------------------------------------------------------------------

7. Current Status

Vital status:
A=alive
D-dead


Current disease status
1=no evidence of head and neck cancer 2=head and neck cancer present (inc mets) 

3=other cancer present 4=immediately post treatment 5=status unknown

Date last known alive Or date of death:
...…..../…......./….........

Current follow up status:
1=under follow up 2=lost to follow up 3=discharged

Date gone abroad:
.…....../...…..../..….......

---------------------------------------------------------------------------------------------------------------------------------------

Form Completed By: ………………………………………….
Date: ……/………/……..

---------------------------------------------------------------------------------------------------------------------------------------
SECTION E
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SECTION E
ADVISORY STRUCTURE OF A COMPUTERISED CLINICAL DATABASE

In construction of a computerised database it is advised that the database is structured to record for each patient a registration and current status, followed by a new event for that patient for each occurrence , recurrence, or metastasic tumour event. Under each event can then be applied fields for each treatment applied producing a 'tree' as shown below:-

Relationships between the key Clinical Events for Head and Neck Cancer

Patient Registration Details


Referral - Tumour Details
(repeat event)











Recurrence Details (repeat event)* 


Surgery and Post Surgery Pathology Details  (repeat event)



Radiotherapy Details  (repeat event)


Chemotherapy Details  (repeat event)


Follow Up and Disease Status (repeat event)**

Performance Status (repeat event)


Vital Status***

The above diagram depicts the relationships between the key clinical events associated with the treatment of head and neck cancer patients as identified by the working group.

The lines show the dependency between events, for example, a surgery event is dependent on the existence of a primary tumour event, which in turn is dependent on a patient registration event.

Some events can occur more than once, such as follow-ups, whilst others are one-off, such as patient registration details and vital status.

*Recurrence details are completed if an existing patient develops a recurrence or metastasis.

**Current disease status of the patient at follow up.

***Patient’s death details

SECTION F

CONCLUSION

SECTION F
CONCLUSION

The present data set represents the culmination of many years work for a large number of United Kingdom contributors. 

The aims of local, regional and ultimately national shared analysis can only be reached if all Head and Neck Oncologists provide time and support to the process of data collection. As the credibility of data increases it is hoped that local, regional and ultimately national funding will follow.

This is an initial document from which future updated versions will arise. The BAHNO Working Party on Minimum Data Set for Head and Neck Cancers plans to meet at least yearly to review comments, correct errors and respond to changes in factors which research shows to have an effect on patient outcome. An electronic/internet version is also being considered.

BAHNO will prioritise key patient groups for audit of both procedures and outcomes, and will advise members of these in due course. Initial efforts should concentrate on the processes required to enable data collection and data validation and on the most common tumours.

SECTION G

APPENDICES

SECTION G1
NATIONAL CANCER REGISTRIES




MANDATORY DATA ITEMS

This is the list of mandatory core data set items as required by the national cancer registries for head & neck. These items have been marked bold in the 1999 BAHNO NMDS (section C3).

1.1
Patient’s NHS number

1.4
Surname
1.5
Forenames

1.6
Name at birth (if different)
1.7
Date of birth

1.8
Sex
1.9
Address at time of diagnosis
1.10
Current postcode address at diagnosis
1.11
Marital status at diagnosis
2.8
How diagnosis reached

2.13
Laterality (Side of Tumour)


2.18
Biopsy histology

2.21 Treatment offered

2.22 Planned treatment modality


SECTION G2
SAMPLE CODES 

The following sample national/international codes were set up and are used by the North East Co-Operative Head and Neck Cancer Group. They have been included to provide an example of codes used from various coding structures.

G2.1
SAMPLE SITE CODES

The order shown is by anatomical site rather than by numerical codes. Users are advised to consult the full ICD-10 list for more comprehensive details. It should be noted that supraglottis, glottis and trachea local codes are shown for assistance only and are not derived from ICD 10.



ICD-10 SITE CODES AND DESCRIPTIONS



Selected sites for benign tumours

Benign neoplasms of major salivary glands


D11.0
Parotid gland




D11.7
Other major salivary glands




D11.9
Major salivary gland, unspecified





Head and neck sites for carcinoma in situ





D000
Carcinoma in situ of lip, oral cavity and pharynx






D001
Carcinoma in situ of oesophagus







D020
Carcinoma in situ of larynx







D021
Carcinoma in situ of trachea







D023
Carcinoma in situ of other part of respiratory system






includes nasal cavity, middle ear and nasal sinuses

Head and neck carcinoma in situ of skin of face





D040
Carcinoma in situ of skin of lip






D041
Carcinoma in situ of skin of eyelid including canthus









D042
Carcinoma in situ of skin of skin of ear and external





      
auditory canal






D043
Carcinoma in situ of skin of other parts of face









D044
Carcinoma in situ of skin of scalp and skin of neck




Head and Neck sites for Carcinoma





LIP



C0.00
Lip, external upper,vermilion border



           
C00.1
Lip, external lower,vermilion border



          
C0.60
Lip, commissure


ORAL CAVITY


C00.3
Lip, inner aspect, mucosa of upper



            
C00.4
Lip, inner aspect, mucosa of lower



            
C06.0
Cheek mucosa



            
C06.1
Mouth, vestibule (buccal sulcus and labial)



