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Community-Based Surgery Audit (CBSA) 
Frequently Asked Questions 

 

Audit Focus and 
Design 
 

1 What does ‘community-based surgery’ mean? 

2 Which patients should be included in the audit? 

3 Do I need to obtain consent from the patient for their information to be submitted to the audit? 

4 What dataset does the audit collect?  

5 Why does the audit system use manual data entry rather than file upload or direct extraction from our clinical systems? 

Using the System 
 

6 How do RCGP/HSCIC suggest I use the system?  

7 I am having problems viewing the screens. What are the system requirements for optimal viewing? 

8 What data items are ‘required’ and why? 

9 When does the system ask me to ‘Submit’ and when ‘Update’? What is the difference between them? 

10 How do the ‘Submit’ and ‘Update’ buttons work in the ‘Create Surgery’ screen?  

11 Why do the tabs of the Create Surgery screen become read-only once data is submitted? 

12 How do the date entry calendars work? 

13 What do the error and warning messages I see mean and how do I handle them? 

14 What navigational features are available to me to help me move through the system? 

15 How do I get back to the Patient Log from a patient’s Record Tree? 

16 How can I avoid being ‘timed out’ and keep my user session active? 

17 Can I delete a record if I have made a mistake? 

18 How can I copy data from the CBSA to my local clinical system to minimise duplication of data entry?  

Definitions and 
Guidance 

19 When is a lesion ‘new’ or ‘not new’? 

20 What are the definitions of the different ‘practitioner role’ options? 

21 What guidance is available on the risk categories of basal cell carcinomas managed in the community? 

22 What guidance is available on consent to treatment? 

Reporting 23 How do I download the data I have submitted? 

24 When will the system’s reporting function be extended? 

Data use and 
security 

25 What measures does the audit have in place to protect the data I submit? 

26 Can other users access the data I submit?  

27 Are the data subject to requests under the Freedom of Information Act?  

28 How will the data be used? 

Getting help 
 

29 Is there a guide to using the audit system? 

30 Where can I find supporting documentation to help me use the audit system? 

31 How can I quickly and easily access the supporting documentation (these FAQs, user guide, clinician’s information, patient 
information, consent form, dataset, etc.) when using the system? 

32 How do I report a problem? Where do I go for help?  
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Question Answer 

Audit Focus and Design 

1. What does ‘community-
based surgery’ mean? 

For the purposes of the CBSA, ‘community-based surgery’ is defined as: 
 
‘operative procedures carried out under local anaesthesia in a community setting and likely, with the exception of toe 
nail surgery, to involve the removal of material for histological analysis, on patients aged 18 years or older.’ 

  
This includes the majority of procedures included in the Association of Surgeons in Primary Care (ASPC)’s definition of 
‘Level 1’ surgery: 
 
Level one – these services can be delivered by GPs with basic surgical skills from a basic minor op/treatment room:  

o Epidermoid cysts (Sebaceous or Pilar Cysts) 
o Lipoma < 2cms  
o Excision of small 'lumps and bumps’  

 
Plus: 

o All dermatological surgery (removal of skin lesions) 
o Some more technically challenging excisions including flaps and grafts under local anaesthesia 
o Toenail avulsion.  

 
It does not include vasectomy, carpal tunnel, trigger finger and ganglion surgery. 
 

2. Which patients should be 
included in the audit? 

Patients aged 18 years or over and undergoing surgery as defined above are eligible for inclusion in the audit. 

3. Do I need to obtain 
consent from the patient for 
their information to be 
submitted to the audit? 

Yes. As patient identifiable data is being collected you will need to obtain explicit consent from patients for their information 
to be included in the audit. The obtaining of a patient’s consent for their details to be submitted will be the responsibility of 
the participating practitioner and it will also be your responsibility to ensure that the data of non-consenting patients is not 
submitted. However, the audit system incorporates a checking process for you to confirm consent has been obtained before 
submitting patient details. Although written consent is not mandatory it is the preferred option and recommended as ‘best 
practice’. A recommended patient consent form and a patient information sheet regarding the audit are provided for all 
participants to use (available at www.hscic.gov.uk/cbsa) and share with their patients. Please familiarise yourself with the 
contents of the ‘patient information’ sheet, and the contents of the ‘clinician information’ document, so that you are able to 
inform the patients adequately about the information that will be collected and how it will be stored and used. 
 

http://www.hscic.gov.uk/cbsa
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4. What dataset does the 
audit collect?  

