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Version Date Summary of Changes Changes made by 

1.1 10/04/2014 

Practitioner role ‘other’ free text field deleted 

Patient category field added 

Augmentation of the diagnosis options 

Addition of free text options for diagnoses 

In Closure method option ‘No closure/secondary intention’ 
changed to ‘No closure/secondary intention (incl. cautery)’ 

Is diagnosis based on existing histology changed to Basis of 
diagnosis 

Rose Napper 
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Patient 
 

CBSA data item (field 
label)  

NHS Data Dictionary 
v3 element 

COSD v1.1 data item 
(for confirmed skin 

cancers) 
Format/Codes/Values Help text 

NHS/CHI number NHS NUMBER NHS NUMBER n10 NHS Number: The standard unique identifier for a patient within the NHS in England 
and Wales 
CHI Number: The standard unique identifier for a patient within the NHS in Scotland 
 

Date of birth PERSON BIRTH DATE PERSON BIRTH DATE dd/mm/yyyy 
 

The date on which a person was born or is officially deemed to have been born 
 

Surname PERSON FAMILY 
NAME 

PERSON FAMILY 
NAME 

Max an50 That part of a person’’s name which is used to describe family, clan, tribal group or 
marital association  

Forename PERSON GIVEN NAME PERSON GIVEN NAME Max an50 The forename or given name of a person 

Postcode of usual address POSTCODE OF USUAL 
ADDRESS 

- Max an8 The postcode of the address nominated by the patient as their main permanent 
residence 

Gender PERSON GENDER 
CODE CURRENT 

PERSON GENDER 
CODE (CURRENT) 

0 Unknown 
1 Male 
2 Female 
9 Not specified 
 

This is a person’s gender currently. Note that "Unknown" means that the sex of a 
person is not being recorded. "Not specified" means indeterminate, i.e. unable to be 
classified as either male or female 

Has the patient consented to 
their details being recorded 
for the audit? 

- - Yes 
 

If you answer No to this question the patient details will not be saved. 
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Lesion 

 

 

 

 

 

CBSA data item (field label) 
NHS Data Dictionary 

v3 element 

COSD v1.1 data item 
(for confirmed skin 

cancers) 
Format/codes/values Help Text 

Anatomical site of lesion (level 1) - - 01 Head/face 
02 Upper Limb 
03 Torso 
04 Lower Limb 

The approximate location of the lesion. With multiple biopsies, a separate audit entry 
should be made for each. 

Anatomical site of lesion (level 2) Maps to SKIN 
SPECIMEN SITE 
CODE (see table 1) 

Maps to SITE CODE OF 
SPECIMEN (see table 1) 

01.1 Ear 
01.2 Nose 
01.3 Lip 
01.4 Cheek 
01.5 Forehead 
01.6 Scalp 
01.7 Chin 
01.8 Neck 
01.9 Eyelid 
01.10 Eyebrow 
01.11 Periorbital 
02.1 Upper arm 
02.2 Elbow 
02.3 Forearm 
02.4 Wrist 
02.5 Hand 
02.6 Digit 
03.1 Shoulder 
03.2 Axilla 
03.3 Chest 
03.4 Breast 
03.5 Back 
03.6 Abdomen 
03.7 Buttocks 
03.8 Groin 
04.1 Thigh 
04.2 Shin 
04.3 Calf 
04.4 Ankle 
04.5 Foot 
04.6 Toe 
 

- 

Additional location details - - Max an20 Use to further identify lesion location, especially if there are multiple lesion records 
for one patient, e.g. ‘Left upper lobe’. Maximum 20 characters. 