            
C06.2
Retromolar trigone



            
C03.0
Gum, upper (alveolar ridge, mucosa, gingiva)



            
C03.1
Gum, lower (alveolar ridge, mucosa, gingiva)



            
C04.0
Mouth, anterior floor



            
C04.1
Mouth, lateral floor



            
C04.8
Mouth, floor, overlapping lesion



            
C05.0
Palate, hard



            
C02.0
Tongue, dorsal surface, anterior 2/3



            
C02.1
Tongue, lateral border,tip of tongue



            
C02.2
Tongue, ventral , inferior surface



            
C02.8
Tongue, overlapping lesion of anterior two-thirds




OROPHARYNX




            
C09.0
Tonsillar fossa



            
C09.1
Tonsillar pillar , glossotonsillar sulcus



            
C09.9
Tonsil, not otherwise specified



            
C10.2
Lateral wall oropharynx



            
C01
Base of tongue



            
C10.0
Vallecula (Anterior surface epiglottis - see supraglottic larynx)



            
C10.3
Posterior wall oropharynx



            
C05.1
Palate, soft, inferior surface



            
C05.2
Uvula


NASOPHARYNX




            
C11.0
Nasopharynx, roof



            
C11.1
Nasopharynx, posterior wall



            
C11.2
Nasopharynx, lateral wall, fossa of Rosenmuller



            
C11.3
Nasopharynx, inferior,upper surface soft palate



            
C11.8
Nasopharynx, overlapping lesion


HYPOPHARYNX




            
C12.9
Pyriform sinus



            
C13.0
Postcricoid region



            
C13.1
Aryepiglottic fold, hypopharyngeal aspect



            
C13.2
Hypopharynx, posterior wall



            
C13.8
Hypopharynx, overlapping lesion


CERVICAL OESOPHAGUS




            
C15.0
Cervical oesophagus


LARYNX




            
C32.1
Supraglottis



            
C10.1
Anterior surface epiglottis


Supraglottis - subsite local supplementary code


C32.1A
Suprahyoid epiglottis(tip,layngeal surface)




C32.1B
Aryepiglottic fold, laryngeal aspect




C32.3A
Arytenoid




C32.1D
Infrahyoid epiglottis




C32.1E
False cords



            
C32.0
Glottis


**Glottis - subsite local supplementary code


C32.0A
Vocal cords, true


C32.0B
Anterior commissure




C32.0C
Posterior commissure



            
C32.2
Subglottis



            
C32.3
Laryngeal cartilage


**Laryngeal cartilage local supplementary code


C32.3A
Arytenoid cartilage





C32.3B
Cricoid cartilage




C32.3C
Thyroid cartilage



            
C32.9
Larynx, not otherwise specified






C33.9
Trachea


**Tracheal local supplementary code


C33.9A
Tracheal stoma




SKIN OF FACE  (not nose or ear canal), SCALP and NECK 


 (excluding melanoma)

         
C44.1
Skin of eyelid,including canthus



            
C44.3
Skin of other parts of face including of nose




C44.0
Skin of lip



             
C44.4
Skin of scalp and neck



             
C49.0
Connective, subcutaneous of head, face, neck, includes cartilage of ear




NOSE AND EAR




            
C44.3
Skin of nose for non melanoma



            
C43.3
Skin of nose with melanoma



            
C30.0
Nasal cavity,includes nasal vestibule and septum



            
C72.2
Olfactory bulb



            
C70.0
Cerebral meninges



            
C71.1
Frontal lobe



            
C72.5
Cranial nerves (excludes I,II,VIII)



            
C44.2
Skin of ear and external auditory canal (non melanoma)



           C49.0
Cartilage of ear, connective  and soft tissue head and neck



            
C30.1
Ear, middle



            
C41.0
Bone of external meatus




PARANASAL SINUSES




            
C31
Maxillary sinus



            
C31.1
Ethmoid sinus



            
C31.2
Frontal sinus



            
C31.3
Sphenoid sinus



            
C31.8
Overlapping lesion of paranasal sinuses



            
C69.6
Orbit, muscles and connective tissue



            
C41.0
Bones of skull and face, (maxilla superior,orbital bone)