The CBSA dataset is available at www.hscic.gov.uk/cbsa. It describes all the data items and options along with the 
relevant help text viewed on screen. It also contains details of how some of the data items map to those in other datasets. 
 

5. Why does the audit 
system use manual data 
entry rather than file upload 
or direct extraction from our 
clinical systems? 

The main reason is that many of the data items necessary to support the aims of the audit (e.g. location, excision margins, 
type of wound closure) are not held discretely (as Read codes, or other type of code) in ordinary GP systems. They would 
therefore simply not be available for extraction. A further reason is that direct extraction would require a budget and 
resources that were not available for this audit.      
 

Using the system 

6. How do RCGP/HSCIC 
suggest I use the system? 
 

We would encourage you to complete a patient record in several stages rather than in one user session after the fact. We 
would prefer that you: 
 

1. Set up a patient prior to surgery.  
Having obtained the patient’s consent for their details to be included in the audit, add them as a patient, input their 
lesion details and complete the clinical details of their surgery record. 

2. Input the details of the operation 
Soon after the operation, complete the surgery details tab of their surgery record. 

3. Input the histology results as they become available and complete the complications/outcomes tab two 
months after the operation 
Use the Missing key fields report to track when two months or more have elapsed since the patient’s operation. You 
can then review their files and update the audit system with the outcome of their histology report and whether any 
minor or major complications were noted. 
 

Please note that the data entered into the audit system is date stamped. The system therefore allows analysis of the pattern 
of data entry over time and distinction between records which have been completed in a staged way (likely/pre-surgical 
diagnosis at time of surgery and histology results at a later date) rather than all at once after the histology report has been 
received.  
 

7. I am having problems 
viewing the screens. What 
are the system 
requirements for optimal 
viewing? 
 

The CBSA system is designed to be used with Internet Explorer 7 or above (earlier versions are not secure) or recent 
versions of Firefox or Chrome. Screen resolution should be set to 1024 x 768 or above. 
 

http://www.hscic.gov.uk/cbsa
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Community-Based Surgery Audit (CBSA) 
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8. Which data items are 
‘required’ and why? 
 

All the data items collected in the CBSA have been identified as important and relevant to the measurement of the quality of 
clinical practice or to the facilitation of data entry, management and analysis. However, to maximise data completeness and 
quality, a sub-set of data fields have been designated as ‘required’ items. These are items which are necessary for a record 
to be created and saved. Items have been designated ‘required’ if (1) that data item would be expected to apply to all cases, 
and (2) the required information would be expected to be available at the time a record (whether patient, lesion or surgery)  
is being created. Hence all items relating to patients and lesions are required, but those within surgery relating to the 
procedure itself, histology, and complications are not. This is because the user may want to create and save a surgery 
record (with ‘clinical details’) in advance of knowing the details of  the actual procedure, and histology and complications 
data will not be available until some time after the procedure is carried out.  
 
The number of required fields is actually fairly limited: 
 

CBSA screens/required fields 
Patient NHS/CHI No 

Date of birth 
Postcode 
Gender 

Lesion Anatomical site of lesion (level 1) e.g. Head/face, Torso 
Anatomical site of lesion (level 2) e.g. Forehead, Back 
Initial treatment reason, i.e. Symptomatic, Benign, Suspected malignancy 

Create Surgery  
Clinical Details tab Date referred for surgery 

Is this a new lesion? 
Is the diagnosis based on an existing histological diagnosis? 
Likely/pre-surgical diagnosis (level 1) i.e. Malignant, Pre-malignant, Benign 
Lesion size 

Surgery Details tab No required fields 
Histology tab No required fields 
Outcomes / 
Complications tab 

No required fields 

 
Hopefully, with experience, users will recognise the value of all the fields. Some examples of items that are designed to help 
users with their data entry and management are: 
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The data inputted into the optional ‘Additional location details’ field of the lesion screen appears in the patient’s record tree 
and at the top of their ‘Create surgery’ screen.  It’s a free-text box, so you can add personal notes (up to 25 characters) to 
help distinguish that particular lesion from another lesion you have operated on for that patient. 
 