Initial treatment reason  - - 01 Symptomatic 
02 Benign lesion 
03 Suspected malignancy 
 

The reason the surgery is being undertaken. Only one option may be chosen. If 
you believe the lesion is benign but have included a potential malignant diagnosis 
you should choose c. Suspected malignancy.  
If the lesion is causing the patient actual symptoms please choose a. Symptomatic. 
If the lesion is considered benign, and is not causing symptoms (this may include 
essentially cosmetic requests) please choose b. Benign lesion. 
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Surgery 
 

 
CBSA data item 

(field label) 
 

NHS Data Dictionary 
v3 element 

 
COSD v1.1 data item 
(for confirmed skin 

cancers) 
 

Format/codes/values Help Text 

Date referred for 
surgery 

- - dd/mm/yyyy This is the date the decision that the patient required surgical treatment was made.  So if 
the patient was referred to the surgeon for an opinion, and following that a decision to 
operate was made, the date entered should be the date of that decision. 

Is this a new lesion? - - Yes 
No 

If a lesion has not been previously biopsied it is “new”. If the histology is known by 
previous biopsy it is not “new”. If a lesion is recurrent following a previous adequate 
excision the diagnostic process starts again from scratch so this lesion is regarded as 
“new”. 

Basis of diagnosis  - - 01 Own clinical opinion - no dermoscopy 
02 Own clinical opinion - with dermoscopy 
03 Specialist opinion 
04 Pre-existing histology report 
 

- 

Likely/pre-surgical 
diagnosis (level 1) 

- - 01 Malignant 
02 Pre-malignant 
03 Benign 
 

If no previous histology results for the lesion are known, this is the practitioner’s opinion 
as to the type of lesion being operated upon. Please try to be as specific as possible.  We 
allow a further differential diagnosis where there is uncertainty. If previous histology 
results for the lesion are known, this is the diagnosis based on those results.  

Likely/pre-surgical 
diagnosis (level 2) 

PROVISIONAL 
DIAGNOSIS  and for 
confirmed skin 
cancers will map to 
SKIN CANCER 
LESION DIAGNOSIS 
(see table 2) 

Will map to CLINICAL 
DIAGNOSIS (PRE-
HISTOLOGICAL 
RESULT - SKIN) (see 
table 2) 
 

01.1 Basal cell carcinoma 
01.2 Squamous cell carcinoma 
01.3 Keratoacanthoma 
01.4 Melanoma and lentigo maligna 
01.5 Other rare tumours 
 
02.1 Actinic keratosis 
02.2 Bowen’s disease 
 
03.1 Naevi 
03.2 Seborrhoeic Keratosis 
03.3 Cystic 
03.4 Lipoma 
03.5 Other 

- 

Likely/pre-surgical 
diagnosis (level 3) 

PROVISIONAL 
DIAGNOSIS and for 
confirmed skin 
cancers will map to 
SKIN CANCER 
LESION DIAGNOSIS 
(see table 2)  

Will map to CLINICAL 
DIAGNOSIS (PRE-
HISTOLOGICAL 
RESULT - SKIN) (see 
table 2) 
 

01.1.1 Solid (nodular /cystic) 
01.1.2 Superficial 
01.1.3 Morphoeic / other infiltrative 
01.1.4 Other rare BCC 
 
01.4.1 Melanoma in situ 
01.4.2 Superficial spreading melanoma 
01.4.3 Lentigo maligna 
01.4.4 Lentigo maligna melanoma 
01.4.5 Nodular melanoma 
01.4.6 Acral-lentiginous melanoma 
01.4.7 Melanocytic lesion of unknown malignant 
potential 
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CBSA data item 

(field label) 
 

NHS Data Dictionary 
v3 element 

 
COSD v1.1 data item 
(for confirmed skin 

cancers) 
 

Format/codes/values Help Text 

01.5.1 Merkel cell carcinoma 
01.5.2 Other rare tumours 
 
03.1.1 Intradermal 
03.1.2 Junctional 
03.1.3 Compound 
03.1.4 Halo 
03.1.5 Blue 
03.1.6 Sebaceous 
03.1.7 Spitz 
03.1.8 Dysplastic 
03.1.9 Other rare naevi 
 
