Referral criteria for surgical skin lesions
In view of the large number of skin cancers in our region requiring specialist level surgery it is important that priority is given to these patients ahead of those with more minor conditions.

It is acknowledged that GP level surgery comes at a cost to the patient and some referrals have been made in the past on the basis of ability to pay, but with unmanageable demand on the specialist resource and the increasing availability of surgically skilled GPs in the community this approach has become difficult to justify.
The table below provides a broad indication of what is appropriate for each sector.

All lesions in the first column are suitable for treatment in primary care although referral to a skilled GP colleague may be made if preferred.
Of course, patients may be referred to a private specialist if they choose.

	Not appropriate for public referral
(consider referral to skilled GP if preferred)
	Skilled GP recommended 

	May be referred to public system
(Skin lesion clinic, Nelson Hospital. Fax 546 1653)

	Benign lesions where cosmetic appearance or minor irritation is the only concern
	
	

	Benign cystic lesions, eg. sebaceous cyst
	
	

	Lipomata
	Large, symptomatic lipomata that are beyond the surgical skills of the GP
	Rapid growth of a lipoma raises suspicion of sarcomatous change, although this is rare.

Refer to general surgery for excision if genuine concern.

	Solar keratosis suitable for cryotherapy, including on the face
	
	

	Suspected or confirmed basal cell carcinoma:

Superficial BCC suitable for cryotherapy, shave excision or curettage, including on the face where cosmetic result from these procedures is acceptable.
	
	

	Nodular BCC suitable for curettage, including on the face where cosmetic result from this procedure is acceptable.
	Large lesions requiring extensive curettage or wide excision
	Nodular BCC on skin sites posing technical difficulty: eg. ears, nose, lips, or within 1cm of the eye 

	Suspected or confirmed squamous cell carcinoma:
Small, superficial lesions suitable for curettage, including on the face where cosmetic result from this procedure is acceptable.

Includes Bowenoid keratoses.
	Large or invasive lesions requiring extensive curettage or wide excision
	Large or invasive lesions requiring extensive curettage or wide excision, particularly on skin sites posing technical difficulty: eg. ears, nose, lips, or within 1cm of the eye 

	Shave or ‘saucerised’ excision of small pigmented lesions where histological diagnosis is required to exclude dysplasia or malignancy
	Excision of larger pigmented lesions where histological diagnosis is required to exclude dysplasia or malignancy
	Excision of pigmented lesions from anatomically challenging sites where histological diagnosis is required to exclude dysplasia or malignancy

	Suspected superficial malignant melanoma if lesion is small and location allows narrow excision as primary procedure (1mm margin adequate)
	Suspected superficial malignant melanoma if adequate diagnostic excision is beyond the surgical skills of the patient’s GP
	Histologically confirmed superficial malignant melanoma should be referred directly to the appropriate specialty for wide excision.

	
	Suspected, small nodular melanoma may be excised by a skilled GP provided a 2mm margin and depth to subcutaneous fat can be achieved.
	Clinical nodular malignant melanoma should be referred directly to appropriate specialty for primary wide excision.

	Undiagnosed lesions 

It is acknowledged that many skin lesions pose diagnostic uncertainty for various reasons.

Every effort should be made to categorise the lesion into “most likely” diagnosis and manage according to the table above.

Advice can be sought without referral if a digital photograph is obtained. Please include details of site, size, growth history, etc.

Punch biopsies are available free from MedLab and training in their use is recommended.

NB. Do not punch or part-biopsy pigmented lesions.


	
	