Inputting the optional field ‘Date of surgery’ 1) will activate the Missing key fields report to report the number of days since 
the operation, helping you to keep track of when to review that patient’s file for receipt of the histology report and any 
complications within two months; and 2) in conjunction with the required field ‘Date referred for surgery’ could enable you to 
demonstrate the accessibility and efficiency of the service you deliver. 
 
It is anticipated that the more users put in, the more they will get out, particularly as the system’s reporting functionality 
develops with increased take-up and case submission. 
 

9. When does the system 
ask me to ‘Submit’ and 
when ‘Update’? What is the 
difference between them? 

The system collects three sub-sets of data - about patients, lesions and surgery.  Each data sub-set is entered using a 
separate screen. The first time you input data using one of the screens, you will ‘Submit’ the data. Any time you return to 
edit or add more information to that screen, the option you will be offered is to ‘Update’ the data. 
 

10. How do the ‘Submit’ or 
‘Update’ buttons on the 
‘Create Surgery’ screen 
work? 
 

As noted in the previous FAQ, the system collects three sub-sets of data - about patients, lesions and surgery.  Each data 
sub-set is entered using a separate screen. The ‘Create Surgery’ screen comprises four sections: Clinical Details, Surgery 
Details, Histology, and Outcomes/Complications. These are four interconnected tabs, not separate screens. The ‘Submit’ 
and ‘Update’ buttons on each tab relate to all four tabs. If you wish, for example, you can complete the data for both clinical 
details and surgery details in the same session and click ‘Submit’. You don’t need to complete the clinical details tab and 
click ‘Submit’, return to the patient’s record tree, navigate back to input their surgery details, etc. You can do both, or as 
many tabs as you have data to input for, before clicking ‘Submit’ or ‘Update’. 
 

11. Why do the tabs of the 
Create Surgery screen 
become read-only once 
data is submitted? 
 

The Clinical Details tab of the Create Surgery screen becomes read-only once data is submitted and the whole surgery 
record becomes read-only once all the Create Surgery tabs have been completed.  These tabs become read-only to 
discourage retrospective updates of the data entered in it. The audit is able to demonstrate evidence of your diagnostic 
accuracy through comparison of your clinical diagnoses and histology results. This is an important and useful indicator of the 
quality of surgical practice delivered.  
 
Please note that the data entered into the audit system is date stamped. The system therefore allows analysis of the pattern 
of data entry over time and distinction between records which have been completed in a staged way (likely/pre-surgical 
diagnosis at time of surgery and histology results at a later date) rather than all at once after the histology report has been 
received.  
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12. How do the date entry 
calendars work? 
 

At several points, you are required to input dates, e.g. date of referral, date of surgery. Drop down calendars are provided to 
help you input the date. Alternatively, you can directly type the date into the field in the format ddmmyyyy (no other key 
strokes required). 
 

13. What do the error and 
warning messages I see 
mean and how do I handle 
them? 
 

*Error and *Warning messages appear above the tab they relate to. When you open the relevant tab, the reason for the 
*Error or *Warning message is explained at the top of that tab. 
 
*Error messages appear in red font and include: 

 Inappropriate date entered, e.g. date of surgery earlier than date of referral, or date of receipt of histology report earlier 
than date of surgery, etc. 

 A required field has not been completed 
 
Correct the indicated field(s) and click ‘Update’ and the *Error message will disappear. Please note that if you have both an 
*Error message and a *Warning message, you will need to correct the *Error first. 
 
The ‘Create Surgery’ page contains four interrelated tabs or screens. If you are submitting the clinical details section of the 
surgery record for the first time, you will be asked to confirm that you wish to submit the data as it will become read-only. If 
there were errors in the page (or the lesion was large, i.e. >25mm diameter) you will find that you are returned to ‘Create 
Surgery’ screen; the clinical details will not be read-only; and *Error or *Warning messages will have appeared. This is 
because, when submitting the clinical details of a surgery record for the first time, it is only after you confirm submission via 
the dialogue box that appears that the system runs a check on the data. If there are errors, the data does not become read-
only and you have an opportunity to correct it. Once you correct the errors/warnings and click submit again, the data will be 
submitted; you will be returned to the patient’s record tree and, if you visit the clinical details tab, the data there will be 
greyed-out and read-only. 
 