03.3.1 Pilar Cyst 
03.3.2 Epidermoid (includes wen and sebaceous 
cyst) 
03.3.3 Digital myxoid 
03.3.4 Other rare cyst 
 
03.5.1 Skin tag (fibroepithelial polyp)  
03.5.2 Viral wart 
03.5.3 Keratin horn 
03.5.4 Molluscum 
03.5.5 Dermatofibroma 
03.5.6 Pyogenic granuloma 
03.5.7 Neurofibroma 
03.5.8 Sebaceous hyperplasia  
03.5.9 Chondrodermatitis nodularis helicis (CDNH) 
03.5.10 Pilomatrixoma  
03.5.11 Cylindroma  
03.5.12 Lentigo simplex 
03.5.13 Rhinophyma 
03.5.14 Scar 
03.5.15 Xanthelasma 
03.5.16 Haemangioma 
03.5.17 Ingrowing nail 
03.5.18 Other rare lesion 

Likely/pre-surgical 
diagnosis (level 3) - 
Other rare diagnosis 
(free text) 

- - - - 

Differential diagnosis 
(levels 1-3) 

- - As for  Likely/pre-surgical diagnosis An alternative diagnosis. This should only be entered if the user feels uncertain about the 
first diagnosis recorded. 

Differential diagnosis 
(level 3) - Other rare 
diagnosis (free text) 
 

- - - - 
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CBSA data item 

(field label) 
 

NHS Data Dictionary 
v3 element 

 
COSD v1.1 data item 
(for confirmed skin 

cancers) 
 

Format/codes/values Help Text 

Lesion size (diameter, 
or length if not 
symmetrical)  

LESION SIZE - n2 The size of the lesion in millimetres.  If it is circular please enter the diameter, to the 
nearest millimetre. If irregular or non-circular please enter the longest dimension. If it is 
subcutaneous please enter your estimated size. If the size entered is over 25mm you will 
need to check the ‘submit with warnings’ box at the top of this tab for the entry to be 
accepted. 

Lesion size (width if 
not symmetrical) 

- - n2 Please enter the lesion width here for non-circular or irregular lesions, to the nearest mm. 
If the size entered is over 25mm you will need to check the ‘submit with warnings’ box at 
the top of this tab for the entry to be accepted. 

Practitioner role For confirmed skin 
cancers will map to 
CARE 
PROFESSIONAL 
SURGEON GRADE 
(CANCER) (see table 
3) 

Will map to GRADE 
OF 
CLINICIAN/SURGEON 
OPERATING (see 
table 3) 
 

01 LES/DES GP 
02 Model 1 Practitioner: Skin lesion GPwSI 
03 Model 1 Practitioner: Group 2 GPwSI 
04 Model 1 Practitioner: Group 3 GPwSI  
05 Model 2 Practitioner: GP 
06 Model 2 Practitioner: Nurse 
07 Model 2 Practitioner: Trainee Specialist Doctor 
08 Model 2 Practitioner: Consultant Surgeon 
09 Model 2 Practitioner: Consultant Dermatologist 
10 Model 2 Practitioner: Hospital Practitioner 
11 Other 

The role of the practitioner undertaking the surgery, as described in Department of Health 
guidance. 
 

Patient category - - 01 Practice patient – own patient 
02 Referred patient – own practice 
03 Referred patient – other location (A) 
04 Referred patient – other location (B) 
05 Referred patient – other location (C) 
06 Referred patient – other location (D) 
07 Referred patient – other location (E) 
08 Referred patient – other location (F) 

- 

BCC risk category - - 01 High 
02 Low 

If you are operating on a lesion diagnosed as BCC as a DES/LES or Model 1 practitioner, 
please indicate the risk category as appropriate to your role and the patient/clinical details 

Date of surgery 
 

PROCEDURE DATE PROCEDURE DATE dd/mm/yyyy The date on which surgery was undertaken. Please indicate whether this was the earliest 
available for the surgeon or was a date chosen by the patient.  

Surgery date reason - - 01 Earliest date available for surgeon 
02 Date chosen by patient 
 

- 

Was valid, informed 
consent obtained for 
the procedure to be 
undertaken?  