C42.1
Mandible bone



            
C41.2
Vertebral column



            
C41.3
Clavicle ,sternum and ribs




MAJOR SALIVARY GLANDS (for minor refer to antomic site found)




            
C7.9
Parotid gland



            
C8.8
Submandibular, submaxillary gland



            
C8.1
Sublingual gland




THYROID




            
C73
Thyroid gland



            
C75.0
Parathyroid gland





            
C69.5
Lacrimal gland



            
C75.4
Carotid body



            
C75.1
Pituitary gland



            
C47.0
Peripheral nerves of head and neck



            
C76.0
Ill-defined sites in head, face, or neck



            
C77.0
Secondary and unspecified neoplasm lymph nodes neck



            
C80.9
Unknown primary



G2.2
SAMPLE PATHOLOGY CODES

The following sample pathology codes were set up and are used by the North East Co-Operative Head and Neck Cancer Group. They have been included to provide an example of codes from ICD-0-2

The order shown is a clustering by pathological type, followed by an alphabetical list, and supplemented by some SNOMED only codes. The details in brackets identify that the codes only apply to the sites shown.

ICD-O-2 CODE/SNOMED M CODE



SQUAMOUS CELL



       M
8070/2
Squamous cell carcinoma in situ not otherwise specified


       M
8070/3
Squamous cell carcinoma not otherwise specified


       M
8070/6
Squamous carcinoma, metastatic not otherwise specified


       M
8051/3
Verrucous carcinoma


       M
8074/3
Squamous cell carcinoma, spindle cell


       M
8053/0
Inverted papilloma


BASAL CELL



       M
8090/3
Basal cell carcinoma (C44-)


       M
8094/3
Basosquamous carcinoma of skin (C44-)


SALIVARY



       M
8550/1
Acinic cell tumour


       M
8550/3
Acinic cell carcinoma


       M
8200/3
Adenoid cystic carcinoma


       M
8940/0
Pleomorphic adenoma


       M
8941/3
Carcinoma arising ex pleomorphic adenoma (C07.- or C08.-)


       M
8430/3
Mucoepidermoid carcinoma


       M
8562/3
Epithelial-myoepithelial carcinoma


THYROID



       M
8330/3
Follicular adenocarcinoma,NOS (C73)


       M
8331/3
Follicular adenocarcinoma, well differentiated (C73)


       M
8332/3 
Follicular adenocarcinoma, trabecular (C73)


       M
8340/3
Papillary carcinoma,follicular variant (C73)


       M
8510/3
Medullary carcinoma NOS


       M
8511/3
Medullary carcinoma with amyloid stroma(C73)


ODONTOGENIC AND BONE/CARTILAGE TUMOURS



       M
9270/3
Odontogenic,tumour malignant (C41.0,C41.1)


       M
9290/3
Ameloblastic odontosarcoma (C41.0,C41.1)


       M
9310/3
Ameloblastoma,malignant (C41.0,C41.1)


       M
9330/3
Ameloblastic fibrosarcoma (C41.0,C41.1)


       M
9220/3
Chondrosarcoma NOS (C40-,C41-)


       M
9260/3
Ewings Sarcoma


       M
9580/3
Granular cell tumour of bone, malignant (C40-,C41.-)

OTHERS _ ALPHABETICAL



       M
8140/3
Adenocarcinoma NOS


       M
8075/3
Adenoid squamous cell carcinoma


       M
8021/3
Anaplastic carcinoma


       M
9160/0
Angiofibroma NOS (D18.0)


       M
8081/2
Bowen's disease


       M 
8240/3
Carcinoid tumour NOS


       M
8692/1
Carotid body tumour (D44.6)


       M
9370/3
Chordoma


       M
9522/3
Esthesioneuroblastoma (C30.0)


       M
8821/1
Fibromatosis, aggressive


       M
8810/3
Fibrosarcoma NOS


       M
8830/3
Fibrous histiocytoma,malignant


       M
8690/1
Glomus jugulare (D44.7)


       M
9150/3
Haemangiopericytoma, malignant


       M
9120/3
Haemangiosarcoma


       M
8890/3
Leiomyosarcoma NOS


       M
8850/3
Liposarcoma,NOS


       M
9140/3
Kaposi's sarcoma (C46.-)


       M
8720/3
Malignant melanoma, not otherwise specified


       M
9530/3
Meningioma, malignant (C70.-)


       M
9560/0
Neurilemmoma, (Schwannoma)