*Warning messages appear in gold font and relate to  

 Large lesion size 
 
You can enter a lesion of any size. If it is over 25 mm you will be warned that the lesion is large and asked to confirm your 
submission.  
 
If it was entered in error, correct the lesion size and click ‘Submit’.  
 
If you do wish to submit a lesion >25mm, ‘tick’ the ‘Submit record with warnings’ checkbox that will have appeared above 
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the four tabs of the ‘Create Surgery’ screen and click ‘Submit’ again; ‘Yes’ to the dialogue box about clinical details 
becoming read-only; and the lesion size will be accepted. 
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14. What navigational 
features are available to me 
to help me move through 
the system? 
 

You will notice three lines of text that commonly appear throughout the web pages that will help you navigate through the 
system. 
 

 
             
See the next FAQ for help on how to get back to the Patient Log from a patient’s Record Tree.                                  

15. How do I get back to the 
Patient Log from the 
patient’s Record Tree?  
 

When you go to a patient’s Record Tree from the Patient Log screen, if you use the ‘back’ button on the Record Tree screen 
it will take you to the ‘Add/Search for Patient Record’ screen rather than the Patient Log. To get back to the Patient Log in 
this situation, use your web browser’s back button.  
 

16. How can I avoid being 
‘timed out’ and keep my 
user session active? 
 

If you do not enter any data for 20 minutes the system will automatically log you out. Simply clicking in the program will keep 
it active. Signing back in after that time will bring you back to the last place you visited. 
 

17. Can I delete a record if I 
have made a mistake? 
 

Yes. The system allows deletion of records at the ‘patient’, ‘lesion’ and ‘surgery’ levels. You can access this functionality in 
the Record Tree view.    
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18. How can I copy data 
from the CBSA to my local 
clinical system to minimise 
duplication of data entry?  
 

You can download data you have submitted to the CBSA using the ‘Extract’ facility on the ‘Reporting’ screen. Data 
downloaded in this way will appear on-screen as a CSV (Comma Separated Value) file in Excel. You can copy lines from 
this data and paste them into clinical records to avoid duplication of data entry. If you want to save the data file, click ‘File’, 
‘Save As’, and choose the type of file you want to create (e.g. in Excel as a .xls file instead the original .csv), the name you 
want the file to have, and the location you want to save it to on your local system. 
 

Definitions and guidance 

19. When is a lesion ‘new’ 
or ‘not new’? 
 

A new lesion is defined as one where there is no existing histological diagnosis.  To assess the diagnostic accuracy of the 
practitioner the audit tool seeks to differentiate between those lesions diagnosed clinically and those already confirmed 
histologically.  Only the former will count towards assessing accuracy. 
 
Where a previously treated lesion recurs it will be considered “not new” (even in the case of a reportedly fully excised lesion, 
it will be treated as “not new” in recognition of the sampling error that is inherent in histological analysis). Should you 
diagnose a different lesion on the site of previous operation then this can be considered “new”.   So for illustration if your 
patient has had a nodular BCC completely removed from their back and they develop a pigmented lesion you clinically 
diagnose to be a melanoma over the scar this is a new lesion.  If they had developed another nodular BCC over the scar 
this would not be considered to be new. 
 

20. What are the definitions 
of the different ‘practitioner 
role’ options? 
 

The options for the data item ‘practitioner role’ are as follows and as described in Department of Health guidance: 
 

01 LES/DES GP 
02 Model 1 Practitioner: GPwSI  

Skin lesion GPwSI: skin lesions and skin surgery including skin cancer community services 
03 Model 1 Practitioner: Group 2 GPwSI 

Dermatology & skin surgery: diagnosis and management of skin disease and benign skin surgery 
04 Model 1 Practitioner: Group 3 GPwSI 

Dermatology, skin surgery and skin cancer: diagnosis and management of skin disease, skin surgery 
including skin cancer community services 

05 Model 2 Practitioner: GP 
Acting under acute trust or governance 

06 Model 2 Practitioner: Nurse 
Acting under acute trust or governance 

07 Model 2 Practitioner: Trainee specialist doctor 
Acting under acute trust or governance 
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08 Model 2 Practitioner: Consultant surgeon 
Acting under acute trust or governance 