- - Yes 
No 

Whether valid, informed consent for the procedure to be undertaken was given by the 
patient or, if appropriate, their next of kin or guardian 

Procedure Maps to PRIMARY 
PROCEDURE (OPCS) 
(see table 4) 

Maps to PRIMARY 
PROCEDURE (OPCS) 
(see table 4) 

01 Excision biopsy 
02 Shave excision 
03 Punch or incisional biopsy 
04 Curettage or scoop biopsy 
05 Skin flap following excision 
06 Skin graft following excision 
07 Partial nail avulsion 
08 Complete nail avulsion 
 

The type of procedure being undertaken. 
 
Excision biopsy: All standard excision surgery including ellipses, crescentic excisions, 
punch excisions and M-Plasties where closure is usually direct. 
Shave excision: All procedures where the lesion has been shaved from the skin be it 
with a blade, scissors (otherwise called scissor amputation or snip excision),electro-  or 
radio-surgery. 
Punch or incisional biopsy: All procedures where a sample has been cut out of the 
lesion 
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CBSA data item 

(field label) 
 

NHS Data Dictionary 
v3 element 

 
COSD v1.1 data item 
(for confirmed skin 

cancers) 
 

Format/codes/values Help Text 

 Curettage or scoop biopsy: Where the lesion has been scraped off or scooped out. 
Complete removal cannot be confirmed clinically or  expected histologically. 
Skin flap: This includes rotation, advancement and pedicle flaps where skin has been 
moved to cover the defect. 
Skin graft: This includes full thickness, split and pinch grafts for excisions including Mohs 
surgery. 

Closure method - - 01 Deep suture  
02 Cutaneous interrupted sutures 
03 Cutaneous continuous sutures 
04 Subcuticular sutures 
05 Adhesive strips 
06 Glue  
07 No closure/ secondary intention 

The means by which the surgical wound is closed. More than one option may be chosen. 
Deep sutures includes all buried sutures that are expected to be absorbed. Cutaneous 
interrupted sutures include simple skin sutures and mattress sutures, where each stitch 
is made of a separate piece of material. 
Cutaneous continuous sutures in which a continuous uninterrupted length of material is 
used. 
Subcuticular sutures, also known as continuous subcuticular sutures, may include 
absorbable & non absorbable sutures.  One, both or neither end may be buried. 
Adhesive strips include Steri-strips, Leuco-Strips. etc. 
No closure/Secondary intention means that the wound, or part of it, has been left to 
heal by no closure/secondary intention. 

Was a sample sent for 
histological 
examination? 

- - Yes 
No 

Whether tissue removed by minor surgery was sent for histological examination. Nearly all 
material removed surgically should be sent for histological examination.  If only a portion 
of material removed is sent (for example, a sample of skin tags) the response should be 
Yes. If no sample was sent, please give the reason . 
 

If ‘no’, reason for 
sample not being sent 

- - 01 Insufficient material obtained 
02 Clinically not required 
03 Other 

- 

Where ‘other’ has 
been selected please 
give more information 
here 

- - Max an50 - 

Was the patient 
provided with a post-
operative advice 
sheet? 

- - Yes 
No  
 
 

Whether or not the patient was provided with a post-operative advice sheet. Not all 
procedures may need written post-operative advice, but if it was provided that should be 
indicated here.  This will allow practice to be compared between peers. 

Histological report 
diagnosis (level 1) 

  01 Malignant 
02 Pre-malignant 
03 Benign 
04 Insufficient Material to allow diagnosis 

The diagnosis as indicated on the histology report 

Histological report 
diagnosis (level 2) 

PRIMARY 
DIAGNOSIS (ICD) 
 

PRIMARY 
DIAGNOSIS (ICD) 
 

As likely/pre-surgical diagnosis (level 2) - 

Histological report 
diagnosis (level 3) 

PRIMARY 
DIAGNOSIS (ICD) 
 

PRIMARY 
DIAGNOSIS (ICD) 
 

