[bookmark: _Toc521411639]Compiling your list of cancer patients:
Compile a full list of all adult (aged 16 and over) NHS patients, with a confirmed primary diagnosis of cancer, discharged from the Health Board after an inpatient episode or day case attendance for cancer related treatment between 1 January 2020 to 31 December 20.  

Please note: 
· Your list must be a list of all eligible discharges, rather than a list of patients, so some patients will appear on the list more than once at this stage. 

Duplicate patients will be removed at a later stage of the process by Quality Health, but it is very important you do not remove them, as this could bias your sample.


The list should include:  
· All adult patients with a confirmed primary diagnosis of cancer, specified by an ICD-10 code  of C00 - C99 or D05 in the first diagnosis field of their PAS record.  Note that this includes all C codes and ONE D code and all sub-categories of these codes, with the exception of those listed in the exclusions list further down.
· All eligible patients with discharge dates between 1 January 2020 to 31 December 20.
· Only admitted patients should be included: that is, inpatients and day cases.  These need to be coded 1 = ordinary admission (inpatient) or 2 = day case admission, 3 = regular day case admission or 4 = regular night admission as recorded in the Patient Classification data field.  
· Only include adult patients (aged 16 and over on the date they were discharged).
· Only include inpatient episode or day case attendances where the patient was being seen in relation to / for treatment of their cancer diagnosis. 
· Include both elective and emergency patients.
· Include all cancer patients who were seen / received treatment for their cancer. The list should not be restricted to include only patients who were newly diagnosed within the sampling period.
The list should exclude:
· Those with an ICD10 5th Edition code of C44 (other malignant neoplasms of skin) and all other C44 classifications (C44.0 to C44.9).
· Those with an ICD10 5th Edition code of C84 (Peripheral and cutaneous T-cell lymphomas) and all other C84 classifications (C84.0 to C84.9).
· Deceased patients
· Non-cancer patients
· Non-confirmed cancer patients including patients who have been given a holding diagnosis code pending results.
· Any inpatient admissions / day case attendances which were NOT in relation to the patient’s cancer. 
· Children or young persons aged under 16 years at the time of discharge.
· Private patients (non-NHS)
· Any patients who are known to be current inpatients[footnoteRef:1] [1: ] 

· Patients whose “admission” was only as an outpatient.
· Patients without a UK postal address (but do not exclude if addresses are incomplete but useable, e.g.no postcode).
· Any patient known to have requested that their details are not used for any purpose other than their clinical care – if this information is collected by your Health Board you should ensure that you remove these patients from your sample list at this stage.
· Any patient who has informed your Health Board, in response to communications about the WCPES, that they do not wish to be included in the survey.

Deceased check:
· Run a deceased check on all eligible patients and remove before sending to Quality Health 





The spreadsheet contains all the data fields required by us, details of which are as follows:

· PatientRecordNumber – starting at 1001, assign a unique sequential number to each row in the data 
· Note – duplicate cancer related admissions/attendances should not be removed from your list, so where there are multiple rows for the same patient, then each row must have a different PatientRecordNumber assigned. 
· [bookmark: _Hlk63848987]NHSNumber – verified and belonging to that individual. Ensure as much as possible that this is populated to help in the deduplication of the sample.
· Gender: code as follows: 
· 1 = male
· 2 = female
· 9 = not specified

· Title (Mr, Mrs, Ms, etc.)
· Firstname
· Surname
· Address Fields:  The address should be held as separate fields (e.g., street, area, town, and county).
· Postcode 
· [bookmark: _Hlk63849063]DateofBirth in text format (YYYYMMDD). 
· Ethnicity – The ethnicity of a person is specified by that person and should be coded using the 17-item alphabetical coding specified by NHS Digital. The codes are as follows: 
National Codes:

White
A British
B Irish
C Any other White background


Mixed
D White and Black Caribbean
E White and Black African
F White and Asian
G Any other mixed background

Asian or Asian British
H Indian
J Pakistani
K Bangladeshi
L Any other Asian background

Black or Black British
M Caribbean
N African
P Any other Black background

Other Ethnic Groups
R Chinese
S Any other ethnic group
Z Not stated
	

The code “Z” (not stated) should be used if a patient was asked for their ethnic category but refused to provide it.  If this code is missing for any other reason, ethnic category should be left blank.

Please see: http://www.datadictionary.nhs.uk/data_dictionary/attributes/e/end/ethnic_category_code_de.asp.

· Day of the month of admission (1 or 2 digits; e.g. 7 or 26) *
· Month of admission (1 or 2 digits; e.g. 4 or 5) *
· Year of admission (4 digits; e.g. 2018) *
· Day of the month of discharge (1 or 2 digits; e.g. 2 or 30) *
· Month of discharge (1 or 2 digits; e.g. 4 or 5) *
· Year of discharge (4 digits; e.g. 2018) [footnoteRef:2]* [2: * Date fields must be supplied in separate columns (e.g., date, month, and year).] 

· ICD10Code:  please ensure you are using ICD10 5th Edition codes.  4 digits; include sub-categories for these codes, i.e. C25.1.  These need to be coded in the primary diagnosis field and should be between C00 & C99 and D05-D05.9, with the exception of all C44 codes and all C84 codes.
· MainSpecialty code is recorded in the form NNN as Specified by NHS Digital. See https://datadictionary.nhs.uk/attributes/main_specialty_code.html
· Treating Health Board code: please provide the 3-character Health Board code. 
· PatientClassification should record the Type of admission; 1 = ordinary admission (inpatient), 2 = day case admission, 3 = regular day case admission & 4 = regular night admission – see https://datadictionary.nhs.uk/data_elements/patient_classification_code.html for the description codes
· Site - hospital name of where the patient attended. 