09 Model 2 Practitioner: Consultant dermatologist 
Acting under acute trust or governance 

10 Model 2 Practitioner: Hospital practitioner 
Acting under acute trust or governance 

11. Other 
If you are operating outside of the above contracts (for example private, non consultant grade hospital doctor) 
please choose ‘Other’ and describe in free text in the next data field) 

 
For more information on these roles, please refer to: 
http://www.pcc-
cic.org.uk/sites/default/files/articles/attachments/revised_guidance_and_competences_for_the_provision_of_servi
ces_using_gps_with_special_interests_0.pdf 
 

21. What guidance is 

available on the risk 
categories of basal cell 
carcinomas managed in the 
community? 
 

http://www.nice.org.uk/nicemedia/live/10901/48878/48878.pdf summarises the National Institute for Health and Care 
Excellence (NICE)’s guidance on the management of low-risk basal cell carcinomas in the community, including the 
definitions of low-risk according to the practitioner’s role.    
 

22. What guidance is 
available on consent to 
treatment? 
 

If you are operating on a patient, consent must have been obtained from the patient, their next of kin or their guardian. GMC 
guidance 
 
(http://www.gmc-uk.org/guidance/ethical_guidance/consent_guidance_index.asp) states that for minor or routine 
investigations or treatments oral consent is sufficient (para 46). Written consent is only required for “cases that involve 
higher risk” and other specific circumstances (paras 47, 48 & 49). All consents, verbally or otherwise obtained, should be 
recorded in the patient’s medical records (para 51).  
DH Guidance (Reference Guide to Consent 2nd Ed 2009  
 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_103643) 
suggests the use of consent forms is good practice where surgery is undertaken.  
 
 

http://www.pcc-cic.org.uk/sites/default/files/articles/attachments/revised_guidance_and_competences_for_the_provision_of_services_using_gps_with_special_interests_0.pdf
http://www.pcc-cic.org.uk/sites/default/files/articles/attachments/revised_guidance_and_competences_for_the_provision_of_services_using_gps_with_special_interests_0.pdf
http://www.pcc-cic.org.uk/sites/default/files/articles/attachments/revised_guidance_and_competences_for_the_provision_of_services_using_gps_with_special_interests_0.pdf
http://www.nice.org.uk/nicemedia/live/10901/48878/48878.pdf
http://www.gmc-uk.org/guidance/ethical_guidance/consent_guidance_index.asp
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_103643


          
 

Page 11 of 13  CBSA FAQs May 2014        back to top 
 

Community-Based Surgery Audit (CBSA) 
Frequently Asked Questions 

 

Reporting 

23. How do I download the 
data I have submitted? 
 

The system allows you to download the data you have entered in the form of CSV (Comma Separated Value) files.  Access 
this data via the CBSA Home page, by choosing Reporting, then Extract. Four types of extract are available - Patient, 
Lesion, Surgery and Combined.  The Combined extract will be the most useful one for most users.  This provides one line 
of data for each surgery record created, with associated lesion and patient data. 
 
When you click on Combined on the Extract screen you will see your data on-screen as a CSV file in Excel. If you want to 
save the data file, click ‘File’, ‘Save As’, and choose the type of file you want to create (e.g. in Excel as a .xls file instead the 
original .csv), the name you want the file to have,  and the location you want to save it to on your local system. You may 
delete columns, organise the information or undertake analysis according to your quality monitoring, appraisal, re-validation 
and commissioning requirements. 
 

24. When will the system’s 
reporting function be 
extended? 
 

In due course we aim to provide each individual participant with a ‘dashboard’ - a summary of statistics on the data they 
input. We also aim to provide reports which will enable you to compare your performance with that of your peer participants.  
 
We haven’t developed them yet because they will not be very meaningful or useful until the audit holds sufficient data about 
a) your own practice or b) others’ practice and we’d like your help, via the interim evaluation, when you’re familiar with the 
system, to help us design them so that they best suit your needs. 
 