As likely/pre-surgical diagnosis (level 3) - 

Histological report 
diagnosis (level 3) -  
Other rare diagnosis 
(free text) 

- - - - 
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CBSA data item 

(field label) 
 

NHS Data Dictionary 
v3 element 

 
COSD v1.1 data item 
(for confirmed skin 

cancers) 
 

Format/codes/values Help Text 

Date histological 
report received 

- - dd/mm/yyyy This is the date the report was received back from the laboratory 

Deep excision margin Maps to EXCISION 
MARGIN (see table 5) 

- 01 Incomplete excision 
02 Not relevant (for curettage, incisional biopsies 
etc) 
03 Complete, margins not stated 
04 ≤ 1mm 
05 >1mm - 2mm 
06 >2mm - 3mm 
07 >3mm - 4mm 
08 >4mm - 5mm 
09 >5mm 
 

For excisional procedures, an indication of whether the pathology laboratory investigation 
reported the excision margin as clear of the lesion and, if so, by how much. Laboratories 
differ in the way they report, and expert groups in what is judged an adequate margin; for 
this reason we are asking for the actual size of the margin to be recorded, as a categorical 
value.  
 
 

Lateral excision 
margin 

Maps to EXCISION 
MARGIN (see table 5) 

- 01 Incomplete excision 
02 Not relevant (for curettage, incisional biopsies 
etc) 
03 Complete, margins not stated 
04 ≤ 1mm 
05 >1mm - 2mm 
06 >2mm - 3mm 
07 >3mm - 4mm 
08 >4mm - 5mm 
09 >5mm 
 

For excisional procedures, an indication of whether the pathology laboratory investigation 
reported the excision margin as clear of the lesion and, if so, by how much. Laboratories 
differ in the way they report, and expert groups in what is judged an adequate margin; for 
this reason we are asking for the actual size of the margin to be recorded, as a categorical 
value.  
 
 

Was the patient 
informed of the 
histological 
diagnosis? 

- - Yes 
No 

Whether the patient was informed of the histological diagnosis. Please mark ‘Yes’ if the 
surgeon or their team ACTIVELY informed the patient of the result (by phone, letter, 
appointment etc.) rather than allowing the patient to find out by their own means 

Referral offered For confirmed skin 
cancers will maps to 
PRIORITY TYPE 
CODE 

Maps to PRIORITY 
TYPE CODE 

01 Yes - routine 
02 Yes - 2 week wait 
03 No - not necessary 
04 No - other reason 

Please let us know how patients with skin cancers were managed.  If they were managed 
by routine referral, including to a GPwSI then choose a. Yes – Routine 
If the patient declined referral for example choose d. No – Other reason 

Major patient 
complication reported 
within 2 months  

- - Yes 
No 

Please indicate whether the patient experienced a major surgical complication post-
operatively or in the 2 months post surgery. If 'yes', please indicate the type(s) below. 
More than one option may be chosen. 

Post-op complications - - 01 Significant Bleed 
02 Confirmed wound infection 
03 Wound dehiscence 
04 Nerve damage 
05 Tendon damage 
06 Haematoma/Seroma 
07 Hypertrophic/Keloid scar 
08 Other 

A significant bleed is one that has required intervention (re-suturing, pressure dressings 
etc). A confirmed infection is one with frank pus and ideally supported with bacteriology 
confirmation. Other dysfunction includes dehiscence, nerve or tendon damage, seroma, 
haematomas etc 

Minor patient 
complication reported 
within 2 months 

- - Yes 
No 

Please indicate whether the patient experienced a minor surgical complication post-
operatively or in the 2 months post surgery. These are lesser complications that have 
required additional clinical follow up including minor bleeding, erythema and unconfirmed 
minor infection, mild pain, etc. 
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Table 1 - Mapping of ‘Anatomical site of lesion (level 2)’ to NHS Data Dictionary v3 item SKIN SPECIMEN SITE CODE and COSD v1.1 (skin) item SITE 
CODE OF SPECIMEN 