       M
9560/3
Neurilemmoma,malignant


       M
8246/3
Neuroendocrine carcinoma


       M
9540/0
Neurofibroma, NOS


       M
9540/1
Neurofibromatosis (Q85.0)


       M
9540/3
Neurofibrosarcoma


       M
8680/1
Paraganglioma, NOS


       M
9731/3
Plasmacytoma, not otherwise specified (C90.2)


       M
8900/3
Rhadbomyosarcoma, not otherwise specified


       M
8910/3
Rhadbomyosarcoma, embryonal


       M
8920/3
Rhadbomyosarcoma, alveolar


       M
8800/3
Sarcoma, not otherwise specified


       M
8410/3
Sebaceous adenocarcinoma (C44.-)


       M
8041/3
Small cell carcinoma


       M
8032/3
Spindle cell carcinoma


       M
8120/3
Transitional cell carcinoma NOS


       M
8020/3
Undifferentiated carcinoma NOS


SNOMED ONLY CODES - These relate to items not found in ICD-0-2


       M
99903
No microscopic confirmation, clinically malignant tumour


       M
99900
No microscopic confirmation, clinically benign tumour


       M
99906
No microscopic confirmation, clinically metastatic tumour




       M
74000
Dysplasia,NOS


       M
74006
Dysplasia,mild CIN I


       M
74007
Dysplasia,moderate CIN II


       M
74008
Dysplasia,severe CIN III




       M
74920
Fibrous dysplasia, NOS

G2.3
SAMPLE OPERATION CODES

The following sample operation codes were set up and are used by the North East Co-Operative Head and Cancer Group which are included to provide a sample of codes from OPCS 4. Note the terminology is locally used terms and not a direct translation of terminology shown in OPCS4. Users are advised to consult the  main OPCS volume for further information.











Note that the coding to describe neck dissection is derived from the West Midlands group, and is not found in OPCS4.

Surgical Description

1 OPCS
2 OPCS
3 OPCS
4 OPCS
5 OPCS
1 READ 
2 READ 
3 READ 
4 READ

1. OPS 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




 2. OPS PHARYNX













pharyngotomy(open excision lesion pha)

E23.1




74230





cricopharyngeal myotomy

E23.8




74233





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

Surgical Description

1 OPCS
2 OPCS
3 OPCS
4 OPCS
5 OPCS
1 READ 
2 READ 
3 READ 
4 READ

3. NECK DISSECTIONS

 (USING WATKINSON OPCSS CODE EXTENSIONS)













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

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




4.  LIP AND ORAL CAVITY













partial excision of lip/shave/vermillion adv
F011




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





floor of mouth excision

F38.1




75320





buccal mucosa excision

F38.2




75321





excision lesion of tongue

F23.1




75210





tonsillectomy-unilateral

F34.9




75307





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



Surgical Description

1 OPCS
2 OPCS
3 OPCS
4 OPCS
5 OPCS
1 READ 
2 READ 
3 READ 
4 READ


reconstruction mouth  with SSG

F39.2
S35.8



75331
7G1Gy













excision lesion jaw NEC

V144




7J171


ORAL AND MANDIBULAR PROCEDURE


CONSTRUCT FROM COMPONENT OPERATIONS -LARGEST 1ST












mandibulotomy/split/division of jaw

V16.8




7J16y





marginal mandibulectomy

V14.3




7J112





hemimandibulectomy

V14.1




7J110





mandibulectomy,extensive

V14.2




7J111





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
7M25Q




                  - 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

Surgical Description

1 OPCS
2 OPCS
3 OPCS
4 OPCS
5 OPCS
1 READ 
2 READ 
3 READ 
4 READ

5. THYROID













Partial thyroidectomy NEC

B08.6




71105





lobectomy of thyroid NEC

B08.4




71103





isthmectomy

B08.5




71104





hemithyroidectomy

B08.3




71102





thyroidectomy,subtotal

B08.2




71101





thyroidectomy total

B08.1




71100




 6.  SALIVARY GLAND OPS













sublingual gland excision

F44.5




75404





submandibular gland excision

F44.4




75403





parotidectomy,superficial

F44.2




75401





parotidectomy, total

F44.1




75400




7.  EAR AND 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




 8.  MAXILLA , NOSE AND CRANIOFACIALetc













maxillectomy,medial/excision antral lesion

E13.2




74111





maxillectomy,partial

V07.2




7J102





maxillectomy,total

V07.8




7J101





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




Surgical Description

1 OPCS
2 OPCS
3 OPCS
4 OPCS
5 OPCS
1 READ 
2 READ 
3 READ 
4 READ


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




 9.  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




10.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





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



2