Data use and security 

25. What measures are in 
place to protect the data I 
submit? 
 

The HSCIC operate a Network Security Policy which embodies best practice in relation to physical system security, data 
storage, back-up and restoration, as set out by the NHS Code of Practice for Information Security Management, the 
requirements of the Department of Health Information Governance Toolkit, and ISO 27002 (Information technology - 
Security techniques - Code of practice for information security management). 
 
The HSCIC makes sure that data collected is subject to strict rules about confidentiality as laid down by Acts of Parliament, 
including the Data Protection Act (1998) and the Health and Social Care Act (2001). It also conducts its clinical audit activity 
in accord with the recommendations of the Caldicott Report (1997) on patient confidentiality. Data supplied for analysis and 
reporting will be provided in a way that means no individuals (either patients or practitioners) can be identified.  
 

26. Can other users access 
the data I submit? 
 

The data in the CBSA system is stored by patient. Therefore, if you input data on a patient that another clinician participating 
in the audit has operated on, you will see the patient’s complete record.   However the audit’s terms and conditions of use 
state that users should not access records created by other users for any purpose other than adding, editing or viewing data 
about his or her own clinical activity. Inappropriate access of another users’ record is a breach of the system’s terms and 
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conditions of use. The system allows HSCIC to monitor users’ activity in accessing and editing records. 
 

27. Are the data subject to 
requests under the 
Freedom of Information 
Act? 

Members of the public have a right to request access to information held by public authorities. The HSCIC is an executive 
non-departmental public body (ENDPB) under the Health and Social Care Act 2012 and is subject to Freedom of 
Information Requests.   

28. How will the data be 
used? 
 

The RCGP will analyse the anonymised data and may publish reports in medical journals and on the internet. Other publicly-
funded health organisations or university departments specialising in health matters may be involved in the data analysis. 
The data may be used for research or health policy analysis. The research will always be in line with the overall purpose of 
the projects aims. Information collected may also be linked to other datasets. It should be stressed that no patient or 
practitioner will be identifiable at any stage in this process. 
 
By signing and submitting the audit registration form you consent to HSCIC providing your email address to the RCGP 
project team so they can contact you for feedback and evaluation during the pilot. 
  
Patient consent provides you with access to their information for the duration of the audit. If a patient changes their mind 
regarding inclusion of their data in the audit they are advised to contact you directly and you are required to delete all details 
regarding them from the system that you have submitted to it. 
 

Getting help 

29. Is there a guide to using 
the tool? 

Yes. The ‘CBSA User Guide’ is available here (www.hscic.gov.uk/cbsa). You might also find it helpful to consult the help 
text documented in the dataset available from the same web page. 
 

30. Where can I find 
supporting documentation 
to help me use the audit 
system? 
 

The supporting documentation to help you use the audit tool includes: 

 these FAQs 

 CBSA getting started 

 Clinician information 

 Patient information 

 Patient consent form 

 Dataset 

 Data crib sheet 
These can all be found on www.hscic.gov.uk/cbsa 

 
Below you can learn how to bookmark the URL they are found on to quickly retrieve them as you need them. 

http://www.hscic.gov.uk/cbsa
http://www.hscic.gov.uk/cbsa
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31. How can I quickly and 
easily access the supporting 
documentation (these 
FAQs, user guide, clinician 
information, patient 
information, consent form, 
dataset, etc.) when I am 
using the audit system? 
 

Create a bookmark on your browser that will take you directly from the CBSA audit system to the CBSA page on the Health 
and Social Care Information Centre’s website. You can do this as follows: 

1. Go to the HSCIC website and go to the page for the CBSA: www.hscic.gov.uk/cbsa 

2. In the address bar click on the logo at the start of the address and then drag it and drop it into the favourites bar of 
your browser. 

You will then be able to easily access the background info/FAQs etc. from anywhere in the data entry screens. 
 

32. How do I report a 
problem? Where do I go for 
help?  
 

If you need help using the audit tool please contact the HSCIC on enquiries@hscic.gov.uk or 0845 300 6016. Please 
provide a detailed description of the problem. If by email, ideally include a screenshot to illustrate it. A screenshot can easily 
be copied to the clipboard by use of Shift + Print Screen, then pasted into the email or an attached document.  
 
 

 

 
 
 
 

 
 
 
 

 

http://www.hscic.gov.uk/cbsa
mailto:enquiries@hscic.gov.uk