 
Community-Based 
Surgery Audit 
Categories 

COSD v1.1 skin item SITE CODE OF SPECIMEN and NHS 
Data Dictionary v3 item SKIN SPECIMEN SITE CODE 
mapping (ICD-10) 

Head/face:  

01.1 Ear C44.2 Skin of ear and external auricular canal  

01.2 Nose C44.3 Skin of other and unspecified parts of face  

01.3 Lip C44.0 Skin of lip  

01.4 Cheek C44.3 Skin of other and unspecified parts of face  

01.5 Forehead C44.3 Skin of other and unspecified parts of face  

01.6 Scalp C44.4 Skin of scalp and neck  

01.7 Chin C44.3 Skin of other and unspecified parts of face  

01.8 Neck C44.4 Skin of scalp and neck  

01.9 Eyelid C44.1 Skin of eyelid, including canthus 

01.10 Eyebrow C44.3 Skin of other and unspecified parts of face  

01.11 Periorbital C44.3 Skin of other and unspecified parts of face 

Upper Limb:  

02.1 Upper arm C44.6 Skin of upper limb, including shoulder 

02.2 Elbow C44.6 Skin of upper limb, including shoulder 

02.3 Forearm C44.6 Skin of upper limb, including shoulder 

02.4 Wrist C44.6 Skin of upper limb, including shoulder 

02.5 Hand C44.6 Skin of upper limb, including shoulder 

02.6 Digit C44.6 Skin of upper limb, including shoulder 

Torso:  

03.1 Shoulder C44.6 Skin of upper limb, including shoulder  

03.2 Axilla C44.5 Skin of trunk  

03.3 Chest C44.5 Skin of trunk  

03.4 Breast C44.5 Skin of trunk  

03.5 Back C44.5 Skin of trunk  

03.6 Abdomen C44.5 Skin of trunk  

03.7 Buttocks C44.5 Skin of trunk 

03.8 Groin C44.5 Skin of trunk 

Lower Limb:  

04.1 Thigh C44.7 Skin of lower limb, including hip  

04.2 Shin C44.7 Skin of lower limb, including hip  

04.3 Calf C44.7 Skin of lower limb, including hip  

04.4 Ankle C44.7 Skin of lower limb, including hip  

04.5 Foot C44.7 Skin of lower limb, including hip  

04.6 Toe C44.7 Skin of lower limb, including hip  
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Table 2 - Mapping of ‘Likely/pre-surgical diagnosis’ to NHS Data Dictionary v3 item SKIN CANCER LESION DIAGNOSIS and COSD v1.1 item CLINICAL 
DIAGNOSIS (PRE-HISTOLOGICAL RESULT – SKIN) 

 

Community-Based Surgery Audit Categories 
NHS Data Dictionary 

v3/COSD v1.1 codes 
NHS Data Dictionary v3/COSD v1.1 

definition 

01.1 Basal cell carcinoma 
01.1.1 Basal cell carcinoma, nodular 
01.1.2 Basal cell carcinoma, superficial 
01.1.3 Basal cell carcinoma, morphoeic 
01.1.4 Basal cell carcinoma - baso-squamous 

01 BCC 

01.2 Squamous cell carcinoma 02 SCC 

01.4.1 Malignant melanoma in situ 
01.4.2 Malignant melanoma, superficial spreading 
01.4.3 Lentigo maligna 
01.4.4 Malignant melanoma, lentigo maligna 
01.4.5 Malignant melanoma, nodular 
01.4.6 Malignant melanoma, acral lentigious 

03 MELANOMA 

 04 ATYPICAL MOLE 

01.4.7 Melanocytic lesion of unknown malignant 
potential 

05 
MELANOCYTIC TUMOUR 

(ATYPICAL TUMOUR OF UNKNOWN 
MALIGNANT POTENTIAL)  

01.3 Keratoacanthoma  
01.5 Other rare tumours 

06 OTHER 

 99 Not Known 
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Table 3 – Mapping of ‘Role of practitioner’ to NHS Data Dictionary v3 item CARE PROFESSIONAL SURGEON GRADE (CANCER) and COSD v1.1 item 
GRADE CLINICIAN/SURGEON OF OPERATING  

 

Community-Based Surgery Audit Categories 

NHS Data 
Dictionary 

v3/COSD 

v1.1 
codes 

NHS Data Dictionary v3/COSD v1.1 

definition 

06 Model 2 Practitioner: Nurse NU NURSE 

07 Model 2 Practitioner: Trainee specialist doctor TS TRAINEE SPECIALIST DOCTOR 

08 Model 2 Practitioner: Consultant surgeon CS CONSULTANT SURGEON 

09 Model 2 Practitioner: Consultant dermatologist CD CONSULTANT DERMATOLOGIST 

10 Model 2 Practitioner: Hospital practitioner HP HOSPITAL PRACTITIONER 

02 Model 1 Practitioner: Skin lesion GPwSI 
03 Model 1 Practitioner: Group 2 GPwSI 
04 Model 1 Practitioner: Group 3 GPwSI  

SI GP WITH SPECIAL INTEREST 

01 LES/DES GP 
05 Model 2 Practitioner: GP 
 

GP GENERAL PRACTITIONER 

11 Other 
  

OO OTHER 
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Table 4 – Mapping of ‘Procedure’ to NHS Data Dictionary v3 and COSD v1.1 item PRIMARY PROCEDURE (OPCS) 

 
Community-Based Surgery Audit Categories OPCS4 code 

01 Excision biopsy S069 Unspecified other excision of lesion of skin 

02 Shave excision S142 Shave biopsy of lesion of skin NEC 

03 Punch or incisional biopsy S152 Biopsy of lesion of skin NEC 

04 Curettage or scoop biopsy S089 Curettage of lesion of skin, Unspecified 

05 Skin flap following excision SO69 Unspecified other excision of lesion of skin 
S279 Unspecified other local flap of skin 

06 Skin graft following excision SO69 Unspecified other excision of lesion of skin 
S379 Unspecified other graft of skin 

07 Partial nail avulsion S68.3 Partial excision of nail NEC 

08 Complete nail avulsion S68.1 Total excision of nail 

 

 
Table 5 - Mapping of ‘Deep excision margin’ and ‘Lateral excision margin’ to NHS Data Dictionary v3 item EXCISION MARGIN 

 
Community-Based Surgery Audit Categories NHS Data Dictionary v3 EXCISION MARGIN codes NHS Data Dictionary v3 EXCISION MARGIN definitions 

01 Not relevant (for curettage, incisional biopsies etc) 98 Not applicable 

02 Incomplete excision 05 Tumour reaches tumour margin 

03 Complete excision, margins not stated 01 Excision margins are clear (distance from margin not stated) 

04 ≤ 1mm 
 

04 Tumour is less than or equal to 1mm of excision margin, but does 
not reach margin 

05 >1mm - 2mm 
 

03 Excision margins are clear (tumour >1mm but less than or equal 
to 5mm from the margin 

06 >2mm - 3mm 
 

03 Excision margins are clear (tumour >1mm but less than or equal 
to 5mm from the margin 

07 >3mm - 4mm 
 

03 Excision margins are clear (tumour >1mm but less than or equal 
to 5mm from the margin 

08 >4mm - 5mm 
 

03 Excision margins are clear (tumour >1mm but less than or equal 
to 5mm from the margin 

09 >5mm 
 

02 Excision margins are clear (tumour >5mm from the margin) 

 

 
Table 6 - Mapping of ‘Referral offered’ to NHS Data Dictionary v3 and COSD v1.1 item PRIORITY TYPE CODE 

 
Community-Based  Surgery Audit Categories NHS Data Dictionary v3 item PRIORITY TYPE mapping 

01 Yes -  routine 1 Routine 

02 Yes - 2  week wait 3 Two Week Wait 

03 No - not necessary - 

04 No - other reason - 

 


